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ABSTRACT 

Families Who Unilaterally Discontinue Narrative Therapy: 
Their Story, a Qualitative Study 

John H. Hoper 

May 1999 

The research objective of this study was to understand the therapeutic and 

tem1ination processes of clients who unilaterally tem1inate narrative family therapy from 

the client's perspective. An additional objective was to understand the strengths and 

weaknesses of narrative therapy. To address these issues, a qualitative research design 

was utilized, and a combination of telephone and face-to-face interviews was conducted. 

Overall, the research results agreed with reported literature on te1111ination and effective 

therapeutic processes. Typically, respondents gave more than one reason for tem1ination. 

Approximately one-third tem1inated due to external, environmental factors, such as 

scheduling difficulties. The remaining respondents terminated due to factors associated 

with therapy, including expectations as to how therapy should be conducted and 

therapeutic outcome. Overall, the respondents were pleased with their experience, and a 

significant portion terminated due to improvements in their situation. Two distinct 

classes of respondents who terminated due to therapeutic reasons were found, those 

helped by therapy and those not helped. The helped respondents saw their problems as 

more related to family functioning, and had more realistic therapeutic expectations. In 

contrast those not helped attributed more of their problems to the children, had less 

realistic expectations, wanted more advice from an expert therapist, and were more 
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defeated by reversions to old behaviors. From the research results, a comprehensive, 

process-oriented model for termination was developed, based on client, agency, 

therapeutic, and outcome factors. The model is believed to be applicable across 

theoretical orientations. Overall, the respondents found narrative therapy techniques and 

the way they were used to be therapeutic. There were drawbacks with a minority of 

respondents. In general, they wanted more guidance and solutions, as well as more 

therapist alignment with the parents versus with the children. Also, some multicultural 

counseling difficulties were encountered, where a different approach would have been 

more effective. In summary, most respondents found narrative therapy to be effective for 

them; they were pleased with their therapists, the therapy that they received, and their 

therapeutic progress. 
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CHAPTER I 

INTRODUCTION 

Clients who unilaterally discontinue therapy have been perceived by the therapeutic 

community as a significant obstacle to delivering effective services. The typical view of 

therapists and agencies is that such therapy terminations are failures due to wasted time, 

disrupted schedules, lost revenue, and therapist angst (Pekarik, 1985a). Some therapists 

are concerned that clients' needs and expectations may not have been met (Calvert & 

Johnston, 1990; Pekarik, 1985a). There is some evidence for this; some researchers use 

such terminations as reflections of the effectiveness of various family therapy approaches 

(Alexander, Barton, Schiavo, & Parsons, 1976; Kazdin, Mazurick, & Bass, 1993; Larsen, 

Atkinson, Hargreaves, & Nguyen, 1979; Prinz & Miller, 1994; Santisteban et al., 1996; 

Szapocznik, Kurtines, Santisteban, & Rio, 1990). According to them, the higher the 

unilateral termination rates, the less effective the therapy. 

General Findings 

Considerable research effort has been expended to understand and predict such 

termination occurrences. To date, over 450 related publications exist (Bischoff & 

Sprenkle, 1993; Wierzbicki & Pekarik, 1993). These terminations are generally called 

"dropouts" or "premature terminations," a label which casts them in a negative light. 

However, research indicates the therapy experiences for both family and individual 

therapy clients were generally positive (Farley, Peterson, & Spanos, 1975; Littlepage, 

Kosloski, Schnelle, McNees, & Gendrich, 1976; Winter, 1993; Zimmermann- Tansella & 

1 



Colorio, 1986). To avoid labels that are either positive or negative, a neutral term for 

these therapy terminations and associated clients is used. They will be referred to as 

"unilateral terminations/ terminators," or UTs. 

2 

Until recently, most of the research attention has been focused on individual 

therapy terminations. Until the mid-1980s, fewer than 10 articles existed on family 

and/or couple UTs (Bischoff & Sprenkle, 1993). However, with the increased popularity 

of family therapy, a recent computerized literature search on family therapy terminations 

found 150+ articles related to terminations. 

The major variables that have been investigated and published are those associated 

with the client, therapist, therapeutic relationship, and therapy process factors. There are 

statistically significant variables in each category, but none of the categories or individual 

variables overwhelming predicts or explains unilateral terminations. Armbruster and 

Kazdin (1994) categorize much of the research to date as "convenient empiricism," where 

existing demographic and test information is analyzed in looking for explanations for 

termination. In addition, the literature results tend to be inconsistent, with different 

studies generating different results (Armbruster & Kazdin, 1994; Bischoff & Sprenkle, 

1993). A limited number of theoretical models exist for explaining or predicting 

unilateral terminations (Kazdin, Holland & Crowley, 1997; Prochaska & DiClemente, 

1982). While these models to add to our understanding, they lack a comprehensive view 

of termination processes (Prinz & Miller, 1994). 

Many of the current studies indicate that client input is needed to better understand 

UTs' therapeutic experiences (Armbruster & Kazdin, 1994; Bischoff & Sprenkle, 1993; 

Cronister, 1991; Friedlander, Wildman, Heatherington, & Skowron, 1994; Kazdin, 

Holland & Crowley, 1997; Kazdin & Mazurick, 1994; Kazdin & Wassell, 1998; Sigal, 
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Barrs, & Doubilet, 1976; Slipp & Kressel, 1978). However, in the past 25 years only 15 

studies actually interviewed family-therapy clients to gain their perspectives on unilateral 

terminations (Beck & Jones, 1973; Crane, Griffin, & Hill, 1986; Farley, Peterson, & 

Spanos, 1975; Kazdin, Holland, & Crowley, 1997; Lowman, DeLange, Roberts, & 

Brady, 1984; Merrington & Corden, 1981; Metcalf, Thomas, Duncan, Miller, & Hubble, 

1996; Prinz & Miller, 1994; Shapiro & Budman, 1973; Sigal, Barrs, & Doubilet, 1976; 

Slipp & Kressel, 1978; Swint, 1994; Woodward, Santa Barbara, Levin, & Epstein, 1978; 

Winter, 1993), Zimmermann-Tansella & Colorio, 1986). Though most are from the early 

1970s to the mid-1980s, they do offer a better perspective of these clients, although 

further insight into their therapy experiences and termination processes are needed. 

The impact of theoretical orientations and theory-based interventions on UT rates is 

limited to two studies (Anderson, Atilano, Bergen, Russell, & Jurich, 1985; Winter, 

1993). In addition, Winter's data is in an unpublished doctoral dissertation. What do 

exist are meta-analyses of family and marital psychotherapy outcome (Alexander, 

Holtzworth-Munroe, & Jameson, 1994; Lebow & Gurman, 1995; Shadish, Montgomery, 

Wilson, Wilson, & Okwumabua, 1993; Shadish, Ragsdale, Glaser, & Montgomery, 

1995). These studies show little substantial difference in family outcomes between the 

different mainstream theoretical orientations. Furthermore, no outcome or UTs studies 

exist for narrative and other recently popular constructivist therapies. 

Narrative Therapy 

The basic philosophical premises of family therapy have been challenged since the 

early 1980s (Nichols & Schwartz, 1998). In the past, the pragmatic and prescriptive 

approaches of structural, strategic, and functional family therapies were generally 
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practiced. These therapies tend to view families-in-trouble as systems to be fixed 

through the therapist's expert knowledge of techniques and how families "should be." 

The reappraisal of family therapy came primarily from feminists, constructivists, and 

those concerned about the impact of ethnicity on therapy. The result is that clients' 

meanings, collaboration with the clients, and the impact of social contexts on clients have 

become important considerations. The effects of this reappraisal have been to reduce 

both the "certainty" of therapists' views and the hierarchical therapist-client position. 

Narrative therapy fits this paradigm shift (Nichols & Schwartz, 1998; Parry & 

Doan, 1994; Rosenau, 1992). Philosophically, narrative therapy is based on post-modem 

thinking, which challenges all encompassing world-views that anticipate all questions 

and provide predetermined answers. Narrative therapy assumes people "construct" truths 

and meanings through interacting with the world, and that these meanings exist in 

language (Lax, 1992; Parry & Doan, 1994; Rosenau, 1992). These constructions are 

called "dominant narratives," which are the codification of a person's beliefs which shape 

his/her world-views. According to narrative beliefs, clients seek therapy when 

constrained by their dominant narratives, and are unable to develop more useful 

alternative views of their situation (White & Epston, 1990). Hence, therapy is the 

process through which new alternative narratives/ meanings are created. 

Research on the overall effectiveness of narrative therapy is limited (Friedlander, 

Wildman, Heatherington, & Skowron, 1994; Henggeler, Borduin, & Mann, 1993; Lebow 

& Gurman, 1995). What exists are numerous case studies reported by leading narrative 

therapists ( e.g., White & Epston, 1990; Durrant, 1989), or books containing techniques 

and case studies ( e.g., Freedman & Combs, 1996; Monk, Winslade, Crocket, & Epston, 

1997; Smith & Nylund, 1997). Furthermore, no research exists on clients who 
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unilaterally discontinue narrative therapy. Such information is seen by some (Kazdin, 

Mazurick, & Bass, 1993; Prinz & Miller, 1994; Santisteban et al., 1996; Szapocznik, 

Kurtines, Santisteban, & Rio, 1990) as a vehicle to understand the impact of therapeutic 

processes on clients, to provide insight into perceived strengths and weakness of narrative 

therapy. 

Research Objective 

The objective of this research is to understand the therapeutic experiences and 

termination processes of clients who unilaterally terminate from narrative family therapy. 

By obtaining the views of clients, the relative strengths and weakness of narrative therapy 

can be obtained. 

Qualitative Research Design 

To accomplish the above objective, the research focused on the expectations, 

therapy experiences and termination processes of UTs from narrative family therapy. 

Due to the nature of the information to be gathered and the limited knowledge ofUTs' 

experiences with narrative therapy, a qualitative research paradigm was used to explore 

relevant therapeutic themes. The qualitative research paradigm obtains insight into what 

people think and do, not how many of them think and do it; the latter is the arena of 

quantitative research (McCracken, 1988). Qualitative research has been found to be 

effective for studying family therapy (Moon, Dillon, & Sprinkle, 1990; Sprenkle & 

Moon, 1996), as well as narrative therapy (Neimeyer, 1993). Therapy and qualitative 

research honor multiple perspectives and individual differences, social context, circular 

causality, and holism (Patton, 1990). Furthermore, since no comprehensive theories on 



UTs exist (Prinz & Miller, 1994), associated issues are in the early stages of scientific 

maturation, all of which indicate the appropriateness of a qualitative research paradigm. 

Data was obtained in conjunction with an agency whose therapists primarily use 

narrative therapy. The data includes telephone and face-to-face interviews with clients 

who unilaterally terminated family therapy. To help validate the data and analysis, the 

finished results were compared to published research findings as well as to personal and 

published information on narrative therapy and related research issues. 

Research Limitations 

6 

There are a number of limitations associated with this study. The data was obtained 

from a single agency with its unique mix of clients and therapists. Clients primarily 

consist of families from lower socioeconomic classes. Furthermore, over half have 

Hispanic and African American backgrounds. However, due to language barriers, 

exclusively Spanish speaking clients were omitted. Generalizations regarding different 

cultural backgrounds are difficult due to the small sample sizes, (21 telephone, and 8 

face-to-face interviews), restricted participant selection criteria, and geographical 

concentration. The agency does not adhere to a single narrative therapeutic approach, 

e.g., collaborative language of Anderson and Goolishian (1988), but incorporates a 

variety of narrative techniques and beliefs, which is typical of narrative practitioners 

(Shilts, Filippino, & Nau, 1994; Sluzki, 1992; Zimmerman & Dickerson, 1994). Since 

the agency's clients seek help for general problems, the results may have limited 

applicability to specialized problems, such as drug/alcohol abuse, schizophrenia, or 

anorexia nervosa. 



On a personal level, I have prior direct experience with the agency and hold them 

in high regard. My theoretical orientation is primarily narrative and I have experience 

counseling low socioeconomic status as well as minority clients. Hence, my knowledge 

of the agency, narrative therapy, and client demographic issues increased my 

understanding of the research issues. Care was taken to use this knowledge effectively, 

and not prejudice or bias my findings. 

Summary 

7 

Though numerous studies exist, a comprehensive view of the underlying issues 

associated with clients who unilaterally terminate family therapy has been elusive. 

Furthermore, no such data exists on narrative family therapy clients. Hence, the research 

objective was to better understand the therapeutic and termination processes of clients 

who unilaterally terminate narrative family therapy from the client's perspective. A 

qualitative research design was selected as the best approach to address the associated 

issues. Through better understanding these clients' therapeutic experiences, the intent 

was to deepen the understanding of the strengths and weaknesses of narrative therapy. 



CHAPTER II 

REVIEW OF LITERATURE 

The review of literature covers several broad areas. The first area is the relevant 

research on clients who unilaterally discontinue therapy (UTs ). The focus will be on 

families, with comparison to individual and other modes of therapy when appropriate. 

The second area covers relevant narrative therapy concepts to further understand basic 

tenets and research issues. The third area addresses family therapy research paradigms, 

which includes a discussion on qualitative research used in family therapy. The chapter 

concludes by summarizing the key research issues to be addressed based on these 

literature findings. 

Clients Who Unilaterally Discontinue Therapy 

Considerable research effort has been expended to understand and predict clients 

who unexpectedly or unilaterally discontinue therapy (Bischoff & Sprenkle, 1993; 

Wierzbicki & Pekarik, 1993). Such terminations are generally considered as "failures," 

either from the client's or therapist's view (Calvert & Johnston, 1990; Pekarik, 1985a). 

Hence, such terminations are usually viewed negatively and referred to in negative terms, 

such as "premature terminations" or "therapy dropouts." 

Several authors see UT rates as reflecting the effectiveness of family therapy 

(Alexander et al., 1976; Kazdin, Mazurick, & Bass, 1993; Santisteban et al., 1996; 

Szapocznik, Kurtines, Santisteban, & Rio, 1990). They see higher UT rates as being 

associated with less effective therapy. According to this view, studying the UT 
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population offers an opportunity to assess the impact of therapeutic processes on clients 

(Larsen, Atkinson, Hargreaves, & Nguyen, 1979). 

In contrast to the above, while "premature terminators" may have had problems 

with their therapy experience, data indicates their therapy experiences were generally 

positive. Through interviews with "premature terminators," Zimmermann-Tansella and 

Colorio (1986) discovered that after one session 45% believed the problem had 

improved, 49% felt better afterwards, 77% found the process helpful, and 71 % would 

advise a friend to seek the agency's services. Similarly, Farley, Peterson, and Spanos, 

(1975) found 88% of "premature terminators" would recommend the agency to others 

9 

and 75% rated the overall therapy experience as positive. Winter (1993) found 56% had 

an overall positive experience and 50% would return if the need arose. More recently, 

Kazdin and Wassell (1998) found that when measured by the parents, 34% of the 

children ofUTs had improved, versus 79% of those that completed therapy. The above 

results mirror those for individual therapy. The first, Littlepage, Kosloski, Schnelle, 

McNees, and Gendrich (1976) found no significant difference in satisfaction between 

UTs and those who completed therapy. More recently, Beyebach and Carranza (1997) 

found two types of UTs in one-on-one solution-focused therapy: those that had improved, 

and those that had not. Though some communication pattern differences between the two 

types existed, none were found to be substantial. 

Single-session therapy (Talmon, 1990) is predicated on the finding that "most 

patients who quit after a single session do so because they accomplish what they 

intended." The proposed therapeutic model builds on this finding and formulates a 

methodology that, according to Talmon, increases the likelihood that clients will make 



the changes that they desire. Follow-up calls indicated that 78% of his 200 single

session client sample accomplished what they desired. 
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Since clients' therapeutic experiences cannot a priori be categorized as positive or 

negative, neutral language will be used in the dissertation to describe "premature 

terminations." Hence, such therapy terminations and associated clients will be referred to 

as "unilateral terminations/ terminators," or UTs. When therapy terminates with their 

therapist's knowledge/ concurrence, such terminations and associated clients will be 

referred to as "expected terminations/ terminators," or ETs. 

Several aspects of UTs are covered in following sections. First, an operational 

definition of UTs will be proposed. Numerous definitions currently exist; one 

researcher's UT is another's ET (Wierzbicki & Pekarik, 1993). Second, rates for UT 

families are reviewed and compared with those for individual therapy. Third, specific 

client and therapist variables impacting UT rates will be summarized. The next major 

section will cover relevant client/ therapist therapeutic alliance literature and its relevance 

to UT rates. The therapeutic alliance is defined as the relationship between the therapist 

and client to accomplish the work of therapy (Pinsof & Catherall, 1986). Individual 

components of the therapeutic alliance (therapeutic tasks, therapy goals, and 

client/therapist bond) will be addressed (Bordin, 1979). As a part of the therapeutic 

alliance section, the impact of different theoretical orientations on UT rates will be 

discussed. Next, information derived through interviewing/ assessing UTs and ETs about 

their therapeutic experiences with will be presented. Two models for UT will then be 

presented, one is a transtheoretical model of change, and the second is specifically 

targeted to predicting UTs. The UT literature review will conclude with a summary of 

key points. 



The literature review will emphasize results for family therapy, which includes 

couples' therapy (Lebow & Gurman, 1995). Results from individual and group therapy 

will be presented to augment the results for families when available and appropriate. 

Definition of Unilateral Terminations of Therapy 

11 

There is little agreement on the definition of unilateral terminations. Some authors 

define a UT through the number of sessions attended. However, the actual number of 

sessions used varies. For example, Allgood and Crane (1991) include clients who only 

attend the first session, while Shapiro and Budman (1973) include clients who attend the 

first session, but terminate before the fourth session. Others use the therapist's judgment 

as to when the client is ready to terminate therapy (Anderson, Atilano, Bergen, Russell, & 

Jurich, 1985; Pekarik, 1985b ). With this definition, the therapist is the expert, and not the 

client, as to when "sufficient progress" has been made. 

Garfield (1994) uses the following definition: 

A dropout from psychotherapy is one who has been accepted for 

psychotherapy, who actually has at least one session of therapy, and 

discontinued treatment on his or her own initiative by failing to come 

for any future arranged visits with the therapist. (p. 195) 

Pekarik (1985b) has shown that UT data vary based on the definition used. His 

analysis shows that UT/ET client differences are more distinctive when using the 

therapist's judgment, and not a fixed-number-of-sessions criterion. Furthermore, the 

meta-analysis of Wierzbicki and Pekarik (1993) shows that using the "failure to attend" 

criterion gave significantly lower UT rates (36%) than using therapist judgment or a fixed 

number of sessions (both at 48%). 
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Of these various definitions, Garfield's (1994) best matches the dissertation 

needs. His definition 1) accounts for client changes that can occur in a few sessions, 2) is 

more objective than a therapist's opinion, and 3) is easily made operational. Chapter III 

further discusses the criterion chosen for this research. 

Rates of Therapy Terminations 

Based on representative studies in the literature, typically 20 to 50% of families 

unilaterally terminate therapy and do so in 3 to 8 sessions (Table 1 ). Though UTs attend 

fewer sessions than ETs, comparing the number of sessions between the two is difficult. 

For example, the literature typically reports termination data for fixed length programs, 

ranging from 12 to 20+ sessions long (e.g., Kazdin & Mazurick, 1994; Kazdin, Mazurick, 

& Bass, 1993; Prinz & Miller, 1994; Slipp & Kressel, 1978). Hence, the average 

duration for ETs is the length of the program. The data for ETs reported by Anderson, 

Atilano, Bergen, Russell, and Jurich (1985) is for typical family counseling; the average 

number of sessions for UTs and ETs was 3.4 and 8.8 sessions, respectively. Even though 

UTs attend fewer sessions than ETs, the total number of sessions that families attend is 

typically less than 10. For example, Woodward et al. (1978) found that 279 families 

typically attended less than nine sessions, with a median of six. For Phillips (1987), the 

medians ranged from three to six sessions. For Allgood, Parham, Salts, and Smith 

(1995), the average was between three to four, and for Edwards (1990), the average was 

between five to six sessions. 

Statistics comparing individual and family UTs are sparse (Shapiro, 1974). 

However, the rates appear to be comparable between the two. The meta-analysis of 

Wierzbicki and Pekarik (1993) showed no significant difference in UT rates between 



Table 1 
Summary of Research Studies on Unilateral Terminations from Family Therapy 

Termination Research Criterion Average number of 
Authors Rates For UT Clients Sessions Attended 

• Alexander, Barton, Schiavo, 43% Not return, or Not available 
& Parsons (1976) Against therapist advice 

• Allgood & Crane ( 1991) 15% Terminate before 2nd session Not available 

• Anderson, Atilano, Bergen, 58% Terminate w/o meeting goals <3 .4 sessions> 
Russell, & Jurich (1985) <8.8 sessions>b 

• Chamberlain, Patterson, Reid, 33% Terminate before 5th session Not available 
Kavanagh, & Forgatch. (1984) 

• Kazdin & Mazurick (1994) 47.5% Unilateral decision <4. 7 sessions> 

• Kazdin, Mazurick, & Bass (1993) 38.5% Terminate before ih session <2.4 sessions> 

• Prinz & Miller ( 1994) 29, 47% a Not complete program <7.0 sessions> 

• Shapiro ( 197 4) 40% Terminate before 4th session Not available 

• Sigal, Barrs, & Doubilet (1971) 31% Against therapist advice Not available 

• Slipp & Kresse! (1978) 42% Against therapist advice <4.2 sessions> 

• Szapocznik, Kurtines, Santisteban, 17,41%a Not available Not available 
& Rio (1990) 

• Winter (1993) 5, 37, 61 ¾a w/o therapist's agreement Not available 

• Woodward, Santa Barbara, Levin, 22% w/o therapist's agreement Not available 
& Epstein ( 1978) 

Note. aDifferent rates represent different therapy approaches. bFor clients who completed therapy. 

~ 

w 
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individual versus group/ marital/ family therapy (47% vs. 46%). Edwards (1990) 

indicates comparable overall attrition rates (including UTs and ETs) for individual, 

family, and marital therapies. The median number of sessions ranged from five to six. 

Edwards' results coincide with Garfield's summary data on individual therapy (1994) 

showing a median treatment length of six sessions, with two-thirds receiving less than 10 

sessions. A summary of the literature indicates individual therapy UT rates typically 

range from 30 to 60% (Baekeland & Lundwald, 1975; Garfield, 1994). In contrast to the 

above data, Shapiro and Budman (1973) found the rates for individual and family therapy 

differed. Based on a four-session UT criterion, 24% of individuals and 40% of families 

were UTs. However, their data is confounded due to the family therapists' low 

experience levels and the fixed-session UT criterion. 

Client Variables Associated with Unilateral Terminations 

Client Demographics 

One of the most consistent variables associated with increased UT rates is low 

socioeconomic status (SES, Armbruster & Fallon, 1994; Bischoff & Sprenkle, 1993; 

Hampson & Beavers, 1996a; Prinz & Miller, 1994; Kazdin, 1990; Kazdin, Holland, & 

Crowley, 1997; Kazdin, Mazurick, Bass, 1993; Viale-Val, Rosenthal, Curtiss, & Marohn, 

1984). However, Beck and Jones (1973) reported contrary evidence in their large 

national survey of over 3,500 clients. They found that client-initiated terminations 

decreased with decreasing SES. Beck and Jones conjectured that agencies might be 

limiting the number of sessions due to limited client and agency resources. 

The literature on ethnicity versus UT rates is mixed. No differences were found by 

some researchers (O'Sullivan, Peterson, Cox, and Kirkeby, 1989), where as others did 
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find differences (e.g., Kazdin, Holland, & Crowley, 1997; Kazdin, Holland, Crowley, 

& Breton, 1997; Kazdin, Mazurick, & Bass, 1993; Slipp, Kressel, 1978; Sue, Fujino, Hu, 

Takeuchi, & Zane, 1991). Hampson and Beavers (1996a, 1996b) found no SES or 

ethnicity differences when family competence and cohesiveness are accounted for. 

Similarly, ethnicity was not a significant factor when Armbruster and Fallon (1994) 

controlled for client SES. Furthermore, Viale-Val, Rosenthal, Curtiss, and Marohn 

(1984) found that when SES was controlled, Anglos were more likely to be UTs. Hence, 

part of the mixed results for minorities may be due to confounding by SES and family 

dynamics. 

There is contradictory data regarding the impact of age and sex of the child/ 

adolescent "identified patient" (IP) on UT rates. Allgood, Parham, Salts, and Smith 

(1995), Kazdin, Holland, and Crowley (1997), Kazdin and Mazurick (1994), and Shapiro 

(1974) found no such effects. However, Armbruster and Fallon (1994) and Patterson and 

Chamberlain (1994) found older boys to have higher UT rates. What does seem to 

increase UT rates is the severity of issues the IP is facing (Beck & Jones, 1973; Kazdin 

& Mazurick, 1994; Kazdin, Holland, & Crowley, 1997; Kazdin, Mazurick, & Bass, 

1993). Behavioral examples include conduct disorder, antisocial behavior, and 

delinquency. Such problems tend to impact many aspects of IP's lives, such as academic 

performance, though this finding may be confounded by low measured IQs (Kazdin & 

Mazurick, 1994). UT children are more likely to be aggressive at school (Prinz & Miller, 

1994) and to associate with antisocial peers (Kazdin & Mazurick, 1994). 

Parents with higher UT rates are often younger and single heads of their households 

(Kazdin, Holland, & Crowley, 1997; Kazdin, Holland, Crowley, & Breton, 1997; Kazdin 

& Mazurick, 1994). The parents with higher UT rates are generally those with more 
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stressed/ conflicted family and marital relationships ( especially with acting-out 

children). They also tend to encounter more severe life events, such as being 

unemployed (Armbruster & Fallon, 1994; Kazdin, Holland, & Crowley, 1997; Kazdin, 

Holland, Crowley, & Breton, 1997; Kazdin & Mazurick, 1994; Kazdin, Mazurick, & 

Bass, 1993; Slipp & Kressel, 1978), and to have less "life-happiness" and satisfaction 

(Anderson, Atilano, Bergen, Russell, & Jurich, 1985). Their problems are generally seen 

in more concrete forms, e.g., their child is not going to school or they are out of work, 

and not in more abstract relational terms, e.g., they are not getting along in their family, 

which may also be true. Higher UT rate parents tend to have more stereotyped spousal 

roles and less accurate views of their spouses. Their child rearing practices also tend to 

be more aversive (Kazdin, Holland, & Crowley, 1997; Kazdin, Holland, Crowley, & 

Breton, 1997; Kazdin, Mazurick, & Bass, 1993). Overall, Hampson and Beavers (1996a, 

1996b) found lower functioning families more likely to be UTs, as are centrifugal 

families, where satisfaction is sought outside the family and hostility and conflict are 

overtly expressed. 

Higher UT rate families/parents/couples tend to conceive of their problem as the 

"other person" and have difficulty seeing their own roles in the their difficulties (Allgood 

& Crane, 1991; Kazdin & Mazurick, 1994; Kazdin, Mazurick, & Bass, 1993; Slipp & 

Kressel, 1979). Hence, the family therapy approach may not meet their therapy 

expectations, for they expect the "problem person to be fixed." Clients are more likely to 

continue in therapy if they see their difficulties as existing in the family as a whole or in 

their specific relationships, rather than in a specific individual. 

Father involvement has been seen as important to continuing therapy, for they are 

most often responsible for appointment cancellations (Bischoff & Sprenkle, 1993; 
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Shapiro & Budman, 1973). Mothers are generally most enthusiastic about therapy and 

husbands tend to be more reluctant. Also, Allgood and Crane (1991) have found that 

families with high anxiety husbands are also more likely to unilaterally terminate therapy. 

The referral source generally impacts UT rates. Self-referred clients are more likely 

to be ETs than clients referred by institutions or agencies (e.g., schools) (Armbruster & 

Fallon, 1994; Chamberlain, Patterson, Reid, Kavanagh, & Forgatch, 1984; Gould, 

Shaffer, & Kaplan, 1985; Pekarik, 1985b, Pekarik & Stephenson, 1988; Prinz & Miller, 

1994). 

Many studies show that previous experience with therapy tends to decrease UT 

rates (Hoffman, 1985; Pekarik, 1985a; Pekarik & Stephenson, 1988). However, 

Armbruster and Fallon (1994) found no such relationship. 

Client Resistance 

Numerous authors have noted client resistance and confrontational behaviors and 

their relationship to therapy (Beutler, Mohr, Grawe, Engle, & McDonald, 1991; 

Chamberlain, Patterson, Reid, Kavanagh, & Forgatch, 1984; Heatherington & 

Friedlander, 1990b; Patterson & Chamberlain, 1994; Shields, Sprenkle, & Constantine, 

1991 ). Resistance was operationally defined by Patterson and Chamberlain as the client 

being defensive, hopeless, confronting, contradicting, sidetracking, answering for other 

family members, and being critical towards family members. By measuring "resistance" 

in sessions, they obtained a strong correlation between the resistance in a family the 

likelihood of UT. For example, Chamberlain et al. found that 54% ofUTs exhibited high 

resistance after two to four sessions versus 14 % for ETs. Furthermore, resistance was 

higher for clients who are agency-referred than self-referred. 
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Client Expectations 

One common factor for client improvement is having positive expectations 

(Lambert & Bergin, 1994). Allgood, Parham, Salts, and Smith (1995), citing the 1987 

work by Weiner-Davis, de Shazer, and Gingerich, found that 30% of their clients 

experienced positive change in the time between the initial agency contact and their first 

session. Those who did not change were more likely to be UTs. Allgood et al. speculate 

that the initial change contributed to positive therapy expectations and those who did not 

experience such changes had lower expectations and were more likely to be UTs. 

Indications are that UT expectations are only partially met. Farley, Peterson, and Spanos 

(1975) found that therapy expectations were not met for 58% of UTs, which contributed 

to 46% of them terminating therapy. 

External Events 

Life events and external circumstances impact whether or not client can attend 

therapy or must terminate. Kazdin, Holland, and Crowley (1997) assess for such events 

in their barriers-to-treatment model for termination. Included are items such as 

transportation and scheduling difficulties, moving to other locations, and other barriers 

external to the therapeutic process itself. They found a clinically significant difference 

due to external events between clients that completed their program and those that 

terminated early. As noted later by Winter (1993) and in the Therapy Experiences of UT 

Clients section, such difficulties are common and significantly contribute to termination 

decisions. 

Summary 

In summary, higher UT rates are generally associated with low SES, institutional 

referrals, no previous therapeutic experience, lack of father's involvement, parental 
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emotional issues and situational stresses, children with more severe issues, higher 

client resistance, attributing "the problem" to the other person, therapy not meeting client 

expectations, and events external to therapy itself. 

Many factors have been and will be discussed in the remaining literature review 

sections. No one factor has been found to be predictive of UTs. Instead, a much more 

heterogeneous view is appropriate. This view has been demonstrated by the work of 

Kazdin and this colleagues ( e.g., Kazdin, Holland, & Crowley, 1997; Kazdin, Holland, 

Crowley, & Breton, 1997; Kazdin, Mazurick, & Bass, 1993; Kazdin & Wassell, 1998), 

where a multitude of factors best predicted UTs. Kazdin, Mazurick, and Bass used the 

following client demographics to predict UTs: SES status, parental stress, child antisocial 

behavior and educational functioning, and parental antisocial behavior. They were able 

to predict 74.2% of the UTs and 88.8% of the ETs. More recently, Kazdin and 

colleagues have added client treatment variables to client demographic variables to better 

predict time to termination. Their resulting model for termination will be discussed later 

in this chapter. The following sections will present other relevant factors to termination. 

Therapist Variables Associated with Unilateral Terminations 

Regarding unilateral terminations, less has been written on therapist than client 

variables. The variables considered in this section are objective (gender, race, age, and 

experience) and subjective (e.g., warmth and humor). 

The majority of studies show that gender and age by themselves have little effect on 

UT rates (Bischoff & Sprenkle, 1993; Shadish, Montgomery, Wilson, Wilson, & 

Okwumabua, 1993; Shields & McDaniel, 1992; Woodward, Santa Barbara, Levin, & 
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Epstein, 1978). However, Allgood and Crane (1991) found that male intake clinicians 

had higher dropout rates, but the variable accounted for less than 5% of the UT variance. 

The impact of counselor ethnicity on UT rates is mixed. Viale-Val et al. (1984) and 

Acosta (1980) found therapist ethnicity not to be a significant factor in UT rates. 

However, individual therapy studies by Ponterotto, Alexander, and Hinkston (1988) and 

family studies by Atkinson, Poston, Furlong, and Mercado (1989) generally found race to 

be important, but not critical to successful therapy. From individual therapy research, 

client-therapist language compatibility is consequential (Flaskerud, 1986). He found 

lower UT rates when the language of the client was matched with the therapist. 

When there are client/ therapist ethnicity differences, some researchers have found 

an increase in UT rates. For example, Beck and Jones (1973) in their survey of over 

3,500 clients found that African American clients had higher UT rates when assigned to 

Anglo therapists than African American therapists. Sue et al. (1991) found that Latinos 

have more sessions with same ethnicity counselor. Armbruster and Fallon (1994) found 

no difference in UT rates on client-therapist ethnicity, except when Anglo clients had 

minority therapists; the UT rates were then significantly higher. However, these 

exceptions are not representative of the overall literature. Overall, the impact of 

matching client-therapist ethnicity on UT rates is mixed (Sue, Zane, & Young, 1994). 

The impact of training and years of experience as a family therapist on UT rates is 

also mixed. Many researchers find UT rates independent of training and experience ( e.g., 

Adams, Piercy, & Jurich, 1991; Shadish, Montgomery, Wilson, Wilson, & Okwumabua, 

1993). Others find that inexperienced therapists have higher UT rates (Patterson & 

Chamberlain, 1994; Slipp & Kresse!, 1978). The amount of therapist experience 

approached significance (p=. 11) in the outcome study by Allgood, Parham, Salts, and 
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Smith (1995). Overall, the data may be confounded by agencies assigning more 

difficult clients to more experienced therapists or by the intensity of supervision (Propst, 

Paris, & Rosberger, 1994). Also, some studies may be reporting ceiling effects, for the 

minimum family therapy experience in some of studies is greater than one year ( e.g., 

Adams et al. study used therapists with three or more years' experience). Furthermore, 

Simmons and Doherty (1998) found little evidence that different academic training of 

family therapists has a significant impact on outcomes. Finally, Lyman, Storm, and York 

(1995) found that trainees with greater life experiences were not perceived by clients as 

more effective. 

The impact of therapist variables on UT rates for family therapy appears similar to 

that for individual therapy. The meta-analysis of Wierzbicki and Pekarik (1993) of 

individual therapy UT rates found no therapist variables significant. They considered 

gender, race, mean years of experience, and counseling degree (e.g., Ph.D., MSW). 

The subjective therapist characteristics found to be effective across therapies are 

persuasion, warmth, attention, understanding, and encouragement (Lambert & Bergin, 

1994). Alexander, Barton, Schiavo, and Parsons (1976), though using training-supervisor 

ratings of therapists, categorized a number of family therapist variables. The ones that 

contributed to positive outcome were humor, warmth, and self-confidence. Therapist 

variables that were not significant were self-disclosure and clarity. 

In summary, family therapist characteristics have been studied less than those of 

clients. Therapists' demographics, including racial matching with the client, have a 

mixed impact on UT rates. Evidence exists that inexperienced family therapist have 

higher UT rates than more experienced ones. Subjective qualities are important and are 

related to UT rates. The key qualities appear to be humor, warmth, and self-confidence. 



These subjective qualities contribute to the therapeutic alliance, which will be further 

discussed in the next section. 

Therapeutic Alliance: Impact on Unilateral Terminations 
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The client-therapist working relationship is generally referred to as the therapeutic 

alliance (TA; Koss & Shinag, 1994). An effective working relationship is important to 

successful therapy outcomes. This finding has been substantiated in numerous studies of 

family therapy (Alexander, Holtzworth-Munroe, & Jameson, 1994; Bischoff & Sprenkle, 

1993; Friedlander, Wildman, Heatherington, & Skowron, 1994) as well as in individual 

therapy (Horvath & Symonds, 1991; Lambert & Bergin, 1994; Orlinsky, Grawe, & Parks, 

1994; Safran & Wallner, 1991 ). 

The recent emphasis on understanding the TA in family therapy is believed to be 

due to family therapy's move towards a more humanistic perspective (Friedlander, 

Wildman, et al., 1994; Nichols & Schwartz, 1998). Several views of TA as applied to 

families have been proposed (Alexander et al., 1976; Pinsof & Catherall, 1986), and are 

discussed below. 

Definition 

Pinsof and Catherall (1986, p. 139) define therapeutic alliance as "that aspect of the 

relationship between the therapist system and the patient systems that pertains to their 

capacity to mutually invest in, and collaborate on, therapy." Their definition is similar to 

that of Coady (1992, p. 468) which describes TA as the "therapist and client working 

together in a realistic, collaborative relationship based on mutual respect, liking, trust, 

and a commitment to the work of therapy." Key to both definitions is collaboration and 

mutuality in both caring and work. 



23 

Pinsof and Catherall (1986) developed a TA assessment instrument for families 

based on Bordin's 1979 conceptualization of TA for individual therapy. For Bordin, TA 

has three components: goals, tasks, and bond. Goals define what is to be accomplished to 

resolve clients' problems. Tasks are the work-part of therapy. Included are the methods 

and techniques the therapist uses that are relevant to understanding and addressing 

clients' problems. Bond encompasses the human relationship between client and 

therapist. Bond includes mutual caring, acceptance, and trust. 

Experimental Results 

The contribution of Pinsof and Catherall (1986) was to expand Bordin's (1979) 

work beyond individual therapy to family therapy by measuring the three components 

between all therapy participants, both family and therapist members. Pinsof and 

Catherall assess three levels: the 1) whole systems alliance (therapist allies with the 

family members as a group), 2) subsystem alliance (therapist allies with various 

subsystems, e.g., the parents), and 3) individual alliance (therapist allies with each 

individual in the family). A family is "intact" when all family members feel positively 

towards therapy/therapist and "split" when various members have different feelings and 

opinions regarding therapy/ therapist. Heatherington and Friedlander (1990b) have found 

that "splits" occurred in 42% of their subject families. Though ET/UT rates were not 

attributed to this split, therapists "would be wise to pay particular attention to the 

variability in the family members ... " (p. 305). 

The work of Pinsof and Catherall (1986) is related to that of Alexander et al. 

(1976), who isolated key therapist variables through direct behavioral observations of21 

therapists. The variables clustered into two major categories: "relationship" and 

"structuring," which correspond to bond and tasks. Relationship contains the variables of 
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humor, warmth, and ability to relate clients' feelings to their actions. Structuring 

consists of being directive (being active and the center of interaction) and having self

confidence (being the "expert" and optimistic). When predicting which families could 

complete therapy (ETs ), Alexander et al. found that relationship skills accounted for 45% 

of the variance, while structuring skills alone accounted for 36%. Jointly the classes of 

variables accounted for 60% of the variance. The conclusion Alexander et al. reach is 

that both categories of therapist variables are important to family therapy outcome (bond 

and tasks), either category by itself is ineffective. 

Using the Couple Therapy Alliance Scale (CAS; Pinsof & Catherall, 1986) as an 

assessment instrument, Bourgeois, Sabourin, and Wright (1990) sought to predict 

therapeutic outcome for couples in marital group therapy. By controlling for initial level 

of symptoms, the CAS was predictive of outcome, but accounted for only 3 to 10% of the 

pre-therapy to post-therapy change in the Dyadic Adjustment Scale (DAS; Spanier & 

Cole, 1974) scores, a standardized measure of marital adjustment. These modest 

predictive results for marital therapy compare to 9 to 19% for individual therapy ( e.g., 

Marmar, Weiss, & Gaston, 1989; Marziali, 1984). 

Quinn, Dotson, and Jordan ( 1997) used the therapeutic alliance assessment 

instrument of Pinsof and Catherall (1986) for couples' therapy. The therapeutic alliance 

was measured after three sessions, and the therapy outcome at termination. All 

correlation coefficients between outcome and the components of alliance were 

significant, except for one, the husband's goals versus outcome. The correlations ranged 

between .31 (ns) to .78 (.Q.<.01), with a mean of.61 (.Q.<.01). The authors conclude that 

outcome and alliance are significantly correlated. 
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Holtzworth-Munroe, Jacobson, DeKlyen, and Whisman (1989) also investigated 

whether alliance factors were predictive of successful outcome using pre- and post

treatment DAS scores. Both the therapist and client filled out therapy rating sheets. For 

the clients, greater marital satisfaction was predicted from their view of 1) their 

participation in therapy (their own efforts), and 2) the therapist's nurturance and 

competence. The therapist self-evaluation of creating a collaborative atmosphere 

significantly contributed to higher marital satisfaction, not his/her perceived nurturing or 

structuring skills, or his/her view of client involvement. When comparing the initial vs. 

the final DAS ratings, the therapists' rating of alliance accounted for 62%, husbands' 

57%, and wives' 54% of the total variance. Note that the goal component of the 

therapeutic alliance was not assessed. 

Summary 

In conclusion, measures of therapeutic alliance have predictive value for family 

therapy outcome. They also provide a comprehensive gestalt to view the therapy process. 

In the following sections, the TA components of bond, tasks, and goals provide the 

structure for presenting the remaining UT literature. 

The Bond Component 

Clients' feelings for the therapist are important and impact outcome and UT rates 

(Beck & Jones, 1973; Friedlander, Wildman, Heatherington, & Skowron, 1994, Kazdin, 

Holland, & Crowley, 1997). Shapiro and Budman (1973) found that when discussing 

reasons for terminations, 66% of the UTs mentioned their therapist. Beck and Jones data 

showed that if the relationship with the therapist is "not satisfactory," approximately 63% 

give negative reasons for terminating therapy versus 22% for clients who had very 
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satisfactory relationships. Furthermore, if the therapist is "dissatisfied" with the 

relationship, 80% of those clients decided not to continue therapy versus 12% when the 

counselor was "very satisfied" with the relationship. Kazdin et al. have included clients' 

feelings for their therapists in their barriers-to-treatment model for client termination. 

Such feelings were found to be a clinically significant in predicting termination. 

Other researchers have found similar results. Conte, Ratto, Clutz, and Karasu 

(1995), who report results for a mix of individual, group, and family clients, found 62% 

of the variance associated with client satisfaction was accounted for by three significant 

therapist factors. The positive factor was the therapist's empathetic positive regard. The 

two negative factors were an oppositional stance and passivity. Woodward, Santa 

Barbara, Levin, and Epstein (1978) found that when clients are dissatisfied with their 

therapy, 86% mentioned "staff-patient" interactions. Shapiro (1974) measured the 

therapists' affective responses towards both individual and family clients. He found that 

negative therapist affective responses were related to discontinuing therapy as well as to a 

poor therapy prognosis for both family and individual therapy. His results were 

independent of the degree of pathology in families or individuals. 

In summary, the human bond of the therapeutic relationship is very important in 

obtaining low UT rates and positive outcomes. Furthermore, the literature indicates the 

importance of affect reciprocity between client and therapist. Bond is a two-way street. 

The Task Components 

The second component on Bordin's therapeutic alliance ( 1979) is "tasks." This 

variable has been further divided into three segments in this section. The first consists of 

basic activities common to most therapies. Included are advice giving, therapist 



interpretations, and understanding clients' expectations. The second segment is how 

the sessions are conducted, i.e., how the tasks are implemented. Included are therapist 

activity levels and relational styles, including collaboration, communication styles, and 

therapist directness. The impact of SES and ethnicity on these variables will be briefly 

covered. The third segment presents information related to specific theoretical 

orientations. Data are presented on some interventions associated with strategic, 

structural, and behavioral theories. The section closes with comparisons of UT results 

from Bowenian, Satir (expressive), and Haley (strategic) therapies. 

Tasks: Basic Activities 

Advice 
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In investigating various family interventions, Anderson, Atilano, Bergen, Russell, 

and Jurich (1985) found that UT rates for clients in marriage and family therapy were 

lower when therapist's gave advice to the clients. Merrington and Corden (1981) found 

similar results in their interviews with ET client families. These findings are consistent 

with individual therapy findings (Conte, Ratte, Clutz, & Karasu, 1995; Murphy, Cramer, 

& Lillie, 1984; Pekarik, 1985a). 

However, how the advice is given is not straightforward and may be complicated by 

client "resistance." Anderson et al. (1985) found UT rates increased when the therapist 

was in a teaching mode. In Swint's (1994) research on therapeutic change, clients 

appreciated advice given in a non-directive way, more as suggestions or possibilities 

instead of as "the truth." Half of her subjects directly attributed their therapeutic change 

to the therapists' suggestions. Similarly, Wark's subjects (1994) classified receiving 

therapists' views, including being confronted, as being a positive aspect of therapy. 



Similar to Swint's results, collaboration with therapists and not having an imposed 

direction was also important. Hence, there is a distinction between advice and 

imposition. Resistance will be covered later in the next major section. 
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Related to giving advice are therapists' explanations of family interactions and 

events. Psychoanalytic and strategic family therapies heavily use interpretation as a 

therapy technique. Here the therapists are the experts and they offer opinions on what is 

occurring within the families at an unconscious or clandestine level. Outcome literature 

on these family approaches generally consists of case studies with no detailed 

experimental verification of the theory or the interpretation component (Nichols & 

Schwartz, 1998). Subsequent to strategic therapy's popularity in the early 1980s, 

associated therapies have evolved into more collaborative, interactive approaches. One 

older paper offers insight regarding the use of interpretations with families (Postner, 

Guttman, Sigal, Epstein, & Rakoff, 1971 ). They analyzed therapist interventions with 11 

families. Two basic types of therapist interventions were defined: "drive" and 

"interpretation." Drive interventions stimulate family interactions, obtain information, 

and provide support. Interpretation interventions interpret family events and interactions 

for the family. Good therapeutic outcome was predicted by a high drive/interpretation 

ratio during the initial few sessions. In general, the ratio decreased with increasing 

number of sessions. 

Understanding Client Expectations 

One key finding from family outcome literature is the importance of understanding 

client's therapeutic expectations (Crane, Griffin, & Hill, 1986; Farley, Peterson, & 

Spanos, 1975; Philips et al., 1997; Santisteban et al., 1996; Szapocznik, Kurtines, 

Santisteban, & Rio, 1990; Todd, Joanning, Enders, Mutchler, & Thomas 1990; Viale-Val, 
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Rosenthal, Curtiss, & Marohn, 1984). This finding is also true for individual therapy 

(Pekarik, 1985a; Pekarik & Wierzbicki, 1986; Satterfield, Buelow, Lyddon, & Johnson, 

1995; Smith, Subich, & Kalodner, 1995; Steenbarger, 1994). Prinz and Miller (1994) 

believe that clients' tacit expectations about treatment has emerged as a critical factor 

affecting outcome and UT rates. Crane, Griffin, and Hill (1986) found that fitting the 

therapy to clients' perceptions of what is helpful accounted for 31 % of the variance in 

outcome ratings, no other factor was statistically significant. 

Indications are that UT expectations regarding therapy are only partially met. 

Through personal interviews with UTs, Farley, Peterson, and Spanos (1975) found that 

not meeting therapy expectations directly contributed to 46% of clients terminating 

therapy. 

Three other studies indicate that clients' expectations may not be met for several 

reasons (Holtzworth-Munroe, Jacobson, DeKlyen, & Whisman, 1989; Merrington & 

Corden, 1981; Winter, 1993). First, clients' expectations may not coincide with how 

therapy is conducted. Using qualitative survey techniques, Merrington and Carden found 

that clients initially thought they would have an authoritarian and judgmental counselor, 

get practical concrete advice, be a passive participant, have the "identified patient" (IP) 

"treated," and resolve their issue in three sessions. Shifts from these initial expectations 

occurred through the therapist engaging the client in a different view of therapy. 

Important to their shift was experiencing a benevolent counselor as well as directly 

experiencing the benefits and limitations of family therapy. Though the clients still 

desired advice, they realized advice from others might not be beneficial. They also 

desired some individual, as well as family therapy. Merrington and Carden speculate that 



family therapy may increase UT rates with clients who expect individual therapy and 

think family therapy is inappropriate for their problems. 
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Second, various theoretical orientations may not meet clients' expectations about 

therapy. Winter ( 1993) found 44% the UTs were not prepared for, and were bothered by, 

what they encountered in therapy. Clients expected the IP child should be the one treated 

in therapy. However, the importance of IP involvement in therapy is secondary for the 

theories of Bowen (they were not included in the therapy sessions) and Haley (they 

tended to be ignored). In addition, TV recording and live supervision were distracting for 

some. 

Finally, the therapist may not be in tune with the clients' experiences. Holtzworth

Munroe, Jacobson, DeKlyen, and Whisman ( 1989) found that the therapists' and clients' 

views of the therapeutic alliance did not correlate with each other, nor did their 

interpretations of the sessions. Their work is further substantiated by Wark (1994), and 

Kazdin and his colleagues (e.g., Kazdin & Wassell, 1998). Wark found that the 

therapists focused more on operational aspects of therapy and saw the clients more 

through their theoretical orientation. ln contrast, the clients focused on the experience 

and results of therapy: e.g., obtaining positive results, receiving helpful advice, and 

experiencing how the therapist interacted with them. Some clients felt strongly that their 

therapists did not understand them. Kazdin and Wassell found that clients' evaluations of 

their changes were more positive than the therapists' evaluations. Furthermore, therapists 

saw the need for program completion (7 to 8 months) for personality changes, and some 

clients were more satisfied with short-term results. 

Data from individual therapy also indicate some mismatches in expectations 

between therapist and clients regarding therapy duration and treatment goals (Littlepage, 
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et al., 1976; Pekarik, 1985a). Pekarik (1985a) found that 70% of therapists in a 

private, nonprofit, outpatient clinic prefer 20+ sessions, whereas only 13% of clients had 

similar thoughts. Typically, clients expected no more than 10 sessions. Furthermore, 

client expectations of therapy duration were the most significant factor in predicting 

therapy duration. Clients wanted to solve immediate problems and were willing to get a 

modest amount of help (Pekarik, 1985a; Szapocznik, Kurtines, Santisteban, & Rio, 

1990). In all fairness, Pekarik's study was conducted before brief therapy became the 

norm and was found to be efficacious (Koss & Shiang, 1994). 

In summary, knowing client expectations is important to successful therapy and to 

obtaining low UT rates, both with families and individuals. Studies indicate that client 

expectations may not be met for several reasons. Client expectations may not match with 

I) what occurs in a general therapeutic process, 2) constraints of certain theoretical 

orientations, and 3) therapists' ideas about the clients' needs. The importance of learning 

clients' expectations and assisting them in understanding the therapeutic process is a key 

therapeutic task. 

Summary 

Lower UT rates appear to be related to the therapist offering new viewpoints, giving 

advice, challenging family members, and learning the clients' expectations. However, 

certain "active behaviors" are disruptive to the therapeutic process. They seem to be 

clustered around being commanding and authoritarian, and appearing as the expert in 

content, not process. This finding appears to be especially true when insufficient 

supportive therapist behaviors are present to counter more confronting behavior, or when 

the information and suggestions are offered more directly instead of in a tentative/ 

facilitating way. More about conducting therapy is in the following section. 
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Tasks: Conducting Therapy 

Activity level 

One consistent finding is clients' desires for the family therapist to be active 

(Holtzworth-Munroe, Jacobson, DeKlyen, & Whisman, 1989; Odell & Quinn, 1998; 

Postner, Guttman, Si gal, Epstein, & Rakoff, 1971; Shapiro & Budman, 1973; Slipp & 

Kressel, 1978). Low therapist activity levels are associated with poorer client outcomes, 

less satisfaction, and higher UT rates. By active, clients mean asking questions, talking 

to family members, stimulating interaction, offering new perspectives and viewpoints, 

and challenging family members. According to Shapiro and Budman (1973), families 

ranked therapist activity higher than insight and empathy, which were more important in 

individual therapy. While being active, therapist neutrality is expected (Slipp & Kressel, 

1978). 

However, talkative therapists can be ineffective. Postner, Guttman, Sigal, Epstein, 

and Rakoff ( 1971) obtained poor outcomes when the therapist was loquacious to an 

already talkative mother, and did not talk to the father. 

Activity of the client is also important for good outcome. Holtzworth-Munroe, 

Jacobson, DeKlyen, and Whisman (1989) in their social learning-based marital therapy, 

found that clients' active involvement, as rated by both the therapist and clients 

themselves, was positively related to increasing marital satisfaction. The clients' self

ratings of their activity level best predicted any increase in the couple's relationship 

satisfaction. 
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Collaboration 

Collaboration is implied in the definitions of therapeutic alliance (Coady, 1992; 

Pinsof & Catherall, 1986), where the therapist and client work together on Bordin's 

(1979) three components of therapeutic alliance. Patterson and Chamberlain (1994), 

whose family therapy is highly psychoeducational, found increased compliance through 

collaboration, not confrontation, regarding child behavioral problems. In the Holtzworth

Munroe, Jacobson, DeKlyen, and Whisman (1989) study on marital outcome, the only 

significant therapist-rated variable related to client outcome was collaboration in working 

with troubled couples. Similarly, Odell and Quinn (1998) results with couples and 

families indicate therapists who are collaborative, along with being flexible and 

supportive, are most effective in the initial interview session. Two qualitative studies 

verify the importance of collaboration. Swint (1994) found that collaborative therapist 

behaviors were helpful to the clients' therapeutic processes. Respondents in Wark's study 

(1994) rated not imposing a direction and collaboration as being important to their 

therapy. 

Hampson and Beavers (1996a, 1996b) have a more complex view regarding 

collaboration, which is further discussed in the Therapist vs. Family Styles section. They 

found that the effectiveness of collaborative depends on the family type. For families 

that are more cohesive and have more internal resources, being collaborative increases 

the effectiveness of therapy and decreases termination rates. In contrast, for families 

without cohesiveness and fewer internal resources, a directive therapeutic approach 

appeared more helpful; else they did less well in therapy and had higher termination 

rates. 
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Orlinsky, Grawe, and Parks (1994) summarize individual therapy outcome 

literature on therapists' leadership styles. For the 46 articles, Orlinsky et al. present the 

information on therapists' leadership styles from two different perspectives, the therapists' 

self-perceptions and the clients' perceptions. As measured from the therapists' 

perspectives, 43% of the findings had significant positive outcomes with a collaborative 

therapeutic style. In contrast, directive therapeutic styles were effective in 22% of the 

articles. From the clients' view, 64% showed positive outcome with a collaborative 

therapist style, whereas 9% showed a significant association with a directive style. 

In the Orlinsky et al. (1994) literature summary regarding the client being willing to 

collaborate, 64% of 42 findings show positive outcome with collaboration, whereas none 

favor the client being either dependent or controlling. 

Communication Styles 

Heatherington and Friedlander (1990a) investigated symmetrical/ complementary 

communication patterns of both therapists and family members, and the patterns' impacts 

on therapeutic alliance. They defined a symmetrical pattern when both the therapist and 

client vie for control. A complementary pattern exists when one party responds with the 

opposite control pattern to that which was previously said. For example, the therapist 

says a controlling statement, "How are you doing in school?" and the client responds with 

a submitting statement, "I'm getting by." "What's it to you?" would be a symmetrical 

client response. The third communications pattern is "neutral," such as common chit/chat 

when discussing a topic. 

Heatherington and Friedlander (1990a) found that therapists were more "one-up" 

than clients, and that most controlling interactions were complementary and not 

symmetrical. Clients usually responded in a complementary way to the therapist's 



position. However, therapists were found to respond in one-up fashion to clients' one

up statements. Only one communication pattern, a complementary one, seemed to 

impact the therapeutic alliance. When therapists responded with submitting statements 

( one-down) to clients' controlling statements (one-up), the alliance tended to decrease. 
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Shields, Sprenkle, and Constantine ( 1991) did a related study. They had coded and 

then analyzed 63 transcripts of the initial interviews of families who had structural/ 

strategic therapy. The autho!'s' objective was to find communications patterns in the 

initial therapy session that would predict ETs. Clients taking control of the session, or 

arguing with each other were both related to early termination. However, client 

continuation of therapy was related to the therapist regaining control of the session and 

moderating disagreements. Other positive therapist behaviors are joining statements 

supporting clients regarding their problems, and focusing on client solutions and goals of 

therapy. For clients, positive behaviors are direct communications between themselves, 

not through the therapist. Overall, these variables accounted for 25% of the variance in 

predicting termination. 

Integrating the two studies, the therapist generally controls the therapy conversation 

flow. If the therapist is one-down to client's controlling statements, or is not in control, 

the therapeutic alliance is affected and tem1ination is more likely. In contrast to being 

directive (see next section), this type of control aides the therapeutic alliance. 

The Beyebach and Carranza (1997) study using one-on-one clients duplicated much 

of the above work with families. In sessions immediately before tern1ination, UTs were 

more aggressive and used more one-up conversation patterns with their therapists than 

ETs. Overall, the sessions were less harmonious than those with ETs. 
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Therapist Directness and Client Resistance 

In the client variables section, higher client resistance is related to increased UT 

rates. However, client resistance can be a function of therapist behavior. During family 

parental training sessions, Patterson and Forgatch (1985) measured client compliance/ 

resistance in response to specific therapist activities. They defined client non-compliant 

(resistant) behaviors as interrupting the therapist, having a negative attitude, confronting 

the therapist, following their own agenda, and not tracking what is occurring in the 

session. Patterson and Forgatch used one category for client compliance, displaying 

cooperative behavior. Through coding the client and therapist actions from recorded 

sessions, client compliance was found to increase after therapists were facilitative and 

supportive. Included was using questions, which had the strongest relationship to 

reduced client resistance. Non-compliance increased after therapists engaged in direct 

teaching and confronting, which is in agreement with the results of Anderson et al. 

(1985). 

Patterson and Chamberlain ( 1994) found that client resistance impacts family 

therapists. Encountering resistance, therapists were found to increase the behaviors that 

increase further client resistance: teaching, confrontation, and reframing. Furthem1ore, 

therapists were less likely to offer support and did not like them as much. 

More extensive studies on directiveness have been reported for individual therapy 

settings. Beutler, Machado, and Neufledt ( 1994) reviewed the literature for therapist 

directness. Therapist directness was not helpful in psychodynamic and in some 

multidisciplinary therapies. However, in a large number of naturalistic studies of therapy 

sessions, outcome was positively related to directiveness. Beutler et al. suggest two 

difficulties. One, operationalizing directiveness has not been standardized; when is a 



therapist being directive versus expressing options? Two, the effectiveness of 

directiveness appears to depend on client type, which has not been sufficiently 

researched. This leads to the next section and the findings of Hampson and Beaver. 

Therapist vs. Family Styles 
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Hampson and Beavers ( 1996a, 1996b) have investigated relationships between 

therapy outcomes versus family and therapist styles. They have assessed information on 

over 175 families and their therapists. The therapists adhered to no one theoretical 

orientation. They were graduate students in a variety of disciplines, and under the 

supervision of faculty. With each family, the therapists assessed their therapeutic style 

along three axes: openness of therapy strategies with the family, power differentials 

between them and the family, and partnership and collaboration in resolving the family's 

problems. The clients were assessed using a number of instruments. One construct is 

competence, which was measured using the Beavers Interactional Competence Scale 

(Beavers & Hampson, 1990). Family competence includes problem solving capabilities, 

autonomy, and optimism. This construct can be conceptualized as internal resources. 

The other key construct is how family members interact, either centripetally or 

centrifugally. This construct is measured by the Beavers Interactional Style Scale 

(Beavers & Hampson). A centripetal style is where the family members are more bound 

together, or cohesive. Satisfaction is sought within the family; emotional conflicts are 

more subdued. A centrifugal style is more expelling. For such families, satisfaction is 

sought outside the family; hostility and conflict are more overtly expressed. 

Hampson and Beavers (1996a, 1996b) found that most competent families do better 

with their therapist when there is openness as to therapeutic strategies, collaboration, and 

little power differential. The opposite is true with less competent families on each of the 
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parameters. Hampson and Beavers results indicated that competent families and 

centripetal families stayed longer in therapy and made more gains. In contrast, lower 

functioning families and centrifugal families had few sessions, and were more likely to be 

UTs. The differences in therapy outcome were attributed to the competence and 

interactional style variables. There were no other effects on outcome due to ethnicity, 

family size, income, or gender of therapist. Hence, according to Hampson and Beavers, 

generalizations regarding directness, collaboration, and communications styles are risky, 

in that they depend on the client characteristics: competent/ incompetent, centrifugal/ 

centripetal. 

SES/Ethnic Differences 

As was stated earlier, whether UTs are higher in minority populations versus the 

general population is disputed, especially after accounting for SES (Armbruster & Fallon, 

1994). Though therapy process research is limited, there appears to be SES and ethnic 

differences regarding how therapists conduct therapy. Cline, Mejia, Coles, Klein, and 

Cline (1984) found that therapist directness with couples was not effective for middle 

SES clients, but had mixed effects with lower SES clients. Further, directness and the 

position of an expert therapist is preferred in some ethnic populations, such as Hispanic 

and Asian-Americans (Sue, Zane, & Young, 1994). Direct advice and problem solving is 

expected, and respect for the family hierarchy is important. Some successful programs 

dealing with Hispanics are very directive in order to establish a bond with the family 

(Santisteban et al., 1996; Szapocznik, Kurtines, Santisteban, & Rio, 1990). 

Generalizations regarding African American clients are less clear (Sue, Zane, & Young, 

1994). How the above results are confounded by family dynamics (Hampson & Beavers, 
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1996a, 1996b) is not known at this time, for they reported no ethnic effects once the 

families were classified. 

Summary 

Lower UT rates appear to be related to the therapist being active with the client, 

including asking questions, talking to family members, stimulating interaction, offering 

new viewpoints, giving advice, and challenging family members. Therapist-client 

collaboration appears important to reducing UT rates with certain classes of clients. The 

effects of therapist control seem to be bifurcated. Some controlling-behaviors appear 

beneficial, others destructive. Control appears to be beneficial when used to help control 

the communications and to develop a collaborative environment, when done in a 

facilitative and supportive way. With others, control is effective to establish a therapist

client hierarchy and a power differential. However, control which is directive seems to 

decrease outcome and increase client resistance and UT rates with certain classes of 

clients. Directive behaviors include lecturing and commanding clients. Also, therapist 

directness appears to develop in reaction to client resistance, which further escalates 

client resistance. Questions appear to be very effective in reducing resistance. However, 

some directness and a therapist-client hierarchy may be effective with lower SES clients, 

some clients with non-majority ethnic backgrounds, and low competence and centrifugal 

families. 

Tasks: Theory-Based Therapy Variables 

Therapists' theoretical orientation largely determines which interventions (tasks) are 

chosen and how they are used in therapy. This section covers UT rates as a function of 1) 



therapeutic interventions attributed to specific orientations and 2) three specific 

theoretical orientations. 

Theory-Based Interventions 
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Which theory-specific variables are most efficacious remains an ongoing debate 

(Alexander, Holtzworth-Munroe, & Jameson, 1994; Friedlander, Wildman, 

Heatherington, & Skowron, 1994; Lebow & Gurman, 1995; Shadish, Montgomery, 

Wilson, Wilson, Okwumabua, 1993). Anderson, Atilano, Bergen, Russell, and Jurich 

(1985) addressed this issue through exploring the impact on UT rates of 21 intervention 

variables. These variables are based on strategic, structural, and behavioral theories. The 

therapists were largely eclectic. They recorded which of the 21 interventions they used 

immediately following each session. The impact of each intervention variable on UT 

rates was then calculated. 

The efficacy of certain interventions was a function of when they were used. Some 

were better/worse during the initial session; others were better/worse when used 

throughout the course of therapy. For the initial session, structural interventions which 

lowered UT rates were 1) "escalating conflict/ stress" (being active and delving into 

issues), 2) "defusing conflict" (stopping runaway emotional escalation), and 3) giving 

"homework prescriptions" ( exercises to restructure boundaries). The structural 

intervention that increased UT rates in the initial session was "restructuring dysfunctional 

subsystem boundaries" (reestablish appropriate boundaries and diminishing 

intergenerational coalitions). Hence, structural interventions that allow for controlled 

venting of issues and giving clients meaningful homework were helpful. Attempts to 

restructure major boundaries early in therapy were experienced as detrimental. Two 

other theoretical interventions decreased UT rates in the initial session. The first is the 



strategic intervention of "paradox" (shifting client thinking). The second is the 

behavioral intervention of" giving advice" ( discussing research results, recommending 

various books), which is in agreement with previous statements regarding advice. 
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During the course of therapy, structural interventions which lowered UT rates were 

"escalating conflict/ stress (being active and delving into issues)," "firming up appropriate 

boundaries" ( encouraging the establishing of intergenerational and extended family 

boundaries), and "emphasizing individual boundaries" (assisting each individual to 

express him/herself and to be heard by others). The structural intervention that increased 

the UT rate was "probing" (which is actively testing underlying family structure). Hence, 

assisting family with more modest boundary issues in a less direct way appears to reduce 

UT rates instead of actively testing them in session. This interpretation is in accordance 

with previously mentioned, more non-directive therapeutic styles. Again, allowing the 

expression of family stresses in the session was helpful. As in the initial session results, 

"advice giving" and "escalating conflict/ stress" during the course of therapy lowered UT 

rates. 

The behavioral intervention which decreased UT rates was again "advice giving." 

The behavioral intervention which increased the UT rate was "problem-solving training" 

(in-session training). Clients appear to appreciate advice, but not in a "teaching" mode. 

This result is similar to that of Patterson and Forgatch (1985). 

There also appears to be gender preferences for structural interventions. Fathers 

tend to react more positively to therapist's structuring behaviors than mothers (Newberry, 

Alexander, & Turner, 1991; Winter, 1993). 
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Theoretical Orientation 

Outcome studies have shown that the effects of family therapy are significant and 

comparable with other therapy modes (Alexander, Holtzworth-Munroe, & Jameson, 

1994; Lebow & Gurman, 1995; Shadish, Montgomery, Wilson, Wilson, & Okwumabua, 

1993; Shadish, Ragsdale, Glaser, & Montgomery, 1995). Shadish, Montgomery, et al. 

found an overall success rate for family therapy of 62%, which was independent of 

theoretical orientation. However, humanistic family therapy rates appear to be somewhat 

lower, which could be explained by clients' preferences for active therapists and their 

desire for advice. 

When narrative and other constructivist family therapies are discussed in these 

studies, authors mention the lack of a research base to substantiate their effectiveness 

(Friedlander, Wildman, Heatherington, & Skowron, 1994; Henggeler, Borduin, & Mann, 

1993; Lebow & Gurman, 1995). There are no known controlled outcome or UT studies 

for these therapies. 

The only obtainable research study on family UT rates versus theoretical 

orientations was done by Winter (1993). She had Murray Bowen, Jay Haley, and 

Virginia Satir select, train, and supervise experienced therapists in their specific theories. 

Approximately 50 families began family therapy with each orientation. All three groups 

of families were demographically similar and randomly assigned. 

In Bowen's theory, the fundamental intent is to increase family members' levels of 

differentiation (individual maturity) through using their intellectual capabilities (Bowen, 

1978). The therapist is more like an active coach, but is less involved personally and 

emotionally in the therapy process. Bowen therapists worked only with the parents; 

identified patient (IP) children were excluded from the sessions. 



Haley is a strategic therapist who aims to disrupt dysfunctional hierarchical 

relationships within the family through homework assignments and in-session 

interventions (Haley, 1976). Strategic therapists are less collaborative and tend to "do" 

things to clients, rather than work with them. 
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The Satir Process model focuses on growth of the family through assisting the 

growth of each individual member based on his/her own uniqueness, as well as increasing 

connections among family members (Satir, 1972). Expression of emotions within the 

sessions is sought. To assist the process, the therapist joins and works with the family 

and each family member. 

Overall, 40% unilaterally discontinued therapy. No demographic differences 

between the UTs for the three orientations were found. The UT rate for each orientation 

was 5% for Satir, 37% for Bowen, and 61 % for Haley. The UT rates for both Bowen and 

Haley were statistically significantly higher than Satir's, but not different from each other. 

Using objective outcome measurements, no significant differences were obtained 

for ETs between the three orientations. However, Satir's families were significantly more 

satisfied with the therapy and their therapists than families involved with therapies of 

Bowen and Haley. However, on an individual basis, fathers preferred Haley's therapy, 

which replicated results of Anderson et al. (1985) and Newberry, Alexander, and Turner 

(1991 ). Mothers, and especially IPs, preferred Satir's therapy. However, overall, 

everyone preferred Satir's therapists. 

Qualitative telephone interviews were held with the UTs to address specific issues 

that they encountered. Two of the three UTs in Satir's group were interviewed. They 

were both single mothers and had difficulty getting their adolescent sons to attend. 

However, both mothers had positive experiences. Bowen's group had 19 UTs. Half had 
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transportation problems. Twenty-five percent had disrespect for the therapist and 

disagreed with excluding the IP from therapy. However, 63% would renew therapy with 

a Bowenian clinician and 75% said there was an improvement. Though 38% indicated a 

negative experience with the therapist or therapy, 63% stated they had a positive 

experience. Haley's group had 28 UTs (61 %). Half of those interviewed disliked having 

unknown supervisors watching from behind one-way mirrors. One-fourth believed the 

therapist was inexperienced and one-fourth felt the therapist did not engender confidence. 

One-fourth felt the homework tasks were "drastic" and contributed to termination. One

fourth had transportation problems. Still, 63% felt their issues had improved and 63% 

would renew Haley's type of therapy if the situation warranted. Thirty-eight percent 

thought the experience was positive, and an equal percentage thought the experience was 

negative. 

In follow-up telephone qualitative interviews with the ETs, Satir's group was the 

most satisfied. Of those responding, 73% made positive statements and 13% negative. 

Positive statements were made about the quality of therapy and therapist, the changes that 

occurred, and the insight that was gained. They felt that they dealt with the real issues. 

For negative statements, 13% needed more treatment time and 5% thought the travel 

distance was too far. The remaining complaints were less than 4% of the respondents. 

None complained about the therapist and 3% felt the issues opened up too early in 

therapy. For Bowen's group, 62% of the their comments were positive and 26% negative. 

The people who liked the approach seemed to really like it and find it helpful. They 

mentioned the quality of therapy and therapist. The most negative aspect was the 

exclusion of the IP (19% of people who responded). For Haley's group, the fathers were 

the most satisfied, which matches previous results regarding therapies that involve 
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directive structural changes. Sixty-four percent of the ET respondents made positive 

remarks and 36% made negative ones. Thirty-one percent of the ETs found the quality of 

therapy excellent and 31 % found the therapist supportive and helpful. Twenty-seven 

percent of those responding found the quality of therapy poor, 19% felt they needed more 

time in therapy, and 12% thought the IP was not involved enough. 

Summary 

In summary, some theory-specific interventions are helpful and others are not. 

From the theory-based research, helping clients to express themselves and their problems 

in an emotional, but controlled manner appears beneficial throughout therapy. Shifting of 

boundaries appears to be effective when done in a modest way. Giving advice is helpful, 

which is consistent with previous results. What appears to increase UT rates is therapy 

that is intrusive to clients' lives. 

Some theory-specific tasks are problematic and indicate gaps exist between what 

clients and therapists think are helpful. A major difficulty for some clients was the 

handling of IPs in Bowen and Haley therapies. The IPs were either left out or largely 

ignored during the therapy sessions. UT rates increased with expert-based problem

solving training. Finally, for Haley's therapy, one-way mirrors and unseen supervisors 

were problematic for some clients. 

Importance of pacing interventions was evident, which coincides with the earlier 

reported work of Alexander, Barton, Schiavo, and Parsons (1976) and Postner, Guttman, 

Sigal, Epstein, and Rakoff ( 1971 ). Some interventions appear too rough, premature, and 

beyond what clients are willing to accept, e.g., some homework assignments, drastic 

boundary restructuring. 
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Overall, as measured by UT rates and client satisfaction ratings, Satir's approach 

was clearly superior to the therapies of Bowen and Haley. Of the three, Satir's approach 

most strongly connects with the clients. Her emphasis on the bond component of the 

therapeutic alliance is evident from the survey results. 

Finally, not all reasons for unilaterally discontinuing therapy are due to the therapy 

or therapist. Winter's results (1993) clearly indicate that external factors, such as travel, 

are also significant. These factors will be further discussed in later sections. 

The Goal Component 

Therapy goals define what is to be accomplished to resolve the clients' problems. 

With the current stress on brief therapy, clear articulation of therapy goals has become 

increasing important (Steenbarger, 1992). Furthermore, the literature summary of 

Orlinsky, Grawe, and Parks ( 1994) shows that such articulation is strongly related to 

positive therapy outcome. 

Some family therapies focus on clients defining and refining what they want to 

change and what they want to stay the same, e.g., solution-focused therapy (de Shazer, 

1985). In others, the therapist is more in control of defining what is to change, e.g., 

psychoeducational/ behavioral family therapies (Kazdin, Mazurick, & Siegel, 1994; 

Patterson & Chamberlain, 1994). Few researchers have directly tested whether clients 

agreed with their therapist-defined goals. However, in a related vein, Farley, Peterson, 

and Spanos (1975) found that 16% of the UTs disagreed with the therapists' diagnoses. 

Some therapists assess whether or not clients have reached their goals at 

termination. Some classify those who do not as UTs (Acosta, 1980; Alexander, Barton, 

Schiavo, & Parsons, 1976; Anderson, Atilano, Bergen, Russell, & Jurich, 1985; Farley, 
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Peterson, & Spanos, 1975; Kazdin, Mazurick, & Siegel, 1994; Shapiro, 1974). 

However, various studies show that between 32 to 86% of UTs found their therapy 

progress was sufficient or the problem sufficiently improved (Farley et al., 1975; Kazdin 

& Wassell, 1998: Sigal et al, 1976; Slipp & Kresse!, 1978, Winter, 1993, Zimmermann

Tansella & Colorio, 1986). Hence, a gap can exist between the therapists' and clients' 

ideas of reasonable therapeutic goals. This gap is evident in the study by Kazdin and 

Wassell. Thirty-four percent of the UT parents stated their child had improved, versus 

14% when rated by their therapists. 

Though important to successful therapy, minimal research exists on this topic area. 

The goal setting process and its impact on therapeutic outcome and UT rates from clients' 

perspectives appears to be a neglected area of family outcome research. 

Therapy Experiences of UT Clients 

Typical UT studies are based on demographic data and test results that are gathered 

prior to actual tennination (Armbruster & Kazdin, 1994). As Kazdin has stated, the usual 

study is based on data of convenience. After unilateral termination, clients' views are 

rarely sought. For example, in 1996, compared to the 100+ articles on family therapy 

outcome and unilateral terminations in PsycLIT, only 13 references were found where 

clients were queried regarding their therapeutic experiences and termination reasons. 

Since that time, several more client studies have been done. A total of six studies used 

primarily face-to-face interviews (Farley, Peterson, & Spanos, 1975; Merrington & 

Corden, 1981; Metcalf, Thomas, Duncan, Miller, & Hubble, 1996; Swint, 1994; 

Woodward, Santa Barbara, Levin, & Epstein, 1978; Zimmermann-Tansella & Colorio, 

1986), six used primarily telephone interviews (Lowman, DeLange, Roberts, & Brady, 
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1984; Prinz & Miller, 1994; Shapiro & Budman, 1973; Sigal, Barrs, & Doubilet, 1976; 

Slipp & Kressel, 1978; Winter, 1993), and two primarily used mail surveys (Beck & 

Jones, 1973; Crane, Griffin, & Hill, 1986). Surveys ofUTs gives their view of their 

family therapy experiences, which can not be obtained from demographic information or 

test results gathered before termination. The following two sections will present 

numerical rating that were found in the literature. Kazdin, Holland, and Crowley (1997) 

did combine phone survey information with intake and therapy data. However, their 

information is not included in this section's tables. They consolidated and reported their 
• 

data in a format that does not allow comparison with other results. Their study will be 

discussed in the Theoretical Models for Termination section. 

The survey studies are categorized into two different types, and the results are 

presented in the next two subsections. The first type and subsection explores UTs' 

general reactions to their therapeutic experiences, including what they like/disliked. The 

second type and subsection covers their reasons for discontinuing therapy. 

Therapeutic Experiences of UT and ET Clients 

For both survey types, the data is organized along the lines proposed by Woodward, 

Santa Barbara, Levin, and Epstein (1978). Their schema has been modified to fit the 

therapeutic-alliance orientation of this dissertation (see Table 2). The first category in 

Table 2 is "External/Environmental Factors." Included are items such as difficulties 

scheduling appointments, travel difficulties, and personal factors such as client illness 

and weariness. Though these factors are important, they are external to the therapeutic 

process. The second set of categories is based on the therapeutic alliance as defined by 

Bordin (1979). Included are "Bond," "Tasks," and Goals," and were described earlier in 



Table 2 
Therar2eutic Exr2eriences of Family TheraQy Clients 

Unilaterally Terminate Family Therapy ~omplete~Fam1fy Therapy 
Zimmermann-

Farley Sigal Slipp & Winter Tansella & Crane Sigal Slipp & Woodward 
et al. et al. Kressel Colorio et al. et al. Kressel et al. 
1975 1976 1978 1993 1986 1986 1976 1978 1978 
N=52 N=31 N=8 N=18 N=17 N=102 N=62 N=10 N=279 

External/Environmental Factors . scheduling/travel & situational 39% 21% 

Bond . dissatisfied with therapist 33% 
• not understood by therapist 42% 22% 18% 
• angry at therapist 17% . critical comments about therapist 29% 33% 24% 52% 

Tasks . clients not prepared 44% 
• dissatisfied with parent involvement 37% 21% 31% 
• child/family resistive 20% . not satisfied with therapy tasks 20% (est) 

Goals 
• disagreement over diagnosis 16% 

Therapeutic Outcome . progress sufficient/problem improved 47% 78% 86'7o 72~~ 45~/() 73% 74% 88% 79% 
• progress insufficient/no change 53% 14% 17% 20% 1 '>0/. ~ , u 

• deterioration 11% 7% 

. recidivism/sought help elsewhere 15% 38% 15% 15% . parents benefited 61% 
• handle on own 17% 

General Considerations 
• positive experience/helpful 61% 32% 56% 74% 69% 64% 

• could recommend family approach 71% . would recommend center 88% . would return 50% (est) 82% 

• expectations partial or fully met 42% 

• fear of friends/family disapproval 50% 

• negative feeling about atmosQhere 29% 

.,1::::. 
\0 



this chapter. The fifth category is "Therapeutic Outcome," which is a measure of the 

effectiveness of the therapeutic process. The final category, "General Considerations," 

contains factors that are more global or do not exactly fit into the previous categories. 

Included are items such as client expectations and overall satisfaction. 

Summary information from seven applicable publications is displayed in Table 2. 
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The data in the first five columns on the left-hand side are for UTs, and the four columns 

of the right-hand side are for ETs. The "N=" numbers displayed under the respective 

authors' names are the number of participants. In Table 2, two types of client responses 

are displayed. For one type, respondents' answers sum to 100%, this occurs in the top 

three subcategories in Therapeutic Outcome. The persons' problems either improved, did 

not improve, or deteriorated. In the other categories and subcategories, clients could give 

multiple responses; hence, their totals within a category as well as between categories can 

add to more than 100%. Using Winter's (1993) data as an example, only in the 

Therapeutic Outcome category do percentages add to 100%. The intent of Table 2 is list 

all relevant information published by the authors. There are blanks where the authors 

supplied no data. 

External and environmental problems were reported for both ETs and UTs. In two 

studies, respondents mentioned having such problems when utilizing therapeutic 

resources or in evaluating their therapeutic experiences. The highest percentage (39%) 

was in Winter's study (1993), where commuting distances were significant. The Bond 

subcategory lists aspects that interfere with relating to the therapists. Included are 

dissatisfaction with therapist, not being understood, angry with therapist, and "critical 

comments about therapist." Critical comments document the percentage of respondents 

who made negative comments made about their therapist. Overall, clients' views of their 
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therapists were fairly positive. When comparing ET and UT data within the same 

study (Sigal et al., 1976; Slipp & Kressel, 1978), UTs are generally more negative about 

their therapists. However, Bond differences in Table 2 between ETs and UTs appear to 

be small, and most respondents were pleased with their therapists. 

In the Tasks category, Winter (1993) found 44% the UTs were not prepared for, and 

were bothered by what they encountered in therapy. Some found TV recording of 

sessions and live supervision distracting. Others expected more involvement of their 

children. For example, the importance of the IP child in therapy is secondary for 

Bowen's (not seen) and Haley's (tend to be ignored) approaches. Next, there were many 

UT and ET parents (21 to 37%) who wanted therapy for their children and not for 

themselves; they were not interested in being included in the therapy process. The next 

subcategory, child/ family resistive, indicates not all family members wanted to attend, 

for example teenagers. Only Farley et al. (1975) reported such information (20%). In 

this instance, therapeutic techniques may not have been well matched to the clients' 

needs/dispositions (Beutler et al., 1991 ). The last subcategory is not being satisfied with 

the therapy tasks. In this instance, only Woodward et al. (1978) provide such data. 

Approximately 20% of the families made negative remarks regarding the therapists' 

abilities of structuring sessions, providing feedback, and summarizing what occurred in 

sessions. 

Little data from these authors exists on the Goals category of the therapeutic 

alliance. Only Farley et al. (1975) listed "disagreement over diagnosis" as an issue, and 

the percentage of clients displeased with this issue is small (16%) compared to the other 

major categories. The lack of data is counter to the importance of goal setting in therapy. 
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In the Therapeutic Outcome category, the top three subcategories give an overall 

indication of outcome. The bottom three subcategories contain further measures of client 

satisfaction/ dissatisfaction. With the exception of Farley et al. (1975) and Zimmermann

Tansella and Colorio (1986), the overall outcome measures are similar between UTs and 

ETs. Typically, problems get better for 75 to 85% of the clients, stay the same for 15 to 

20%, and deteriorate for 5 to 10%. Farley et al. used a treatment team approach and a 

variety of treatment modes, including family therapy, group, and individual therapy. 

Zimmermann-Tansella and Colorio used strategic therapy. Furthermore, they defined 

UTs as attending only one session, where a client may have insufficient time or too few 

sessions to improve. 

Recidivism is when client problems reoccur, and clients may seek additional 

therapy after termination. Typically, 15% of clients did so, except for Zimmermann

Tansella and Colorio UT clients. Clients' low satisfaction levels ( 45%) and one-session 

definition of UT could explain their high percentage (38%). Sixty-one percent of Farley 

et al. (1975) parents felt therapy did benefit them. This figure is greater than the 47% of 

clients whose problem improved, which may be due to benefits of therapy beyond 

resolving the clients' problems. Seventeen percent felt that they could handle the 

problem on their own. There is no way of knowing if these peoples' situations improved, 

or if they simply give up on therapy. 

The General Considerations category is separated into a positive/neutral section and 

a negative section. With the exception of UTs of Sigal et al. (1976), most clients had a 

positive therapeutic experience, would recommend the family approach and the agency, 

and would return. Farley et al. (1975) reported 42% of the respondents had their 

expectations met. According to research on ETs by Merrington and Cord en ( 1981 ), not 



53 

meeting clients' initial expectations leads to termination. However, almost half of 

Farley's UT respondents did meet their expectations. Farley et al. found that 50% feared 

disapproval for attending therapy by friends and family, and 29% had a negative feeling 

about the agency's atmosphere. 

In summary, UTs' therapeutic experiences tend to be positive overall and results 

indicate that many of them were aided through the process. UTs appear somewhat more 

negative about their therapeutic experiences than ETs, however the differences are not 

dramatic. 

Client Reasons for Unilaterally Terminating Therapy 

An analysis similar to the previous section has been done for the reasons UTs give 

for terminating therapy. The results are given in Table 3. The same categories and 

notations are employed as in Table 2. Caution should be used when comparing data 

between authors. Some used the client's major reason for termination (Beck & Jones, 

1973; Lowman et al., 1984; Zimmermann-Tansella & Colorio, 1986). Their data is given 

in the first three columns. In their case, the percentages total to 100%. Other authors 

solicited all reasons for termination, where the respondents could give more than one 

response (Farley et al., 1975; Prinz & Miller, 1994; Winter, 1993). Their data is given in 

the last three columns. The percentages for these authors total more than 100%. 

The data in the External/Environmental category have different meanings between 

Tables 2 and 3. In Table 2, the values are in comparison to the respondents' overall 

therapeutic experience. In Table 3, they are related to the termination decision only. The 

major subcategory in External/Environmental factors is scheduling/travel and situational 

issues. Approximately 40% the respondents gave this as their primary termination 



Table 3 
Client Reasons for Unilaterally Terminating Family Therapy 

Primary reasons for termination All reasons for termination 
Zimmermann-

Beck & Lowman Tansella Farley Prinz & Winter 
Jones et al. & Colorio et al. Miller 
1973 1984 1986 1975 1994 1993 
N>2,500 N=36 N=17 N=52 N=12 N=18 

External/Environmental Factors . scheduling/travel & situational 17% 42% 42% 45% esta 73% 56% . intrapersonal (illness/moods) 20% 17% . can not afford 21% 

Bond . dissatisfied with therapist 5% 11% 0% 17% 

Tasks 

• dissatisfied with therapy 5% 

• dissatisfied with interventions 6% 

• dissatisfied with parent involvement 20% 

• child/family resistive 12% 39% 

Goals . disagreement over diagnosis 5% 

Therapeutic Outcome . progress sufficient/ 24% 8% 21% 22% 17% 
problem improved . progress insufficient/no change 18% 9% 37% . deterioration 6% 

. parents didn't benefit 20% 

• handle on own 10% 17% 

General Considerations 

• expectations not fulfilled 46% 

• dissatisfied with services 28% 35% 33% 

• some family members want to quit 15% 11% 56% 

. thought therapy was over 30% . miscellaneous 10% 11% 8% 6% 

Total 100% 100% 100% N/A N/A N/A 
Note. aEst = estimated from data 

v-. 
.,1::::. 
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reason, with a greater percentage (45 to 73%) stating associated reasons were 

significant to their termination decision. Seventeen percent reported by the Beck and 

Jones (1973) is significantly lower than the other authors' results, and can not be 

explained. Intrapersonal problems such as illness and emotional issues of parents were 

significant for 17 to 20%. Affordability was an issue for 21 % in the Farley, et al. (1975) 

study. However, money and insurance have been found to be a UT factor by others 

(Almbruster & Fallon, 1994; Edwards, 1990; Pekarik & Wierzbicki, 1986), though these 

authors offer no specific data .. 

Zero to 17% were dissatisfied with and dislike of their therapist. This category of 

termination reasons appears to be less important than other factors. However, obtaining 

direct negative information about the therapist can be difficult due to demand 

characteristics (Pinsof & Catherall, 1986). 

Data on Tasks are limited. Additional Tasks data may be included in other 

categories, e.g., General Considerations, but were not specified well enough to include 

them in the Tasks category. The subcategories with the largest percentages are 1) parents 

dissatisfied with participating in family therapy, versus having the IPs see therapists 

individually, and 2) child/family resistive, implying that the tasks of therapy may not be 

perceived as helpful. Overall, when comparing the percentages listed in the Bond and 

Tasks categories, the Task category appears more important to termination than the Bond 

category. In other words, the respondents like/ respect their therapists, but what they do 

may not be perceived as helpful. 

Only one researcher has Goals data (Farley et al., 1975). In this instance, the 

respondents were displeased with the diagnosis (5%). Though not stated in the client 



interviews, evidence from individual therapy indicates discrepant goals between 

therapists and clients contribute to higher UT rates (Pekarik, 1985a). 
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In examining the Therapeutic Outcome category, mixed results from therapy are 

indicated. About 20% of the respondents made sufficient progress to discontinue 

therapy and perhaps to handle issues on their own. The 8% reported by Lowman et al. 

(1984) appears lower than the other researchers. However, their respondents appeared to 

be more dissatisfied with their therapy than other authors' respondents. The percentages 

of respondents who terminated due to insufficient change, or deterioration of their 

situation vary from 6 to 3 7%. Finally, the lack of parents benefiting from family therapy 

is a significant, as well as "can handle on own," which may be positive or negative. 

Overall, therapeutic outcomes, both positive and negative, significantly contribute to the 

termination decision. 

The General Considerations category data indicates much of the negativity towards 

therapeutic services. For Farley et al. (1975), not meeting expectations is the highest 

percentage of all their various categories ( 46%). The percentage "dissatisfied with 

services" ranged from 28 to 35%. What was included in this category is unknown; 

reasons could actually be related to any of the previous categories. The percentage of 

respondents with family members wanting to quit ranged from 11 % to 56% for Winter 

(1993). Winter's high percentage is likely to multiple reasons, including leaving children 

out of Bowen's therapy sessions or disregarded them in Haley's therapy sessions. Thirty 

percent of the respondents of Zimmermann-Tansella and Colorio ( 1986) thought therapy 

was over after one session. The authors used a strategic approach, which the clients may 

have misinterpreted as consisting of one session. Finally, there were 6 to 11 % other 

miscellaneous reasons. 
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In summary, no one particular reason/ category dominated the reasons clients 

gave for unilaterally discontinuing therapy. The most important appear to be those in the 

External/ Environmental, Therapeutic outcome, and General Considerations categories, 

Having multiple reasons for termination parallels the research of Kazdin and colleagues 

(e.g., Kazdin, Holland & Crowley, 1997; Kazdin, Mazurick, & Bass, 1993). They use 

multiple factors to forecast UT clients. Furthermore, not all termination reasons are 

negative; progress was made for a significant fraction of UT clients. 

Theoretical Models for Unilateral Termination 

Models for unilateral termination for any type of therapy have been limited. One 

general model has been proposed by Prochaska and DiClemente (1982) based on how 

people change. Inherent is that change is not a linear process, that discontinuing and 

restarting at various stages of change is normal. The second model has evolved based on 

previous work by Kazdin and his colleagues (Kazdin, Holland & Crowley, 1997). This 

model is specifically focuses on termination from family therapy. Both models are 

discussed in this section. 

Transtheoretical Model for Change 

Prochaska and DiClemente (1982) proposed a transtheoretical model for change 

(TTMC) based on stage theory. This model consists of six stages: pre-contemplation, 

contemplation, preparation, action, maintenance, and termination. Pre-contemplation is 

where an individual is not engaged in change activities. Basically, they do not recognize 

their problems in this stage. Contemplation is when the person realizes that a problem 

exists and is seriously thinking about overcoming it, but makes no commitment to action. 

Preparation is a decision making stage, where intentions are established to make changes. 
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The action stage is where an individual actually modifies his/her behaviors, 

experiences, and/or environment to overcome his/her problems. During maintenance, the 

individual works to prevent relapse and consolidate changes made during the action 

stage. The effort is to stabilize behaviors and avoid relapse. The final stage is 

termination, which occurs when the problem is no longer a problem, and the person no 

longer needs to make any special efforts to keep from relapsing. 

Applying their model to therapy, when persons start therapy, they can be in 

different stages. For example, a husband, who thinks everything is fine with his 

marriage, and his wife, who wants a divorce, are in different stages. Secondly, though 

the stages are listed in linear time sequence, individuals can and do discontinue and then 

restart the change process at any stage level. With addictive conditions, such as smoking 

or drugs, relapse is expected (Prochaska, DiClemente, & Norcross, 1992). The person 

may then resume the change process, either at the same or an earlier stage. The person 

then continues the change process to termination or to another relapse. Relapse and 

reentering the change process makes the model circular, not necessarily linear. 

In this model the therapist is an expert on change, not on having all the answers 

(Prochaska & Norcross, 1994). As such, the therapist must not only match the 

interventions to the appropriate stage, but also the therapeutic relationship. The 

therapist's roles range from nurturing parent with pre-contemplators, to teacher, to coach, 

to consultant at the action and maintenance stages. In this way, both the bond and tasks 

vary with the different stages, to better meet the client's goals and expectations. 

Using this model, Medieros' and Prochaska's unpublished study (as cited in 

Prochaska & Norcross, 1994) found that the stages of change can be used to predict who 

will prematurely terminate therapy. According to their study, 93% of premature 



terminators were correctly identified. Forty percent were pre-contemplators. The 

point the authors stress is that therapeutic processes should match the client's stage of 

change. Furthermore, when therapists intervene at a mismatched level, resistance and 

unilateral termination is thought to increase. 
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In summary, the TTMC takes into account client expectations as well as therapeutic 

goals, bond and tasks, while focusing on outcome. Termination, unilateral or otherwise, 

is an inherent aspect of the model. Conceptually, unilateral terminations would occur 

when the therapist does not appropriately handle the client's change processes, or the 

client decides to quit. What appears to be missing are other factors associated with the 

client, such as external/ environmental forces as well as multicultural and other 

demographic factors. Also, TTMC is an abstract model and operational factors in the 

therapeutic alliance are missing. For example, regarding the therapist, do they like 

him/her, is he/she active in sessions, what philosophy does he/she have regarding 

working with children, does he/she give advice? These are a few examples of what are 

important to some clients to remain in therapy. Hence, some but not all the reasons for 

termination are included. The model is useful to aid client assessment, to better matching 

the therapeutic process to meet the clients' expectations regarding goals, bond, tasks, and 

outcome. 

Barriers-to-Treatment Termination Model 

Until 1997, there has not been a comprehensive model focused on unilateral 

termination from therapy. Instead, an empirical approach has dominated the literature in 

which various components contributing to termination were analyzed, as discussed in the 

previous sections. Kazdin, Holland, and Crowley (1997) proposed and tested a model to 

predict premature termination from their child therapy program at Yale University. The 



program itself is cognitive-behavioral, with emphasis on psychoeducation of parents 

and children. The treatment duration runs from 7 to 10 months. 
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In the past, most ofKazdin's and his colleagues' efforts to predict termination have 

focused on client demographic information, e.g., SES, mother's age and marital status, 

and classification of pathology ( e.g., Armbruster & Kazdin, 1994; Kazdin, 1990, Kazdin 

& Mazurick, 1994; Kazdin, Mazurick, & Bass, 1993). In 1997, Kazdin, Holland and 

Crowley combined client demographics with two additional components: critical life 

events and barriers-to-treatment. Critical life events are generally single-time events, 

such as deaths in the family, divorce, and moving to another city. Barriers-to-treatment 

factors are more related to treatment. Included are 1) Perceived Relevance of Treatment 

(relevance of treatment to children's problems, importance of treatment, and the meeting 

parent's expectations); 2) Stressors and Obstacles that Compete with Treatment ( events 

that interfere with participation, such as conflicts over attending therapy, scheduling 

difficulties, as well as treatment adding to other stressors in their lives; 3) Relationship 

with the Therapist ( alliance and bond with therapist, including not liking him/her, 

receiving support from him/her, and perceptions of competence); 4) Treatment Demands 

and Issues ( concerns and complaints about treatment, e.g., confusion over treatment as 

well as treatment duration, cost, difficulty, or required demands). 

Kazdin, Holland, and Crowley tested their model through using their program's 

data. The demographic information was obtained at the beginning of therapy. The 

critical life events and barriers-to-treatment information was obtained after termination. 

The sample size was 242 children and their parents. The mean age of the children was 

8.5 years. The children were referred to the agency for primarily antisocial behaviors. 

They were approximately two-thirds Anglo with the remainder African American 
' 



Hispanic, and other races. Termination was defined as the patients not wanting to 

continue therapy, or not attending for three weeks and after receiving a follow-up call. 

Their overall premature termination rate was 40%, and termination linearly increased 

with duration of treatment (up to 20 weeks). 
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Certain demographics were significantly related to premature termination. They are 

low financial resources, minority status, single head-of-household, young age of mother, 

level of pathology of the children, and adverse child-rearing practices. These variables 

accounted for approximately 20% of the variance associated with predicting premature 

termination. 

The barriers-to-treatment effects were found to be significant. Depending on 

whether the clients or therapists made the assessment, the barriers-to-treatment effects 

explained an additional 11 or 26%, respectively, of the variance associated with 

termination. The overall effect is independent of, and comparable in size to, the 

demographic information. The rank order of contributors is Relevance to Treatment, 

Stressors-Obstacles, Relationship to Therapist, and lastly Treatment Demands, which was 

small. Critical Life Factors were not significantly related to termination. 

There were a number of limitations of the study. First, the model is based on their 

specific program. Hence, relevancy to other theoretical orientations and client 

populations is unknown. Second, only information from the parents was obtained; there 

were no inputs from the children. Third, some of the variables seem to combine aspects 

of clients' external lives with more internal reasons to terminate. For example, cost and 

length of treatment are included together in Treatment Demands and Issues. Finally, 

missing are clients' insights into the various barriers-to-treatment components, as well as 

why clients' goals and expectations fit, or do not fit, into the Yale program. 



In summary, both demographics and client reactions to the therapy program 

contributed to termination. One-time external events appeared to not dissuade clients 

from attending. Overall, the model provides an excellent summary of client and 

therapeutic variables that are related to the unilateral termination from therapy. 

Summary 
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Both models contribute to understanding factors involved with terminating therapy; 

they complement each other. The Transtheoretical Model for Change by Prochaska and 

DiClemente (1982) is process-oriented and non-linear. The TTMC addresses the 

readiness of clients to change and the possible resulting consequences, including 

termination. In contrast, the Barriers-to-Treatment Termination Model by Kazdin, 

Holland, and Crowley (1997) is static, and more operational and comprehensive. 

Included are client demographics and clients' internal and external reasons directly 

associated with termination, excluding readiness to change. Overall, their model is more 

of an analysis of key variables associated with unilateral termination. What remains 

missing is tying the various factors and variables into a more comprehensive model, one 

that offers a better gestalt for understanding clients, and their therapy and termination 

processes. 

Summary of UT Research 

From the literature review of families that unilaterally terminate therapy (UTs ), one 

major conclusion has been reached. No one simple or single reason for such terminations 

exists. However, taken in aggregate, the factors that are related to such decisions provide 

insight into termination processes. Furthermore, these are many of the same factors that 

are related to positive therapy outcomes. 
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The reported research contains many contradictory results regarding the 

significance of various client variables. An apparent difficulty is the lack of a 

standardized definition of when unilateral termination occurs. What does emerge is that 

clients who are highly stressed economically, socially, and psychologically are more 

likely to be UTs. They tend to be referred to therapy and to see their problems in 

concrete terms and as residing in an individual, rather than in their total situation. 

Therapist variables are far less studied than those of clients. No demographic therapist 

variables appear to be consistently related to UT rates, except for their subjective 

qualities. The key attributes to lower UT rates appear to be humor, warmth, and self

confidence. 

The therapeutic alliance (TA), defined as the total therapeutic relationship between 

client and therapist, was found to be helpful in structuring the disparate UT literature. In 

addition to the TA itself, Bordin's (1979) three components of TA have predictive value 

for family therapy outcome and UT rates. The components are goals (what is to be 

accomplished), tasks (how the goal is to be realized), and bond (the human connection 

between therapist and client). The importance of client-therapist reciprocity and 

collaboration in all aspects of the TA has been demonstrated. 

Regarding tasks, therapists are expected to be actively engaged in family therapy, 

including asking questions, stimulating interaction, offering new viewpoints, giving 

advice, challenging family members, and learning the clients' expectations. Some 

therapist controlling behaviors appear to be beneficial to control the communications and 

to develop a collaborative environment, when done in a facilitative and supportive way. 

Therapist questions are especially effective in reducing resistance. However, certain 

"active behaviors" are disruptive, and are clustered around 1) offering information and 



suggestions in an authoritarian, directive way, or 2) commanding different client 

behaviors. Included is psychoeducational lecturing. In general, all these disruptive 

behaviors increase client resistance and UT rates. However, some directness may be 

effective with lower SES, some minority, and lower internal-resource families. 
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The limited amount of research based on theoretical orientations echoes the theme 

of active collaboration and supportive behaviors. Included is moderation in 

interventions, such as in shifting and protecting client boundaries, and in helping clients 

to express themselves in an emotional, but controlled manner. What appears to increase 

UT rates is making extensive intrusions into clients' lives. 

Gaps exist between clients' and therapists' perceptions as to what is therapeutic 

helpful, some of which are based on the therapist's theoretical orientation. One major 

difficulty is the low involvement of identified patients (IPs) by Bowen and Haley 

therapies. Also, for Haley's therapy, use of one-way mirrors and unseen observers is 

problematic for some clients. In general, when a significant negative gap exists between 

clients' expectations and what they encounter, UT rates appear to increase. 

As measured by UT rates and client satisfaction ratings, Satir's approach was 

clearly superior to the therapies of Bowen and Haley (Winter, 1993). Of the three, Satir's 

approach created strong therapist-client connections (bond). 

From interviewing clients who are no longer in family therapy, UTs' therapeutic 

experiences tended to be positive and helpful in improving their situation. However, UTs 

appear to be more negative overall than clients who expectedly terminate therapy (ETs ), 

both in how they rate their overall experiences as well as specific issues associated with 

the therapeutic alliance categories. However, the differences between UTs and ETs were 

not dramatic. 



When the UTs were asked about terminating therapy, no one particular reason or 

therapeutic alliance category dominated their decision. Multiple factors were involved, 

including situational variables as well as dissatisfaction with their therapist and their 

therapy processes. Not all reasons for unilaterally discontinuing therapy are negative; 

some terminated due to progress made in therapy, or factors external to therapeutic 

processes. 
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The Transtheoretical Model for Change by Prochaska and DiClemente (1982) and 

the Barriers-to-Treatment Termination Model by Kazdin, Holland, and Crowley (1997) 

contribute to understanding the variables involved with terminating therapy. Though 

they complement each other, missing is tying therapeutic and client factors into a 

process-oriented model, one that offers a better gestalt for understanding clients, 

therapeutic and termination processes. 

This concludes the literature review of unilateral terminations from family therapy. 

The next two sections covers narrative therapy and research paradigms used in family 

therapy. The chapter will conclude with a summary of key issues, including those 

addressed in the present research effort. 

Narrative Therapy 

Philosophical Basis 

The basic philosophical premises of family therapy have been challenged since the 

early 1980s (Nichols & Schwartz, 1998). Pragmatic approaches, which tend to view 

families as systems to be fixed, are being reappraised. The "expert position" of the 

therapist is now tempered with some theorists seeing the basic therapist position as "not 

knowing" (Goolishian & Anderson, 1992). The overall shift is towards a more 
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humanistic stance, where there is greater focus on understanding clients and their 

needs. The result is that client meanings, collaboration with the clients, and the impacts 

of social context on clients have become increasing important. The effect of this shift is 

to reduce certainty and greatly diminish the hierarchical position of the therapist to the 

client. 

Narrative therapy fits this paradigm shift (Parry & Doan, 1994; Nichols & 

Schwartz, 1998; Rosenau, 1992). Philosophically, narrative therapy is based on post

modern thinking, which challenges all encompassing world-views that anticipate all 

questions and provide predetermined answers, i.e., certainty. Narrative therapy assumes 

people construct truths and meanings through interacting with the world, and these 

meanings exist in language (Lax, 1992; Parry & Doan, 1994; Rosenau, 1992). These 

constructions are called "dominant narratives," are the codification of peoples' beliefs. 

The result is that persons' dominant narratives shape how they view the world. 

According to narrative beliefs, clients seek therapy when constrained by their dominant 

narratives and are unable to develop more useful alternative views of their situation 

(White & Epston, 1990). Hence, therapy is the process through which these alternative 

narratives/ meanings are created. 

The idea of individuals constructing their own world-views which shape and limit 

their perceptions is not unique to post-modernism and narrative thought. Over 40 years 

ago George Kelly's psychology (1955) based on "personal constructs" espoused such 

views. His psychology included a comprehensive theory of personality and clinical 

practice. Piaget (1966) believed that society, even more than the physical environment, 

changes and forms a person's basic cognitive structures and thought processes (schemas). 

Furthermore, in the 1700's, Kant argued that peoples' minds create their own universe 
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through their own individual experiences (Hergenhahn, 1992). The uniqueness of 

narrative thought and therapy is the ensemble of the associated concepts and the context 

in which they are used. 

Narrative School of Therapy 

The leading figures associated with establishing narrative therapy as a distinct 

school are Michael White and David Epston (Nichols & Schwartz, 1998). Their 

conceptualization is based on personal narratives constructed through interaction with 

society. Operationally, narrative therapists examine a family's problem-dominated 

narratives and jointly constructing new, more empowering ones, primarily through the 

use of questions. White formulated his approach in his first publication (White, 1984), 

which was then summarized in his book with Epston (1990). According to Tomm 

(1989), one of White's major contributions is his idea of "externalization." 

Externalization allows for the linguistic separation of the problem from the client (e.g., 

talking about "the anger" instead of labeling the client as "being angry"). With the 

problem no longer being a person, other family members can now fight the problem, and 

not the individual. 

Narrative therapy is competency based. Narrative therapists search for exceptions 

to clients' problem behaviors, ones where they overcame the problem. These exceptions 

help generate new narratives based on client competencies. The new narratives shift 

clients away from limited options that maintain the clients' problems, to ones that expand 

clients' options and increase the self-appreciation. 

A major contributor to narrative therapy is the Collaborative Language Systems 

Approach (Anderson & Goolishian, 1988), where narratives that are more helpful are 

developed through "therapeutic conversation." Therapeutic conversation is the mutual 
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search and exploration of the clients' problems through dialog. Here all parties, 

including the therapist, exchange ideas in which new meanings continually evolve. The 

therapist's task is to keep the conversation fluid and problem-focused and to honor 

multiple perspectives. The result is to "open space" around the problem. Theoretically, 

with such dialog, the problem finally "dis-solves." This approach is less prescriptive than 

narrative therapy. 

Solution-focused therapy shares common elements with narrative therapy and was 

formed in approximately the same time frame (de Shazer, 1985). Solution-focused 

therapy primarily focuses on solutions, and not the exploration of client problems as is 

done in narrative therapy. The belief is that therapy is to assist clients in doing something 

different and to address the constraints that keep them from doing so. As with narrative 

therapy, solution-focused therapy utilizes exceptions to clients' problem behaviors as well 

as "views" of clients' lives without the problem. Both techniques help clients shift to 

solution behaviors, away from their problem-dominated ones. Resources and 

competencies within the family are emphasized. Solution-focused therapy is more 

prescriptive than narrative therapy (Parry & Doan, 1994) by having a more structured 

methodology and using prescribed client interventions. 

Narrative therapy and the other two schools have a common view of the genesis of 

clients' problems and the necessity of generating alternative narratives and meanings to 

resolve their problems. Table 4 is a listing of common beliefs/ practices common to 

narrative therapy that have been compiled from key papers and books (Anderson & 

Goolishian, 1988; de Shazer, 1985; de Shazer et al., 1986; White & Epston, 1990). 

Though each school utilizes some different techniques, in actual practice narrative 



Table 4 

Basic Narrative Concepts 

• Dominant narratives (beliefs): 

• Are constructed through interacting with other people and the environment 

• Exist in language 

• Client problems are sustained by their dominant narratives 

• Multiple "correct" perspectives/views on reality exist 

• The client and therapist collaborate to find solutions to client problems 

(jointly create new narratives/beliefs, little hierarchy in 

therapist-client relationship) 

• The client is the expert on the client, not the therapist. 

• Therapists rarely give advice. If offered, done in a tentative way. 

• Competency based therapy 

• Therapists believe in, and utilize, family strengths 

• Exceptions to clients' problems exist in their current repertoires, 

facilitating different and more freeing/helpful narratives to emerge 

• Therapists mostly use questions 

• Externalization of the problem assists clients' resource utilization 

to address the problem (the problem is the problem, not the person) 

Note. Derived from Anderson and Goolishian (1988), de Shazer (1985), 

De Shazer, Berg, Lipchik, Nunnally, Molnar, Gingerich, and Weiner-Davis (1986), 

and White and Epston ( 1990). 
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therapists generally use aspects of all three ( e.g., Shilts, Filippino, & Nau, 1994; 

Sluzki, 1992; Zimmerman & Dickerson, 1994). The net result is that narrative therapy 

includes the use of externalization, behavioral exceptions, client competencies, and 

shared expertise of the therapist and the client. The therapist explores the solutions/ 

problems with the client, primarily through the use of questions, while honoring all 

opinions. Normally, direct therapist advice is not given. If offered, the therapist poses 

such advice in a tentative way to avoid being the sole expert. During therapy, he/she 

collaborates with the client to generate more useful solutions/ narratives. 

Verification 
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No known research base substantiates the efficacy of narrative therapies 

(Friedlander, Wildman, Heatherington, & Skowron, 1994; Henggeler, Borduin, & Mann, 

1993; Lebow & Gurman, 1995). What exist are numerous case studies by major 

"narrative personalities," such as Michael White and David Epston (1990) and Michael 

Durrant (1989), and those included in numerous books and articles. In addition to case 

studies, recent books on narrative therapy address philosophical backgrounds, therapeutic 

methods, and areas of application ( e.g., Freedman & Combs, 1996; Monk, Winslade, 

Crocket, & Epston, 1997; Smith & Nylund, 1997). However, research substantiation of 

narrative vs. other methods is missing. What do exist are publications on clients' views 

of therapeutic change processes associated with solution-focused (Metcalf & Thomas, 

1994; Metcalf, Thomas, Duncan, Miller, & Hubble, 1996), and collaborative-language 

(Swint, 1994) therapies. The client interviews generally supported the basic tenets of the 

respective approaches, which clients found to be helpful. However, one consistent 

finding in the two studies is that clients appeared to perceive their therapist as an "expert" 

and one who gave advice and was directive, which they valued. In Metcalf, Thomas, et 
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al., couples described their therapists as being mediators, guides, and persons who gave 

advice and made suggestions. Compared to the therapists' views of themselves, clients 

saw their therapists as more active and directive. Furthermore, clients described these 

behaviors as helpful. Swint's participants reported that the therapists' advice was given in 

a tentative way, more as a suggestion verses a command. 

Some specific aspects of narrative therapy have been researched. Allgood, Parham, 

Salts, and Smith (1995) investigated UT clients who used solution-focused therapy. UTs 

were defined as those who unexpectedly terminated therapy. To predict UTs/ETs, they 

included client and therapist demographic variables, the number of sessions attended, and 

pre-treatment change. Pre-treatment change often occurs between the time the client 

makes an appointment and the first session. They were able to correctly classify 76% of 

clients as ETs or UTs. The most significant variables for predicting UTs were no pre

treatment change and fewer number of attended sessions. Their interpretation is that 

those who experience pre-treatment change have higher expectations and, hence, better 

results. Aspects of the study have recently been replicated, but with less convincing 

results (Johnson, Nelson, & Allgood, 1998). The issue addressed was whether a therapist 

needed to comment on pre-treatment changes for them to be effective. Though 

termination rates were lower for those whose therapist commented on their pre-treatment 

changes, there was no statistically significant difference from either those with no pre

treatment change or those with pre-treatment change, but not noticed by their therapists. 

Several studies on other aspects of solution-focused therapy have been reported. 

Shields and McDaniel (1992) looked at retention rates between male and female 

therapists and no differences were found. Solution-focused therapy often uses the 

"formula first-session task" (FFST), in which clients are asked to determine what they 



want to keep the same. Two researchers (Adams, Piercy, & Jurich, 1991; Jordan & 

Quinn, 1994) evaluated the effects of the FFST and found some differences when used, 

but they were small. The FFST task appeared to help clients better define their 

therapeutic goals. 
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Besa (1994) evaluated the effectiveness of using behavioral exceptions as 

interventions for reducing child/parent conflicts. Using White's therapy model and a 

multiple baseline design, Besa introduced the behavioral exception intervention with six 

different families at different sessions. Compared to baseline rates, the child/parent 

conflicts were reduced by 88 to 98% after introducing the intervention. 

In addition to basic efficacy data, the experiences of narrative therapy clients who 

unilaterally terminate therapy is missing. The knowledge about this population is 

important for two key reasons. First, there may be clients for whom narrative therapy is 

inappropriate and perceived as not helpful. Second, there may be specific aspects of the 

therapy, which are helpful/not helpful to such clients. Information from these clients 

could potentially help narrative therapy to further evolve to meet clients' needs. 

Research Paradigms in Family Therapy 

The research methodology used for family therapy has matured in many ways. In 

addition to overall efficacy of various family therapy models, components of treatment 

are being assessed (Lebow & Gurman, 1995). Standardized measures of process and 

outcome are now readily available (Grotevant, 1989), including those which assess the 

couple and family therapy alliance (Pinsof & Catherall, 1986) and family goal attainment 

(Fleuridas, Rosenthal, Leigh, & Leigh, 1990). 
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Many different methods of analyzing families are utilized ( e.g., Sprenkle & 

Moon, 1996), and have gained acceptance. In addition to quantitative methods, examples 

of acceptable methods include multiple baseline designs (Franklin, C., Corcoran, J., 

Nowicki, J., & Streeter, C., 1997; Reid, 1993), as well as qualitative analysis (Atkinson, 

Heath, & Chenail, 1991; Moon, Dillon, & Sprinkle, 1990). These different methods are 

seen as complementary to, and not a replacement for, other research methodologies 

(Lebow & Gurman, 1995; Patton, 1990; Sprenkle & Moon, 1996). 

Qualitative vs. Quantitative Research 

Qualitative research allows the exploration of selected issues in detail and depth 

(Patton, 1990). A wealth of information is gathered about a small number of participants 

and cases. The research issues are explored and are less constrained by preexisting ideas 

or theories. The objective is to understand the meanings associated with complex events 

from the perspective of those involved (Moon, Dillon, & Sprinkle, 1990). Instead of 

using prescribed test instruments, the researcher is the "test instrument" (McCracken, 

1988; Patton, 1990). Hence, when interviewing participants, the researcher asks new, 

exploratory questions in response to received answers to better understand the 

participants' experiences. In contrast, quantitative research measures the reactions of a 

great number of people about a limited set of fixed questions, which are generally 

hypothesis-driven, through using appropriate testing instruments. Hence, qualitative 

research tells what people think and do, where quantitative research tells how many of 

them think and do it. 

Qualitative and quantitative approaches each use very different analysis procedures. 

Qualitative research uses various processes, all involve organizing the interview 

information into meaningful categories, which evolve during the course of research, and 
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extracting meanings (McCracken, 1988). The categories are usually illustrated through 

using rich narratives obtained during the participants' interviews. In quantitative 

research, the categories are fixed at the beginning of the research and various statistical 

procedures are used to test the proposed hypotheses. 

In summary, qualitative research best fits research questions where no specific 

theories or concrete hypotheses exist, ones where inductive instead of deductive 

procedures would develop the most understanding (Moon et al., 1990). From such 

explorations, insights can be gleaned and perhaps theories developed, which could then 

be further tested through a quantitative research paradigm. 

Qualitative Research in Family Therapy 

Moon et al. (1990) believe qualitative research is well suited to exploring family 

therapy. Families are systemic in nature, which limits the utility of linear testing theories 

(Patton, 1990). In contrast, qualitative research values and honors circular causality, 

recursion, holism, multiple perspectives, social context, complexity, and individual 

differences. These research values, coupled with its emphasis on participants' meanings, 

are very similar to fundamental beliefs of narrative therapy (Table 4 ). Hence, qualitative 

research and narrative therapy are closely aligned. 

Reporting qualitative research results is becoming more frequent in therapy 

literature (Polkinghome, 1994) and numerous family topical areas have been covered. 

One example is clients' perceptions of different therapeutic orientations: solution-focused 

brief therapy (Metcalf & Thomas, 1994), collaborative language (Swint, 1994), strategic 

therapy (Mabery, 1993), and therapies based on ideas/ theories of Satir, Bowen, and 

Haley (Winter, 1993). In addition to complete theories, therapy independent variables 

have been analyzed: change events in family therapy (Friedlander, Heatherington, & 
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Johnson, 1994), and the classification of questions asked in therapy (Tomm, 1988). 

Reactions to components of some specific therapies have been explored, e.g., clients' 

experiences of reflecting teams (Sells, Smith, Coe, & Yoshioka, 1994; Smith, Yoshioka, 

& Winton, 1993). These are but a few of the areas being investigated using qualitative 

techniques. In summary, qualitative research is being used to address significant issues 

in family therapy. 

Previous to the late 1980s and 1990s, qualitative research was used to investigate 

family therapy issues, but without the formal analysis strategies developed in other 

disciplines and discussed by authors such as Glaser and Strauss (1967) or McCracken 

(1988). For example, in the UT literature, open-ended questions were asked and the 

client answers were examined through simpler methodologies to find consistent themes 

(Farley, Peterson, & Spanos, 1975; Lowman, DeLange, Roberts, & Brady, 1984; 

Merrington & Corden, 1981; Shapiro & Budman, 1973). 

In summary, research methodologies for family therapy have reached a state of 

maturity allowing a variety of assessments to be accomplished. Qualitative research is 

finding a place to complement quantitative approaches. Qualitative techniques are well 

positioned to address complex issues without formal hypotheses. Understanding the 

experiences as well as meanings of family therapy participants is well suited to these 

techniques. 

Key Research Issues 

Gaps in UT Literature 

After reviewing the literature, a number of issues remain to be addressed. First, 

limited information on factors impacting termination from narrative therapy has been 



reported. What does exist involves aspects of solution-focused therapy: therapist 

gender (Shields & McDaniel, 1992), pre-treatment change (Allgood, Parham, Salts, & 

Smith, 1995; Johnson, Nelson, & Allgood, 1998), and "formula-first-session-tasks" 

(Adams, Piercy, & Jurich, 1991; Jordan & Quinn, 1994). Whether narrative UT clients 

have the same or different concerns as UTs for other therapies is unknown. 
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Second, various factors have been operationally defined and found to be significant 

to UT rates. However, clients' meanings associated with various statistically important 

parameters, such as collaboration or directness, are not well understood. 

Third, many researchers report the need for increased understanding of UT from 

clients' perspectives (Armbruster & Kazdin, 1994; Bischoff & Sprenkle, 1993; Cronister, 

1991; Friedlander, Wildman, Heatherington, & Skowron, 1994; Kazdin & Mazurick, 

1994; Sigal, Barrs, & Doubilet, 1976; Slipp & Kresse}, 1978). The few researchers who 

actually interviewed and tested clients after unilaterally terminating did so primarily in 

the 1970s and 1980s and most used limited qualitative analysis. The most recent set of 

studies contacting clients after termination are by Kazdin and his colleagues (Kazdin, 

Holland, & Crowley, 1997; Kazdin, Holland, Crowley, & Breton, 1997; Kazdin & 

Wassell, 1998). Their results indicate important therapeutic areas to the clients, but lack 

depth into their termination decisions. Consequently, the existing UT client interview 

data generally covers termination reasons, not how the reasons were important to them. 

Fourth, no literature references were uncovered on how termination decisions are 

actually made. A good understanding from clients' perspectives is missing for all family 

therapies, not just narrative. 

Fifth, only one 15 year old article covered family therapy expectations of clients 

(Merrington & Carden, 1981), though Prinz and Miller (1994) believe that client 



expectations about treatment have emerged as a critical factor affecting outcome and 

UT rates. 

Sixth, the goal component of therapeutic alliance in family therapy is not well 

understood from the clients' perspectives, much less its impact on UT rates. Though 

important, this area is not well covered in family therapy literature. 
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In summary, much of the existing UT information is based on what Armbruster and 

Kazdin ( 1994) call "convenient empiricism," where researchers use client data existing 

before termination and correlate that data with UT rates and/or client populations. Few 

have explored clients' views of the termination process. 

Research Objectives 

The research objective will be to understand the expectations, therapeutic 

experiences, and termination processes of clients who have unilaterally terminated 

narrative therapy. Data will be obtained by interviewing clients who sought therapeutic 

services through an agency whose therapists primarily use narrative therapy. The data 

will include client/ therapist record information as well as both telephone and face-to-face 

interviews with these clients. 

Due to the nature of the information to be gathered and the limited knowledge of 

UTs' experiences with narrative therapy, a qualitative research paradigm will be used to 

explore relevant therapeutic themes. Basically, inductive not deductive processes are 

required to address the research objectives (Moon, Dillon, & Sprinkle, 1990; Patton, 

1990). 



The following four issues are to be specifically addressed: 

1. What were the expectations of the clients who contacted the agency to assist them 

in resolving their problems? The exploration will follow Bordin's (1979) 

components of the therapeutic alliance: What goals did they have for therapy? 

What therapeutic tasks would be performed? What bond did they expect to form 

with the therapist(s)? 
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2. What did they actually experience in therapy? Again, the three components of the 

therapeutic alliance will be explored. 

3. How was the decision to discontinue therapy made? The "who, what, when, where, 

why, and how" will be investigated. 

4. What is their current assessment of their overall experiences? For example, what 

was helpful/not helpful and how could therapy change to better serve their needs. 

The results will be analyzed and compared to key themes and results found in the 

literature. The exact methodology and procedures will be discussed in Chapter III. 

In summary, the focus of this work is to better understand clients' expectations, 

what they experienced during therapy, and their reasons for termination. Such 

information could prove valuable to the understanding of narrative therapy from the 

client's perspective, enabling its further development towards better meeting the needs of 

future clients. 



CHAPTERIII 

RESEARCH METHODOLOGY 

The objective of this research was to gain an understanding of the therapeutic and 

termination processes of clients who unilaterally terminate narrative family therapy. To 

that end, data were obtained using telephone and face-to-face interviews with such 

clients. Chapter III covers six basic items: the criterion for when unilateral termination of 

therapy occurs, the criteria for research participants, the characteristics of the cooperating 

agency and therapists, the rationale for using qualitative research, the qualitative 

approach selected and considered alternatives, and the data collection and analysis/ 

verification procedures. 

Criterion for Clients Who Unilaterally Discontinue Therapy 

Of the various criteria discussed in Chapter II for when clients unilaterally 

discontinue therapy, Garfield's (1994) criterion best matches the dissertation needs: 

A dropout from psychotherapy is one who has been accepted for 
psychotherapy, who actually has at least one session of therapy, and 
discontinued treatment on his or her own initiative by failing to come 
for any future arranged visits with the therapist. (p. 195) 

Using a fixed-number-of-sessions criterion discounts changes that occur during the 

first few sessions (Garfield, 1994). Alternatively, having the therapist determine when a 

client is "done," puts the therapist in the "expert position," and is antithetical to narrative 

therapy (Goolishian & Anderson, 1992). Furthermore, Garfield's definition assumes 

nothing positive or negative regarding the clients' therapy experiences. The key aspect is 
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that the clients do not return, contrary to the therapists' expectations. Hence, focusing 

on therapists' expectations, the operational definition of UTs for the dissertation is: 

Clients who discontinue therapy without their therapist's prior 
knowledge after 

attending at least one therapy session. 

Practically speaking, these clients would most likely meet Garfield's UT definition as 

well. 

Research Participants 
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The research participants are clients who have unilaterally terminated narrative 

family therapy (UTs ). The UTs were required to meet several specific criterion, which is 

called purposeful criteria sampling (Patton, 1990). First, they discontinued therapy 

within two years of the interview. Second, the family consisted of two or more persons. 

No individual therapy clients were included. Third, the family members spoke English. 

Fourth, only the agency's outpatients were included. Fifth, only clients of therapists 

having one or more years of direct narrative therapy experience were included. This 

criterion avoided inexperienced family therapist issues (Patterson & Chamberlain, 1994; 

Slipp & Kresse!, 1978). 

The final criterion is that the family terminated for primarily "internal," and not 

"external" reasons. Based on Chapter II, internal reasons are those associated with the 

therapeutic alliance (bond, tasks, and goals; Bordin, 1979) and outcome. External 

reasons are due to environmental issues ( e.g., scheduling, health issues, and 

transportation problems). Though external reasons are very important to clients, focusing 

on the internal ones assured that therapeutic issues were addressed, those that offer 

insight into narrative therapy and therapy-associated termination reasons. Since the 



therapists were unlikely to know termination reasons, the participants were qualified as 

to terminating for primarily "internal" or "external" reasons through a telephone 

interview. In addition to qualifying respondents for the face-to-face interviews, therapy 

and other termination information were gathered as well. 
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A total of 21 telephone interviews were required to yield eight face-to-face 

interviews with "internal" clients. The demographics and a description of the telephone 

and face-to-face respondents are included in Chapter 4. Eight face-to-face interviews are 

considered adequate, and recommended by McCracken (1988), whose methodology was 

used. (Sample size is discussed again later in this chapter.) The face-to-face interviews 

were held with the entire family when possible. As a minimum, they included the key 

decision-makers in initiating and discontinuing therapy as well as the "identified patient," 

which in all instances was a child. 

The plan was to obtain eight face-to-face client interviews using one agency. If 

eight interviews had not obtained, a second agency using narrative therapy would have 

been solicited and utilized in the research. Fortunately, that was not necessary. 

Cooperating Agency and Therapists 

A non-profit community agency agreed to participate in the research project. Their 

clients primarily consist of families from lower socioeconomic classes with troubled 

youth (birth to 18 years old). Most are headed by a single mother. Over half of their 

client families have Hispanic and African American backgrounds. Though the agency 

also offers a residential program, only outpatients were included in the research. 

Five of the agency's staff therapists agreed to participate in the research and allow 

their clients to be interviewed. The group consisted of both male and female therapists, 
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all of whom were Anglo. Academically, they had master's or Ph.D. counseling-related 

degrees (e.g., social work, psychology, education, counseling, and family sciences). 

They had extensive family therapy experience, ranging from 3 to 20 years. Their 

principle theoretical orientation was narrative therapy (White & Epston, 1992), with an 

eclectic mix of solution-focused therapy (de Shazer, 1985) and Collaborative Language 

Systems Approach (Anderson & Goolishian, 1988). Such a mix of orientations is typical 

of narrative therapists (Shilts, Filippino, & Nau, 1994; Sluzki, 1992; Zimmerman & 

Dickerson, 1994). All had a minimum of 2 years of narrative therapy experience, most 

had more. In addition to client services, the agency is noted for its training in narrative 

therapy of master's- and Ph.D.-level candidates. All participating therapists were on the 

training staff. Furthermore, extensive ongoing supervision is conducted for the training 

staff as well as the trainees. 

Rationale for Qualitative Research 

No comprehensive view of the experiences and decision processes of clients who 

unilateral terminate from therapy exist, much less for narrative family therapy. The two 

models for unilateral termination from therapy (Prochaska & DiClemente, 1982; Kazdin, 

Holland & Crowley, 1997) discussed in Chapter 2 are incomplete. The first focuses on 

stages of change, and the other is a factor analysis of demographics and some 

components associated with the therapeutic process. Other published studies usually 

involve aspects of therapeutic processes and well as client demographics (Bischoff & 

Sprenkle, 1993; Prinz & Miller, 1994; Wierzbicki & Pekarik, 1993). As was seen from 

Chapter 2, most studies do not report the clients' perspectives. When solicited, client 

inputs are generally responses to structured questionnaires. Furthermore, no client 
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information exists on unilateral terminations from narrative family therapy. With these 

limitations in mind, the research's primary objective was to understand and to bring some 

conceptual patterning to such clients' therapeutic and termination experiences. 

According to Patton (1990), this type of research is a combination of "applied 

research" and "formative-evaluation research." Applied research contributes to 

knowledge and understanding ofUTs, and generates potential solutions to the UT 

"problem." Formative-evaluation research assesses narrative therapy effectiveness and 

conditions under which it is applicable and looks for resolution of any emerging issues. 

The research focus is on narrative and not all therapies, hence the results have limited 

generalizability. Hence, Patton would not classify this study as basic research. In 

summary, understanding was primary and contributions to the "theory ofUTs" were 

secondary. 

According to Patton (1990), the stated research objective fits well into the 

qualitative research paradigm. First, the study focused on improving narrative therapy 

and facilitating a more effective implementation, through exploring its effects on clients. 

Second, multiple perspectives of various families and family members were solicited, 

where the application of quantitative techniques is problematic. Third, the research 

objective was to understand the complete process (from the clients' initial expectations to 

terminations) and not just therapeutic outcome. Fourth, the match of individual family's 

outcomes to their individual therapeutic needs was explored. Included were common 

therapeutic activities that had different outcomes depending on the specific client. Fifth, 

qualitative research is useful for evaluating programs that emphasize individualized client 

outcomes, which is a key feature of narrative therapy. Sixth, the research addressed the 

"why" of an outcome as well as the developmental dynamics. Seventh, the processes of 
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qualitative research and therapy are well matched. They share their regard for respect 

of the client/ participant, individual uniqueness, collaboration, learning about others, 

personal involvement, emotionality, non-judgmental stance, process, shared 

responsibility, and open communications. Also, qualitative research is seen as well 

matched to family therapy research according to Moon, Dillon, and Sprenkle (1990, 

1991) and Sprenkle and Moon (1996). Furthermore, narrative and qualitative research 

are philosophically very similar (Rafuls & Moon, 1996). Narrative therapy is uniquely 

individualistic with the client being in the expert position on him/herself (Goolishian & 

Anderson, 1992). Eighth, though specific testing instruments exist to assess aspects of 

family therapy, there are no acceptable, valid, and reliable quantitative measures for 

understanding the therapy termination process. Specific instruments exist for therapeutic 

alliance (Pinsof & Catherall, 1986), therapeutic goals (Fleuridas, Rosenthal, Leigh, & 

Leigh, 1990), and outcomes (Spanier & Cole, 1974). However, even a composite of such 

instruments would not offer insight into clients' views of therapy termination. 

The research approach is basically phenomenological, in that the structure and 

essence of participants' therapeutic experiences were investigated (Patton, 1990). The 

study can also be classified as an orientational qualitative inquiry, for the research was 

organized on three explicit ideological perspectives, which are 1) Bordin's (1979) 

categories of the therapeutic alliance, 2) client expectations, and 3) therapy outcome. The 

categories, client expectations, and outcomes shaped the literature search as well as the 

construction of the telephone and face-to-face questionnaires. Though the final structures 

of the information were driven by the actual client responses as well as the analysis 

processes (McCracken, 1988), the three explicit perspectives proved to be a good gestalt. 
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Rationale for Specific Methodology 

Since the research objective was to accurately represent the experiences ofUTs, 

and not theory building, McCracken's long interview (1988) was an efficient approach. 

The long interview is distinguished from non-directive in-depth interviews, through using 

more focused open-ended questionnaires and patterns of research design and analysis, to 

maximize the value of the time spent gathering and analyzing the data. However, many 

aspects are shared with grounded theory (Glaser & Strauss, 1967; Strauss & Corbin, 

1990) and general qualitative concepts proposed by Patton (1990). 

McCracken (1988) offers a four-step methodology. The first step involves a search 

of the literature. The search accomplishes two basic objectives. The first is to provide an 

understanding of the current knowledge. Such knowledge helps to prepare the researcher 

for "surprise" when respondents elicit new and different information during the 

interviews. However, care must be exercised to not create blinding preconceptions. The 

second purpose is to help create the interview questionnaire. Here the knowledge of 

known categories and relationships helped to organize the inquiry and data analysis, yet 

are driven through analyzing the obtained data. 

The second step (McCracken, 1988) is to review relevant "cultural categories." By 

this, he means to understand and to become familiar with the cultures and associated 

beliefs that were encountered during the study. For me, I have first-hand knowledge of 

many of the "cultures" in this study. First, narrative therapy, with some modifications, is 

my preferred theoretical orientation. I have studied various narrative approaches and 

have had nearly a year's practicum using narrative therapy. Second, I personally know 

the agency and have received training there. As a result, I have great respect for the 



agency's philosophy, therapists, and training programs. Third, I have had multicultural 

and gender courses, and direct therapeutic experience with the participant cultures: low 

socioeconomic Anglos and minorities, including Hispanics and African Americans. 

However, I am neither from a minority group nor a lower SES class. Last, I have had 

clients who unilaterally terminated therapy. As a therapist, I have found the experience 

frustrating, humbling, but sometimes relieving. 

According to McCracken (1988), the importance of these cultural categories is to 

know and question my own beliefs in order to maintain objectivity and openness. As 

with the literature search, such knowledge helps to "establish distance" during the 

interview and data analysis processes, and to increase my sensitivity to potential 

differences. 
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The third step is to construct the questionnaire and conduct the interviews 

(McCracken, 1988). The object of the questionnaire is to assist the participants to 

accurately tell their own story in their own terms and in a non-directive manner (Patton, 

1990). McCracken suggests using "grand-tour" questions, which evoke information 

about a large area of inquiry: e.g., what was your therapeutic experience like for you? 

Included with each grand-tour question are prompts to elicit information that is deemed 

important, but may not be covered in the participant's response: e.g., What was the 

therapist's attitude? What was it like to be with him/her? The interview itself was 

conducted by following the grand-tour questions and prompts, but in a non-directive and 

respectful way, so that participants could offer the uniqueness of their experiences. 

McCracken recommends a fixed number of participant interviews, typically no more than 

eight. 
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The fourth step is the discovery of analytic categories, which is the analysis of 

the qualitative data. The objective of the analysis is to determine the categories, 

relationships, and assumptions that represent the respondents' views of their world. The 

systematic analysis in this study constructed a view of the clients' world that generated 

both information within my "culture categories," as well as information unique to the 

respondents' views. 

The actual analysis procedure is similar to grounded theory (Glaser & Strauss, 

1967; Strauss & Corbin, 1990). All interviews are transcribed verbatim. The first stage 

of analysis is to treat each utterance, generally at the sentence or paragraph level, on its 

own terms as a single observation, ignoring any relationship to other aspects of the text. 

The second step takes these observations and further develops them 1) by themselves, 

2) in accordance to evidence in the literature, and/or 3) to the "cultural view." The third 

stage examines the inter-connection of the second-stage observations to reduce 

redundancy of categories ( e.g., "therapist considerate" and "therapist kind"). Now the 

actual text is no longer the focus of analysis, but is used to validate/ check emerging ideas 

that occur during this process. The text remains the final arbiter for validation. Stage 

four scrutinizes observations made at previous levels and pulls together themes ( e.g., 

"feelings towards therapist"), looking for inter-theme consistency and contradiction ( e.g., 

"feelings towards therapist" and "outcome."). The fifth stage takes the themes and sees 

if/how they can be brought together as theses or theories ( e.g., therapeutic experiences of 

helped versus not helped respondents). The output from this stage is the overall 

structures of the survey data. 

For this type of qualitative analysis, code-and-retrieve software was used to code 

the observations found in the text, and then manage and retrieve the associated text 
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passages. Ethnograph® (Seidel & Clark, 1984) is such software and was used for 

several reasons. First, Texas Woman's University had a site license allowing a discount. 

Second, the software is conceptually simple and easy to learn. Third, the latest version, 

Ethnograph v5.0®, was released the last of 1998. This version works under Microsoft 

Windows®, offers a consistent interface with other Windows-based software, and allows 

respondent quotes to be easily transferred into Microsoft Word®, my word processing 

software. 

Alternatives Considered 

Grounded theory was the major alternative qualitative research paradigm that was 

considered (Glaser & Strauss, 1967; Strauss & Corbin, 1990). There were several basic 

reasons for not adopting the grounded-theory procedures and techniques in total. First, 

building theories is the primary intent of grounded theory. The dissertation research was 

essentially phenomenological: relate respondents' experiences through theme analysis 

and concept development. Though grounded therapy can be used for phenomenological 

work (Strauss & Corbin), that is not its intent. Second, the analysis procedures are 

intricate and comprehensive. Though some of the coding and analysis techniques overlap 

with McCracken's, grounded-theory procedures proceed at a very fine-grained level of 

analysis that was judged to be unnecessary and inappropriate to the level of data 

collected. Third, grounded-theory research is conducted in an open-ended way. The 

number of participants is not fixed, but based on "theoretical sampling" (Strauss & 

Corbin). The basic concept is to continue sampling, either though previously gathered 

data or interviewing additional participants, until 1) certain concepts are repeatedly 

present or noticeably absent and 2) the concepts are theoretically relevant. Basically, 
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sampling continues until there is redundancy and the theory is robust ( e.g., saturated). 

For dissertation research, the grounded approach is problematic in that no fixed number 

of participants or time frame can be determined a priori. Hence, time and resource 

commitments could not be planned by either the participating agency or myself. 

Furthermore, McCracken (1988) supports the strategy that a fixed number of eight 

participants is adequate. While Patton (1990) is more on the side of Strauss and Corbin 

in suggesting no fixed number of participants, he acknowledges resource constraints and 

recommends specifying a minimum number, which in my case was eight respondents. In 

the end, the number of respondents may have limited the conclusions that I reached, and 

is so stated in the discussions chapter. Furthermore, the goal of the research was not 

primarily to derive theory; hence, concepts and categories did not have to be saturated 

with data. 

Related to having no fixed number of respondents, analysis and theoretical 

sampling occur in tandem when using grounded theory. Hence, the analysis is ongoing 

and drives the questions to be asked of subsequent respondents in order to achieve 

saturation in theory creation. In contrast to this tandem approach, McCracken's (1988) 

approach proposes that all respondents be asked the same questions, which tends to build 

confidence through redundancy of responses. Hence, the grounded theory approach 

appears risky until a substantial amount of data has been established. However, 

McCracken acknowledges that a second round of interviews may be required if 

insufficient information is obtained. In such instances, a different questionnaire and/or 

participant selection criterion could be required. This was not done because of time 

limitations and the initial objectives were met. 
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Research Procedures: Data Collection and Analysis 

The purpose of the research procedures was to ensure that the appropriate 

respondents were chosen and appropriately interviewed, and that the obtained 

information was properly analyzed to address the original research question. A number 

of procedural steps were required. First, a list of clients who unilaterally discontinued 

therapy was needed. Second, from this list, clients who terminated for primarily internal 

reasons were determined. Third, this set of clients was interviewed regarding their 

therapeutic experiences and termination decisions. Fourth, the interview data was 

analyzed. This procedures section covers the each step of the research process in more 

detail. 

Client Lists 

The agency furnished a list of clients who terminated therapy within the past 

30 months. The client names were obtained for the therapists participating in the 

research from the agency's computerized database. Using the lists, the therapists denoted 

clients 1) who unilaterally discontinued therapy according to the developed criterion, or 

2) who had expected and planned terminations. In addition, information on the number 

of therapy sessions and the date of their last session was included. The research plan was 

to start with clients who unilaterally terminated most recently, and progress until the eight 

face-to-face interview goal was met. Twenty-two months was the longest time between 

termination and the face-to-face interview. 

Telephone Interviews with UT Clients 

As discussed earlier in Chapter II, clients unilaterally discontinue therapy for 

multiple reasons. The primary objective of the telephone interview was to determine the 
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reasons for termination and then separate the UTs into one of two classes. The first 

class contains clients who discontinued primarily for reasons external to themselves. The 

second class contains those who primarily discontinued for reasons internal to 

themselves. Only clients who terminated for internal reasons were asked for face-to-face 

interviews. 

Operationally, a letter from the agency's clinical director (see Appendix A) was sent 

to UTs on the client list. The letter described the research project and solicited their 

assistance. Those who wanted to participate are asked to call a local number and indicate 

their interest. Only one out of the 50 respondents to whom letters were sent did so. The 

letter also stated that a follow-up call would be made to answer any questions that they 

might have. Of the remaining 49, telephone contact was made with 40, of which 21 were 

appropriate and willing to participate in the research. Ten could not be contacted. The 

21 were interviewed on the telephone ( about 15 minutes) using a structured questionnaire 

(see Appendix B). They were told that they could terminate the interview at any point. If 

they agree to participate, the telephone interview proceeded. 

The telephone interview briefly reviewed their therapeutic process and determined 

the basic reasons for discontinuing therapy, including whether their primary reason was 

for internal or external reasons. The specific questions used in the telephone interviews 

are related to the research objectives stated at the end of Chapter 2 (Table C 1 in 

Appendix C). For clients who discontinued for internal reasons, a face-to-face interview 

with the entire _family was requested. They were told that the face-to-face interview 

would be held at an agreed upon location to further discuss their therapy experience and 

processes by which they discontinued therapy. They were also told that the interview 

would last about 1.5 hours and be recorded on audiotape. Those who agree to these terms 



were interviewed. For their participation, they were offered a financial incentive of 

$30, paid for by the researcher. 

In summary, the initial telephone interview offered insight into respondents' 

therapeutic processes and the basic reasons for discontinuing therapy. In addition, an 

estimate was obtained of the fraction of agency clients who discontinue therapy for 

external versus internal reasons. 

Face-to-Face Interviews with UT Clients 
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A total of eight face-to-face families were interviewed for about 1.5 hours. Couples 

would have been included had any volunteered. The respondents were given their choice 

of where they would like to hold the interview including their home, the agency, or a 

neutral third-party location ( e.g., a church). Seven chose their home; one family was 

interviewed at a church. After signing the proper release and confidentiality forms (see 

Appendix D), the interviews were conducted based on five grand-tour questions (see 

Appendix E for actual interview guide). The grand-tour questions are based on the 

following five issues: 

1. What were the clients' initial expectations before contacting the agency. 

2. What did they actually experience in therapy. 

3. What is their current assessment of their overall experiences. 

4. How was the decision to discontinue therapy made. 

5. What advice do they have to make therapy more effective. 

The interview used Bordin's ( 1979) therapeutic alliance components as a gestalt: goals, 

tasks, and bond. All questions were reviewed and commented on by the agency 

therapists in the development phase of the project. How the grand tour questions are 

related to the research objectives stated at the end of Chapter 2 is shown in Table C 1. All 



face-to-face interviews were audiotaped with the participants' signed approvals. 

Minimal written notes were made during the interview on the questionnaire; heavily 

relied on the information being recorded. 

A pilot interview was conducted with one family to refine the questions and 

interview methods, and to obtain a better estimate of the interview times. Further, their 

audiotapes were reviewed to assure that the questions were understood and the 

researcher's style was appropriate. 

Data Analysis and Validity 
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The data analysis of the telephone was primarily based on the categories of 

questions in the telephone questionnaire. Exact respondent quotes were more difficult to 

obtain in that the conversations were not recorded. Instead, the respondent's remarks and 

answers were directly written on the telephone questionnaires during the conversation 

and immediately completed after terminating. The respondent data was entered into a 

Microsoft Excel® spreadsheet to enable categorizations of the respondents' answers. The 

spreadsheet facilitated comparisons of the respondents' information versus various 

parameters, such as number of sessions attended, the degree to which respondents were 

helped, and reasons for termination. The analysis allowed the generation for some of the 

tables shown in Chapter 4. 

The analysis of all the face-to-face interview data followed the procedures 

recommended by McCracken (1988) and described earlier in this chapter. The validity of 

the resulting analysis were addressed in several basic ways (Patton, 1990). First, my 

impressions were noted about each interview on the backs of the face-to-face 

questionnaire. Included were my reactions to the participants and their reactions to me. 

Second, the data and resulting analysis were reviewed and compared with my beliefs 
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regarding narrative therapy, ethnicity, termination processes, and my knowledge of the 

therapists and the agency. The objective was to assure that an appropriate "analytical 

distance" from the data is maintained and any discrepancies noted. Third, the discussion 

chapter contains a section regarding discrepant data that occurred between the 

respondents' information and that predicted by narrative therapy theory, the literature, and 

models for termination. These processes are related to triangulation (Patton, 1990), 

where multiple data-sources are used to assess the validity of the results. The data

sources include the literature search and my knowledge of the agency, therapists, 

narrative therapy, and multicultural issues. 

After the respondent interviews were transcribed verbatim, the 300+ pages of 

transcripts were analyzed. First, the responses from the open-ended questions were 

analyzed for each respondent, down to the sentence and paragraph level. After the initial 

analysis and consolidation of redundant codes, over 10 broad major categories for types 

of responses were found. The categories included choosing the agency, goals for therapy, 

initial thoughts regarding therapy, respondents' views of their therapists personally and 

professionally, therapeutic experiences that were helpful and not helpful, reasons for 

termination, therapeutic results, and an overall assessment of their therapeutic 

experiences. From this analysis, the results yielded two basic types of respondents: those 

who were helped with their initial problem ("helped"), and those who were not ("not

helped"). A detailed coding of the transcripts was then done using the Ethnograph® 

software. The initial categories expanded to a total of 32 major codes and 298 additional 

sub-codes. An example of a major code is "results." Several of the sub-codes to "results" 

are "changes," "emotional expression," "reversions of behavior," and "understanding." 

Having a multitude of sub-codes enabled a detailed analysis, which was used to 
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determine the relevance of codes across the different types of respondents: adults, 

children, helped and not-helped respondents. This analysis enabled the characterization 

of the respondent types and major themes. The final arbitrator of construct validity was 

the corresponding respondent quotes, which were linked via software. The results of the 

face-to-face interviews in Chapter IV are based on the constructs and respondent 

categories and are substantiated by their narratives and relevant remarks. 

Summary 

The research objective was to gain an understanding of the therapy experiences and 

termination processes of clients who unilaterally terminate narrative family therapy. 

Both telephone and face-to-face interviews were used. Participants were families who 

terminated therapy with experienced narrative therapists. Only those terminating for 

primarily internal reasons were included in face-to-face interviews. A total of 21 

telephone and 8 face-to-face interviews were made. 

A qualitative research paradigm best matches the research requirement of 

understanding therapeutic and termination processes from the clients' perspectives. To 

date, such perspectives are not well documented, especially for narrative therapy. 

The specific methodology, McCracken's long interview (1988), is well suited for 

this study. His methodology builds on a literature review and my knowledge of the 

"cultural categories" involved in the study, such as narrative therapy, the agency and 

therapists, and multicultural counseling. He recommends a fixed number of interviews 

( eight) and has interviewing and questionnaire design strategies. His analysis procedures 

are similar to grounded theory (Glaser & Strauss, 1967), but without the undue 

complexity. 
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The research process began with obtaining a list from the agency of clients who 

unilaterally discontinued therapy. These clients were contacted by telephone to obtain 

some information on the respondents' therapeutic experiences and determine their 

primary reasons for termination. Those who terminated for internal reasons were asked 

to participate in a 1.5-hour face-to-face interview. All but one interview was held at the 

respondent's home. Guided by a questionnaire, the entire family was interviewed about 

their therapy experiences. The resulting qualitative interview data were analyzed using 

McCracken's techniques (1988). The analysis was aided by the researcher's knowledge 

of the literature, narrative therapy, multicultural issues, and of the agency and therapists. 

The overall goal was to represent the views of clients' therapeutic experiences and 

termination processes as accurately as possible. 



CHAPTERIV 

RESULTS 

The goal of this research is to gain an understanding of the therapy experiences of 

clients who unilaterally terminate narrative family therapy. Data was obtained through 

both telephone and in-depth face-to-face structured interviews with such clients. The 

data were then analyzed through qualitative methods. Particular attention was paid to 

possible relationships between narrative concepts and respondents' positive and negative 

therapy experiences, including termination. This chapter presents these results based on 

respondent data gathered through the telephone and in-depth face-to-face interviews. 

Description of Respondent Sample 

The respondents were selected from client lists provided by an agency that utilizes 

narrative therapy. Since the agency's participation is confidential, they will be referred to 

as "the agency." Their lists contained clients who terminated therapy without their 

therapists' knowledge for the past 2 1/2 years. From these lists, an overall unilateral 

termination rate of 4 7 .5% was calculated. The average number of sessions for those that 

unilaterally terminated was 4.1 sessions, with a median of 3.5 sessions. From this list, the 

agency sent letters to clients who had terminated within the last 22 months, explaining 

the research project and soliciting their participation. A sample of the letter is included in 

Appendix A. A total of 50 letters were sent. Potential participants were asked to call a 

local telephone number if they would like to participate. Only one client did so. All 

others required being contacted by the researcher via telephone. The number and 
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percentage of clients in various survey categories are given in Table 5. No contact was 

possible with 10 former clients (20% of the total), as they had either moved and/or had 

discontinued their telephone service. Of those contacted, 11 (22%) were not appropriate 

for various reasons. The reasons included that some had restarted or had continued 

therapy at the agency, others had been seen for individual and not family therapy, and 

some did not speak English. Eight (16%) refused to participate in the telephone 

interview: one half directly refused and the other half would not return calls or would 

keep postponing the telephone interview. Of the 21 who were interviewed on the 

telephone, 8 (38%) terminated family therapy for primarily external reasons (e.g., could 

not afford therapy) and 13 (62%) for primarily internal reasons (e.g., situation improved 

due to therapy). Though more respondents terminated for internal reasons, the difference 

in percentages is not statistically significant from a 50/50 split (X2(1, N = 21) = 1.19, 

11 = .44). Little difficulty was found in distinguishing between internal and external 

reasons. The various stated reasons for termination will be discussed in a later section. 

Of the clients who terminated therapy for internal reasons, five refused the face-to-face 

interview. Four of the five did not want to discuss therapy issues again, either personally 

or with their children. For some, such discussions would be too painful. The fifth 

respondent said that she was too busy. 

Table 6 summarizes respondent statistics for the number of sessions attended and 

the length of time in months between the respondents' final therapy sessions and the 

telephone/face-to-face interviews. The number of sessions attended by all the 

respondents ranged from 1 to 16 sessions, with an average of 4.1 sessions and a median 

of 3 sessions. These values are similar to the overall agency population from which they 

were selected (M = 4.1 sessions, Mdn = 3.5 sessions). The time from their last session to 



Table 5 

Client Contacts vs. Respondent Categories 

Client categories Total 

Survey respondents 

External/ 
Internal 

No contact possible 10 (20%) 

Inappropriate for research 11 (22 % ) 

Refused telephone interview 8 (16%) 

Telephone interview 21 (42%) 

External reasons for termination 8 (38%) 

Internal reasons for termination 13 (62%) 

Face-to-face: 
Yes/No 

Declined face-to-face interview 5 (38%) 

Conducted face-to-face interview 

Totals _ _ _ ____ ______iQ (100%) 21 (100%) 

8 (62%) 

13 (100%) 

\0 
\0 



Table 6 

Survey Respondents: Number of Sessions Attended and Time (months) from Final Session to Interview 

Sessions attended Months from final session to interview 

Respondent termination t:ype n Range Median M SD Range ~ Median M SD 

All reasons ( all respondents) 21 1-16 3 4.1 4.0 4-22 13 11.9 4.8 

External reasons 8 1-16 2 4.9 5.6 4-15 12.5 11.0 3.5 

Internal reasons 13 1-10 3 3.6 2.6 4-22 13 12.4 5.4 

No face-to face interview 5 1-6 1 2.4 2.2 6-15 12 10.4 4.2 

Face-to-face interview 8 _U_Q 3.5 4.4 2.7 4-22 _15.5 13.6 6.0 

....... 
0 
0 
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the interview ranged from 4 to 22 months. The average was 11.9 months, with a 

median of 13 months. Using! tests, no statistically significant differences were obtained 

between each of the various respondent categories for the attendance and time duration 

data. 

The only statistic that approached significance (1 = 1.36, 12 = .20) is the difference 

between the average number of sessions attended for respondents who declined the face

to-face interview (M=2.4), versus those who participated in the face-to-face interviews 

(M=4.4). However, a major clinical difference is that three of the five respondents who 

refused face-to-face interviews attended only one therapy session. Of the face-to-face 

interview respondents, one family attended only one session, the remainder attended 

three or more sessions. 

A classification of the respondent types and their prevalence is shown in Table 7. 

Two of the 21 respondent families were couples seeking relationship counseling. Of the 

remaining 19, 18 were families having difficulties with their children. The remaining one 

was having marital problems in addition to her primary concern, her daughter. For 13 of 

the 19, the mothers only or other female providers attended therapy with the children. In 

the remainder, there was one father and five male/female couples attending with the 

children. For families with children, the identified patients (IP) were fairly well divided 

between sons and daughters (11 sons to 8 daughters). Three of the five couples with 

children agreed to participate in the face-to-face interviews. The other five face-to-face 

respondents were the mothers. For the face-to-face interviews, there was an even split 

between male and female IPs. No couples-only telephone respondents chose to 

participate in the face-to-face interviews. One face-to-face respondent family was 

dealing with significant relationship problems, but within a context of family issues. 



Table 7 

Survey Respondent Types and Prevalence 

Families with children 

Parents attending therapy 

Mothers only/female providers 

Fathers only 

Both parents/couples 

Identified patients 

Sons 

Daughters 

Couples (attended w/o children) 

Total 

Telephone respondent types 

Category Sub-categories 

19 

13 

1 

5 

11 

8 

2 

21 

Face-to-face respondent types 

Category Sub-categories 

8 

5 

3 

4 

4 

0 

8 

...... 
0 
N 



The survey results will be presented in two parts. The first will be the telephone 

interviews results. The second will be the face-to-face interview information. 

Telephone Interview Results 
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In analyzing the telephone respondent data, only three major differences were found 

in the therapeutic experiences of those who terminated for internal (IRs) versus external 

reasons (ERs). The first difference is the obvious one; that their primary reason for 

terminating family therapy was internal versus external. The second is the type of 

additional contributing reasons for termination, these beym1d the primary ones. Fourteen 

of the respondents (67%) gave these additional reasons. ERs gave only external 

additional reasons for terminating therapy, where as IRs gave a balance of both internal 

and external reasons. The third difference is that IRs were more likely to have had 

previous therapy experiences than ERs (69% versus 13%, X2(1, N = 21) = 6.39, .Q < .01). 

For all remaining questions, the ERs' and IRs' answers were substantially the same. This 

includes their views of their therapist, their therapy referral sources, the number of 

sessions they attended, the issues addressed in therapy, their views of the agency and 

support staff, and the effectiveness of their therapy. In the remainder of this section, the 

reasons for termination will be presented, followed by their responses to other therapy 

issues addressed in the telephone questionnaire. 

Internal vs. External Reasons for Termination 

Of the 21 telephone respondents, 13 terminated therapy primarily for internal 

reasons (62%) and 8 for external reasons (38%). The difference between the number of 

internal and external respondents is not statistically significant from a 50/50 split. The 

primary reasons for discontinuing are given in Table 8. The eight ER clients gave four 



Table 8 
Primary Reasons Given for Terminating Narrative Family Therapy: Telephone 
Interviews 

Number of respondents 
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Total Category Subcategory 
External reasons: 8 (100%) 

e Attending therapy not affordable: 3 (38%) 

• could not afford gas to get to agency 

• could not afford the therapy itself 

• Scheduling problems: 2 (25%) 

• Conflicts with changing work schedule 

• Second job interfered with therapy 

• Time priorities: 2 (25%) 

• Too busy for therapy 

• Rather spend time with daughter 

• Transportation problems 1 (13%) 

Internal reasons: 13 (100%) 
• Situation improved due to therapy: 4 (31 %) 

• Problem improved or resolved 

• Wanted to work on their own now 

• No/limited improvement: 4 (31 %) 

• Not getting enough help from therapy 

• Change in daughter insufficient for inconvenience 

• Not successful, child behaviors kept reverting back 

• Could not engage teenage son 

• Therapy offered not what respondents wanted: 2 (15%) 

• Wanted advice and therapist to support parent 

• Wanted to focus on today, not the past 

• Problems with therapist: 1 (8%) 

• Would not understand ethnic/socioeconomic situation 
• Miscellaneous: 2 (15%) 

• Son did not want to return to therapy 

• Mother got angry with child and decided not to return 

2 (25%) 

1 (13%) 

1 (13%) 

1 (13%) 

1 (13%) 

1 (13%) 

3 (23%) 

1 (8%) 

1 (8%) 

1 (8%) 

1 (8%) 

1 (8%) 

1 (8%) 

1 (8%) 

1 (8%) 

1 (8%) 

1 (8%) 
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basic reasons: attending therapy was not affordable, scheduling problems, time 

priorities, and transportation problems. Regarding affordability, two respondents could 

not afford gasoline to get to therapy. The other respondent misunderstood the agency's 

sliding scale, which ranges from $5 to $90 per session, determined solely by the clients. 

The one respondent believed she would have to pay the full $90, which she could not 

afford, and terminated after one session. In general, other respondents mentioned 

affordability of therapy as a major advantage to seeking therapy at the agency. 

The second major category is scheduling problems. One respondent had a change 

in work schedule and could no longer attend. Another had taken a second job, which 

interfered with their established therapy time. The third category is time priorities. One 

respondent was too busy to go. Another, a father, wanted to spend more time alone with 

his daughter. Through therapy, his difficulties with his daughter were resolved and 

therapy took away time he wanted to spend with her. The last category is transportation 

problems. The one client had difficulty arranging transportation to and from the agency. 

In reviewing the external reasons that were given, the respondents' answers can be 

interpreted in terms of priorities; attending therapy had a lower priority than alternative 

activities, or was not worth the effort. Hence, their "external" reasons could be construed 

as "internal," and that therapy had sufficiently resolved, or not resolved their problems. 

There is evidence that this occurred, in that ERs and IRs rated their therapy as equally 

efficacious. However, the research criterion for determining internal/external reasons for 

terminating therapy is conservative and avoids second-guessing the respondents' true 

motivations. 

Five categories of primary internal reasons were found for respondents terminating 

therapy: their situation improved due to therapy, no/limited improvement, the therapy 
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offered was not what they wanted, problems with the therapist, and miscellaneous 

reasons. For 4 of the 13 IRs (31 %), their situation had improved due to therapy. For one 

respondent, the presenting problem was resolved after one session. The respondent's 

daughter was exhibiting behaviors that were inappropriate and disrespectful at school and 

with a relative with whom she was living. The daughter was also acting "mean" towards 

her mother. The mother said, "(the therapist) suggested that she and (the daughter) might 

just want to talk together." Afterwards, the mother and daughter started talking, resulting 

in the daughter moving back with her mother. Their continuing dialog negated any 

reason to return to therapy. In the remaining three cases, respondents had attended three 

or more sessions. In the first of the three cases, the son's behaviors had sufficiently 

improved that further therapy was unnecessary. In the second case, the parents felt that 

through therapy, they could now manage their daughter's mood swings. Finally, one 

family decided that things were now going well enough that they wanted to handle the 

situation themselves. 

The second category is that the respondents received limited or no help from 

therapy (31 %). These respondents had attended between 3 and 10 sessions, with a 

median of 4 sessions. For one respondent, the therapist "couldn't get through to (her) 

son." However, the mother said that the therapy was helpful for her personally. Another 

mother felt that her family was not getting "a whole lot from therapy." Her marriage was 

not going well and her daughter was not changing. For another family, the results that 

they were achieving were not worth the time commitment and scheduling difficulties. 

Finally, one mother complained that her daughter would be better for a few days and then 

revert back to her old behaviors. This respondent thought that individual counseling 

might be more effective than family therapy for addressing her daughter's issues. 
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The third category is that the therapy offered was not what respondents wanted 

(15%). Both respondents who expressed this reason attended one session and terminated. 

One mother said that the therapist told her that he/she would not take sides regarding the 

mother's difficulties with her daughter, nor would he/she give options or advice. The 

mother said, "Help may be there ( at the agency) for other people, but not for me." The 

second mother said that she wanted to "focus on today," and did not want to talk about 

the past, which was too painful for her. This perception of therapy occurred in the one 

session that she had. 

The fourth category is having problems with the therapist. The one respondent, a 

mother, felt that her family situation had improved due to therapy, but "went the limit 

with the counselor," and the therapist would not be able to help them any further. The 

reason given was that the therapist was from a different ethnic and socioeconomic 

background and would not sufficiently understand their situation to assist them any 

further. 

The last category consists of two miscellaneous reasons. One respondent, a mother, 

attended therapy three times with her son. At home, she and her son got into a heated 

argument, during which she said that they were not going back to therapy, which the son 

enjoyed. As a result of the argument, the son changed his attitude and behaviors, and 

their situation had been better since that time. The mother said that the therapy had been 

helpful for both of them. The second case, the teenage son refused to return to therapy. 

Limited progress was made. 

Fourteen respondents gave additional reasons for terminating therapy, beyond their 

primary ones. Four ERs gave 5 additional external reasons, where as 10 IRs gave six 

internal and 10 external additional reasons. Two additional categories of external reasons 



( distance to the agency location and therapist not bilingual) and one additional 

internal reason (not liking the therapy process) were given. 
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Regarding additional external reasons, one respondent desired a bilingual therapist. 

Though "adequate" in English, the respondent mentioned that speaking in his/her native 

language at times would have been helpful, though not necessary. The agency does have 

bilingual therapists, but they are in high demand and are assigned to clients unable to 

speak English. There were two additional external miscellaneous reasons. One woman's 

son improved after his father returned from being in prison, eliminating the need for 

further therapy. The second miscellaneous reason was that one respondent family 

scheduled sessions further apart due to their ability to handle their daughter's mood 

swings. Finally, they stopped altogether without contacting their therapist. 

The additional category of internal reasons for terminating therapy is "not liking the 

therapy process," plus a miscellaneous reason. Not liking the therapy process was the 

view of a teenage son. He would rather work out his difficulties using other methods, 

like talking to friends. The miscellaneous reason is a child using the therapist to 

manipulate her parents. According to the mother, the child would ask to go to therapy 

and then leverage the therapist against her parents to get what she wanted. 

Table 9 summarizes the primary and additional reasons given for termination. The 

respondents' multiple responses are accounted for. Inconvenience was the leading 

external reason for termination, comprising 65% of all external reasons. Included are 

scheduling problems, distance to the agency location, time priorities, and transportation 

problems. (The reason the individual inconvenience subcategory responses add up to 

more than 13 is due to multiple respondent responses.) Therapy affordability was second 

with 20%. The remainders are therapist not bilingual and miscellaneous reasons. 



Table 9 
Summary of all Reasons for Terminating Narrative Family Therapy: Telephone 
Interviews 

Number of responses 
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Total Category Subcategory 

External reasons: (multiple reasons/respondent) 20 (100%) 

• Inconvenience 13 (65%t 

• Scheduling problems 

• Distance to agency location 

• Time priorities 

• Transportation problems getting to agency 

• Attending therapy not affordable 

• Therapist not bilingual 

• Miscellaneous: 

• Son better after father returned from prison 

• Saw therapist less frequently and stopped 

Internal reasons: (multiple reasons/respondent) 19 (100%) 

• Situation improved due to therapy 

• No/limited improvement 

• Problems with therapy offered/therapist 

• Therapy offered not what respondents wanted 

• Problems with therapist 

4 (20%) 

1 (5%) 

2 (10%) 

5 (26%) 

5 (26%) 

5 (26%) 

• Not like therapeutic process 1 (5%) 

• Miscellaneous: 3 (16%) 

7 (35%) 

5 (25%) 

3 (15%) 

1 (5%) 

1 (5%) 

1 (5%) 

3 (16%) 

2 (11 %) 

• Son did not want to return to therapy 1 (5%) 

• Mother got angry with child and decided not to return 1 (5%) 

• Child used therapist for manipulating parents 1 (5%) 
Note. a Accounts for respondents giving multiple responses in Inconvenience category 
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Regarding internal reasons, roughly one fourth (26%) of the internal reasons are 

associated with improvements in respondents' situations through therapy. Fifty-eight 

percent of the internal reasons are shortcomings of therapy in the respondents' eyes. 

Though the 5 8% for shortcomings is larger than the 26% for improvements, the 

difference is not statistically significant from a 50/50 split (X2(1, N = 18) = 2.25, ll =.13). 

The three contributors to shortcomings are: 1) no/limited improvement through attending 

therapy (26%), 2) problems with the therapy offered or the therapist (26%), followed by 

3) not liking the therapeutic process (5%). Miscellaneous reasons comprise the 

remainder of internal reasons (16%). 

The rest of this section will present other information gained through the telephone 

interviews. For the remaining issues, there were no significant response differences 

between those that terminated for internal versus external reasons. 

General Agency Issues 

Five of the 21 respondents considered or used other alternatives to resolve their 

problems prior to attending the agency. Alternatives considered or used were other 

agencies or their ministers. However, one respondent found their minister better with 

religious than counseling issues. Another felt their issues were too emotional to be 

addressed by clergy. Respondents were referred to the agency by numerous sources: a 

medical doctor (1 ), a therapist of a relative (1 ), relatives themselves (5), community 

service agencies ( 4 ), the telephone book (1 ), police (1 ), past clients (1) and their 

school (1 ). 

The typical presenting problem, except for the two couples seeking marital 

counseling, was their children having trouble at home and school. Generally the children 

would not mind or behave and were abusive to their caretakers, elders, and/or authority 
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figures. There were three reported exceptions to this: depression, sexual abuse, and 

Attention Deficit/ Hyperactivity Disorder (ADHD). The school age ranged from grade 

school to senior high school. 

All respondents found the agency easy to work with, except for one. She had some 

difficulty with the receptionist, who was gone the next time she returned. The 

respondents mentioned that they liked starting therapy within a week or two after calling 

the agency for help. All support and intake personnel were highly regarded and found to 

be "helpful" "comforting" "reasonable" "polite" and "honest" and "worked to their 
' ' ' ' ' 

(respondent's) schedule." Several respondent quotes regarding support personnel include: 

"A nice bunch of people," "They seemed real," and "They weren't starched collar 

(people)." 

As a result of the agency's flexibility regarding fee schedules, respondents found 

therapy very reasonably priced. Some of their comments were: 

"Agency don't do it (therapy) for money." 
"Over there, you give what you can. They're not in it for money." 
"They are here for the problem, to help you. If you pay, fine." 
"It's not just the price. It's the way they deal with people." 

The respondents' overall impression was that the agency was there to help them, not just 

to make money. However, as previously mentioned, two respondents could not afford 

gasoline to attend, and one respondent misinterpreted that she would have to pay the full 

$90 therapy fee. 

Respondent Views towards Agency Therapists 

Respondents' views of their therapists were solicited. The first question asked was 

how the respondents saw their therapist as a person. The other questions were what 

he/she did and how competent he/she was. Both positive and negative aspects were 
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expressed. The answers to these three questions were not significantly different 

between the ERs and IRs. Having negative views towards the therapist was a key factor 

in unilateral terminations, which was mentioned in the previous section. 

The respondents' views of how they saw their therapist as a person are given in 

Table 10. All 21 respondents made positive comments about their therapists, including 

the one respondent who also made the negative comment. Respondents described their 

therapist in positive terms: a nice person, easy to communicate with, understanding, easy 

to be with and work with, comfortable. Some of the respondents' positive comments are: 

"I have a special place in my heart for my counselor" 
"(He/she) was like a friend, listened and cared." 
"Feel like I have know him for a long time." 
"It was enjoyable, loved my counselor." 
"A gentleman." 
"Liked him, like a member of the family." 

The one negative remark is from a woman who brought her family. She felt the 

therapist was "nice," but she felt "that (he/she) was looking down on us, felt weird, didn't 

like it." She attended once and terminated for primarily financial reasons (she 

misinterpreted the sliding-fee schedule), though she felt uncomfortable about her 

therapist. 

Respondents offered a number of comments regarding what the therapists did 

therapeutically (Table 11 ). The number of favorable remarks were statistically greater 

than the negative ones (X2(1, N = 34) = 10.9, ~<.01). The therapist was viewed 

favorably when he/she: 1) created a safe therapeutic environment through involving 

everyone in therapy and making everyone at ease, including being neutral, 2) had a 

therapeutic style where he/she was not commanding or pushy, but gave options and asked 

questions, 3) facilitated communications, 4) focused therapy through exploring aspects of 



Table 10 

Telephone Respondents' Views about Their Therapists: Personally 

Positive: 

• Nice person 

• Easy to communicate with 

• Understanding 

• Easy to be and work with, felt comfortable 

• Easy going, laid-back 

• Miscellaneous remarks: 

safe, outgoing, friendly, supportive, 

enjoyable, quiet, sensitive, and listened. 

Negative: 

• Felt looked down on 

Note. Respondents gave more than one response. 

Number of responses 

Responses Subcategory 

36 (100%) 

1 (100%) 

11(31%) 

8 (22%) 

4 (11 %) 

3 (8%) 

2 (6%) 

8 (22%) 

1 (3%) 
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Table 11 
Telephone Respondents' Views about Their Therapists: Therapeutically 

Number of responses 
Total Category Subcategory 

Favorable (12 respondents): 26 (100%) 
• Therapeutic environment 

• involved everyone in therapy 
• concerned & involved everyone 
• all invited to talk 

• made everyone at ease 
• kept things light/relaxed 
• was neutral, did not take sides 

• Therapeutic style 
• asked questions 
• was not commanding, gave options 

• Facilitated communications 
• facilitated conversation 
• used age-appropriate language 

• Focused therapy 
• explored aspects of problem 

• probing, exploring ( childhood) 
• wanted to find out what was going on 

• had sense of direction 
• Competence oriented 

• Focused on positive/improvements 
• Did not take credit for success 

• Set limits on children 

Negative (5 respondents): 7 (100%) 
• Limited personal experience of therapist 

• not African American 

• not lower SES 

• no children of his own 
• Theoretical orientation 

• would not give advice 
• would not take sides 

• Therapy-interfering behaviors 
• did not get down to business 

• Interpersonal difficulties 
• could not connect with therapist 

Note. Respondents gave more than one response. 

7 (27%) 

7 (27%) 

2 (8%) 

5 (19%) 

4 (15%) 

1 (4%) 

3 (43%) 

2 (29%) 

1 (14%) 

1 (14%) 

4 (15%) 

3 (12%) 

3 (12%) 
4 (15%) 

1 (4%) 
1 (4%) 

3 (12%) 

2 (8%) 

3 (12%) 
1 (4%) 

1 (14%) 
1 (14%) 
1 (14%) 

1 (14%) 
1 (14%) 

1 (14%) 

1 (14%) 
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the problem and having a sense of direction, 5) was competence oriented by focusing 

on the positive and improvements and did not take credit for success, and 6) set limits on 

children. The therapist being neutral was considered as positive or negative, depending 

on the respondent. Hence, "not take sides" is listed in both the Favorable and Negative 

categories. How neutrality is negative was discussed previously, where the mother 

wanted the therapist to take her side. The overall view that emerges is a therapist who 

engages everyone in the therapy and works with all family members in a focused manner, 

through exploring issues in a relaxed atmosphere. Some supporting respondent 

comments include: 

"(He/she) wanted to find out what was going on." 
"(He/she) asked the questions that I wanted to ask." 
"(Therapist) got us talking like never before." 

The negative remarks regarding the therapist are in several categories: 1) the limited 

personal experiences of the therapist (e.g., no children, SES, and ethnicity), 2) his/her 

theoretical orientation (no advice, not take sides), 3) therapy interfering behaviors, and 

4) interpersonal difficulties. Most of these remarks are included in Table 9 as internal 

reasons for termination and have been discussed previously. There was one additional 

therapy-interfering behavior. One respondent reported that her therapist "kidded around 

with my husband, and wouldn't get down to business." This perceived behavior 

reinforced her view that therapy was not helpful and contributed to her termination 

decision. Another respondent had interpersonal difficulties with her therapist. She had 

been a client of the agency before with a different therapist, but this time she "couldn't 

connect, and stopped coming." However, most respondents expressed little difficulties 

relating to their therapists and overall were very positive towards them, especially 

personally. 
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Only 1 of the 14 respondents who answered the question on therapist 

competency thought her therapist was not competent and felt he/she "would not be able 

to help us." She was the respondent who terminated after one session due to the past 

being too painful and the therapist not having children. The remainder thought their 

therapists were competent and gave various examples of how they assessed that quality. 

One way was how they interacted with the children, and how they got their children to 

open up and start talking. Respondents mentioned how he/she "didn't push beyond 

(son's) limits," and he/she "let the daughter believe she was in control." Others 

mentioned the therapist's perceived confidence and comfort with them. 

In summary, the therapists were generally well perceived, both personally and 

professionally. The negative views, though a significant factor in terminating, were 

fewer in number and involved fewer respondents. 

Therapeutic Goals of Respondents 

Respondents' therapeutic goals were found to consist of five basic therapeutic tasks: 

increase understanding, change behaviors, psycho-education, express emotions, and 

obtain general help (Table 12). The first task is to increase their understanding of what is 

happening in their child;s and/or partner's lives. This task reflects poor communications 

between family members; parents or partners do not have enough information to know 

what to do. For example, one mom "wanted to find out what the problem was (with her 

son), so I can help and understand my son." These respondents were confused and 

desired a communications-bridge to their children. The next task category is to have the 

child or partner change behaviors. Typically, they desire the child to start or stop doing 

something. However, one husband's therapeutic goal was changing the way his wife 

interacts (ineffectively in his view) with their daughter. The third task category is 
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Table 12 

Respondents' Goals for Therapy and Examples: Telephone Interviews 

Number of respondents 

• Increase understanding 

• behaviors at school 

• basis of anger 

• what is going on inside child 

• Change behaviors of person 

• get better grades 

• change wife's interactions with child 

• Psycho-education 

• learn how to be a better mom 

• Express what is going on with person 

• open up and express feelings 

• General help 

• get help for daughter 

• reduce child's depression 

• change/"fix" another person ( child or partner) 

• Express what is going on and change behaviors 

• open up and change behaviors at school 

• open up and help child open up to mom 

• act as an outlet to child and find ways to control her anger 

• find out what is going on and help him act better 

• Express and understand what is going on 

• get out husband's feelings so we can understand each other 

• open up to therapist to see what is wrong 

• talk to each other and find out who we are, and deal with that 

Total 

Note. One response per respondent. 

4 (19%) 

2 (10%) 

1 (5%) 

1 (5%) 

4 (19%) 

5 (24%) 

4 (19%) 

21 (100%) 
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psycho-education. One mom was having a difficult time with her teenage daughter 

and wanted to "know how to be a better mom." The fourth task category is having the 

person express what is going on with them, including emotionally. One respondent's 

belief is that expressing feelings is enough to get better. The last task category is to seek 

general help. Here, the parents know something is wrong, but are uncertain what the 

problem is and what to do. One mother knew "things weren't right and sought help" for 

her daughter. One couple sought help for their daughter's depression. The other two 

respondents wanted therapy to change/"fix" another person so that their problems would 

go away, in one case fix a husband, and in another fix a daughter. 

Many respondents wanted to accomplish more than one thing. For example, some 

respondents' goals were to have the child or partner express what is going on in order to 

increase the respondent's understanding of the situation, or to change troublesome 

behaviors. One woman expressed that she wanted to get to "who they were and then deal 

with it." She expressed the need to "break the ice among members of my family." 

What Respondents Found Helpful and Not Helpful in Therapy 

When asked what they found helpful in therapy, respondents gave multiple 

responses (Table 13). Two of the 21 respondents found nothing helpful and terminated 

after one session. The remaining 19 gave a number of positive answers, which parallel 

their therapeutic goals (Table 12). 

One popular answer was being able to express what was on their mind. One 

respondent said that "just talking about it, especially with my wife and daughter" was 

helpful. Several expressed that they were able to "air out differences and problems," and 

that "it was good to talk." Even a woman, who terminated after one session and was not 

able to connect with the therapist, said, "Somehow my son talked. I liked that. We were 
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Table 13 

What Respondents Found Helpful in Therapy: Telephone Interviews 

• Expressing what is going on 

• able to talk and open up 

• having therapist as moderator 

• Psycho-education 

• learned new skills 

• received good advice 

• situation was normalized 

• Behavioral changes of clients 

• developed new behaviors 

• Increased understanding of situation 

• gained insight 

• Receiving support by therapist 

• Nothing helpful 

Total 

Note. Respondents gave more than one response. 

Number of responses 

16 (33%) 

14 (29%) 

9 (18%) 

6 (12%) 

2 (4%) 

2 (4%) 

49 (100%) 

14 (29%) 

2 (4%) 

9 (18%) 

3 (6%) 

2 (4%) 
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only there for one hour. Made me feel hopeful we could get help (elsewhere)." 

Many respondents acknowledged the importance of the therapist in facilitating 

communications. Comments include "he/she (therapist) got him to talk and express his 

feelings, including how he felt about his dad not being there," "(therapist) got him to 

open up and talk," "my son opened up to him/her," and "he/she got us to open up to each 

other." 

Having the therapist as a moderator and neutral third party was helpful in allowing 

family members to express themselves. One man expressed that the therapist was able to 

say what he has been telling his wife, but she was able to hear it from the therapist. A 

mother was able to work things out "by having a moderator," after her daughter "revealed 

things I wasn't aware of." 

Psycho-education was the next major category of what was helpful. Included in 

this category are learning new skills, receiving advice from the therapist, and having their 

situation normalized. Most of the new skills were associated with better parenting. 

Examples include "changing how I discipline ... use time-outs and take things away," 

obtaining "ideas of how to cope and how to make parenting fun, like wake'n him (child) 

up in the morning, be creative," setting boundaries "like locking the refrigerator," "how to 

be a better parent," and finally, just "learned a lot." 

Advice was welcome by the respondents. Examples include, "(therapist) gave good 

ideas and hints on how to improve grades and how to get along better," "(therapist) gave 

me good ideas to help me, like with coping," and "(therapist) gave directions on what to 

do (with son) and the courage and strength to do it." 

Therapists normalizing situations was useful. For example, a father learned that 

what he was going through with his daughter is typical of others in his situation. He said, 
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"I thought something was wrong. Her mom was being spiteful, but that's normal. I'm 

not the only one going through this." 

Many comments were about behavior changes resulting from therapy. Examples 

include a son and father going fishing after being violent with each other; a child "doing 

better at school, but not perfect;" "the anger has decreased" between daughter and 

mother; and mother and daughter are now talking. One woman said, "I respect the kids 

now and don't command them to change." Finally, "when (child) started talking, he 

stopped having problems at school." 

Respondents reported an increased understanding of their situation. A woman who 

was having marital difficulties expressed that "I learned that I'm not a victim, I need to do 

something!" A mother said, "I now see them (her children) though kids eyes," which was 

helpful. One wife realized that "I can't carry the load myself," that she needed the help of 

her husband with their daughter. 

Support from the therapist was helpful. One mother was having a great deal of 

difficulty with her teenage son. The therapist's support helped her deal with her problems 

and make the required decisions for him and her. 

When asked what was not helpful in therapy, seven respondents could think of 

nothing. The remaining respondents made 11 negative comments, fewer than the 4 7 

positive comments listed in Table 13. The largest number of negative comments 

involved the therapists as well as their theoretical orientation. The associated categories 

are the same as those listed in Table 11 in the therapist section: perceived personal 

limitation of the therapist, the theoretical orientation of therapist, and therapy interfering 

behaviors. Two respondents perceived that the manipulation of the therapist by the 

children was a problem. In one instance the mother claimed that, "my daughter knows 



what others, including the therapist want to hear." Consequently, little change 

occurred in therapy. In the other instance, the daughter "used therapy as a weapon" 

against her mom to get what she wanted, which was discussed earlier. 

Finally, there was a complaint about a scheduling problem. The wrong time was 

scheduled for the respondent. 

Mode of Therapy, Received vs. Desired 
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The respondents were asked the mode of therapy that they desired as well as what 

they received (Table 14). Of the 16 responses, 11 respondents obtained the modes that 

they desired. The agency is flexible in what modes are offered: individual, family, and 

residential. However, family therapy is their primary therapeutic mode. Individual 

therapy is generally used to augment family therapy. 

Respondents who desired family therapy generally wanted to find out what was 

going on in their families and with their children. Several who had both family and 

individual therapy, stated that individual sessions with the children were needed to 

facilitate the therapist's understanding what was occurring with the children. 

Respondents who wanted only individual therapy generally felt that their child needed 

help, and not the family. They also believed that the child would open up more with the 

parents not present. Even after several family sessions, their desire for individual therapy 

remained. However, no other significant differences were found between them and those 

who were satisfied with only family therapy. Therapy was equally positive for both 

groups. Furthermore, no respondents mentioned having family therapy instead of 

individual therapy as contributing to their decision to terminate therapy. 



Table 14 

Type of Therapy Received vs. Desired: Telephone Interviews 

Therapy received 

Family 

Family and individual 

Family 

Family 

Family 

Total 

Therapy desired 

Family 

Family and individual 

Individual 

Do not know 

Residential 

Number of respondents 

7 (44%) 

4 (25%) 

3 (19%) 

1 (6%) 

1 (6%) 

16 (100%) 
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Effectiveness of Therapy 

The respondents' view of effectiveness of therapy is analyzed two ways (Table 15). 

The first is the degree to which respondents' expectations were met. The second is the 

degree to which their original problem had changed. Their expectations were analyzed in 

response to the qualitative question, "Were your expectations met?" Their answers were 

categorized from "not met" to "met," including, "didn't know what expectations were" 

(Table 15). Those who stated that therapy did not meet their expectations were 

displeased with 1) the type of therapy (e.g., not giving advice or taking sides), 2) the 

perceived limits of the therapist ( e.g., having no children), or 3) not feeling comfortable 

with the therapist ( e.g., perceived being looked down upon). Four respondents classified 

therapy expectations as somewhat met. One of these respondents was ambiguous, "No, 

problem didn't go away . . . Yah, pretty well met. Helpful to help ( daughter) along the 

way." Another respondent stated, "They were helpful, but went the limit." Others said 

that their expectations were mostly met. Comments include: "Didn't get in too deep. It 

was helpful to very helpful. (Child) talked about kids at school ( other children picking on 

him)," "Mostly helpful for the situation I came for," "70 to 75% fulfilled." Respondents 

whose therapy met their expectations responded positively: "Yah," "Right on target, 

( child) will talk to me," "Real helpful, everything changed after talking," "Yes, surprised 

at quickly it happened (11 sessions total)." Overall, 60% of the respondents found 

therapy to have mostly met or met their expectations. The remainder had difficulties with 

reversions to old patterns, or were not sufficiently helped. 

In response to whether or not their original problem was better or worse, three 

stated that their problem was the same. The remainder obtained varying degrees of relief 

from their original problem. The one "better and worse" respondent had both an 
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Table 15 

Effectiveness of Respondents' Therapy: Telephone Interviews 

Number of responses 

Degree to which expectations met 

• Met 9 (45%) 

• Mostly met 3 (15%) 

• Somewhat met 4 (20%) 

• Not met 3 (15%) 

• Did not know what expectations were 1 (5%) 

Total 20 (100%) 

Degree to which original problem changed 

• Better 10 (50%) 

• Somewhat/little better 2 (10%) 

• Better for a while (recidivism) 4 (20%) 

• Same 3 (15%) 

• Better and worse 1 (5%) 

Total 20 (100%) 
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improvement in her daughter's problems and deterioration in her relationship with her 

husband, leading to divorce. 

For some, their situation had completely changed: things are "great, we talk all the 

time now," and "My husband is now talking." Others talked about their original problem 

being better, but not totally gone: "Things are not totally OK, but nothing major," and 

"Things are better, every now and then things explode." Overall, two things seemed to 

have occurred. First, the original situation had improved to varying degrees. Second, the 

parent's skills and understanding of others increased. As a result, the problem was more 

manageable. In one example, the respondent's son was able to better express himself, and 

the mother was more understanding and less reactive to her son's behavior. 

For those in the "Better for a while" category, their therapeutic gains were not 

sustained. In these three cases, the problems returned. One talked about their daughter 

would do better for a few days after a session, and then return to previous behaviors. 

Another parent stated that her son's behaviors reverted back after terminating therapy, 

and that he is continuing to have "trouble at school." Others talked about changes 

occurring, but they felt that they did not continue therapy long enough to establish new 

patterns. 

The three respondents, who reported no change in their original problem, attended 

just one session. However, two other respondents attended only one session and their 

problems were better. In general, only those that attended one session had no 

improvement in their situation and no expectations met. Those that attended more than 

one session were more likely to have some improvement in their situations, if only 

temporarily. 
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Overall, 60% of the respondents reported their original problems were 

"somewhat/little-better" or "better." The percentage is the same as those who mostly met 

or met their expectations. The conclusion is that most respondents who unilaterally 

terminated therapy were helped to varying degrees by attending therapy at the agency. 

An analysis of therapy effectiveness vs. number of attended sessions was done to 

explore possible relationships. To this end, Pearson correlation coefficients were 

calculated using numerical rating for the two rating categories shown in Table 15. "Not 

met" and "same" were assigned the value of 1, "somewhat met" and "better for a while" a 

value of 2, "mostly met" and "somewhat/little better" a value of 3. Finally, "met" and 

"better" the value of 4. Three correlations were done. Two correlations were between 

the number of sessions attended versus 1) respondents' expectations (r = .23, 12 = 0.82), 

and 2) the degree to which the initial problem was better (r = .27, n = .26). Both 

correlations were not statistically significant. The third correlation was between 

respondents' expectations and the degree to which the initial problem was better (r = .54, 

12 < .05). This correlation was statically significant, which means that though there is a 

statistically significant relationship, respondents' expectations include more than problem 

improvement. In conclusion, other than therapy being ineffective for the three 

respondents who attended only one session, no other significant relationships were found 

between therapy effectiveness and the number of sessions attended using this simple 

analysis. 

Summary of Telephone Survey 

The main purpose of the telephone survey was to identify respondents who had 

unilaterally terminated therapy for internal reasons, and recruit them for face-to-face 
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interviews. In addition, information on the therapy experiences of all respondents 

was gathered. 

Approximately one-third terminated therapy for external reasons (ERs) and two

thirds for internal ones (IRs). On other therapeutic issues and experiences, the two 

groups differed very little from each other. For the ERs, inconvenience in attending 

therapy and affordability were the primary reasons. For the IRs, the primary reasons 

were related to therapy outcomes, both positive and negative, the type of therapy offered, 

therapist problems, plus miscellaneous issues. Hence, respondents had numerous reasons 

for termination. No simple explanations exist. 

Overall, respondents liked their therapist as a person. Regarding his/her therapeutic 

capabilities, the respondents' views were mostly positive. Respondents appreciated them 

creating a positive therapeutic environment, giving options versus commands, facilitating 

communications between all members, having a sense of direction, being problem

focused, yet focusing on the positive as well. Respondents benefited from receiving 

therapists' advice and viewpoints, learning new behaviors, gaining insight into their 

issues, and receiving support. The negative remarks focused on the therapists' limited 

personal experiences and therapy-interfering behaviors, as well as not giving advice or 

taking sides. Seven could think of nothing negative. 

Overall, approximately 60% of the respondents found therapy to be helpful. Those 

whose did not benefit terminated after one session. The degree of effectiveness appears 

to be on a continuum, although no factors contributing to the degree of improvement 

were isolated. 

For most respondents, narrative therapy directly contributed to the benefits they 

received. For others, aspects were not perceived as helpful, especially when advice or 
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siding with the parents was desired. The data indicates that other respondents did 

receive advice, which was welcome. Hence, therapists who rigidly adhere to the 

narrative model in explaining how therapy is conducted, may cause persons to terminate 

when they might benefit from therapy at the agency. 

In summary, respondents have numerous reasons for termination. The reasons for 

unilateral terminations are not necessarily negative. A majority of the respondents 

improved and were helped through their therapeutic experiences at the agency. 

Face-to-Face Interview Results 

Respondents 

Eight telephone respondents who terminated therapy for internal reasons agreed to 

face-to-face interviews along with their families. Included were four single mothers, one 

single couple, and three married couples, plus their IP children. In two instances, other 

siblings were present. Two respondent families were African American, and one was 

Hispanic. All interview participants contributed to the understanding of the families' 

issues and the therapy experiences. The age range of the IPs was 11 to 17 years, though 

the majority of the IPs were teenagers. 

General Classifications 

One major result from the face-to-face interviews is that two basic groups with 

similar therapy experiences were found. One group felt that therapy helped resolve their 

problems and other group did not. These two groups will be referred to as the "helped" 

and "not-helped" respondent groups. There are four respondent families in each group. 

To facilitate the understanding of the face-to-face results, the information for the two 

groups will be compared and contrasted as the data is presented. The summary of the 
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face-to-face qualitative research in Table 16 reflects this approach. Column one, 

"Therapeutic issues," lists the respondents' therapeutic issues in a chronological sequence, 

going from top to bottom. This column starts with "Previous therapy," and ends with 

"Termination decisions." The second and fourth columns list findings where the "helped" 

and "not-helped'' groups differed on major therapy issues. The third column, "No 

difference," lists summary information where the helped and not-helped groups were the 

same. 

The remainder of the fac·e-to-face results section will present the information 

contained in Table 16 in more detail and with supporting data. The remarks made by the 

helped respondents will be labeled using odd numbers 1, 3, 5, and 7. The remarks made 

by the not-helped respondents will be labeled using even numbers 2, 4, 6, and 8. 

The first four therapeutic issues in column 1 include the extent of respondents' 

previous therapy, what problems were to be addressed, how the decision to start therapy 

was made, and how the agency was chosen. "Goals/Expectations" are broken into three 

major categories. The first is what they want to achieve through therapy. The second is 

what they expect to happen in therapy to meet their expectations. The third is what they 

expect the therapist to be like. Separate from what they would like to have happen, some 

respondents had feelings and concerns about what they would encounter in therapy. 

Included are worries and misconceptions. These ideas are presented in the fifth issue, 

"Initial feeling/ ideas about therapy/therapists." 

The next seven categories cover what respondents actually incurred at the agency, 

starting with their initial experiences at the agency. Therapist comments were classified 

into three categories. The first is what he or she was like as a person and professionally. 



Table 16 

Face-to-Face Interview Results for the Helped and Not-Helped Respondents vs. Therapeutic Issues 

Therapeutic issues Helped respondents No difference Not-helped respondents 
Previous therapy More past therapy: 

mostly negative, some positive 
Problems to be Same between groups: Behaviors, 
addressed relationships, parenting, emotional issues 
Startinq decision No major differences 
Choice of agency Referral, positive reputation, sliding fee 

scale, family therapy, immediate 
availability 

Goals/Expectations: 
Achievement Expressed need for finding help, Greater expressed need for help, 

understanding, changes in family solutions, and help with family 
behaviors. relations. 

Primary focus: On child 
Therapeutic Therapist active: ask questions, give Some emphasized assessment and 
activities advice, moderate interactions analysis 
Therapist Empathetic/ compassionate 

Initial feelings/ concerns Children: negative ideas Had more unrealistic therapy 
about therapy/therapist Adults: guilt, viewed problem as unique. expectations 
Initial experience at One child had negative Generally positive experience. One adult and child had negative 
aqency experience. experience. 
Therapist: Personal and Therapist generally liked by children and Considered best (2 res) 
professional qualities adults. Considered knowledqeable Rated neqative (1 res) 
Therapist: General Rated as more confrontive In control, gave own views, problem Want more advice (2 res) & 
therapy activities focused problem focus (1 res). 

Pace too fast (1 res) 
Therapist: How therapy Therapist was available, seen on same Want expert (2 res) 
conducted level as res, adults/child equally treated, 

collaborative. 
Therapy methods: Conversational, competency focus, 
Narrative questions heavily used 

Therapy methods: Occurred more frequently w kids. Adults: few problems with therapy Multicultural factors (1 res) 
Not helpful Multicultural factors (1 res) techniques 

Note. res= respondent(s); w = with. >---' 
w 
>---' 



Table 16 (Continued) 

Face-to-Face Interview Results for the Helped and Not-Helped Respondents vs. Therapeutic Issues 

Therapeutic issues Helped respondents No difference Not-helped respondents 
Results 

Specific results All: behavior changes Adults: increased understanding of self, Adults: some improved 
Children: increased others, and situation relationships. Reversions more 
understanding. defeating. 
Adults: parenting skills, improved 
relationships, handling 
reversions. 

Overall results Reported being helped, most Rated therapist mostly positive, some Reported some help, not helped 
therapy goals met. negative remarks. overall, therapy goals not met. 
Children had positive view of Some expected too much from therapy. Children reported not being helped. 
therapy. 

Termination decisions 
Specific reasons Mother angry at child, child Multicultural counseling issues No concern for child (no therapeutic 

misused therapist, perceived bond), teenager not like therapy 
dependence on therapist, 
logistics. 

Speed of decision Made more Qradually Made more rapidly 
Therapy results Progress not explicit Lack of progress explicit 
Enough therapy Handle own situations without Therapy not seen as helpful for their 

therapy. problem 
Therapy attitudes Children: OK to return Adults: OK to return Children: Not OK to return 
Effort to attend More siQnificant issue Less significant issue 

Note. res= respondent(s); w = with. 

,...... 
vJ 
N 
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The second is general therapy activities during a session. The third covers how 

therapy is conducted, including the quality and nature of the client-therapist relationship. 

The next two cover specific therapy methods. "Therapy methods: Narrative" are methods 

reported by the respondents that are associated with narrative therapy. The last category, 

"Therapy methods: Not helpful," are a summary of narrative and other methods that the 

respondents mentioned that interfered with their therapy experiences. 

The next major issue is "Results." Included are aspects of therapy which were 

found to be helpful, including specific changes that the respondents made, as well as their 

overall assessment of their experiences. Next set of issues covers various aspects of the 

respondents' termination decisions. 

In the following report sections, quotes will be used to substantiate stated results. 

In all cases, the names of all persons, therapists, and agencies have been changed. 

Specific names are used in the quotes to better present the style of the conversation. The 

designated speakers are coded, for example D15-5. In this case, D stands for the IP 

daughter and she is 15 years old. The number after the dash is the designated respondent 

number, in this case the fifth respondent family. Since five is an odd number, she is with 

a family who was helped through therapy. The complete list of codes are: R for 

researcher, M for mother, F for father, Fr for man-friend, Dxx for IP daughter and her 

age, Sxx for IP son and his age, SSxx for sibling brother of IP and his age , and DSxx for 

sibling sister of IP and her age. 

Previous Therapy 

The respondents had varying amounts of previous therapy experiences. The helped 

respondents received a variety of counseling, each offering varying degrees of help. 

Included are using other friends, pastors, school counselors, and self-help tapes. The not-



helped respondents had more extensive therapy experience, including play therapy, 

one-on-one therapy, family therapy at other agencies, and residential treatment. The 

following are some of the "not-helped respondents" therapy experiences. 

R-2: OK. Um, so again, the alternatives that you tried? 
M-2: The counseling that we had been to all along, and we have tried so many 
different counselors, that's why I thought maybe (the agency residential 
program) would be a good idea. 

SS32-6: Before (the agency) they (mother and IP son) did a stint with a 
psychologist for a good time period through the Children's Hospital. They 
attended for a long while; they were going for therapy constantly, once a week 
for therapy. 
R-6: For how long? 
SS32-6: Six months and the doctor even put him on a prescription, what they 
call for hyper ... ( didn't know name) to control him whenever his temper was 
getting higher or, he was to control it down. . . . The therapist would 
actually sit down and talk to him, and then talk to my mother and my sister. 

The not-helped respondents had mostly negative experiences with their previous 

therapy. 

R-2: Did you consider going back to those people? 
D16-2: No. 
M-2: Huh uh (no). We just, actually we haven't had a real good positive 
experience with any of the counselors we have been to. 
D16-2: Never ... 
(regarding another experience at a social agency) 
D16-2: And that was the worst experience we have ever had 
R-2: How come? 
D16-2: We sat down, me and my mother, ... to talk to his man, and he asked 
me personal questions right in front of my mother. And you know, I mean, 
teenagers are not going to want to open up and say, "Oh yah, I do drugs, you 
know, and I drink, you know." . . . he asked us questions for maybe about 
15 minutes. And he wrote up a report and diagnosed me, and said that I 
needed medication. That I had a chemical imbalance, or something. 

M-4: He's (her son) telling you the truth, he fought every counselor every inch 
of the way, we ever had. He played with them. He literally played games 
with them. 
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There were also some positive aspects of other therapy experiences for the not

helped respondents. In one, a teenager reflects on all his therapy experiences in a 

positive light. 

R-4: Did Harry (agency therapist) play a part in that process (of being helped 
through therapy)? 
S 17-4: I guess everybody in my life played a part in the process. 
R-4: Everybody has, OK, OK. 
S 17-4: Cause you learn from every little, ... What I learned from this 
experience, and learn from the experience I had before this one, everything 
has an experience that you must learn from, and all of it together helped out, 
you know. All the life's experiences and, all come together to have good 
decision making, or bad decision making, or at times good and at times bad. 
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In another, the older brother is telling what a caseworker told his brother, the IP, which 

seemed to work. 

SS32-6: (the caseworker said) "I will ... phone and I want you to talk to me. 
When you answer the phone, I expect you to be up already and without 
anyone telling you what to do, ... and you will do also certain things," that 
she put on the list. She says, "This is a contract between you and me. You 
follow this contract and you will get rewarded." So, they went through that 
procedure and he did great, and (he) followed the contract the way she 
expected it to be. 

In summary, those who received the most previous therapy were the not-helped 

respondents. Overall, their experiences were mostly negative, but not totally so. 

Problems to Be Addressed 

The reason the parents sought help was problems with their children. In general, 

the respondents had multiple issues. The majority of the problems were troublesome 

children's behaviors, mood problems, including anger and some depression, and incest. 

Related issues for the adults included how to control their children, how to resolve family 

relational issues, and how to better manage stresses in dealing with their children. There 

were no major differences in the types of problems between the helped and not-helped 



respondents. The major issues addressed in therapy for each respondent family are 

given below. 

D12-1: ... the first time when I went (to the agency) was with my temper. 
R-1: With your temper? 
D 12-1: Yes, I used to, I remember this one time when I used to throw down a 
blanket and yell at my parents and throw things across the room, that's how 
bad my temper was. 

M-1: (to her daughter) We had stopped going and seeing Kate, remember? 
OK, and then we caught your (grandfather), and then I went and talked to 
Kate (about the incest). 

M-2: Well, I wanted to continue therapy because . . . her depression . . . hadn't 
gotten any better . . . So, I knew she needed some ( counseling), I thought the 
whole family needed some kind of counseling, cause her father and I were 
having problems too. So that's what we decided to keep up the counseling 
there (at the agency). 

M-3: Not what you see now, for he (her son) had a whole lot of anger 
(laugh), he did. Boy, he had a lot of it built up and every time I would go to 
parent's conference, they would say the same thing. "He has so much anger in 
him, he's taking it out on 
everybody." Didn't they say that? 
S16-3: Yah. 

M-4: He was out of control. He wasn't going to school, he and I were fighting 
constantly, he was running away. He'd sneak out of his window at night; he 
was totally out of control. .. he had me at the point where I was physically ill 
from all the stress and everything and uh ... 
S 17-4: You're a Cancer, right mom? 

M-5: I think it was a lack of communications and understanding between Julie 
(the IP) and her parents. Being an only child and through various peer 
pressures and everything, what she was being faced with was really difficult 
for her, and we didn't understand it, and we just needed some help .... She 
(daughter) was stressed out. She was angry, she was upset, and we just 
needed somebody to be able to communicate with her and be able to help her. 
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M-6: He (the IP) didn't have any respect towards his parents, and he didn't 
like to hear anything, advice, anything that came from adults. When Ray 
( older brother) tried to talk to him, he got into a fight with Ray, and he also 
got into a fight with Walt (older brother), fighting .... 
SS32-6: ... he was doing real bad at school, because he was being expelled 
constantly. 

M-7: Y ah, ah, all the males in his family do that ( early puberty), so, I 
realized that I wasn't dealing with a normal 14 year old, cause there are guys, 
like twice his age that seek advice from him. Sort of like when he comes in, 
he still be carrying the same type of attitude, and you know, pushy disposition 
and, you know, like of disrespectful disposition, so, I got tired. 

R-7: Now the anger and frustration and anger, was that towards Larry (IP), or 
was it towards your therapist, or 
M-7: No, it was towards Larry (IP), and just really towards my own situation 
and a lot of things that I was dealing with. 

Fr-8: We were having problems with her, disciplinary type things, she wasn't 
minding. . . . And she was just starting to act up wanting to, I guess wanting 
to be more like the other kids at school, whatever, peer things, I don't know 
exactly what it was. 
M-8: Peer pressure. 
fr-8: That she was just acting up and uh, we thought it would help, cause 
anything we tried wasn't working. 

Decision to Start Therapy 

The decision to start therapy was usually made by the mother. Male partners/ 

husbands were involved in starting therapy about half the time, even when he was later 

included in therapy. Other persons often participated in the decision process: older 

siblings, pastors, and school counselors. The decision speed varied from being slow and 

methodical, to fast when triggered by an event, such as discovering incest or having a 

major crisis. Choosing the agency was based on a number of factors, including previous 

experience with the agency, the agency's positive reputation, the offering of family 

therapy, the agency's residential treatment program, sliding-fee scales, and immediate 



availability of services. Recommendations to attend the agency were made by a 

range of sources: friends, relatives, clergy, school personnel, and public agencies. No 

decisional differences were found between the helped and not-helped respondents. 

The following examples give a typical sequence in making the decision to start 

therapy and how the agency was chosen. 

M-1: I went directly to Kate (the therapist) when we discovered, when we 
discovered what my dad was doing (incest). As a matter of fact, that next day 
I believe. I went directly to her and told her what had happened .... 
R-1: ... did you consider any other alternatives at that (time) besides (the 
agency)? 
M-1: No, (the agency) was always the, they were always the one I would go 
back to, because that was the one that I felt more comfortable at. I mean, they 
knew Kimberly (her daughter), they knew her history, um, they basically 
knew her. (They had gone there before for their daughter's anger.) 

M-2: We had just gotten her back from (the agency's residential center) went 
straight into family therapy (at the agency) ... Nothing had been solved, she 
still needed help, so I decided, "Why not go ahead and try where we are right 
now, go ahead and try it," because I had a positive experience with the 
counselors that I did deal with there in the city. 

M-5: It was a lady (agency intake person). I probably talked to her for an 
hour on the phone. She was really neat. . . . Other people would say, "Oh 
well, come and we'll make an appointment. Do that." I even got from one 
counseling center, a very well known counseling center, "Well, we can see 
you in about 60 days, that's our first opening." And I'm like, "I don't think 
you understand, we have a problem here that doesn't need to wait 60 days." 

R-5: So as I understand it, from talking to them, the programs, the way they 
dealt with you on the phone. From that, you felt comfortable enough to make 
a decision that that was the one to attend. 
M-5: Uh huh (yes). 
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There were other respondents whose decision to attend was less rapid and more gradual. 

R-7: OK. Was there an event that occurred, or just finally got to a point 
where 



1-1-7: More than one event, cause, um, being a single parent you have to 
understand that when your kids get out of the house, and they start having fun 
with their friends, they get carried away. So, basically he came in late a few a 
times from the movies, or being with his friends, and different instances, like 
he might have missed a bus and had to walk home, and it was after one (AM). 

R-8: Any particular event occur right before ... seeking counseling where 
you made that decision? ... 
Fr-8: ... Y ah, there were lots of events. It was no one in particular event or 
anything like that, ... we talked about it some, and you know, and look what 
it did for Rich, you know, my nephew (attended agency's residential program) 
, .. it just turned him around so well that, you know, he wouldn't listen to 
anyone before that. 
R-8: Uh huh. 
Fr-8: That's, that's why we turned to (the agency). 

R-8: Did you consider any alternatives, what alternative did you consider? 
M-8: Well, basically with her age group, where weren't a whole lot to work 
with. . . . I called around to, ah, different places and she was either too young 
or they weren't interested. (The agency) is about all I could find, uh, that 
would work on a sliding pay scale, being that we have no insurance for 
Rachel (her daughter) at this time and would be willing to do a family-type 
therapy 

Goals and Expectations 
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Respondents had goals and expectations before attending therapy, things they 

wanted to happen in therapy. There are three major categories. First is what they wanted 

to accomplish through therapy. Second is what would occur in therapy to accomplish 

those goals. Third is what they wanted in their therapist. 

Desired achievements. The respondents expressed a broad range of things to 

accomplish in counseling. Included were: 1) simply finding a place that could help them 

with their problems, 2) gaining understanding and defining what the problem is, and 

finally 3) actual changes in behaviors as well as in the quality of the family members' 

relationships. Some wanted to accomplish all of these things, others specified a smaller 

portion, e.g., increased their understanding of their situation to better address the 
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problems themselves. The helped and not-helped had one common goal, which was 

to increase their understanding of the situation. However, compared to the helped 

respondents, the not-helped had a greater expressed need 1) for help and 2) for spedfic 

changes in relationships, behaviors, and 3) solutions to their problems. Hence, they had 

greater expectations as to what they wanted from therapy. 

The need for obtaining help was generally framed as having problems beyond their 

ability to handle them. In some instances, the need to find someone to help took on a 

sense of desperation. 

M-2: Hoping, I was hoping that someone could help us, cause we couldn't 
evidently help ourselves, we, that's all that I can think of to answer that 
question, I just kept hoping, just kept looking, counselor after counselor, 
hoping that we would come across somebody that could help us. 

M-5 (The) pressures and everything, what she was being faced with was 
really difficult for her, and we didn't understand it, and we just needed some 
help. We needed to find out how we could help her. She was stressed out. 
She was angry, she was upset, and we just needed somebody to be able to 
communicate with her and be able to help her. 

Most parents and in some instances the child didn't know that the underlying 

problem really was. They knew there were difficulties, but didn't know what to do about 

them. Hence, they needed to gain insight into their situation. 

Dl6-2: ... I went to so many counselors that I'd would go in there and I'd 
tell you (the therapist), "OK, well, I feel that I'm in a pyramid, and it's upside 
down. The point's at the bottom and the top is the biggest one. And here is 
my surface problems, and there's one main problem underneath, and I don't 
know what it was." ... but they would never ask, "Well, what do you think it 
is?" They would say, "Well, what are your surface problems?" It wasn't, they 
wanted to help, "Why don't you try getting along with your mom?" or 
something. Do you know what I'm saying? 
M-2: They never gave any solution. 
Dl6-2: to the real problem. 
R-2: ... what did you see as the real problem? 
Dl6-2: I didn't know the real problem. 



R-2: Hum. 
D16-2: And that's the whole reason for going to counseling. You go to 
counseling because you don't know what is wrong. 

M-3: Yah. Then I talked to him (son) and I said, I was telling you, "We are 
going and we are going to go. We can find out what is really going on here." 

SS32-6: What I expected counseling to be like was, of course, helping us to 
understand him (Carl) and helping him to understand us, through someone 
else's words. 

141 

One aspect of gaining understanding is acquiring information from a 

knowledgeable person. One respondent was in a quandary as what to do and needed 

direct information from her therapist. She sought help after learning that her father had 

sexually molested her daughter. 

R-1: When you called Kate (therapist), uh the next day, what were your 
expectations as far how ... 
M-1: Guidance. 
R-1: Guidance? 
M-1: Guidance, as far as Kimberly was concerned. . . . My concern was 
Kimberly's state of mind. . . . I didn't want Kimberly put through a ringer. 
Our legal system is really messed up when it comes to children that are 
molested, and I just didn't want her to go through an emotional circus, and she 
was my main concern. That's when I went to Kate that next day, and told her 
what had happened and, . . . I needed some perspective from her as far as her 
( daughter) mental ability or emotional status, what she could handle ... 

For many respondents, understanding was insufficient. They desired therapy to 

provide solutions to their problems. For them, results are required. 

R-2: So, when you went to counseling, what did you expect the counseling 
M-2: I wanted help for her depression. 
D16-2: Solutions. 



F-5: . . . I had certain problems I wanted to be dealt with when we 
walked in there. I'm like, "Hey, we've got a problem, let's fix it and go on." 
Most men are I'm sure. And, I want them (mom and daughter) to concentrate 
on their problems, so I tried to get him (therapist) to work with those two 
(mom and daughter) and, I know I've opened my mouth more than I should, 
and I tried to keep my mouth shut up so they could work. I know that's the 
best way. So, he worked more with them. 

Fr-8: We tried it (discipline), but it didn't work, you know. Give her a 
spanking, no good, that's why we turned to them, you know, to see if they 
could help to see if they could have any ideas, you know, maybe we were 
doing something wrong, maybe the problem wasn't her, uh. That's why we 
started going, in my opinion. 

Along with providing solutions, some respondents were more specific as what 

changes they desired. Most frequently mentioned were therapy assisting with stressed 

relationships and helping to change disruptive behaviors. 

R-5: ... what did you expect counseling to help you with at that time? 
F-5: Open a dialog between my wife and my daughter to get their problems 
out, because they were at each other's throats, I was at a point were, I didn't 
deal with them, they got up in the morning and I stayed in bed and covered 
my head. They were at each other's throats, and I wanted them to open up and 
get this solved so we could have some peace. 
M-5: Yah. 

R-6: What did you, Mom, expect counseling to be like? 
M-6: For Carl to have a change, so that when we talk to him, he will react in 
a different form, and it didn't work. He didn't have no results. 
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All the adults expressed what they expected to achieve through therapy. Only two 

children expressed what they would like to accomplish. One son wanted his mother to 

get a job, which did not occur. The second was an eight-year-old girl, who was 

confronted by her mother as to what she wanted from therapy. She replied that wanted to 

change her attitude. 



Along a similar line, though some adult respondents expressed interest in 

making changes in themselves, the primary focus was on the children changing. 

Focusing on the child was especially true for the not-helped respondents. Better 

parenting or changing their behaviors were not emphasized in their goals. 

M-4: ... Cause I really wasn't going to the counseling, the primary reason for 
the counseling was to try and help him (her son). But he'd rather play head 
games and dance around the conversation with him (the therapist), as opposed 
to being there for the purpose we were actually there. 

M-8: In my opinion, uh, our communications lines weren't open real well. 
Rachel is pretty closed mouth child. She's, she's real tough to get to know, 
Uh, she talks about surface things and that's basically about it and I hoped to 
find answers to our problems that 
R-8: Uh huh. 
M-8: Neil had mentioned (discipline problems) and to maybe to open our 
lines of communications a little bit better with Rachel. 

These views are in contrast to previous remarks made by M-1 (a helped respondent) 

regarding how to handle the incest situation, as well as the remarks below. 

M-5 (The) pressures and everything, what she was being faced with was 
really difficult for her, and we didn't understand it, and we just needed some 
help. We needed to find out how we could help her. She was stressed out. 
She was angry, she was upset, and we just needed somebody to be able to 
communicate with her and be able to help her. 

The theme of focusing on the child and his or her behaviors will reappear later several 

times during the analysis of the information. 
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Therapeutic activities. Overall, the respondents expected the therapist to be active 

in the sessions. These activities include their therapist asking questions, voicing his/her 

views including giving advice, and moderating the interactions in the family. They also 

desired interactive discussions with their therapists. Two respondents also expressed 



desire for assessment and analysis from their therapist, the lack of which contributed 

to their termination decision at the agency. 
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One of the specific techniques that respondents expected was the use of questions. 

The hope was that through questions insight into their issues would be obtained. 

R-5: But, as your were driving down to (the agency), as I understand, that 
was your expectations. That you would all sit around and talk and he was say, 
"Uh huh." 
F-5: I was hoping they would do that. 
R-5: That they would do ... 
F-5: That they would ask leading questions to open doors. 

Also, there was a general expectation that therapists were there to ask questions, 

and that was part of their job. 

M-8: You know, just like a psychologist, you mean, they ask you questions 
and you give them answers in trying to find a middle ground there for you or 
whatever. That's what it was basically, just, just what I always figured it was. 

R-3: (summarizing previous statements) The way that Jack (therapist) was 
asking questions and he way he talked to you all, as far as ask questions and 
give some advice, and asking what your son was thinking, and what was 
behind some of that, was that what you expected before you started the 
counseling? 
M-3: Uh huh (yes). 
R-3: So, what you expected actually happened then? 
M-3: Uh huh (yes) .... 

Some respondents desired the therapist to express views on the their situations. 

Their desire included offering advice and suggestions, and not being passive with the 

respondents. 

M-2: Instead of getting some answers, we did a lot of talking, but I didn't feel 
we got answers for Jill (her daughter), for she's depressed, she's suicidal. "Do 
this." I guess I just wanted someone to tell me, "This is what you need to do." 
R-2: Yah, yah. 



M-2: Of course, there may not be any one straight answer for that, but, I 
guess that was my expectations, right or wrong expectations, that's what I 
wanted. I wanted someone to fix, help me fix it. 

M-6: I was expecting that they would talk to him, to tell and advise him how 
he ought to be, or he ought to change. Of course, he wouldn't listen to them. 

In addition to expressing opinions and giving advice, some of the respondents 

expressed the desire for an assessment and analysis of their situation. 

D16-2: ... when someone goes in there and you talk about that problem, 
... and you (therapist) write it all down and analyze it, ... maybe they see 
what is going on in your life, and they can see that, but they never said, "Well, 
you have this kind of problem, or this." (in relation to what she wanted from 
the therapist) 

R-6: What did you actually expect them to do there at (the agency)? 
S 1 7-6: Run tests on me, ... Y ah, that they would talk to me, what was wrong 
with me, my problems, 

Included with the therapist being active, respondents wanted to have interactive 

discussions with him/her. This is in contrast to the therapist being passive and just 

listening. 

D 16-2: . . . I guess the whole counseling concept, maybe I don't understand, 
but a counselor, I would feel would be more helpful, instead of just sitting 
there and listening and letting you talk, you know. Um, do you understand 
what I'm trying to say? 
M-2: Like they ask you questions, like, "How do you feel about" something, 
and you would tell them, but they wouldn't give you any 
D 16-2: Yes, right. They would come to you, you know, and there was no 
help there. It was like nothing, it was like talking to a blank wall. You sit 
there and you tell this wall your problems, and they sit there and they just 
listen, and you're going to counseling to get help, and that's the whole 
counseling concept why people go, I would think, people want help, so they 
go and talk to someone about that. But there's no help, you know? 
R-2: Huh. 
D16-2: And I guess, some people who just need someone to listen, and talk 
to, but, when you listen, you have to give advice back, and you've got to help 
that person, and I didn't get any help. 
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The respondents also desired the therapist to moderate family interactions. This 

function was needed because the respondents had trouble at home interacting in a 

constructive way. 

M-7: Well, I knew that ifl went and we began to air out some old feelings and 
deal with old emotions and stuff, I felt like that, ah, with a third party being 
there and intervening, it would be different because it wouldn't just be like us 
dealing with each other one-on-one, because we always have family meetings 
and stuff. 
R-7: Huh. 
M-7: It was just different by a another third party being there to listen and to 
be open and give advice and intervene, so it was just different. 

In addition to being active, respondents wanted their therapists to maintain a 

problem focus. 

R-2: Yah, yah. What did you expect in counseling that would be helpful for 
you and your family? ... 
D16-2: How to deal with my problems. 
M-2: My husband and I were having problems, Jill and her dad hardly ever 
even spoke to each other, they were having major problems. 

F-5: That's what I was hoping, by what she (wife) had told me, that they were 
direct enough to break down the barriers sensibly and logically to get to root 
of problems, instead of sitting there and just taking notes and telling (them to) 
vent their frustrations. 

Finally, there were some respondents who did not know what would happen in 

therapy. They took a wait-and-see perspective. 

M-4: Um. I was just really hoping and praying that somebody could get 
through, through his shell, his anger, to find out the core of it. 
R-4: Uh huh. 
M-4: That's all. 
R-4: Did you, did you have any idea how he might do that before you went 
there? That was ... 
M-4: No, I didn't have any idea how they would do that. 
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Finally, though only one respondent explicitly mentioned establishing goals and 

a plan, this concern was significant to one mother. 

R-8: ... what did you expect, uh, what did you expect it (counseling) to be 
like? 
M-8: I expected it to be us three and have a goal between amongst us. 
R-8: OK. 
M-8: You know, someone that would ask the right questions and get the right 
answers. 
R-8: Uh huh. 

Therapist characteristics. The therapists' personal characteristics the respondents 

expected were fairly basic. There were little differences in expectations between the 

helped and not-helped respondents. They wanted someone who was empathetic, 

understanding, and caring, not a cold clinical person. Some of the children used terms 

such as "friend" and "brother." 

D 16-2: Yes. I wanted, I wanted to talk to someone, you know, like you go to 
a friend for advice. And they tell you, "Well, you know, have you ever tried 
doing this," or, "You know, I understand what you're going through." 

R-3: (son) What did you expect the counselor to be like before you went 
there. 
S 16-3: I thought he would be, like my teacher from middle school, Mr. Smith 
(teacher). . . . He is like the type, he tell you, like a brother, "Don't get in 
trouble, do the right thing, or try avoid fighting." And problems, and "If you 
have problems, come talk to me, I'll help you out however I can." ... 
R-3: How did you get that idea that it might be like Mr. Smith (teacher)? 
S 16-3: I figured that Mr. Smith (teacher), he was always helping me, helped 
me out of things. Any time I got in trouble, I would tell him about it, then tell 
my mom about it. 

R-5: So what did you expect your counselor to be like. 
M-5: I was hoping that it would be a very personable, warm person, not some 
clinical, stiff, straight-laced doctor, or counselor. I was really hoping that it 
would be someone real compassionate, understanding, and that's what we got. 
F-5: If we hadn't, we wouldn't have made the second visit. 
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One respondent mentioned the desire for an impartial person, one who who'll 

listed to them. 

R-8: Did you have any other expectations when you driving, thinking about it 
and going on down what it might be like for you to be there? Or what therapy 
would be like? 
M-8: Not really, uh. 
R-8: OK. 
M-8: Just kind of like having a, a non-biased person there to listen is what I 
expected. 
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Finally, the issue of the therapist being an expert was mentioned. There were two 

opposing opinions as to what they expected. One expected the therapist to be in an 

expert position. 

M-2: Not so much that I felt intimated, like he was way up above me. It was a 
friendly relationship, but I felt that he should, should have the expert position. 

Anther respondent didn't expect him or her to have the expert position. The tension 

between these two positions is a continuing theme and contributed to termination 

decisions. 

R-3: You expected him to be an expert on your problems and tell you what to 
do? 
M-3: No, he explained himself on that. 
R-3: Before you went, did you expect that, that he would do that and give 
you, 
M-3: No, I didn't. You know, I was looking at it, you know like, ah, like a 
counselor at school, that was what I was picturing him as, just someone like 
that. 

Initial Feelings/Concerns about Therapy/Therapist 

In addition to expectations and goals, respondents had a variety of feelings and 

concerns about attending therapy. There were significant differences between the 

children's and the adult's concerns. The children's views were more anxiety-based, due to 

misinformation about the therapeutic processes at the agency. In contrast, the adults felt 
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guilty about seeking therapy and had a sense that their problems were unique. The 

most significant difference between the helped and not-helped was their level of 

expectations. The expectations of the not-helped were higher than what occurred. More 

prevalent in the not-helped respondents, mismatch between results and expectations 

contributed to the termination process. 

Initially most IP children did not wanted to go to therapy for a variety of reasons. 

Though one child was hopeful and positive as to what he would experience, the 

remainder had a variety of attitudes, ranging from "wait and see," to "don't need therapy," 

to more severe emotional reactions. The sources for these thoughts and feelings were 

based on information from TV, friends, other mental health experiences, as well as 

accumulated thoughts. Some were simple misconceptions. One teenager believed that 

therapy would be on "kid's level," with " books, toys, things like that." However, others 

had more extreme and frightening ideas. One general concern was that therapist would 

be judgmental and emotionally abusive. 

D12-1: I thought, you know, maybe I had done something real bad or 
something like that. I was real like, afraid, I thought that somebody might 
come and get us, cause I had done something wrong. . . . (At the agency) I 
thought, like they would all sit down, and you know, discuss what probably I 
did, or something, what was wrong. 

D12-1: Uh, it would make them say, "Gosh, she has some more problems!" 
They would know that I have a lot of problems, and they would tell somebody 
else probably. If they thought bad about me, they'd tell somebody else, 
"There's this one customer, one person and they have a lot of problems," that's 
what I thought. Maybe they, they wouldn't judge me, but they would think 
bad about me. They'd think that I have a lot of problems. 

Another general concern was the therapist being intrusive in their lives. 



D 15-5: I expected, you know, a room, ... to have a little bed on it that I 
would lay on, and the counselor would be sitting there telling me to get real 
with my emotions. And, I'm like, "OK, I am." (laugh). . . . Really, I 
expected this guy, these questions what no else knew about, like, if I were a 
gang member, I was expecting him to come out with that, you know. I 
expected him to try to "get in my life" instead of try to "help me with my life." 

Later in the interview, she expressed the following concern. 

D 15-5: People that just sit there and ask me question about, you know, like, 
"So what has you're past been like?" I'm like, "and you want to know 
because?" (laugh). "You want to know this and, I don't even know your last 
name!" 
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Several of the children's ideas were idiosyncratic, such as "counseling was 

something that people that were completely insane went to," and the information would 

get out and embarrass the child. One girl was concerned about the therapist being 

abusive. 

R-8: What did you expect counseling would be like? 
D 11-8: Scary. 
R-8: Scary? How come scary? 
D 11-8: . . . The last time I had a counselor, I thought that since I played in 
counseling (play therapy), they would be rougher (this time). 
R-8: . . . Could I ask you a couple of questions? Were they going to be 
mean to you? 
D11-8: (nod) 
R-8: They were going to be mean to you? Oh dear. What sorts of mean 
things did you think they might do? 
Dl 1-8: Holler. 

For others, children's fears were associated with the agency's residential program. 

Two thought that they would be left at the agency or with the counselor after attending 

therapy. These thoughts were unknown to the parents and therapists. 

Dl 1-8: Cause I didn't want to go (therapy) .... I felt as if, as soon as we left 
there, that they would give (me) to him (therapist), and then I would go to (the 
agency residential center). 



R-8: ... So you were concerned that after counseling you would go to 
(the residential center). Is that your concern? . . . Did you talk to your mom 
about that? 
Dll-8: (no) 
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A third child had attended the agency residential program and was very hesitant to start 

the outpatient program because of her pervious unsuccessful stay. 

R-2: OK. I'm really confused. It sounds like you didn't want to go, but then 
what you just said to me that you did want to go. 
DI 6-2: No, I didn't want to go after the experience at (the residential center), 

The adults' reactions were different. Their sources of information were the same as 

for the children, but were more accurate. Information from the agency itself was 

particularly helpful in relieving anxiety of one mother. 

M-5: (The agency intake woman) pretty much told me. There would just be a 
lot of family discussion, and that we could do it individually, or as a family, or 
Dad and I together, and Julie (her daughter) by her self. So, she pretty much 
assured me what would be going on, so that I could tell Julie what we would 
be doing. . . . it gave me some comfort to know what we would be going 
into. And she (intake person), I think, that I was so upset already, I think she 
doing whatever she could to calm me down. (laugh). 

The primary ideas were associated with feeling guilty for their child having 

problems and ashamed to have to seek help for their situation. 

R-1: Was it something that she did that was, that helped, that um made you 
defensive? 
M-1: . . . It was the mere matter fact that your child, when your child goes 
into counseling, um, you go into it (pause) defensive. I mean, your child is 
your creation, their behavior is what you have helped them create, OK? And I 
allowed her to create some bad behavior, ... not knowing the reason behind 
it. 

M-4: ... as a parent, whenever you do anything, or whenever your child does 
anything, then you always figure it's your fault. Guilt ridden, you know, that 
you didn't do something right, or that you've failed in some way or another ... 



M-6: Many times I think that I haven't, probably I haven't raised Carl 
right, or haven't been a good mother. . . . That is why I sought help, so I can 
prevent this. 
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Several had the feeling that they were the only one with such problems and that that 

their situation was unique and "the worst." 

M-5: . . . because you go in there with the feeling that no one has a problem 
that is any bigger than yours. Yours is the worse. 

M-3: At first, I felt embarrassed, and then I thought, "You know, I'm not the 
only one, that other people have problems with children too". 

Other parents expressed the frustration that they were having with their current 

situation. Many were stressed and upset at that time of seeking counseling and had hope 

that therapy would be helpful. 

R-7: If I were in your head, uh, what thoughts would I have heard that lead 
you to seek counseling. 
M-7: Help me not kill this kid and try and get some help here, it's driving me 
crazy .... at the time, I was in a different state of mind. I was angry, 
frustrated, and somewhat out of sorts. So, you know, you think how to better 
put that time, you know. You try to go farther, but you're out of balance, and 
you'll stressed out, frustrated. Can you imagine? All a total different state of 
mind. 

M-4: And, at the pace I was going at, I was going to be, I felt like I was going 
to be in a hospital or psych ward before long if I didn't stop and change my 
train of thought, my overall attitude and, you know, how I saw things. 

M-5: I guess I was so afraid and so scared of everything that was going on, 
that I just thought, I don't know what I thought. I just somehow, some way, 
there had to be some way that we could get help. And I really can't pinpoint 
it, I don't know. I just knew that there was somebody out there was going to 
be able to help. 

There were little differences in the above views between the helped and the not

helped respondents. However, there were other ideas that were more instrumental in the 



termination processes. The first involved unmet expectations that the respondents 

had as to what they could accomplish through therapy. 

M-2: I think I know what you're (her daughter) trying (to say), I guess you're 
expecting, like I'm expecting, that it's unrealistic expectations that you're 
going to, being a counselor, (that) you'll know what to tell me to fix it. 

R-7: So, as I understand it then, he ( counselor) has limits to what he can do, 
and that you had, you expected that he could do more for you. Those are my 
words, is that it? 
M-7: He had limits, yah, (sigh) ... 

M-8: For me, it was a little bit of both. You know, I know no one has all the 
answers, but that's kind of what I was hoping for. (laugh). 

In summary, the children had more distortions and frightening ideas regarding 

therapy than the adults did. Adults felt more guilt and they had the sense that their 

problems were unique. However, the key distortion that impacted the termination 

processes appeared to be expectations as to what therapy would accomplish. These 

distortions contributed to their tem1ination decisions. 

Initial Experiences at the Agency 
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Two respondents reported having initial negative experiences before their actual 

sessions had began. One involved a 15-year-old daughter who was not told about going 

to therapy until the family arrived at the agency. She was then was shown a video on the 

agency's residential treatment center. 



D 15-5: Well, I went in there and they sat me down and turned on this 
little TV, tell about that (residential center). Right then and there, I freaked. 
My parents are going to send me to this (center), and I ain't going to go. I'm 
not going to (the center), I'm going to be away from my friends. I know I'll be 
making new friends and everything, but I don't want to go. I walked in the 
(counselor's) room and sat down in this chair. My parents were, it's like my 
dad was there and my mom was right over there, and I was over here by 
myself. I didn't want to be by anybody. I was so angry, I didn't care, I just 
really, walked in there thinking, "This is going to be real fun!" But the guy 
was pretty cool, but I just, I don't know .... And I just stood there, Mom's 
like, "Say something," like no. l don't want to be here. I told him the first 
time, the first question he asked me, I said, "I don't want to be here," and I 
told him. 

Subsequently, the daughter became more engaged in therapy. This incident did not 

contribute to their tem1ination process. 

154 

The other incident involved a Hispanic mother of a teenage son. When she initially 

arrived, there was confusion regarding her situation. Agency personnel were busy, 

session was one hour late, and there was confusion as to who their therapist was. This 

situation was complicated by her limited English. A more comprehensive presentation of 

their experience will be covered later in the Multicultural Difficulties section. This type 

of situation was the only one reported, during either the telephone or face-to-face 

interviews. The incident contributed to negative feelings towards the agency and 

therapist, leading to their tem1ination. 

In general, the respondents who talked about the agency, felt welcome when they 

attended. With the exception of the Hispanic family, their experience with the agency 

itself was uniformly positive. 

R-7: So when you actually went there, how were you all treated? 
M-7: Hospitable. 
R-7: Hospitable? by the ... 
M-7: Everyone, the receptionist, everyone who was there. 
SS 16-7: It was all right. 



R-7: Did they treat you OK, uh 
M-7: They treated us OK, they were always offering us refreshments, do what 
you want to do in the kitchen, whatever. 

Therapist Personal and Professional Qualities 
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The therapists were perceived in an informal way. Respondents referred to them 

using first names. Frequent they could not remember their actual names. They typically 

classified him/her as a "counselor." The therapist's qualifications were not an explicit 

consideration. Generally, they did not know the therapists' formal education or degrees. 

Some felt that the therapists were qualified since they worked at the agency. 

Personal qualities. Both the helped and not-helped adults and children liked their 

therapists, with one exception, which will be discussed later in this section. In general, 

they felt that the therapists were concerned about them and were empathetic about their 

situation. They felt comfortable being and talking with him/her. The therapists were 

seen as relaxed, and some of the children thought they were fun. The following are some 

of the adult and family comments. 

M-2: He really seemed sincere and wanting to listen to us .... He was just 
very easy to talk to, just really down to earth, not intimidating at all, just very 
friendly and sincere. 

· R-3: How would you describe him (counselor)? (to mom) 
M-3: Good person, understanding, it was a short length of time, we only went 
three times. . . . But I was nervous at first, but then I got to talking to Jack 
(the counselor), I didn't say much, but the length of time that we had, I really 
liked him. 

M-7: I think he likes his, I think he likes his clients, not just his job. 
R-7: Listening to your mom, do you agree with that or not agree with that? 
SS16-7: Uh huh (yes). 
S 14-7: Uh huh (yes). 
R-7: So you both do? OK. 

R-8: Anything else as a person. 



Fr-8: I'm not sure, I mean, he made me feel relaxed, or made me feel 
relaxed anyway. I mean, it wasn't, you know, he seemed like a good person 
and it was easy to talk to and with and I mean, that's how I felt about the man. 
M-8: Yah, he kind of put everyone at ease and he was easy to talk to. 

The therapists also appealed to the children themselves. 

R-1: What'd you find when you went there? How'd they treat you when you 
went there? 
D12-1: They treated me very nice, and if I started to get a little aggressive, 
then they would try and calm me down, and start talking to me. I used to play 
with the toys there, and I was little, and they used to treat me well, like an 
angel. 

S16-3: I feel like I had known him, sort of like Mr. Smith (teacher), like I had 
known him, and that we had talked before, but we didn't. He was a cool 
person. 

R-5: Going back to, remember when you said he was cool? 
D 15-5: When he was talking to me, he acted at my grade level, he thought 
about how old I am, and what teenagers like to do then, and acted like a 
15 year old to a 15 years old. It was straight out like that. I thought that was 
pretty cool, cause, he could understand exactly what I was understanding. 
R-5: So you connected with him? 
D15-5: Yah, I connected with him, it was real easy. It was, but not the first 
or second time. (laugh) 
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Three not-helped respondents, who had multiple previous therapy experiences, 

described their agency therapist as the "best." One teenage respondent described him as 

the best in helping them. The two others, a mother and her daughter, liked their therapist 

the best of the ones that they had had. Each family had different therapists, so they were 

describing different persons. The three respondents felt comfortable with their therapists 

and felt they were easy to talk to. 

R-4: ... I asked you what he was really like, and you sort of (sighed). Then 
in expectations, you talked a little bit about, about his no socks and stuff like 
that. But then you tell me he's, of the ones you paid for, he's the best one you 
had. What's the difference? 
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S 17-4: He (the therapist) either caught me on a good day or something 
like that or, I don't know. He was, he was a lot easier to talk to, and I felt that 
we got more done with him, because he was, there's no real qualities that you 
can just put down when you're talking about this kind of thing, I mean you ... 
It's just like a perfume that somebody wears that makes them attractive to 
other people or whatever, you know. Well Harry had a perfume that made 
him like easy to talk to, let say it that way, you know. A certain aroma around 
people that make them popular or whatever, just he was real easy to talk to. 

D 16-2: Yah. He was the nicest guy, and out of all the counselors that I ever 
went to, I liked him the best. 
M-2: I probably did too .... 
M-2: Why did you like him more than any of the other counselor? 
D16-2: Cause he was nice, and he would talk and, I mean, I like it because 
we'd come in, and you all would talk, and I would just be there and listen, and 
not feel so much as (that) he was sitting there and trying to analyze 
everything. He would discuss it with us, instead of just sitting down and 
being quiet, and not saying anything. Do you know what I'm saying mom? 
M-2: I just thought he was friendlier and easy to talk to. 
D 16-2: Y ah, yah. More open. 

The Hispanic respondent family with the initial negative experience had a different 

view of their therapist, a therapist that other respondents found caring and concerned. 

The mother felt negatively towards him. 

R-6: What the counselor like as a person? 
M-6: An American, young. 
R-6: Was he a nice person? 
M-6: He didn't look like a nice person. 

M-6: . . . I feel that they weren't that interested on his case. 
R-6: Could you explain that? 
M-6: I thought they weren't very interested, because you can kind of tell 
when a person is interested in helping others. They take their time sometimes, 
or go for an extra effort to try and listen to you, and they were not. It was go 
in and talk to them and go out. 

The son expressed a similar lack of concern. 

R-6: Did you feel the lack of concern over you Carl, or was that just your 
mom. 
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S 1 7-6: Y ah. He wasn't concerned bout me. 

The Hispanic respondent family will be highlighted throughout the chapter. Many of the 

problems they encountered are likely due to cultural issues, which will be discussed in 

the Multicultural Difficulties section later in this chapter. 

Professional qualities. In general, the respondents wanted a knowledgeable person, 

a person who was trained and able to help other clients. Some respondents associated 

this knowledge with him/her being an expert. Though they wanted him/her to be 

knowledgeable, they also desired a therapist who was not intimidating, either through 

his/her actions or through the use of symbols, such as degrees on the walls. 

R-2 ... Did Jeff (counselor) have that position (of being an expert) with 
you? 
M-2: I guess I felt, yah, he had been to school and he had been taught how to 
help people, how to help people with problems, versus me just going to see a 
friend and talking to a friend that really didn't have any training or schooling. 
R-2: Did he act like the expert with you? 
M-2: Not so much that I felt intimated, like he was way up above me. It was a 
friendly relationship, but I felt that he should, should have the expert position. 

By establishing a position of "not all-knowing," closeness appeared to develop 

between the therapist and their clients. However, the therapists' competence was still 

apparent, and judged by respondents to be of importance. 

M-3: But he (the counselor) was saying that he don't know what is going on, 
"So, that what we're for, to see what is going on in your head." He said, 
"Sometimes I have to look up stuff and get a book and find out what is going 
on, I'm not saying that I'm the smartest person." 
R-3: So he had to look up some things and he didn't know all the answers. 

R-5: Yah. Did you feel like he was the, ah, the expert in this deal, and 



M-5: It's funny that you say that, because at one point something was 
said, and he said, "Hum, I don't think I have ever heard that before." And it 
made you feel like, you know, it wasn't, ... He knew a whole lot, and he had 
gone to school, but he was a counselor of whatever his title was, he never told 
us ifhe was a psychologist or whatever. It was like, "Ohh, that's something 
new," and that kind of made you feel like, you know, he's just a person too. 
He's not way up here with all these fancy titles behind his name .... I just 
really felt at ease with him. 
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All the therapists were viewed as knowledgeable therapists. There were no 

differences between the helped and not-helped regarding this aspect of their therapy 

experience. No termination decisions were made regarding this factor. One point should 

be made. The therapists that participated in this study are experienced. Over half have 

their doctorate, and all have been practicing family therapy for more than three years. 

Therapist Activities 

The section covers general therapy activities that occurred with their clients, not 

those directly related to narrative therapy; they are covered in the next section. Included 

in general activities are how a therapist controls the sessions, how well he/she listens to 

the clients, the degree to which he/she is problem focused, how he/she imparts 

information and advice to the clients. 

Control. Respondents commented on direct and indirect control that their therapists 

exercised. Regarding direct control, respondents used the term "guide" as well as the 

word "control." The control that was exercised appeared to be measured and associated 

with being knowledgeable and fair. There were no major differences between the helped 

and not-helped, except for the respondent family that had the bad initial experience. 

They will be discussed last. 

M-5: I just really felt at ease with him. I mean, I knew he was in control, I 
knew he knew he was doing, but it wasn't a constant reminder that there were 
all these plaques and awards and diploma on the wall. ... 



R-5: (to father) Did you feel the same way, or differently, or 
F-5: The same way. But the thing was, like I told you, I make my decision 
within the first 10 minutes. I knew he was the expert by the way he gained 
control without flaunting it, which is basically what she is saying. He didn't 
flaunt this control, didn't flaunt his degrees, didn't flaunt his attitude. He 
cared, he set us to a situation where the way he could help us was to make us 
at ease and to guide us. 

R-7: How were you treated by the counselor? (pause) 
M-7: Well he was in control, but I'm just saying he didn't take sides. He was 
fair. 

The therapist's control was evident in pacing the sessions. According to the 

respondents, they appreciated the care at which the therapists proceeded. 

M-4: ... Um, because I said, I liked the fact that he didn't try to push issues 
... Harry (the therapist) was trying to build a foundation for our situation, 
and, our counseling with him was much more short-lived than ... 
S 1 7-4: It was never finished. 

D 15-5: He was cool, cause, he didn't ask me questions, because he knew I 
was mad. He knew I didn't want to be there, so he asked them (her parents) 
questions about me. He didn't ask them directly to me. So, he was pretty cool 
in that manner, cause I thought he was going to ask me questions and tell me 
how to run my life, and that's what I really thought it would be. 

With the Hispanic respondents with the bad initial experience, the therapist was 

perceived as proceeding too rapidly. As a result, the therapist appeared too familiar to 

the teenage client, who did not sufficiently trust him at that point. The therapist's 

behaviors contributed to their termination decision. 
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Listening. In general, the therapists were rated as good listeners, who were able to 

understand their client's issues. There were no differences in this perception between the 

adults and children or the helped and not-helped. 

Problem focus. The therapists were reported as focused on the respondents' 

problems, except for one respondent family. The approach most agency therapists took 



was to discuss the respondents' goals and what they would like to accomplish. The 

therapist would then focus on those client problems. 

M-8: Also at the first session, he asked us why we were here and what would 
we like to gain from attending therapy, which we all answered that. 
R-8: So he wanted to find out what you wanted, what your goals were. 
M-8: Yah. 

M-5: ... he called like about a week before, two, three days before the actual 
counseling session, . . . and he asked me what is it that we want to 
accomplish, what do we see the outcome being and everything. . . . It was 
kind of like he had an outline in his head. I didn't see it written down, but he 
started with a problem. He just kind of started picking at it the first time, not 
really one thing or the other, just to kind of getting us to talking and 
comfortable. And then I could tell that he had hit a subject, or bring up 
something, and I'm like, "That's one of the things we talked about as a goal." 

Therapy remained problem focused, either to solve the problem or to better 

understand the underlying issues. The respondents appeared to be aware that the 

therapists were pacing the sessions and being thorough. 

M-5: ... it was just a very concerned, "Let me help, let's work on this, let's 
deal with this, let's, ah, let's really find out the root of the problem here." It 
was a very concerned, compassion attitude (of the therapist). 

M-4: Well, she (another therapist) would try to lecture Sam (her son), as 
opposed to counsel him. Whereas Harry (agency therapist) was still in the 
exploration stage, where he was trying to learn more about us, and slowly 
getting to the problem. You know what I'm saying? Instead of, ... getting to 
the issues as opposed to sitting there and being judgmental and lecturing. 

S 17-4: It's all it was. And it was about whatever problems we may be having 
or whatever, and just explore throughout them. 
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In-one case, the therapist was not reported to be problem focused. Though his 

rapport was strong with his clients, the mother was dissatisfied with the results. This lack 

of problem focus contributed to their termination decision. The respondents attended 



10 sessions. Hence, it is difficult to attribute the lack of addressing major issues to 

pacing the sessions. 

M-2: Yah, joking around and telling jokes to everybody. I mean, we would 
walk in, the two ofus for our session without Jill (daughter) and he (husband) 
and Jeff (counselor) got along real good, and they would sit there and talk 
about sports and the weather and what's on TV. We would get into a bunch of 
just piddly talk and not ever get down to the problems of Jack (husband) and I 
having marriage problems. We would get down to it a little bit, but, just little 
assignments like, "Go home an write a list of, you know, five good things 
about your spouse," or whatever. . . . We never seemed to get down to the 
major, issues, to what was really bothering us. We would sit there, he 
(therapist) was so nice, so friendly, so easy to talk to, but we would sit there. 

In summary, establishing and maintaining a problem focus was an important 

consideration to the respondents. 
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Therapist views. Most respondents experienced their therapists as expressing their 

viewpoints in therapy. Various methods of expressing their views include: giving 

advice, imparting information, being confrontative, and giving feedback. In general, the 

therapists' views were appreciated and seen as kind, no one mentioned receiving bad 

advice. 

M-5: ... I remember him saying two or three times, that the problems were 
there, the concerns were there, but as long as there was love in the family, that 
it could, you know, it could be remedied. That we could deal with it, as long 
as there was love and commitment within the family to do so. And I know, 
probably every session, he would say that to us. And that was really pretty 
cool, you know, that he was concerned enough to say that. 

M-3: ... He was working with us. That was really, even before he went to 
the computer, he was saying, "There are a lot of schools, but your best bet is 
the, you be responsible to go to school and be like you are suppose to do. 
Going to another school isn't going to change, you will still have that problem, 
and that problem is going to go with you." 

Respondents mentioned that the advice was a key part of making changes or decisions. 



D 15-5: ... and he would balance it out where we could really understand 
each other better and, it was real cool, cause it was, he saw it, like what 
brothers and sisters ( of a large family) could do, versus what an only child 
could do? 
R-5: Huh. 
Dl5-5: And he explained it to her (mom), and then we were like, it all 
bonded into one thing. 

M-3: ... what did you ask Jack (therapist) that day? 
S 16-3: If I would go far (to a different school). 
M-3: You go to a school out-of-town. He started showing us those prices, 
huh. (laugh) ... 
S 16-3: He showed me a list of those schools and how far they were to school, 
I don't want to go. 

M-7: ... he (the therapist) was the one who told me to wait (and not send 
child to the residential center). He felt like he needed to work with us a while 
longer before I come a conclusion like that. 

In one instance, the therapist gave advice ("suggestion") to a mother to place her 

son in a residential treatment setting. He was out of control at that time. 

M-4: Well, like I said, it was very brief (the number of therapy sessions), um, 
so there really wasn't much time to um, for Harry himself to make (pause). It 
was Harry's (therapist) suggestion that I remove him from the house cause he 
was being (pause). 
S 17-4: Well, I'm not his friend any more. 
M-4: (laugh) How do you think you got to (a residential center) son. (laugh) 

There was an example of the therapist giving feedback as to right and wrong in 

sessions. 

R-3: Did he note when you were doing things right? 
S16-3: Yah. 
R-3: How could you tell when he did that? 
S 16-3: Cause he would look at me like, and he would shake his head. 
R-3: Like this way or up and down 
S16-3: Up and down. That was good. 
R-3: That was the way you could tell that you were doing something right? 
S16-3: Yah. 
R-3: Doing some thing right in the sessions, or in school, or ... 
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S 16-3: In the sessions. 

There were also situations where the therapist's opinions were directly solicited. 

M-1: ... I was already concerned about what would happen in the legal 
system to Kimberly ( daughter), but I needed some perspective from her 
(therapist) as far as her mental ability or emotional status, what she could 
handle, and she (therapist) assured me that Kimberly was stronger than I gave 
her credit for being, um, but she also put those feelers up for me, you know, 
"Watch for this," you know, ... 
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Therapist views were balanced with other therapeutic methods, most generally 

through the use of questions. Furthermore, the therapist's questions were sometimes 

interpreted as advice from the therapist. The use and interpretation of questions will be 

discussed later. 

R-8: Did he give aclvice, did he ask questions, did he state what was going 
on, I mean, what did he actually do? 
Fr-8: He more asked questions, he really didn't give a lot of advice, which I 
actually almost appreciated, because it would be like somebody trying to tell 
us how to run our lives, you know, um. He did make some suggestions, um, 
and like I say, it didn't really work. As soon as we would leave, she's back to 
herself. 

R-1: (to Kimberly) Did you see June as an expert? 
D12-1: Really no, but in a way yes, but really no. 
R-1 : Can you tell me about the "no" part? 
D 12-1: No, because she was asking us a lot of questions, and she was like a 
counselor, a counselor that asks you questions that makes you understand the 
stuff, and the "yes" part is she was telling us stuff that would help us. And, 
she would tell us stuff that would help us and make us understand ... 
M-1: Help us deal with each other. 
D 12-1: Yes, she was like expert at it or something. 

One respondent family had suggestions as to how clients would be more likely to 

accept advice. One was the actual source of the advice, another was the way in which the 

information is presented, and the other was the nature of the person receiving the 

suggestions. 



M-2: IfI respected and liked you. If it was someone you thought was a 
weirdo, you wouldn't, but if it was somebody you really had respect for, and 
you thought they knew what they were talking about, I would love the advice. 
R-2: How about your husband? ... 
M-2: I guess it would depend whether or not he would like them. He might 
listen to them, I don't know ifhe would be quite as open as I would be, if it 
would be in one ear and out the other. . . . I don't know if he would take it as 
well. 

R-2: ... can you tell me more about what "preaching" is, and what "not 
preaching" is? 
D16-2: I guess the whole way you say it. Not so much as just saying, well, 
it's the whole way you give advice .... 
D16-2: Just, like if someone was to say, "OK, you know, I understand what 
you are going through, but," 
M-2: Instead of saying, "Jill, you should do this, or you should do that." ... 
R-2: One is judgmental, 
D16-2: Right, right, that would be judging and that's going to have you rebel, 
... Well whatever, I'm going to do the opposite, I'll show you .... If the 
counselor was to say, "Well, I might have some advice if you would like to 
hear it, would you like to hear what I would do, what I would say, or my 
opinion if I was in your shoes? Because I understand what you're going 
through, and that seems like it would be hard, why don't you try doing this 
one time." 

The therapists' views could at times be interpreted as confrontative, where their 

positions and beliefs were expressed. In some instances, they were expressed directly. 

M-7: He (therapist) was fine when it came to discipline with kids, when he 
· found out that Larry ( son) wasn't being respectable or obedient, he was firm, 
"Why did you do that? What gives you the mind that think you suppose to do 
that?" He would just ask him straighten out (laugh). I would be like 
watching, like, wow, this guy, he had his job together. 

R-1: ... how did they teach you that, or how'd you learn that there? 
D 12-1: How to learn things? 
R-1: Yah, what did they do? 
D 12-1: They talked to me and they would say "What made you mad." And I 
would tell them what made me mad, and they said "Maybe you shouldn't have 
done that," and they would talk to me again, and then I would respond back to 
them. 
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With one not-helped respondent, the confrontation was expressed in a way that 

was acceptable to the mother through the use of humor, and the therapist's comment was 

not perceived as "pushy." 

M-4: ... I found it real humorous in a way, the way he would, um, like almost 
like fuel Sam's (son's) fire. Like we were talking about situations and things 
going on, and he says, "Well that's his job, he's suppose to drive you crazy." I 
said, "You're not helping here." (laugh) I said, "Well he can write a book you 
know." But, uh, like Sam says, he wasn't pushy, he was casual, he was a very 
comfortable person to be with and talk with, and, uh, like I say, he wasn't 
pushy and he was made it very comfortable. 

Overall, the helped respondents described having more direct confrontations than the not

helped respondents did. 

There were specific instances where the children expressed a need for a different 

approach, for some confrontations appeared to be interpreted as punitive. This and other 

such incidents will be covered more in the Not Helpful Therapy Methods section. 

Dl2-l: ... (the therapist) would try saying something, she would accidental 
say it in the wrong way, then I'd get even madder .... I would have needed 
some support that I got mad and I couldn't control it. She said, "Kimberly, 
you really need to get a hold of yourself." ... then after a while then she'd 
done something when I got really frustrated and angry, you know .... But, 
then my parents came in there, then she'd really do something about it, she 
would ask 1000 questions about me, and then she would respond to me and I 
would respond to her, and so and so. 

Finally, certain respondents expressed a desire for the therapists' views and didn't 

receive them. In general, the respondents who desired such views were the not-helped 

respondents. Not receiving the therapist's views contributed to their termination 

decisions. 



M-2: ... it was a lot more like a friend talking to me than somebody that 
is really going to tell me, like, "Try this, try this solution. This is going help 
with your marriage," "If you try this, then maybe you and Jill will get along 
better." He didn't give advice like that, and maybe counselors don't do that, I 
don't know. 

M-6: He didn't give that much advice. He never took me into a room and 
told me about that, advice. . . . What we did do was sit in a small room, and 
he would ask us questions. 
R-6: (to son) Did you want advice? 
S17-6: Yah. 
R-6: You did want advice. Mom, did you want advice? 
M-6: They never gave any advice or anything. I expected them to give 
advice for Carl, or expected something that would help us. 
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In summary, respondents generally perceived the therapists as expressing their own 

views. Such views were found to be appreciated and helpful to the respondents, even 

when confrontational. The therapists' views were reported as key to respondents' 

decision making and to the helpfulness of the therapy. When desired by the respondents, 

the absence of such views was detrimental and directly contributed to termination 

decisions. There is some confusion as to how the views were actually given, in that the 

therapists' questions were sometimes interpreted as advice, as will be discussed when the 

use of questions is discussed. 

Conducting Therapy 

Given various therapy activities, the therapist has options as how to use them and 

how to conduct the therapy sessions. Conducting therapy is a process. What is done in 

the sessions depends to a great deal on the type of relationship the therapist has 

established with the clients, which is the primary focus of this section. The respondents 

characterized the relationship between themselves and their therapist several ways. The 

first is the general availability of the therapist to the respondents. The second is the 

nature of the relationship itself. 



Availability of the therapist. The respondents reported that the therapist were 

generally available and demonstrated flexibility in working with them. There were 

numerous reported incidents. One was being available to assist with court issues 

regarding incest. 

M-1 ... Um, but when (the child protective services) told us that we needed 
to start going to their classes ( on incest), I informed Kate (therapist), um, and 
Kate gave me her, gave me her card and told me that they could contact her at 
any given time should, uh, should they need her, as far as a history on 
Kimberly or anything like that. . . . She didn't badmouth the system, but she 
put the thoughts into my head what I, what could happen, what needed to be 
watched for, and what she would be able to help with, as far as preparation for 
any testimony that would need to be made, as far as Kimberly was concerned. 
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Another was being available via telephone for therapy due to various circumstances 

ranging from inconvenience of getting to the agency, to addressing special issues 

between therapy sessions. 

M-1: ... I would have to take off my job, sometimes a lot when we first 
started out. It was once a week then, I had to take off an hour early. 
D 12-1 : Yeah, because if she (mom) couldn't be there, she'd (therapist) be 
there on the speakerphone. 
M-1: Yeah, it was to a point where ... Kate would conference the call. 
(laugh) 
R-1: OK. (laugh) 
M-1: One way, or the other. So, that's how we would do it, um, when I 
couldn't go anymore. 

M-4: Um, actually, I'd like to say he was better than I expected for me. . .. I 
liked the fact that he didn't try to push issues and, um, and like if something 
happened between sessions I could call him and he was accessible, and I 
could talk to him for a little while. 

One respondent reported the therapist following-up to check their situation as well 

as to check when he had not heard from the clients. He also showed flexibility for 

scheduling mix-ups and no-shows. 



M-7: The few times we didn't hear from him, he would call and say, 
"Well, how are things going, and what is going on?" I would call him and he 
would say, "Well, how are you doing?" I mean, "Glad you called me," you 
know. He was receptive. 

M-7: ... like a couple ohimes we showed up and weren't suppose to be there, 
that we had the dates wrong, or we might of gotten there too late, he would 
always be willing to make another appointment. He was always trying to 
work us in somewhere. 
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There were several respondents who mentioned talking to their therapist prior to 

their first appointment to discuss their situation and see what they would like to 

accomplish and answer questions. Overall, both the helped and not-helped respondents 

experienced therapist availability as being helpful. 

Therapist-client relationship. There appears to be several components to the 

relationship that the respondents had with their therapists. The first component is the 

degree that the respondents felt the therapists were elevated relative to themselves. A 

higher position could correspond to the therapist being an expert in what should be done. 

Another higher position could correspond to the therapist being a judge, evaluating "right 

vs. wrong," and/or "good vs. bad." The second component is the degree to which the 

therapist treats his/her clients equally. The third is how the therapist works with his/her 

clients to resolve problems. This third component can be seen as related to the first two. 

If the therapist works with his/her clients to resolve issues, where all contribute to the 

solution, this is being collaborative. 

In general, the respondents found their therapist not elevated regarding being an 

expert. This point was briefly discussed in the Professional Qualities section regarding 

the therapist being knowledgeable. Through not being elevated, the respondents felt 

more relaxed and could communicate more easily with the therapist. They were reported 



more willing to accept what the therapist said, including teenagers. None of the 

respondents experienced their therapists as being judgmental. 

R-4: Did, um, how did he come across to you? Was it like he was above you 
in this deal, as far as helping you, or with you, or beneath you, or, (pause) 
How was he in that regard? 
M-4: With us, I would never say he was above .... 
S 17-4: I'd say, he was in the circle with us. 
R-4: Oh, OK. Huh. How was that for him to be in the circle with you? 
S 17-4: He was on the same level as us. 
R-4: Uh huh. Was that, was that helpful for you as far as being with him or 

S 17-4: He was always helpful, even if, well, ... You could release certain 
things to people that were below you, maybe, but you couldn't release certain 
things to those that were above you. But, I don't see really why you would 
(lower), cause that could just make you down to their level. So, just being on 
the same level with him was just fine. 

M-5: He was really fair and compassionate. Soft spoken, was never like he 
was looking down on you. He appreciated that you had a problem or 
concerns, and that was why you were there, and it was never like, "Well, that's 
a dumb reason to be here, couldn't you figure it out on your own?" It was 
never that way. 

Further, the respondents saw their therapist as treating them equally. They 

described this as the therapist being fair with them. 

M-2: I think one thing that you (her daughter) liked about Jeff ( counselor) too, 
. was that you didn't feel that he was either one of our sides. 

D16-2: Right. 
M-2: With some counselors, you might have felt like they were more on my 
side than her side. 
D16-2: Well definitely, most counselors would be like that. 
M-2: ... I felt like Jeff (counselor) really was right there in the middle and 
he didn't make her feel that she was wrong the way she was acting towards 
me. . . . he didn't think she's bad because she did this to me, and didn't think I 
was bad because I wasn't doing the right way with her. He was very fair with 
us. . . . As a teenager that's real important, because you don't want to make 
them think you're on the parent side, even if you are, I guess. 

170 



171 

The therapists were seen as collaborative and open to suggestions as to what 

would be helpful. The result was that some respondents felt more relaxed afterwards and 

compassionate. 

Fr-8: He was very open, I mean, he wasn't aggressive or anything like that. 
He was very relaxed and, you know, like she said, calm, open, I mean. He 
was as open to suggestions as we were, which is probably the reason we left 
relaxed. 
M-8: Yah. 
R-8: Did you feel he was being judgmental of you as far was what was going 
on? 
Fr-8: Naw, not at all. 
M-8: Naw, not at all. ... 
Fr-8: It wasn't like he was, you know, he wasn't being pushy or anything, it 
was more everyone together cooperating, than just us three sitting there telling 
us what to do. It wasn't anything like that. 

R-3: Did he work with you, or say, "Go off and do this." 
M-3: Uh uh (no). He was working with us. (tells of how he worked with 
them explore different schools) 

R-4: So, OK, so lecturing versus counseling, how do you see those different, 
as being different in your mind? 
M-4: Well, a lecture is someone who, you sit there and you tell them one or 
two things, and they then sit there and tell you what you should be doing. 
R-4: OK. 
M-4: You know, whereas in counseling is where you're working through your, 
between the three ofus, working through issues, you know. And Harry 
(therapist) kind of like, just more being more of a guide, than a, "This is what 
you should be doing." 

However, there were a few respondents who had different views. One mother felt 

that the therapist took her son's side, but that aspect didn't detract from her admiration of 

the therapist or the decision to terminate therapy. 

M-4: I thought he pretty much took your side most the time. 
S17-4: Yah, I know, because he knew that you were the one always telling on 
me, on my side. 
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Not all respondents desired being on an equal level with their therapist. Two of 

the not-helped respondents wanted their therapist to be an expert and offer advice. Not 

providing this position contributed to their decision to terminate. Overall, however, the 

equality in level and position, openness, and collaborative nature of the therapeutic 

relationship helped the respondents bond with their therapist and facilitated the exchange 

of information between all parties. Respondents saw their therapist as a person who was 

there to help without judgment. 

R-1: Um, did you feel like she was sort of, one-up on you, or that she was 
somehow above you all? 
M-1: I didn't. I didn't. ... (to her daughter) When all three ofus were 
sitting in the room, did you feel she was better than all three ofus, or were we 
equal, or what? 
R-1: You're shaking your head, which means? 
D12-1: That means no (she was not better) ... I felt like we're the problem 
and she's trying to help us, she's not better than us, she's just trying to help us. 

Narrative Therapy Methods 

Narrative therapists use a number of therapeutic methods derived from their 

theoretical orientation, summarized in Table 4. Included are activities/ techniques as well 

as how narrative therapy is conducted. Several techniques are ascribed to narrative 

therapy. One is their use of questions. They are used to explore problem areas to help 

expand the clients' viewpoint in the search for potential solutions. Advice is supposedly 

rarely given in narrative therapy, though respondents perceived their therapists as 

expressing their views. A second technique is "conversation." The narrative therapist 

actively engages the client in conversation about their problems. Anderson and 

Goolishian (1988) believed that sustained conversation revolving around the problem is 

therapeutic. A third technique is "externalization" (White & Epston, 1990), which 

involves separating the person from the problem. The effect is to treat the problem as an 



entity to deal with ( e.g., "the anger"). In effect, the "person" is no longer the problem, 

but the "problem" is now the problem. 
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There are several process variables associated with narrative therapy. They cover 

how therapy is conducted. First, related to narrative therapy using conversation as a 

technique, communications are interactive between the therapist and his/her clients, 

versus more one-way. Second, narrative therapy is based on competencies, which is the 

process of looking for solutions to client's problems. Instead of focusing on the client's 

errors, the narrative therapist looks for exceptions to the client's typical problem 

behaviors. In addition to these two processes, other narrative processes have already 

been described in the Conducting Therapy section. Included are equality in therapeutic 

relationships and collaboration with the clients to find useful solutions. 

The remainder of this section covers respondents' views of narrative methods, 

including their usefulness. In addition, other methods that some of the agency therapists 

used are mentioned. 

Use of questions. All respondents, helped and not-helped, mentioned the therapist's 

use of questions, and most found them helpful. Questions helped them to communicate 

among themselves, to understand how others felt, as well as to gain insight into their own 

issues by encouraging respondents to think on their own. The use of questions also 

helped maintain a collaborative relationship, in that the therapist was not seen as the all

knowing expert. 

One respondent mentioned the usefulness of questions in therapy, and that they 

have learned to ask such questions themselves to help their relationships and to 

understand emotional reactions. The respondent also mentions how questions were used 

to facilitate listening to others. 
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M-1: . . . She, she asked the right questions and she taught us to ask 
questions .... a lot of what June did, and Kate, (both therapists) a lot of what 
they did was ask questions, and they'd ask for responses from other people. 
Like, "Kimberly (daughter), why are you angry?" And she would say, "So 
and so did this," and then she'd say (to mom), "Carol, how does that make you 
feel that she's so angry?" and things like that. It wasn't so much that they 
knew, that they were giving advice, they were just making us ask questions 
and respond to other peoples feelings, and make us shut up long enough to 
listen, to what was being said or felt. 

Another use was to moderate interactions during therapy, which were viewed as fair 

and compassionate. 

M-5: ... And ah, he (therapist) talked, he would ask a leading question, and 
then he would get your opinion or feeling on it, and he would never let one 
person really get on the other. When Julie ( daughter) did start talking, she 
would really get on me really bad, or sometimes I would get on her, and he 
would level it out, "Why do you think she feels that way?" or "Julie, why do 
you think your mom feels that way?" and he was very fair that way. . . . He 
was really fair and compassionate. 

Through the respondents' descriptions of therapy, the therapists appeared to use 

questions to express their own views on the respondents' situations. This process could 

be interpreted as working collaboratively with the client, or as assuming more of an 

expert position, which was not always appreciated as noted below. 

R-7: What would I have hear him, what would I have heard your counselor 
say to you? 
M-7: You, well, speaking on behalf of myself, he would have said, "How is 
your job hunting coming along?" and "Did you take a mother's day out and 
get a break from your kids? Your kids are forever, just to spend time with, 
what do you all do on hard days, or, week-ends, or are you just a full-time 
mother," cause I was tripping about how he was trying always to give 
suggestions. 
R-7: All those suggestions. 

Included in expressing therapists' views, questions were used for confronting some 

respondents. Another respondent saw the use of questions for control. Also, the same 



respondent experienced the therapist as asking the questions to elicit answers the 

clients already know, but do not verbalize. 

F-5: ... By sales training (the respondent had) you understand to control any 
situation by asking people leading questions to get them to answer 
themselves. So, he was soft spoken, which the best part of any sales 
presentation, is to get, the softer you speak, the better people listen .... Plus, 
he asked questions that lead to you answering your own problems, which is 
another great sales technique. So, people are their worst enemies, and the 
majority of people don't realize that, and cause their own problems. And the 
reason they go to counselor like him is to get them to ask the questions they 
can't answer, ask themselves, without facing the answer. Do you understand 
what I'm saying? 
R-5: So, he can ask the questions that I might be afraid to ask myself. 
F-5: That's it. 
R-5: And that to answer those questions, I basically answer my own 
problems. 
F-5: That's it. 
D15-5: Wow, I never noticed that. 
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Respondents often interpreted the questions as advice. Here, one respondent talked 

about the therapist giving them answers to their issues. 

M-1: See, with the way June (therapist), it got to a point towards the end, like 
I told you earlier, or when we talked on the phone, we were going to her full 
of incidences that occurred, and she would have answers, she would respond 
not just on what she (Kimberly) should of done, or why she did what she did, 
but how we dealt with it as well .... 

When she related the actual conversation with the therapist, the therapist appeared to only 

ask questions. 

M-1: ... , (she) did things like, "What did you think when Kimberly did that? 
How did it make you feel?" And if it made us feel bad or it hurt us, and we 
would say, and Kimberly would go, (pause) "I didn't know my anger hurt my 
mom," or "I didn't know the way I handled that situation made my dad feel 
bad." See what I'm saying? 



Similarly, another respondent thought the therapist was giving advice 

("pointers"), but the therapist was actually using questions. She only realized what 

happened in therapy during the research interview. 

D 15-5: He gave me pointers instead of telling me I had to do it. I had a 
choice in ways to do it. 
F-5: The funny thing, she recognizes him as giving her pointers. He never 
gave her pointers. He asked her leading questions, "Should it be this way, or 
this?" "Would it be better this way, or this?" He gave her choices and she 
answered her own problem. 
M-5: She sure did ... . 
D15-5: I did? ... I didn't even know, you know. I did? 
All-5: (laugh) 
F-5: He gave her choices, and she answered her own choices. 
D15-5: I did? 
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The daughter continues to be surprised at what actually happened in therapy and 

continues to think she was receiving pointers and not answering her own questions. After 

she finally accepts what happened, she said, "So, that was, you know, kind of different." 

Two of the not-helped respondents did not see the questions as appropriate. The 

first felt that the questions did not reach a deep enough level to answer the issues that the 

respondents were dealing with. 

D16-2: You know, we would go in there and he'd ask us questions, you 
know, about our situation and everything, and he'd listen. And you know, you 
sit there and you're like, "OK, well, you know, help me," you know. 

In the other instance, the issue was who should be the focus of the questions. Both 

the mother and the teenage son (IP) from the Hispanic family believed the questions 

should be focused on the son, and not the family. The son interpreted the questions 

focusing on the family as lack of concern for him. This issue will be covered more fully 

in the Multicultural Difficulties section. In this and in the previous instance, the handling 

of the questions contributed to their termination decisions. 
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In summary, the use of questions was generally preceived as helpful and 

broadly served the therapeutic process. When they were perceived as not helpful, they 

contributed to the respondents' termination processes. 

Use of conversation. The respondents' therapists were recognized as good at 

conversation. This ability includes starting and directing the conversation. 

R-4: ... (What were) the things he did that made it easy to talk to him? 
S17-4: ... He was more relaxed, and knew how to go around the 
conversation. 
R-4: OK, go around the conversation? 
S 17-4: Like, knew how to start up a conversation, knew how to get into the 
right conversation or whatever, I don't know .... 
R-4: Hum. 
S 1 7-4: You know, there are just certain ways you attack things, you know. 
Life's a chess game, so. 
R-4: OK. 
S 17-4: You sit around and play chess good, I guess. 
R-4: So, he's a good chess player then, is this what you saw? 
S17-4: Yah. 

The effect of the conversation was seen as helpful in several ways. One was that 

the respondents could do their own analysis and not rely on the therapist. 

R-2: With Jeff ( counselor), was there the analysis (that they wanted)? 
D16-2: With Jeff, it wasn't so much that he would sit there and say it, but just 
being able to sit there and listen to him and my mom discuss things, 
M-2: There wasn't a lot of analysis 
D 16-2: and hearing her point, I could analysis it myself. 
M-2: Yah. 
R-2: Oh, oh. 
M-2: Get a different perspective 
D16-2: Cause you get to sit there and listen, to the same problem, but her 
view of it. I could analysis it myself. "Well, gosh, she feels like ... " I would 
hear her say that, and you would be able to put it together in your mind and 
the same way with her when I was talking. 

Others gained insight and an increase in esteem through the therapy through having 

conversation with the therapist. 



R-4: I'm going to ask, it sounds silly, what did he do to give you strength? 
M-4: By, um, making, allowing me, showing me that I can be my own person 
and that, how do I explain it, ... that basically, like a guilt thing, I wasn't 
responsible, really truly responsible for his actions. 
R-4: Did he do that through questions or through stories, or did he do it some 
other way? You mentioned those two ways of how he was with you. 
M-4: Um, I just sat there and talked, ... 

SS16-7: And so when I went to the counseling, it was talking and stuff like 
that, so my self esteem started going back to the way it use to be. 

Another respondent described how he and others in his family were now able to 

share their feelings, which he saw as helpful. 

R-7: OK. What (in therapy) was helpful for you guys? 
S 14-7: Leaming how to, uh, share our feelings. 
R-7: Huh. Sharing your feelings in there (at the agency)? 
S 14-7: And in the room. 
R-7: How about sharing your feelings out here, at home too? 
S14-7: Yah. 
R-7: Both places? 
SS16-7: Uh huh (yes). 
S 14-7: Uh huh (yes). 
R-7: How did you do that, I mean, did he say something like, "Share your 
feelings," or 
SS16-7: Ha! 
S14-7: Ha! 
R-7: did you just, 
SS16-7: It came naturally just by talking. 
R-7: I'm sorry. 
SS 16-7: It came naturally when we started talking. 
R-7: So he didn't say, "Share your feelings," or anything like that. 
M-7: Huh uh (no). When we started communicating, it just came naturally. 

In summary, the agency therapists were recognized as being good 

conversationalists. The respondents found that the conversation was therapeutic and 

helpful in itself. 
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Externalization. There were no consistent data indicating that externalization 

was used through the way respondents talked about their situations. Hence, if 

externalization was used, it was most likely transparent to the respondents. 
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Communications. Related to using "conversation" as a narrative technique, is how 

therapists handle communications. When the respondents discussed the characteristics of 

their therapist, they generally mentioned him/her as being easy to talk to. Part of this 

characterization was that the therapist was conversational and engaged, which meant the 

conversation was two-way, and there was give-and-take. There were no differences 

between the helped and not-helped respondents regarding the interactive nature of the 

communications. 

D16-2: I mean, he (therapist) was very nice and, you know he was a person 
that you could talk too. 
M-2: Very easy to talk to. 
D16-2: Very. Because, he would talk back, you know, ... You come in 
and, you know, you could have a conversation with this man, instead of 
someone just sitting there and not talking at all, and just sitting there. 

R-3: So any other differences, you mentioned age and schooling, and other 
differences between Mr. Smith (teacher) and Jack (the therapist) 
S 16-3: He is always there to talk to. 
R-3: Mr. Smith (teacher) or Jack. 
S16-3: Both of them. 

In conclusion, the respondents found communications with their therapists to be 

interactive. This communications pattern is consistent with therapists being 

conversational, which respondents found to be helpful. 

Client competence. Two basic concepts appear to be involved with client 

competence. The first is that the therapist viewed the respondents' situations in positive 

light. The second is to note when the respondents do well. Such therapist behaviors were 
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evident to the respondents and they had a positive effect. The exception was the one 

Hispanic respondent family who had a bad initial experience at the agency. By focusing 

on the positive, respondents began to think more positively, be less depressed, and feel 

better, at least temporarily. 

R-2: Did he (therapist) focus more on the problems, or what you were doing 
right, or more what you were doing wrong? 
D16-2: I think more of what we were doing right. 
M-2: I think he encouraged us to think more positive, encouraged me to think 
more about what, tried to point out the good things that she ( daughter) has 
done, instead of the bad things. I think he was more positive than negative. 
D16-2: I felt that same way. 
R-2: Was that helpful or not helpful? 
M-2: Yah. 
D16-2: Yah, I think so. When you are only thinking about your problems, 
you're going to get more depressed and just going to feel like you more, 
everything is so much more than it really is. 
M-2: It gave you something to hope for, something to feel better about it. 
Dl6-2: Right. 
M-2: You try to look more to the good side. 
R-2: How did, how was that helpful in the therapy for you? 
M-2: At lot of times we would feel, when we left, we were in a good mood 
and felt positive about, you know 
D16-2: We would walk out, we'd be able to talk to each other. 
M-2: We could get it off our chest 
R-2: (laugh) 
D16-2: Until the next week. We would come in not talk'n, and, you know, 

S 17-4: ... ifthere was any plus points, he'd, he was sure to pat me on my 
back for them. 
R-4: OK, was that helpful for you, or did it make any difference? 
Sl 7-4: I guess so. My mom's always really good about that, patting me on 
my back usually, so you know. I've already, usually by the time he's already 
said it, you know, I've heard it from my mom, and that means more to me just 
a little bit, I mean, not to be offensive to Harry of course, you know. 
R-4: Yah. 
S 17-4: The womb thing and all. 
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One of the helped respondents noted that the therapist appeared to go between 

the problem situation, to when the respondents were doing things differently 

(exceptions). The therapist is described as balanced between these two polarities. The 

effect was that the respondents felt better about themselves. Respondents noted that their 

therapists balanced between polarities in other situations, which will be discussed later in 

this section. 

R-5: ... one way (to do therapy) is to work on "the wrong" and look at what 
you are doing wrong, and work with you that way. That's one way of 
working. Another one is looking at the some things that you are right and 
working on those, and building on those things that you are doing right. Does 
that make sense? 
M-5: Yah, it does make sense, because he did both of those things. He would 
F-5: But, he did the wrong first. 
M-5: He did the wrong, and then he said, he would ask, you know, "What is 
it that she is doing right in regards to this situation?" or "What do you feel that 
you are doing right?" Or, he would ask Julie ( daughter), "You know that your 
mom is doing this in the morning that is making you crazy. Well what does 
she do right in the morning?" type thing. . . . So, he would focus on both. It 
was like a seesaw. He would equal them out to where he could find out a 
problem, but yet also reinforce that there was something right about it too. It 
was really weird the way he did it. But it was, it made you feel like, "OK, I'm 
not doing so hot in this area, but, you know, out of these five things, I'm doing 
two right, yaah! I'm not as bad as I thought I was." 
R-5: Uh huh, uh huh. 
M-5: Does that make any sense? 
F-5: Equal amount of praise with, ah, praise, with ah, pulling down. In other 
words, if you pull down somebody, you try to bring them up level by giving 
them a certain amount of praise too, not to be on top of them 100% and just 
concentrate on the negative. 

The Hispanic family did not perceive the therapist focusing on the positive, though 

the son expressed desire for such behavior. The lack of such focus contributed to the 

respondents' overall termination decision. 

R-6: What could he have done with you that would have been different? 



S17-6: He could have, ah, asked me how I felt, what was my problems, 
what was I doing in school. Ah, ask me questions, like, "How would I 
prevent these problems from happening." He never asked me that. That's 
pretty much what I wanted him to ask me .... 
R-6: Did he ever ask you about how you solved the problems? 
S 17-6: Uh, uh (no). 
R-6: He never asked you that. Did he ever ask you, were there times when 
there weren't problems? 
S 17-6: Uh, uh (no). 
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In summary, focusing on what the respondents were doing right was perceived as 

helpful. When such therapist behavior was missing, the respondents seemed to notice 

and desire such feedback. 

Other Techniques. In addition to narrative techniques, the respondents described 

other techniques that the therapists used. Included was art therapy with children, where 

the children would draw pictures and then discuss what they had created. One therapist 

used behavioral techniques by creating, with the child, a poster-board of rules to be 

followed. These two examples could be seen as blending a narrative approach with other 

media/techniques, if the discussions were conversational, and the results were 

collaborative with the child. Another respondent told how the therapist used stories and 

artwork, some of which left the respondent somewhat puzzled. 

R-4: What would I ... IfI were in the room with you, what would I see or 
hear that would indicate that Harry (therapist) was a being a guide with you. 



M-4: Because he was listening to what we were saying and then, uh, he 
would proceed with more questions. Or he could, uh, sometimes simply 
relate stories that were parallel, or similar to that particular situation that we 
might have been discussing, and try and get Sam (her son) to tell him what he 
thought of that. He did one strange thing that I've really been curious about, 
um, like he was telling Sam about a client he had that was very angry, you 
know, about Sam's age. And the kid said he had these dreams and there was 
this big weapon, and so Harry told this boy to go home and get a 2x4, or 
whatever, and make this weapon. And that thing was about 4 feet long and it 
was this bizarre board. I mean it was like cut jagged edges, and ... What he 
did was he handed it to Sam, and Sam held it throughout the rest of the 
interview. And I've just always been curious ifhe was not paying attention to 
just simply his body language, and how he, you know, how he handled the 
weapon and see, cause, like .. . Oh, I'm getting off track here, cause I was just 
curious if he was like watching his body language to see if he was aggressive 
with it, or passive ~ith it, or things of that nature. 
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Another respondent was assigned homework, which was somewhat helpful, but did 

not address underlying major issues. The lack of addressing the respondent's needs 

contributed to her decision to terminate therapy. 

M-2: He would give little assignments, like, I know when Jack (husband) and 
I went together, and I think that he did it with you and I too, 
D16-2: Yah. 
M-2: He's say, "Go home in this week, I want you to write down five positive 
things about your husband." And your husband is to write down five positive 
things about you. I mean that's good, but it's still, it's just, I don't know, 
maybe we are expecting too much from counseling. Maybe we are expecting 
them to give us the miracle answer and us not doing any work, I don't know. 
. . . But, never really sat there and I got to tell Jack (husband) exactly how I 
felt with him, the counselor kinda referee or whatever, I don't know. 

In summary, the agency used a variety of therapeutic techniques in addition to, or 

complementary with narrative ones which dominated the therapists' repertoire. Properly 

used, other techniques appeared to be helpful to the respondents. When they were not, 

they contributed to the respondents' termination decisions. 



Balance. One aspect therapy that the helped and not-helped respondents 

experienced was a sense of balance. This aspect was manifested in several ways. The 

first was a balance between giving advice and using questions, which was previously 

mentioned by several respondents. This question-advice balance was related to their 

expressed ambiguity as to their therapists being an expert or not. 
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The other area of balance was going between the respondents' problems and what 

they were doing right. One respondent mentioned how their therapist was very fluid and 

was seen as not concentrating on one aspect of their situation. The following is a 

teenager's response when asked if the therapist concentrated more on their problems or on 

what was going right. 

S 17-4: He talked about everything, I mean there wasn't any boundaries in the 
conversation whatsoever. 
R-4: Uh huh. 
S17-4: So you couldn't put any boundaries on it, you couldn't say he did this 
or did that, it was everywhere. So, you know, you can't just say he was 
talking about the problems, he was talking about the answers, you know, it 
was both. 

An another aspect of balance was having fun in session and being serious. 

R-7: What was your counselor like as a person? 
M-7: He was fun. 
R-7: He was fun. 
M-7: He was fun, but he made it balance the fun with the serious part. He 
balanced it. When it was time to be serious, he was serious. When it was 
time to be funny, he was funny. 
R-7: OK, so he did a bit of both. 
M-7: Uh huh (yes). 

Finally, another part of balancing was how the therapist treated the members of the 

family equally. This view of working with the clients was discussed in the section on 

Nature of the therapist-client relationship. 
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Not Helpful Therapy Methods 

Respondents talked about negative occurrences in their therapy sessions. This 

section will discuss those that were associated with not helpful techniques. The 

following section will present the multicultural counseling difficulties incurred by two 

respondent families. Negative occurrences happened more frequently with children than 

adults. For the children, they centered on how the therapist interacted with them. In one, 

a child who had been sexually abused had difficulty in controlling her anger. The 

therapist prohibited her from expressing her anger in certain ways. Further, the therapist 

was unable to effectively communicate with her or respond to her during those times. 

The child talked about being alone with the therapist and having the angery escalate. 

What she desired at those times was support and a way to express her anger. Instead, she 

was confronted to "get a hold of yourself." Part of the child's frustration was due to the 

questions being asked. 

R-1 : ... did she stop you from being angry when you wanted to be angry? 
D 12-1: Well, here's how I can explain it. She used to ask me a lot of 
questions. Sometimes I would get frustrated, and get a little short with her. 
Ah, so a lot of the questions, some of the questions weren't helpful ... that 
she was asking me. 
R-1: What types of questions that weren't helpful? 
D12-1: My molesting, like, "How do you think your (grandfather) feels in 
doing this?" I, I don't know what my (grandfather) feels. 

In the other case, a teenager felt that the therapist was focusing on her difficulties 

and not enough on her parents. Her father then responded, 

F-5: That was what we were there for. 



D 15-5: Well, not for it to be aimed at me. It wasn't just for me, it was for 
him (the counselor) a lot, so he would understand why we were there. And it 
was hard a lot. He didn't aim any of the questions at them (parents) a lot, he 
aimed them at me. I felt like I was the guilty party and, he was trying to make 
me feel guilty and that I had done something majorly wrong, kinda. That's 
one reason I didn't want to do back the next time, cause I knew he was going 
to put that on me, but now (the evening of the interview) I realize that, kind of 
understand what he was doing, you know. 

186 

In the first instance, the therapist appeared to assume an expert position and not a 

narrative one. The result appeared to escalate the problem behaviors. In the second 

instance, the therapist behaviors could be interpreted as violating a sense of equality 

between members that is found in narrative therapy. The daughter felt she was the 

problem. 

However, both children stated that they were helped through therapy. Furthermore, 

their parents did not seem to consider these negative therapy situations in their 

termination decisions. This situation is similar to the not-helped respondents. Some of 

their children reported being disappointed at times with therapy, but the parents' major 

issue was that the children did not sufficiently change. The lack of their change directly 

contributed to their parent's termination decision. 

Multicultural Difficulties 

For two respondents, one Hispanic and the other African American, experienced 

difficulties with their therapists dealing with them in an effective, multicultural way. The 

results significantly contributed to their termination of therapy. The Hispanic family's 

experience was particularly negative compared to experiences of the rest of the telephone 

and face-to-face respondents. Many of the incidents that occurred could be interpreted as 

being culturally insensitive. Each case had a different therapist and will be presented 

separately, starting with the Hispanic family. 
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The attendees of the Hispanic family were the older son (32), who was there to 

assist his mother with the process, the younger son IP (17), and their mother. They are 

part of a larger family which includes the father, another older brother and a sister, both 

in their 20s. The mother, teenage son, and the daughter had previously attended therapy 

at a children's hospital for approximately six months. The problem was the son's 

behavioral problems at school and at home. The mother described him as being 

disrespectful to family members. On their first visit to (the agency), there were 

immediate problems with scheduling and knowing who was their therapist. 

M-6: ... When we got there, we had an appointment; it looked like everyone 
was busy. They didn't get to us until an hour later, so we had to wait there 
and Wait (the older son) was in a hurry and he had a meeting. And so they 
knew I have trouble with English, I didn't see no concern (from the agency). 
Once we got there, there were four other people in front of us. They (people 
from the agency) were just looking at each other, like, "Who is going to take 
them, me or you?" They were asking each other that. Then one of them said, 
"Well I am." "OK, bye," and the rest of them left and that man stayed there. 

Though the mother has problems with English, no bilingual therapist was assigned, 

which would have been preferable (Falicov, 1982, 1996). Most of the interactions 

regarding the family were with the older son due to language problems. He was willing 

to assume this role. 

M-6: . . . they (counselor) didn't talk to me or anything, they talked to Walt 
(the older son). 

Though potentially workable, this could be interpreted as disregarding family 

hierarchy (Garcia-Preto, 1996; Falicov, 1996; Sue & Sue, 1990). During the sessions, the 

therapist was reported as focusing on the family, and not on the IP. This family focus 

appeared to be interpreted as not caring and inappropriate. 

R-6: Could you judge how he treated you? 
S 17-6: All right, but he didn't treat me with much concern for me. 



R-6: Huh. How could you tell? 
Sl 7-6: All he did was ask questions about the family, and I thought it was to 
be on how I acted, the way I was. 
M-6: I thought that too. I thought that the questions would be about Carl, 
instead of about the family. 
R-6: Is that what you wanted, questions about you and not the family? 
Sl 7-6: Yah. 
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According to Falicov (1996) and Sue and Sue (1990), the therapist discussing 

interactions with between the IP and the family would be culturally appropriate and 

helpful. Whether their expectation of having the IP be the focus of therapy was due to 

their cultural views or their previous therapy experiences is unknown. 

Sl 7-6: ... also, that's what a counselor would do, a psychologist. I thought 
he would ask the person about themselves .... Cause, the whole deal was 
about him (the IP), right? 

The pace of the therapy appeared to be rushed, and the therapist came across as too 

familiar. The social phase, where the therapist and family gets to know each other to 

build a personal relationship, appears to be missing (Falicov, 1982, 1996). 

S 1 7-6: Like ah, I walk in, right, they call us in. They say, "Hi Carl, how are 
you doing?" I say, "I'm all right." They started asking questions, like they 
knew about us for a long time, do you understand? . . . 
R-6: Did he act like little to familiar, like he knew you too well and you 
didn't feel comfortable with that at that point? 
Sl 7-6: Ah. 
R-6: Does that make sense? 
Sl 7-6: Yah, I thought he was real familiar. 
R-6: Too familiar? 
S17-6: Yah. 

One result was that the IP felt uncomfortable and not safe to discuss issues with the 

therapist. 

R-6: Did you feel safe with him? 



S 1 7-6: Ah, yah, ah, that reminds me, he asked that question, "Do you feel 
safe with me?" I told him, "I don't know, I don't know that much about you, 
and you don't that much about me. So I really can't really answer that 
question." 
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Lastly, many Hispanics reportedly favor a directive therapist who offers some 

analysis of their situation as to what the problems are, and what can be done. Included is 

giving advice and/or educational materials (Atkinson & Lowe, 1995; Falicov, 1996; 

Saritisteban et al., 1996; Sue & Sue, 1990; Sue, Zane, & Young, 1994), which was not 

done. 

M-6: I thought that going to (the agency) would help us, be concerned about 
us, and give us advice, tell him not to be so aggressive, because our problems 
we were having back then. He didn't have any respect towards his parents, 
and he didn't like to hear anything, advice, anything that came from adults. . . 
. I thought that by going there, they would were going to help us a lot, . . . 
They never gave any advice or anything, I expected them to give advice for 
Carl, or expected something that would help us. 

Instead, questions were used that were similar to those asked before at the children's 

hospital. 

M-6: Basically it was about the same as the hospital, basically about the same 
questions that were asked at (the agency) as were asked previously. Basically, 
we wanted to go no more, because they are asking about the same things, so 
might as well not even go. 

In summary, the efforts of (the agency) and therapist were counter to the 

multicultural approaches recommended by Falicov (1996), Santisteban et al. (1996), Sue 

and Sue (1990), and Sue, Zane, and Young (1994). The reactions of the respondents 

were negative. They concluded that the agency was not interested in his case, and that 

their therapist was not making an effort to understand and help them. They attended one 

time and terminated. 
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The second case involved an African American family, consisting of the 

mother, her two teenage sons, one of which was the IP, and her 11-year-old daughter. 

They had attended four sessions before terminating. Overall, they were helped with their 

initial problem, which was the behaviors and attitudes at school and at home of a 14-year

old IP. They subsequently missed several sessions and then terminated for multiple 

reasons. For the mother, the most significant reason was the desire to take care of 

problems themselves. However, multicultural reasons emerged as being significant to 

termination and to inhibiting returning to the agency in the future. The primary issue was 

their belief that the therapist would not sufficiently understand their situation as African 

Americans and being in a lower SES class. 

R-7: OK. Ah (pause) How would that have made that a difference for you if 
they could have had someone to, had experienced the same things that you 
have experienced? 
M-7: No doubt, that would make my objective, that what I think .... He 
would have been able to have give me more feedback. 
R-7: OK, more feedback, OK. 
M-7: Yup. 
R-7: How about you guys? 
S14-7: I don't know. 
SS16-7: Same here. 

The mother mentioned that she wanted to return to (the agency) for some personal 

problems. We explored whether she would return to the same male counselor or request 

someone new. 

R-7: Are you going back to them, or somebody else, or 
M-7: Him. 

· R-7: Him. OK. How come him? 
M-7: Well, I need to say that if they want to appoint me to another counselor, 
I won't object, cause, just like they, sort oflike they (laugh) spectators, 
speculating your situation. I kind of speculate and spectators them too. 
R-7: OK. So, I guess I don't understand that. So you would like to see him, 
or would like to see somebody else, ... 



M-7: I would sort of like to see somebody else. 
R-7: Do you think you'll do that, ask for someone 
M-7: I don't know. Probably look beyond him. 
S14-7: Why? 
M-7: I feel we're beyond him to a degree. (pause) If they don't disagree that's 
fine. 

This topic appears to be difficult for the respondent. She cares for him, but feels 

that someone else would be better for her. However, she stated that she could like to 

receive more help if her situation were the same as before. 

M-7: See, if I'm in the same predicament now as I was then, I want to have 
someone else, because I need some help. Then seeing that we're getting kind 
a balanced out, we kind a halfway normal now, whatever. I could handle it. 
R-7: OK. So, you think you could handle it now. 
M-7: Uh huh (yes). It's fine because, you know, he knows the kind of 
background you came from, and he's going to stay in school and experiencing 
what you're experiencing, it seems kind of hard to talking to him about, but I 
know it's going to help some, we talk. 
SS16-7: Because he probably knows where we are coming from, 
understanding that we be talking about. 
M-7: You know, dysfunction. 
R-7: So he would understand, or he wouldn't understand? 
S 14-7: Wouldn't, cause he probably had one of those perfect backgrounds. 
M-7: (laugh) 
R-7: So, I guess, you wouldn't want to see him because a perfect background, 
S 14-7: I was agreeing with my mom, which was that, I understand what she's 
saymg now. 
M-7: I'm saying some of the issues we were dealing with, we knew it seemed 
quite off course to him, seemed odd. 
S14-7: Cause he probably wouldn't have been dealing with them. 
M-7: No, he hadn't experienced that junk, like uh. 
R-7: OK. So, he hadn't experienced the same thing that you have 
experienced. 
S 14-7: Y ah, to be able to know, understand what we be talking about. 
M-7: Y ah, that we were dysfunctional. 

Going further as to the impact of his perceived lack of understanding of their 

situation, the family appears to agree that it did. The difficulty was in telling their 

therapist. 
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R-7: OK. Did you find that to be a problem with him, that he didn't 
M-7: I did, I did, but I just (kept) it to myself. 
S14-7: Yah. 
R-7: OK. How come you kept it to yourself? 
M-7: I know that I tried to tell, I want to tell. 
R-7: OK. So you didn't want to hurt his feelings, is that it? 
M-7: Uh huh ( didn't want to hurt feelings) 
R-7: How about you Larry? 
M-7: (laugh) 
S 14-7: I agree with my mom. 
R-7: You agree with your mom. 
M-7: He was a nice guy, I just didn't want to hurt him .... He takes his job 
serious, where he has had our background or not, that's not his problem, not 
his problem that he hasn't had our background. It's just who we are. 

In summary, multicultural issues were present and detrimental to two of the 

respondent families. The conclusion is that respect for multicultural issues is very 

important to satisfying client needs. With Hispanic clients, a straight narrative approach 

may be problematic and other approaches may be more helpful (Santisteban, et al., 1996; 

Szapocznik, et al., 1990). The views regarding giving advice or treating everyone 

equally and ignoring the multigenerational and sex role hierarchy need to be 

reconsidered. Also, pacing of interactions, taking account appropriate degree of 

familiarity may an issue as well. 

A different set of issues arose with the African American respondent family. Here 

the perceived lack of understanding of their lifestyle and conditions by their therapists 

was perceived as problematic. Narrative therapists can address this issue by including 

such topics in the "conversations." However, such topics will most likely have to be 

initiated by the therapist. Judging from the respondents' reluctance to discuss this issue 

during the research, discussing this issue during therapy may be difficult as well. It is 

important to note that one other respondent family was African American. No cultural 

issues were mentioned regarding (the agency) or therapist. Furthermore, minorities are a 



significant portion of the agency's client base and that they do offer 

multilingual/Hispanic therapists for Hispanic clients. 

Therapy Results 
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The next two sections present information on the results of the respondents' therapy. 

Up to this point, aspects of their therapeutic experiences were presented. The first section 

presents the specific results obtained. The next section gives their overall assessment of 

their therapy experience. 

Specific Therapy Results 

The respondents reported receiving help from therapy in five different areas. These 

areas are: increased understanding of their situation, changes in individual behaviors, 

improved parenting skills, improvements in family relationships, and handling reversions 

to old behaviors. 

Understanding. Except for the Hispanic respondent family, other respondent 

families, both the helped and not-helped, gained understanding through their therapy 

experience. The adults obtained a better understanding of other family members, 

themselves, as well as their situations. The following are typical adult comments, the 

first from a not-helped, and then a helped respondent. 

Fr-8: I think I got a couple of things out of it. Mainly that I realize that she 
(his lady friend's daughter) could do what she was doing, which was to make 
the counselor believe what she was saying, and not be telling the truth the 
whole time. And then, 
R-8: You mean it was helpful to you? 
Fr-8: Yah. It helped me to understand her (the daughter) a little bit better. It 
helped me to rest, because she is my stepdaughter basically. We are not 
married yet, we are going to be. I thought she was just lying to me all the 
time and not everyone else. I thought it was just me. I thought she just 
wanted me gone, and that's why she was doing these things. It made me 
realize that she wasn't doing them to get rid of me, it's just what she does. 



194 

M-1: What did I get out of it? I got the ability to understand why my 
daughter feels the way she feels, the ability to disarm her anger, or help her 
disarm it, not disarm it, but help her disarm it. Um, I found that I cannot be a 
perfect parent cause there is not such a thing. I found that I cannot be held 
responsible for other people's actions. I can only try to clean up any mess that 
they do, that they make, but I can try to help them from making a mess. 

All of the children of the helped respondents expressed increased understanding, 

which appeared to facilitate change. In responding to what she learned in therapy, one 

child spoke about realizing the impact she has on others in her family. 

D12-1: ... I remember saying like, "I didn't know that (slamming down my 
coke) hurt your (mother's) feelings," ... I remember doing that, but I didn't 
know that hurt my mom's feelings. . . . I do what I feel, but I didn't know my 
feelings, you know, (can) cause (me to) slam down a coke 
R-1: So, learning that, did that help, how did it help you? 
D12-1: How did it help me? It helped me not to slam things down, and you 
know if I have a coke I can slam it down like this and say something rude or 
cruel to my dad, it hurt his feelings, it hurt my mamma's feelings, and then it 
causes a big embarrassment. 

Later she talked about how she better understood her sexual abuse and her grandfather's 

role. In addition, she changed behaviors and was now able to control her anger better. 

R-1: Kimberly, I want to ask you, what was helpful for you in going to see 
Kate and June (her two therapists)? 
D12-1: It helped me learn that what my (grandfather) did, done, that it was 
wrong, and it helped me to control my temper, and not to hit or yell at my 
parents, to respect them for who they are. 

Only one child of from a not-helped respondent family spoke about the increased 

understanding that she achieved. However, her increased understanding did not translate 

into new behaviors. 

Dl6-2: What I think we talked about were the surface problems and I would 
hear my mom's point of view and that would give us some hope, but it was 
more like false hope, you know. We would be hopeful and kind of 
understanding, but, it just go back to how it was, we wouldn't talk and fight'n, 
you know? ... 
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Behavioral changes. Only the helped respondents reported any behavioral changes. 

Numerous changes occurred in both the adults' and children's' behaviors. As an example 

of an adult behavioral change, one mother reported becoming more in control of herself 

and reducing her stress level. 

R-7: What else was helpful? 
M-7: Uh, basically learned to stay in control. 
R-7: Huh. 
M-7: Because if your stress level is real high, it doesn't really help the 
situation (yawn). 

Another adult change was in a father who became more active and involved with 

his family. The resulting change shifted the relationship with his wife. 

M-1: ... once we got to June (therapist), Dad just stepped up and started 
doing a lot more then he was doing before. But back then, at that time he was 
basically in the shadows . . . most of the time he was at a loss. He did not 
know what she ( daughter) felt, uh, what she was going through ... what to 
think, um. . . . (After he changed) I started going to him and saying, "Well, 
do you think we oughta this, or think we ought that?" . . . with all the 
listening and everything that happened, Dad basically became the referee in 
this household, and (laugh) this is what, this is basically what he does now, 
well, now he's graduated. 

Some of the helped respondents reported on beneficial changes in their child's 

behaviors and attitudes. 

M-7: I guess, within a couple of months after we started getting counseling, I 
somewhat saw a dramatic change. I'm sure it was, probably based upon some 
insecurities and fears about he was going, so he starts changing, and he 
stopped all this macho stuff and started being more respectable, started being 
more obedient. Every now and then, he would give me a work back, but it 
wasn't as bad as it was before. 

M-3: ... And also, he's been going to church. Sometimes we go to the same 
church and sometimes he goes with his friends. Mostly they have a bunch of 
young kids, teenagers, some in college, and some in school. That was the 
main reason that I wanted him to go. 



196 

The children reported changes in their behavior as well. The following is typical of 

a child that now handles anger in a more effective way. 

D 12-1 : ... I had a real bad temper and I used to throw things across the 
room, sometimes, uh, when I got something and break it, and would lose it ... 
Once I got there (the agency), uh, I started learning that I shouldn't throw 
things across the room just to show my anger. I should talk to somebody and 
tell them that I'm angry, and tell them that I'm angry. Or at least somewhere, 
somewhere when I'm all alone, maybe I can just sometimes think about stuff, 
and think about what I've done and learned, and the next time do it the easy 
way, or next time, do it the hard way, you know, wherever to get my anger 
out, you know. But, I shouldn't do it around people and show them that I'm 
angry. I mean, I shouldn't slam down stuff and I shouldn't throw things. 
That's what I learned from (the agency). 

In another instance, both the daughter and the parents requested changes in each 

other's behaviors in a therapy session with good results. 

D 15-5: That was pretty cool. I was like, you know, my ideas were 
completely stupid, but you know, they (her parents) could kind of understand 
it. They went by them for a whiles. 
R-5: So, they asked you how your parents could change, is that it? 
D 15-5: Yah, and then he asked my parents how I could change. I did that for 
a couple of months, you say? I was pretty good at that, 
F-5: So did your mother. 

Parenting ability. Related to behavioral changes are the shifts the adults made in 

becoming more effective parents. Such shifts primarily occurred with the helped 

respondents, as they assumed more of a parental role. The result was having a greater 

ability to understand their child and themselves, and to respond more appropriately. 

Some mentioned having more flexibility as to when to intercede with a child's 

problematic behavior. Others mentioned allowing children to take responsibility for their 

actions and not feeling guilty for what their children do. The following are samples of 

their views. 
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M-1: ... when we were going to Kate (therapist), I felt slightly 
intimidated because she got to a point where, (pause) it got to a point where I 
was feeling like I wasn't doing my part as a parent. I was letting her (her 
daughter) be the parent and I was reacting to her responses, and in all actuality 
I was. Um, but once we got to a point where Kimberly (her daughter) 
understood what she was doing was affecting me, and I understood that I 
wasn't doing what I should've done, I was allowing her to be the parent, then I 
began to feel a little bit better with it. 

M-7: That there're minor and major issues, that deal with everyday life, not 
expecting your kid to be on the same level as you are because you're grown 
up. And basically, do a lot of ignoring. You can correct them, but you do a 
lot of ignoring, don't pay any attention to it. ... It's just that I try and get him 
to meet me halfway, you know, like be fair about it. 

Only one not-helped respondent mentioned a difference in parenting ability. Her 

comments are below in response to what she gained from therapy. 

M-4: To helping me with my stress, you know. Not feel as a parent, 
whenever you do anything, or whenever your child does anything, then you 
always figure it's your fault. Guilt ridden, you know, that you didn't do 
something right, or that you've failed in some way or another. And Harry 
(therapist) helped me realize that I wasn't a failure or a bad parent, you know. 
So, I was able to alleviate the guilt part, and put the responsibility of his 
actions on him, as opposed to on myself. 

The shift helped her decide to commit her son to a residential treatment center. She 

mentioned that her therapist offered this as a solution and was supportive in her decision. 

However, she classified herself as "not-helped" by the therapy since her son did not 

change. 

Relationships. One therapeutic result was an improvement in family relationships, 

primarily for the helped respondents. Such improvements increased their functioning as 

mothers, fathers, daughters, and sons. They had a deeper understanding of each other and 

were able to better communicate with each other, and be more affectionate. 

R-3: Mom, how about you, what did you get from counseling? 
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M-3: I got to know him (son), and all that anger built up. (laugh) Ooh, 
all that anger. Just by going through those three session, I shouldn't say it like 
that, just by going to those session, they really helped, cause we're closer. . .. 
After school, I get home before he do, and if I'm in the bed, he'll come in and 
sit down and we talk. We talked about 30 minutes and he will leave and go 
into his room and tum on the TV. "Mom," and he will call me ( on his own 
telephone), "Mom, come in for a minute." So, I go in and talk about an hour 
again, and we talk about what is going on at school. We also talk about 
college and graduating and college and stuff. It was pretty fun, and we start 
laughing. 

R-7: How about with you Larry? 
S 14-7: I have to have to respect my mamma more, uh, for the decisions she 
was making. 
R-7: So are things better now for you, before you started counseling? . . . 
What part is the better part? 
S 14-7: Me and my mom have a better relationship than we did before. 
M-7: I accept his friends, I use to despise some of his friends. 

Two of the not-helped respondents reported improvement of their family 

relationships. However, these improvements were not the primary reason for attending 

therapy. 

R-2: As far as the counseling goes, that you had with Jeff ( counselor), was 
the problems you had better, more manageable, not manageable, worse. 
M-2: I think a little bit better. I think we kinda realized each other's sides, 
points of view, like she (daughter) was saying. Before we did that (therapy), 
we try to talk to each other at home, but we really wouldn't listen to how each 
other felt 

R-8: Anything else that wasn't helpful? 
M-8: I can just think of positive things, I know it brought Neil (man friend) 
and I close together in trying to deal with Rachel (her daughter) .... 
R-8: ... So, (mom), you talked about being more united with, with Neil now, 
Fr-8: Yah. 
R-8: and that part being good. Is that something you expected to get out of 
this? 
M-8: That was an added extra. 
Fr-8: Yah. 
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Reversion to old behaviors. Reversion of the children and/or the family to the 

old behaviors or patterns occurred in all cases. The major difference between the helped 

and the not-helped respondents was the way they handled reversions. For the helped 

respondents, reversions may not have been as severe in some instances, but they dealt 

with all of them and were not defeated. 

M-1: Um, we had basically learned how to deal, um, how to handle situations 
as far as Kimberly (her daughter) was concerned. . . . Granted, we still have, 
I mean, Kimberly and I ... go at each other sometimes. She is the 
misunderstood, pre-teen, 

D 12-1: . . . let me give you an example. 
(She then tells how her mother inadvertently left her behind. As a result, she 
got angry and was crying when mother returned.) 
D 12-1: And then we sat down and talked about it, and I eventually got over 
it. 

M-3: ... Once I broke it down to him, he just snapped out of it, like a big 
load was taken off my shoulders. And then from then on, we started talking 
more whenever situations come up. 

The not-helped respondents described the reversions as being more complete and 

defeating. 

M-2: We always had fights and come back to the same old thing, but, at least 
we had the experience of remembering how we listen to each other and keep 
trying it a bit more. . .. 
D16-2: ... I feel that ifl would not have turned my life around, we would 
have stayed in counseling our whole life, until we died, you know? 
M-2: Yah, I know. 
D 16-2: Because, it's still would have been going back to not communicating 
and fighting, (and not resolving the deeper problem). 

Fr-8: You know, and I guess there were some (changes in the daughter), but 
they were short-lived. 
R-8: Short-lived. 
M-8: Short-lived. 



Fr-8: You go to counseling and then the next day she's better and then 
after that she is back to her old self again. So, it was, hard to say, it was 
almost like she was snowing everyone. . . . she can make you believe that 
you're accomplishing what you want to, and as soon as you leave, she is back 
to what she wants to do. 

Results - Overall 
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When asked, respondents made both positive and negative remarks on their overall 

therapy experience. Therapy helped lessen the helped respondents' problems, and mostly 

met their expectations. As noted in previous sections, therapy helped some of the not

helped respondents, but not sufficiently so. For them, the major issue was whether 

therapy resolved their problems with the children. 

Helped respondents. The helped respondents made a number of positive remarks 

regarding their experience. The following are representative of the adults' views. 

M-7: I felt from the beginning that it is was such a highly recommended 
place, that once we went, and we did begin the counseling, that we would see 
the effectiveness of it, and we did, I meant I did see the effectiveness of it. 

R-5: OK. How about you dad, same or better or worse? 
F-5: There is always room for improvement, but they were very well set up 
and did very, very good with what they are doing. I couldn't have asked for 
better, knowing what other places do. They are exceptional. ... Ah, plus we 
only went five times I think, and we got a lot out of five, six times. A great 
deal. 

M-3: We're always going to have a happy ending, and I'm glad we did tum 
out to be like that. Like at the end of the rainbow, there's a pot of gold. So, 
we done come a long ways. . .. 

M-1: ... And they let us, I think they helped Kimberly (her daughter) learn to 
deal with her anger, they helped us to deal with her anger, they helped us 
become better parents, just by asking those questions. 

R-1: You saw everything as being helpful, 
F-1: Uh huh (yes). 



R-1: for you and for your family. Um, so from that counseling 
experience um, how helpful was the counseling in resolving your problem? 
M-1: Oh, very. I mean, I don't think that, that the situation would have been 
resolved had it not been for going to the counseling. June (their therapist) was 
the most productive, um, and that only basically, that's basically because we 
found out about the molestation. 
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Regarding the children's responses, all the helped respondents' children were fairly 

positive regarding their therapy experience. 

R-1: How about you, Kimberly (daughter)? Did it help resolve, help fix 
some of your problems, the problems you were having in the family, and with 
some of your problems at the end. 
D12-1: (nods yes) 
R-1: Like a lot, or a little, or 
D 12-1: Like a little. 
R-1: A little bit? OK. Was it, when you started, did you think you would 
resolve any of the problems when you started counseling? 
D12-1: Huh uh (no). 
R-1: You didn't think you would, huh? So, you found out that it did, that it 
did help resolve some of the problems for you? 
D12-1: Uh huh (yes). 

S 16-3: There really wasn't nothing that wasn't helpful, except no apple juice 
(laugh) 
R-3: Everything was helpful? 
S16-3: Yep. I wouldn't mind seeing Jack (therapist) now. 
M-3: I know it, oh I know it. He will be surprised. We have come a long 
ways. 

R-5: So, was he helpful in "fixing it yourself," or he wasn't? 
D 15-5: He helped me a lot when I wanted him to help me, cause I figured out 
after a while, I couldn't fix it myself. 

Not-helped respondents. Positive remarks were also made by some of the not

helped adults. However, therapy did not meet their expectations. 



M-2: Well, it was just good for me to be able to talk and tell him how I 
felt. Times that Jill (her daughter) and I would go, especially by ourselves, 
and Jack ( ex husband) wasn't there, I felt like, I would talk a little bit, we 
would talk a little bit about Jack while he wasn't here. Jill and I would talk 
about her dad. It just, course, it just feels good to just tell somebody how you 
feel. Whether they give you anything back or not, I got a little bit out of just 
getting it out, getting it all out of my system. 

R-4: OK, OK. How bout you mom? 
M-4: I think he helped me to keep my sanity there for that short period of 
time. 
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However, the overall outcome of the not-helped respondents was negative. They 

did not receive what they had desired. They attributed various reasons to this outcome. 

Most reasons are the same as those for their termination, and are covered in more detail 

in that section. In two instances, the therapist was not giving needed answers to their 

problems. 

M-2: But I really did like Jeff (counselor) as a person, he was very good, I 
mean very nice, very decent person and easy to talk to but, still we didn't feel 
that we got a whole lot of help for our problems. 

M-6: They never gave any advice or anything, I expected them to give 
advice for Carl (her son), or expected something that would help us. 

In another, therapy was not completed. The mother could not get her son to attend. 

R-4: OK. Um, Through this process, did your goals of going to counseling, 
were they, were they met for you? 
M-4: Our counseling was never was completed. 
R-4: OK, so wasn't completed, and that was OK? 
M-4: It really wasn't my choice. 

The not-helped respondent children stated the therapy experience did not help them. 

As with the adults, they had varied reasons. One thought the acceptance of God was the 

only answer for her. 



D16-2: ... nothing has helped, except God. Nothing, nothing at all. And 
they were all pretty nice people, and Jeff ( counselor), especially, he was very 
nice, but we didn't get down to the main focus, and there was nothing there, 
there was nothing that could have helped, I felt like. 

However, she later states she obtained limited help. 

D16-2: And I think that family therapy does help. But, like I said, it helps 
with the surface problems. Yes, it does help. 

A teenager felt that therapy helped his mother, but not him. He doesn't care for 

therapy, which was not associated with the agency or the therapist. 

R-4: OK. What did you get out of seeing Harry (therapist) at (the agency)? 
Sl 7-4: I don't know. Uh (pause) Nothing. 
R-4: Was anything helpful, anything happen with Harry helpful for you? 
S 17-4: Basically, it was helpful for my mom, and being helpful for her was 
being helpful for me. Because we live, it's just me and my mom, you know, 
when we were seeing Harry. Wasn't it? Yah .... 
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One child blamed herself for her family not being helped, "because I don't want to 

tell the truth." Her soon- to-be stepfather agreed with her assessment. 

Fr-8: I mean, I my opinion, it wasn't (the agency) that didn't work, it was more 
that, it was more that she (daughter of woman friend) can just snow her way 
through things, and that she can make you believe that you're accomplishing 
what you want to, and as soon as you leave, she is back to what she wants to 
do. 

Therapist. Overall, the respondents had a high regard for their therapists, with two 

exceptions. The first was the Hispanic respondent family with the negative initial 

expenence. The other was the respondent family who felt the therapist did not address 

their problems. However, the latter still admired him personally and liked him best of all 

the therapists that they had seen. Most of the helped respondents expressed positive 

views. 

R-5: Was the anything he could have done differently in the sessions? 
F-5: He was perfect, he was the expert. 
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All-5: (laugh) 
Later. 
R-5: So what advice that you (dad) would give him now? 
F-5: No. 
M-5: I think he was great. 
F-5: He was very, very good at what he did. 

F-1: She was a very good counselor. . .. 
R-1: Anything else Dad? 
F-1: She showed that she really cared what was going on with Kimberly (his 
daughter). 
Later the father made the following remark. 
F-1: I thought she was a really great job. 
R-1: A great job. OK. 
D 12-1: I thought she did a great job too. 

The two of the not-helped respondents were appreciative of their therapist. They 

did not blame them for not achieving what they wanted. 

M-4: I liked Harry (therapist) a whole lot, I felt comfortable with him, and I 
like his relaxed demeanor and, he wasn't pressured, um, ... 

M-8: As far as the therapist, I felt like he, he was a good therapist, it was just 
another ineffective way of trying to discipline. (interruption by dogs) That's 
what I felt like, it was just ineffective .... 
R-8: Is there any advice you would give the therapist so he could be more 
effective with you? 
Fr-8: No, he can't force someone to want help. So, I believe he did everything 
he could. It was her (the daughter's) unwillingness, and I see no way, way to 
change that. 
M-8: I agree. 
R-8: (to mom) Do you have any advice to him. 
M-8: I feel that he did the best he could do. He just didn't have enough to 
work with. 

One teenager of the not-helped respondents was positive regarding the therapist. 

S 17-4: Even though, only went there two or three times, I think it was two, 
(laugh) you know, just to go there two times, and him having that big of an 
impact, it was I guess he was pretty good. 
R-4: Big of an impact ... 
S 17-4: As to where I would actually like him. 



R-4: What advice would you give Harry so that he could be more 
effective with you? 
SJ 7-4: Um, (pause) I don't know. (laugh) I'm not going to say anything. 
(laugh) I don't really think Harry could have done anything different. He was 
a great guy, he did about the best he could, the way he did it. So, you know. 
R-4: So, no particular advice, I mean, 
S 17-4: Keep your head up Harry. (laugh) 
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Regarding negative remarks about their therapist, the type of remarks depended on 

whether respondents were "helped" or "not-helped." The not-helped respondents 

mentioned aspects of therapy for which they terminated. The helped respondents 

mentioned isolated incidents, covered in the Not Helpful Therapy Techniques and 

Multicultural Difficulties sections. Overall, respondents see their therapists in a positive 

light. 

Desired Changes to Therapy and Limitations. In their therapy experience overview, 

the respondents talked about potential improvements in their therapy. The general 

categories mentioned are: individual sessions in addition to family therapy, adding 

religion to their therapy experience, and extending the length of their therapy experience. 

Finally, several respondents commented on the discrepancy between their initial 

expectations and what they accomplished in therapy. 

Three respondents mention a desire for one-on-one sessions for members of their 

family, generally the IP. They felt that some individual attention would have been 

helpful to address individual issues, or for the therapist to better understand the IP. Note, 

that in addition to doing family therapy, the agency routinely sees individual members of 

families at times as well. 
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M-4: ... So, I think maybe ifhe had taken Sam (her son) in by himself at 
an earlier session, it may be the second or third session, ... I think he would 
.have gotten him by himself, he (therapist) might have been able to make more 
headway with him at that particular point in time. . .. if I remember right, he 
said that he had me in more sessions than he would have normally did, before 
he saw the child individually. But ... our stint with him was so brief, that 
it's kind of hard to say. 

F-5: ... But I wanted him to say, "Fine, we need to get Julie (daughter), and 
get her to come in for a special situation," or whatever, anger management, 
D15-5: Please. 
F-5: Something like that. And that was one thing that was not brought up to 
us. Ah, plus, we only went five times I think, and we got a lot out of five, six 
times. A great deal. 
R-5: So for you, it was that the individual therapy wasn't offered for Julie. 
F-5: Right, for Julie. Basically, I knew there were two types of situations that 
needed to be worked on, Julie and her mother's relationship in dealing with 
each other. And Julie and anger management, which she still needs. 

One not-helped respondent family made significant changes due to a religious 

experience after terminating at the agency. They felt that religion was missing in their 

therapy and its inclusion would have been helpful. 

M-2: I guess because it was never brought up (God), he (therapist) never 
even asked what our religion was, or how we felt about God 
D16-2: No. 
M-2: or anything. It was just never part of the conversation at all. 
D 16-2: See, and that's where he was all wrong. 
M-2: But back then though, you were really rebellious and didn't want to go 
to church. 

Several respondents mentioned that therapy was helpful, or would have been, and 

that more sessions would have helped. The reasons given included inconvenience, family 

members refused to go, and simply not returning after terminating. 

M-5: ... I think, sure think we could have gone further and gotten more out 
of it. But Dad has mentioned, the location of the place was very difficult for 
me to make sure I could make all the appointments (at the agency), because of 
my work schedule. Had it been closer, I think we would have continued to 
have gone, and I think we could have only gotten more out of it. 
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M-4: Um, ... from my perspective ... we didn't, we didn't experience it long 
enough .... I couldn't get him in the car to take him. He refused to go. 

In addition to having things different in therapy, several of the respondents talked 

about their expectations regarding therapy versus accomplishments. In all instances, the 

discrepancy contributed to the termination decision. One not-helped mother questioned 

her expectations several times during the interview regarding her responsibility for 

change versus the therapist's. She stated, "Maybe we are expecting them to give us the 

miracle answer and us not doing any work, I don't know." 

high. 

Another not-helped respondent family talked about their expectations being too 

R-8: What you actually found there (in therapy), ... was that what you 
expected before you started therapy? 
M-8: I know myself, my expectations were too high. 
R-8: As far as the results or what actually happened within the sessions? 
M-8: Both .... 

Her man-friend was less certain. 

Fr-8: I wasn't really sure what I expected the first time, so it would be hard to 
really answer that. My expectations were probably high, but as far as how it 
went, I was pleased with. I don't know what I really expected. 

The mother's daughter had a different view regarding their problems. 

R-8: Is there any other thing, thoughts or feelings that you have that might 
help me to better (understand) what you experienced there? 
D11-8: Not everybody's problems can be solved. 

Finally, one of the helped respondents also expressed the discrepancy between 

expectations and results. 

M-7: Well, counselors, psychiatrists, psychologists, they're human. There is 
only so much that they can do. 
R-7: Uh huh. 



M-7: You have to really willing to work with them. And no matter what, 
we all going to be still left with our kids. . . . So, ah, once ah, your particular 
counselor, or whoever he or she may be, or may have been, once they have 
done what they have done what they can do, the rest is, really basically up to 
you, 
R-7: Uhhuh. 
M-7: and the child. . . . They (therapists) can help and assist, but they can't 
resolve the problem. 
R-7: So, what you expected, as I understand then, is to help resolve more of 
your problems. 
M-7: (laugh) Uh huh (yes). Ah, yah, yah. 

Reasons for termination 
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As in the telephone results, the face-to-face respondents generally mentioned 

several reasons for termination of therapy. However, there was usually a strong primary 

reason. This section presents the major reasons given for termination and other related 

information characterizing their termination processes. There were significant 

differences between the helped and not-helped respondents, so their data are presented 

separately. 

Helped Respondents. For the helped respondents, there were as many primary 

reasons for termination as there were respondents. What seemed to have occurred is that 

with a diminishing of their initial problems, other issues then determined termination. 

The primary reasons for each of the helped respondents are given below. 

Child's perceived misuse of therapy: 

The mother perceived that her child was using therapy in a manipulative way. Her 

daughter would get upset and want to see the therapist, who was effective in resolving 

particular situations. 

R-1: Huh. How did you, how was the decision to discontinue counseling 
made? 



M-1: Because, like I said, we were going through situations were it was 
things that she was wanting to take to her ( counselor), basically, as a weapon. 
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By the time of the interview, their situation was under control. They were handling 

problems on their own. They had other reasons that contributed to terminating including 

inconvenience of attending therapy due to job conflicts and distance. With time, they 

gradually increased time between sessions and then stopped without contacting therapist. 

Anger at son: 

One mother was very frustrated with her son and during an argument, she said that 

she was no longer going to attend therapy. 

M-3: ... I was going through a lot. I had a load on my shoulders. 
R-3: Yah 
M-3: That day we were sitting here, he (son) was sitting there, I was at the 
sink. He said something. (Then I said,) "We're not going anymore, we're not 
going any more." I went on and on. (to her son) "It's your problem." (her 
son said,) "You always say that mom, you always say that. It's my problem, 
it's my problem. You weren't in school." (mother said) "I had my ass in 
school. If I went to a job and do what I wanted to do, you know, you just 
can't do what you want to do. You can't just go doing your own thing." 

Later in the interview, the mother said the following: 

M-3: ... I just told him, the mistakes that I make in life, I not going to talk no 
more for him, I going to talk for myself. That is what I'm trying to get him to 
understand. Once I broke it down to him, he just snapped out of it, like a big 
load was taken off my shoulders. And then from then on, we started talking 
more whenever situations come up. 

After making the decision, the mother had doubts about terminating and discussed 

her decision with a school counselor. During those discussions with the counselor, the 

mother also mentioned wanting to help her son herself, without a therapist. The key part 

of termination was her actual decision. As she said, "I done made up my mind and that 

was it." 



Inconvenience: 

_ One respondent family said that inconvenience in attending therapy was the 

primary reason for terminating therapy. 

R-5: How did it happen that you discontinued counseling? 
M-5: It was pretty much just that. My scheduling at work and trying to get 
home and getting over to (suburb of the agency) and, was just to the point that 
I couldn't do it. 
F-5: The old real-estate axiom, "Location, location, location." 
M-5: Yah, I promise you, if it had been 20 minutes closer, it would 
F-5: If it had been in (the city), because I could have gone over, and picked 
her up a work and gone straight over and we would have been 20 minutes 
away. As it is, you have to come from ( one part of city) through ( one suburb) 
to (home suburb), then we have to get back and go straight across the other 
side of ( city), ... 
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At this point, they were overall pleased with the obtained results. Inconvenience 

represents an external reason for termination. This response differed from the telephone 

interview response. Other such differences are discussed later. 

Perceived dependence on the therapist: 

Initially, one respondent stated numerous reasons for termination. 

R-7: How did it happen that you discontinued therapy? 
M-7: Larry's (IP son) football's schedule came up. He's never available, and 
so I knew that it wouldn't be right to take just two of the children and leave 
the other one out, so I didn't. Then after that, I was working at my job and 
sort of going back to school for nursing. And then, one thing lead to the next, 
cold weather moved in, we all needed dental work. I even got shy about 
going outside here because the weather affects my mouth. It was one thing 
lead to the next, little things I sort of needed to nip in the bud. 

Later in the interview, her perceived dependence on a therapist by the community was 

important. 

R-7: You have mentioned a number of things (associated with the termination 
decision), doing things on your own, Larry's football schedule, didn't just 
want to go with the two, or three of you all. 
M-7: I had infections 



R-7: Y ah, what was, ... When you look back now, what do you see was 
really the major reason for you not continuing therapy? 
,M-7: No matter what I said, uh, when we have our children, I said. We still 
do ha~e to deal with everyday issues that life presents, because, if you depend 
on someone else to do, take care of my problems for us, we can ask for help 
or guidance, but we can't depend on them. . . . I believe being a role model to 
the community and being, trying to maintain a level of being a sound-minded 
parent, and a strong, having a strong Christian background, I believe it's 
important to be able to tell people when you are working with issues in your 
life, how you got through it, that didn't just have all your trust on your 
children depending on a counselor, ... but you trusted God to get you 
through. 
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Multicultural counseling difficulties were also included in her termination decision. 

These issues were previously discussed in the Multicultural Difficulties section. 

Not-Helped Respondents. The not-helped respondents also had various reasons for 

termination. For three respondent families, the primary reason was that therapy was 

ineffective for them. There were two underlying causes. First, the respondents did not 

establish a bond with their therapist. Second, there was a lack of progress. The one 

remaining respondent could not get her teenage son to attend and terminated. 

No concern over client: 

The Hispanic respondent family had initial difficulties with the agency and their 

therapist. Due to these difficulties, no bond was formed with the therapist or agency. 

The mother concluded that the agency was not concerned about the IP son and 

terminated. 

M-6: ... we only went there one time because the first time I went to it, I saw 
they didn't put any attention really, or have any concern to Carl (her son). I 
stopped going. The main thing was that there wasn't any concern over Carl. 

In their situation, many multicultural counseling issues contributed to her decision. In 

addition, her son didn't want to attend because he didn't perceive he was gaining any help. 
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Lack of progress: 

The next two respondent families were not sufficiently helped to continue therapy. 

The first family attended over ten times. They perceived that their problems were not 

being addressed in therapy. 

M-2: We just didn't get enough out of it to be worth our while to keep driving 
clear downtown, from the suburbs to go every week. It was, didn't get enough 
help out of it to make it worth our while I guess. And Jack (husband) really 
didn't want to do it. 

There were other reasons as well: inconvenience due to time, conflicts with work, 

and location, neither the husband nor the child wanted to attend. Basically, mom felt she 

could do as well by staying at home. The termination process was gradual. 

One respondent family's therapist brought up the lack of progress in a session. This 

discussion was a catalyst to terminate therapy. 

R-8: You talked a little bit about how you decided to stop counseling or 
therapy, how what that decision made? 
M-8: I think I remember. The therapist said that he's not real sure if we were 
progressing any, and ifthere was anything that he could do that would help 
us, that's how I remember it. 
Fr-8: Yah, he asked us how things were going and we would be telling him, 
like every week, "Well, she (their daughter) is good the next day, and then it's 
gone again." He basically suggested that he didn't see where he was helping 
us. He didn't tell us not to come back, but we were already feeling that way, 
that it wasn't benefiting us and we were taking his time away from somebody 
else, so ... 
M-8: That's pretty much it. We got in the truck to go home and said, "Well, 
this is heading about nowhere, we are not making progress, I don't know 
what's the right thing to do, but this isn't it." 

They felt that the problem was that the daughter was not telling the truth during therapy. 

They subsequently canceled the following appointment and terminated therapy without 

notifying their therapist. 



Unable to get family member to attend: 

,One mother was unable to get her teenage son to attend therapy. 

R-4: How did you decide, how was the decision made to discontinue 
counseling? 
M-4: You gonna get him in the truck and take him? 
R-4: No, honestly no. 
M-4: I couldn't get him in the car to take him. He refused to go. 
S 17-4: I didn't want to go anymore. 
M-4: He never wanted to go to start with. 
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The respondent's son didn't like therapy and felt it was contrived, he didn't like talking to 

strangers about his problems. Though his experience at the agency was positive and he 

rated his therapist highly, he would rather talk to friends about his problems and not a 

therapist. Their therapist was helpful to his mother in having him admitted into a 

residential treatment center and in supporting her during this process. 

Major themes in therapy termination. In discussions with the respondents, many 

different reasons for termination were expressed. In reviewing these reasons, several 

major themes arose that related to their termination decision, which are discussed in this 

section. 

Progress in therapy: 

The first theme was whether the respondents obtained the desired results from 

therapy, which is directly related to expectations. As was seen earlier in this chapter, the 

not-helped respondents did obtain benefits from therapy. However, their expectations 

were not met. The benefits either did not address the original problem or were 

insufficient. 

R-2: You had your initial expectations as what counseling would be like, 
versus what actually happened. . . . 



M-2: It was probably a major reason, cause ifl really felt that I was really 
getting some answers and some solutions and really concrete help for the 

. problem, that would have made it worth while to go though all the struggle to 
find a baby sitter and rushing through the rush-hour traffic to get there, ifwe 
really thought it was really, really helping our situation. 
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For respondents helped with their original problems, their positive results were an 

important consideration to their termination decision. Part of their termination decision 

was based on progress made in controlling and managing their situations. 

M-1: Um, we had basically learned how to deal, um, how to handle situations 
as far as Kimberly (her daughter) was concerned. Um, I know he (father) was 
doing a lot more, being a lot more supportive ofme, and doing a lot more 
disciplining then what he had ever done before, and that took a big burden off 
of me. I was feeling a little bit more comfortable with the help. Granted, we 
still have, I mean, Kimberly (daughter) and I, she's, we're both, we go at each 
other sometimes. . .. 
R-1: Dad, what did you think about stopping or discontinuing therapy at that 
point. Did it make sense to you, or not make sense? 
F-1: (nod) 
R-1 : It made sense to you? 
F-1: Yeah, it made sense, because we had everything, it seemed like we had 
everything under control. 

As was seen earlier in this chapter, the not-helped respondents did obtain benefits 

from therapy. However, the lack of desired progress, measured against expectations, 

directly contributed towards the termination decision. 

M-2: ... I like Jeff (counselor) and enjoyed talking to him, but I don't feel 
that we were really getting help for our problems to keep it going. And she 
( daughter) was kinda, she was back at home and we were trying to work 
through our problems at home, and just felt we could do just as good, just by 
staying at home. 
D16-2: We did better without counseling, I know I did. 
M-2: It took a while, in the long run. (laugh) 
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Addressing issues without therapy: 

. for others, they wanted to take control and not be "dependent" on the therapist. 

There was a sense of wanting to use what they had learned and to see if they could make 

it work on their own. Both helped and not-helped respondents mentioned this 

consideration. 

M-3: ... I went and talked to the counselor at school where I work. I was 
telling her, "I know I should have continued be going, but I want to solve this 
myself. I am glad I did go those three times." She said, "Yah, we have to just 
keep preaching to our kids, preach to them everyday." And everyday, I ask 
him something. That's why we aren't going no more. 

R-7: So, were there any thoughts I would have heard about you stopping this 
time? 
M-7: Well, in the back ofmy mind, I was thinking that I had so many issues 
to work with being a single parent. I said, "Well, I guess I need to see where I 
can go now on my own with what can I gather from all this information that I 
have learned on my own. Let's see what I can do independently." 

The one teenager who refused to continue in therapy felt that he and his mother 

would do better on their own. 

S 17-4: I figured we could work it out better on our own, which I think we 
did. (pause) Counselors kinda sit there and teach you everything that you all 
ready know, they just remind you of it. All we have to do is remind 
ourselves. 

Not wanting to attend therapy: 

Not wanting to attend therapy was an important consideration for termination for 

not-helped respondents, especially the children. None of the not-helped respondents' 

children wanted to return after experiencing therapy. 

M-2: Actually towards the end, you weren't going. It was dad and I. 
D16-2: I wasn't going at all. I refused to. (laugh) That's what I did, didn't I? 
M-2: I don't remember. 
R-2: So did everyone agree with that decision. 
M-2: Yah. 



D16-2: Yah. 
M-2: She was happy that we didn't go. 

In contrast, all helped respondents' children were willing to return, ranging from 

reluctantly to eagerly. 

R-7: Your mom talked a little bit about stopping therapy, how did guys feel 
about stopping, or discontinuing therapy? 
S 14-7: It's all right with me, cause I didn't want to go in the first place. 
R-7: You didn't want to go in the first place. I'm confused, you said that you 
didn't want to go, then you realized that you want 
S 14-7: I needed to go, but I didn't want to go. 
R-7: OK. So, then not going, the decision not to go, do you agree with your 
mom that that's the thing to do now? 
S 14-7: Uh huh (yes). 
R-7: Or would you still like to go to counseling? 
S 14-7: I agreed with not going, even though I needed to. But ifl had to, I 
would definitely. 

S 16-3: At first, ... I don't know. It helped me. I ain't want to stop. 
R-3: So you didn't want to stop. 
S16-3: Uh uh (no). Like ifl find out how to get over there, the bus that go 
out there, I'd go. 

Not worth the effort, logistics: 

Convenience and logistics was a common theme. All but two respondents gave 

logistics as one of their reasons for termination. 

M-1: ... we could talk it out. It would be a lot easier then going over there. 
Cause, you gotta understand we had to work, we live out here, (the agency) is 
in ( a distant suburb), . . . and we were having, I mean, I would have to take 
off my job, sometimes a lot when we first started out. It was once a week 
then, I had to take off an hour early. 

R-2: How did you, how did it happen you discontinued? 

216 



M-2: The other kids (at her business), there would be things going on and 
just like of slowly, it wasn't we got mad and decided not to go back anymore . 
. It was kind of a, it was real inconvenient, we would have to go in the 
evenings. My husband worked construction, sometimes he would just have to 
meet us over there. I'd baby sat kids during the day, and the minute they'd 
leave, we would rush out the door and have to get a baby sitter for the two 
little ones, and it was just a lot of trouble for not getting out_much benefits 
from it. 
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For the not-helped, the inconvenience to attend equated to "not worth the effort" 

due to lack of results. For the helped, the issue of convenience became more important 

later in therapy. At the time of t.et:mirn,ttion, inconvenience became an important, and in 

some cases the primary consideration. A mother, who urgently needed therapy when her 

daughter's problems became acute, articulated this progression. 

M-5: ... I wasn't so much worried about convenience, as I was getting her 
the help she needed and getting us the assistance we needed. 
F-5: (The agency) was not convenient. 
M-5: No it's not. (laugh) Driving down in the middle of (suburb) and eight 
at night, was not a fun trip, but ... 
D 15-5: It didn't bother me. 

After five sessions and favorable shifts had occurred in family dynamics. Inconvenience 

then became the major reason for termination. 

M-5: Had it just been closer so that I could have worked it around my work 
schedule 
F-5: We would have gone 
M-5: We would have still been there. 

As stated earlier, this is an external reason, which differs from the internal one 

given during the telephone interview. Their situation will be further discussed in the 

section discussing differences between respondents' telephone and face-to-face 

interviews. 
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Children's role in termination: 

_ .The children of the respondents played major roles in terminating therapy. They 

range from refusing to attend therapy to being perceived as using the therapist as 

"weapon." One daughter was accused of not telling the truth in sessions and "snowing 

the therapist." Due to the lack of progress, her mom and man friend decided to terminate. 

When asked, the daughter talked about the termination decision. 

R-8: Rachel, what were some of your thoughts when they decided they didn't 
want to go anymore? . . . Did you have any thoughts, like ... 
D 11-8: I got what I wanted. 
R-8: Like yippee yay, don't have to go anymore, whew, or oh no. 
D 11-8: Happy not to go any more. 
R-8: You were happy not to go anymore. Is there anything that you miss 
about not going? 
Dl 1-8: (shake "no") 
R-8: Don't miss anything. So, you were happy not to go anymore. Is that the 
same now? 
Dl 1-8: (yes) 

Termination decision speed: 

Termination speed followed two basic patterns, slow or fast. Though one exception 

occurred for each case, the slow process primarily occurred for helped respondents and 

the fast process for the not-helped respondents. For those helped, one process was for 

attendance frequency to gradually decrease. 

M-1: We, we were going once a week when we first started going to June? It 
was one a week, then we cut back to once every two weeks, then we cut back 
to once a month. And once we were at the once a month, once a month, we 
kind of like slacked off. Then she ( daughter) would ask to go, so we would 
go back and we found that it was the same thing, over and over. Um, that it 
was just one particular incident that she wanted to talk about and that's 
because she was angry. Um, so basically, we just stopped going, we didn't 
actually call her (the therapist) and say, "We won't be there anymore," it just 
kind of like, tapered off to a "need to go situation," on her part. 

For others, attending became more difficult due to inconvenience in attending. 



M-5: Things would come up a work, and I couldn't make it home to be 
here, to be 

-.F-5: In the mortgage business, if something has to close, drop everything. 
Your life isn't worth beans, it's going to close. 
M-5: I just couldn't do it, ... 
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For most of the not-helped respondents, they made the decision quickly because 

therapy was not going well. Some questioned the helpfulness of therapy, such as the 

Hispanic respondents, or the respondents that made the termination decision after 

discussing their situation with the therapist. The other case was the inability of a mother 

to get her teenage son to attend therapy. 

Notifying the agency: 

After the respondents made the decision to terminate therapy, either gradually or 

rapidly, they appeared not to tell the agency their decision. One tack was to do nothing. 

The reason given in the interview ranged from being busy with other activities, to 

believing that they would be returning to the agency later. 

R-3: Did you notify (the agency) that you weren't? 
M-3: No, I didn't ever do that. I should have, and it was wrong. 
R-3: How come you didn't? 
M-3: I guess with all that I was going through with him, then I made the 
decision that we weren't going no more, then there were more problems that I 
had. So, that why we didn't call to tell them anything. 
R-3: OK. 
M-3: I should have, it would make it look more ... 
S 16-3: Professional. 
M-3: Then too, I appreciate their help with my child and stuff like that. 

R-7: Did you notify (the agency) that you didn't want to go anymore? 
M-7: Huh uh (no). 
R-7: OK, how come? 
M-7: Because I'm going back. 

Others stated that they talked to the therapist or the agency. What actually occurred 

is unknown, since the therapists did not know the respondents were terminating. One 
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respondent said that she talked to her therapist. Others stated that they canceled their 

appoi,ntments. 

R-4: ... Did you tell (the agency) you weren't coming back any more? You 
told them. Uh, what did you tell Harry or did you tell (pause) 
M-4: I talked to Harry. 
R-4: Harry. What did he have to say about that, as far as not coming back? 
M-4: Well, he told me that, you know, I could still come in for sessions ifI 
wanted to and he would be there for me if I needed him. 

R-5: Did you notify (the agency) that you weren't coming back? 
F-5: Yah, one time when we called. Not by mail, it was just in, ah, they 
called one time and asked us ifwe were going to make. I told them I liked it, 
but we just can not get there at those times. 

In these later cases, it appears that no firm communication of their termination 

decisions was made. All appeared to leave on good terms with the agency and therapist, 

except for the Hispanic respondents. Their views of the agency and therapist were 

negative. 

Interview Process 

Reactions to the research interview process were positive, except for one 

respondent family. Their case will be discussed separately. The following are typical 

remarks from the helped respondents. 

R-5: How did you find this process tonight. 
F-5: Pretty good. 
D 15-5: It's pretty cool. 
R-5: Pretty cool? 
M-5: Better than what I expected. 
All-5: (laugh) 
M-5: But then again, I'm a talkative person if someone asks the right 
questions. As a matter of fact, she ( daughter) called me at 10 to 7 and she 
said, "I don't know. What do you think this man's coming over her for 
tonight, but I'm not talking to him." 
R-5: (laugh) 
D15-5: (laugh) 
M-5: "You can't make me talk to him!" 



R-7: I appreciate your time. 
-SS 16-7: Is this all?? 
M-7: Oh Mike, don't tell me you enjoyed it that much. 
R-7: (laugh) 
M-7: You were hard. 
SS 16-7: It seemed like it was short. 
R-7: How did you all find this today? 
SS 16-7: Interesting. 
S 14-7: Coo 1, sort of like counseling. 
M-7: I wish it had been on video, I'm serious. 
R-7: (laugh) (to IP's brother) How about for you? 
SS16-7: Same here. OK for me. 

The not-helped respondents were positive, but in a restrained way. 

R-2: How did you find this process today? How did you all find this process 
of being with me and talking about this? 
M-2: Well, it went by pretty fast, I didn't think, I felt at times I was rambling, 
D16-2: I felt I was, 
M-2: It was·a pleasant process, it wasn't unpleasant. (laugh) 
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During the interview, respondents revealed that they learned new information that 

they previously did not know about each other. In all but one instance, the results were 

positive or neutral. The following are examples of such exchanges. 

D15-5: I liked it, pretty awesome (the interview). 
M-5: I think it helped. Like dad said, he didn't realize that Julie and I got 
something out of it, the counseling sessions. I think maybe it helped him to 
see that. 
F-5: They're smarter than I thought, I 
All-5: (laugh) 
D15-5: Dad! 

R-1: (to daughter) How did you find this today? Talking here with me and 
your folks? 
D 12-1: I found out how they felt back then, and, you know, how I learned 
and I improved. 
R-1: So, is it, has it been helpful today or not helpful today, talking like this? 
D12-1: It's been real helpful. 
R-1: Healthy or helpful? 



D 12-1: Helpful and healthy and ( end of comment) 

,M-8: Kind of what you said, I feel we got nothing out of it because she wasn't 
telling the truth. (laugh). Rachel ( daughter) has never discussed that before. 
This is the first time she has ever owned up to getting nothing out of it 
because she didn't tell the truth. 
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In addition to informational benefits, some participants found the interview process 

helpful in itself. As an earlier respondent said, the interview reminded him of therapy. 

R-1: How did you find this today, talking about (the agency)? 
M-1: It's, it's, I think it's helping, that's one of the things that I did learn. If 
you don't talk about the stuff, then the pain doesn't go away. Does that make 
sense? 
R-1: Um, um. 

R-8: How did you find it today, like "Ugh," like 
Dl 1-8: Like I finally let out things. 
R-8: Oh really? Was it helpful for you to do that? 
Dl 1-8: A little bit. 

For all but one respondent family, no negative issues arose during the interview 

process. The following was typical. 

R-7: Are there any issues, personal or otherwise, that came up because of our 
talk that we need to discuss before I leave? 
SS16-7: Naw 
S 14-7: Huh uh (no). 
M-7: No, just hope to see you again, and we want to see you with ( daughter). 
R-7: That don't happen, because of my time. 
M-7: OK. We enjoyed you. 
R-7: Do have any questions? 
M-7: Do you like your job? 
R-7: Yah. 

With one of the not-helped respondents, the interview covered information that was 

stressful. The following is the exchange. 

R-4: (to mom) How did you find this today? 



M-4: Um ... I just wish we had more for you, but it's like, it was very brief 
session, and you kind of get away, it did dredge up a few things that we would 

-just as soon forget. (laugh) 
R-4: Is that a problem now for you all? 
Sl 7-4: No. 
M-4: No. 
M-4: We will get over it. You know, that was a, Sam (son) and I and pretty 
good about, that's water under the bridge, you know. We don't hold (end of 
comment) 
R-4: OK. 
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We casually talked after this exchange, which was the end of the interview. Though I felt 

uncomfortable, the situation appeared well managed by both of them. 

Finally, one respondent thought that obtaining clients' therapy experiences was 

valuable for therapists. 

D16-2: Yah, I think it's good you wanta listen to how people feel, because I 
feel that like that's something most people don't want to do today in this 
world. . . . They want to make their own mind up and they're one minded, 
but you want to talk to different people and get their own opinions so that you 
can make up your own decision after hearing that from their experiences, and 
I think that's really a great thing. 
R-2: Thank you, thank you. 
D 16-2: You're welcome, and you know that's something that counselors don't 
have, 
M-2: That we have dealt with anyway, 
D 16-2: Yah, yah, if I was to come to a counselor who would have talked to 
people and done research on it, and I were to know that, I think that would 
make me feel more open and able to talk to that person. 
R-2: OK. 
D 16-2: So, I think that that is really good that you take the time to do this, 
and I think that's really good. 

No one offered any advice on how to conduct the interview better. The following 

are typical remarks. 

R-3: Is there anything I could have done differently? Was it a problem when 
I had to go back and think about a question? 
M-3: Huh uh (no). 
S 16-3: Huh uh (no). 
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R-3: Any advice to me? 
S 16-3: You know what you're doing. 

· R-3: How can you tell? 
S16-3: You are like my English teacher, Miss Smith. You teach in a format. 
You start with a introduction, then you went to the body, then you go to the 
conclusion, how you do and outline of it. 

R-1: . . . Is there something I could do that would be more helpful? 
F-1: Oh no. 
M-1: (to husband) Did you feel uncomfortable in things that were said today? 
F-1: No .... 
R-1 : . . . ( to mother) How about you, is there any suggestions that you have 
for this process? 
M-1: No, everything seemed, seemed fine and relaxed .... (to daughter) Do 
you have any advice for him, did he do anything that made you 
uncomfortable, or is there anything that you can tell him, that will make him 
to do this better? 
D 12-1: No. (laugh) You done a good job. 
R-1: OK, thank you. I appreciate that. 

Overall, the respondents enjoyed the interviews and benefited from the discussions. 

The one case where old feelings surfaced was an exception and the respondents appeared 

to handle the situation. 

Summary of Face to Face Interviews 

A major result of the face-to-face interviews is finding two basic groups of 

respondents who unilaterally terminate therapy. One group was helped by the therapy 

that they received, the other was not. Members within each group have similar 

characteristics. Figures 1 and 2 will be used to complement the summary of the face-to

face results given in Table 16. The figures emphasize the differences between the two 

groups as well as the aspects of therapy leading to termination. 

In Figures 1 and 2, the vertical axes are the time lines of the respondents, starting 

with previous therapy and ending with therapy termination. There are five major periods: 
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Figure 1. Specific therapy issues for helped and not-helped respondents vs. 
therapy processes, with emphasis on termination. 
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Prior to seeking agency therapy, Initial thoughts and feelings, Attending therapy, 

Results, and Termination decisions. The horizontal axis of Figure 1 and 2 is segmented 

into three major categories, "Helped respondents," "Therapy processes," and "Not helped 

respondents." The process subcategories in "Therapy processes" correspond to those in 

Table 16. The two respondent categories stand for those classified as helped, or not 

helped through their therapeutic experiences. Aspects that are different for these two 

groups are displayed under these two categories. The left-most and right-most parts of 

the figures indicate the aspects of their therapeutic experiences that contributed to 

termination of therapy. The remainder of this summary section will follow these two 

figures as well as Table 16. 

Demographically, all but one respondent family had some form of previous 

counseling. However, the not-helped respondents were found to have more extensive 

previous therapy than the helped respondents. Other than that, the type of problems was 

similar, basically problems with their children. All had similar referral sources. The 

choice of the agency was based on its strengths, including affordability. No respondents 

were mandated to go to therapy. Some respondents began therapy in response to a 

specific incident, others decided after a protracted period of dealing with their child's 

problems. 

Some differences existed between the expressed goals for the two groups. The not

helped respondents expressed a greater need for help from the therapists and for solutions 

to their problems. Also, the primary focus of this group was on the child changing, and 

not the adults. They did not mention the desire to become better parents with more 

effective skills. The adults in the helped-respondent group had more focus on 

understanding and assisting their children to change. In addition to solutions, the not-
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helped respondents tended to want more assessment and analysis of their situation 

including feedback. These differences contributed to termination (Figure 1 ). Both 

groups wanted the same type of person as a therapist, one who was compassionate and 

empathic. Furthermore, they wanted one who was active, a therapist who would give 

advice and express his/her views, ask good questions, and would moderate family 

interactions. 

The respondents' initial feelings and concerns regarding therapy differed between 

the two groups. The not-helped respondents had higher expectations as to what would be 

accomplished in therapy. These expectations include making rapid behavior changes, 

and having the therapist play the major role in making these changes. These initial 

expectations fueled their termination decisions when anticipated changes did not occur. 

Some adults in both groups felt guilty. They felt they had failed as parents in seeking 

counseling. Also, they tended to believe that their problems were unique. Both of these 

views seemed to ameliorate through therapy. In both groups, the children's thoughts and 

feeling were more extreme and dominated by fear, e.g., being left with the therapist and 

placed in the agency's residential program and/or having a judgmental therapist. For 

most of the children, their fears were allayed, especially those in the helped group. 

The adult respondents' initial experiences were positive for all but one respondent. 

They are a Hispanic family and their case is covered in the Multicultural Difficulties 

section. There was a mix up regarding who their therapist was and the appointment 

times. Numerous multicultural counseling errors then occurred. As a result, no 

therapeutic bond was formed and they terminated after one session. The shaded boxes 

indicate their responses to the remainder of the subcategories in Figure 1. Their 

responses are consistently negative, both for the mother and her teenage son. Negative 



initial incidents also occurred with other children, but they did not impact termination 

decis,ions or therapeutic outcomes. 
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The therapists were viewed as knowledgeable, and were personally highly regarded 

by the adults and children, except for the Hispanic family. Two different not-helped 

respondent families, a mother and daughter in one family and a teenage son in another, 

thought their therapists were the best that they had ever had. However, that was not 

enough. The son still did not want to attend therapy and the daughter did not sufficiently 

change to warrant continuing therapy. 

The therapeutic activities were positively viewed by most of the respondents. They 

saw their therapists as in control, offering their views to the respondents (including 

advice), and problem focused. The therapists appeared to be more confrontative with the 

helped respondents, which was not mentioned as a problem. More advice and solutions 

were desired for two not-helped respondent families to help them with their problems. 

One of two wanted also more focus on their problems. They described him as a nice 

person, but as kidding around and not addressing serious family issues. These various 

omissions contributed to their termination decisions. The Hispanic teenager also 

mentioned that the pace of his therapist was too fast, and felt the therapist was too 

familiar with him. 

The way therapy was conducted was viewed as positive, except for the Hispanic 

family. Respondents found the therapists to be non-judgmental and on an equal level 

with them interpersonally. In general, the respondents felt that the therapist treated the 

adults and children fairly and equally. Problem solving was done in a collaborative way. 

The relational aspect was appreciated and helpful for most respondents. However, one 

respondent family expected their therapist to be more of an expert. This position fit into 



their desire for advice and solutions, all of which contributed to their termination 

decision. 
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The respondents experienced numerous narrative methods. Therapists were 

reported as excellent conversationalists, competency-based, and extensively using 

questions. All respondents viewed these techniques as positive, except the Hispanic 

respondents. They wanted more advice and to have the questions focused on the IP, not 

the family. The narrative methods that were used, coupled with the way the therapists 

related to the respondents, tie into the narrative model (Table 4). Thus, the therapists' 

practices were consistent with narrative therapy, which was positively perceived by most, 

but not all the respondents. 

Respondents reported some therapists' methods as not helpful. Such activities 

primarily occurred with the children. They involved the misuse of questions relating to 

an incest experience, confronting a child regarding anger when support was desired, and 

focusing too much on a teenager's issues and not family's. These incidents were fairly 

isolated and did not contribute to the parents' termination decisions. Furthermore, both 

daughters who reported the above activities said that they had been helped and were 

enthusiastic about therapy. There were two respondent families who had multicultural 

counseling problems contributing to termination, the Hispanic family and an African 

American family. Both are discussed in the Multicultural Difficulties section. Basically, 

the therapists did not sufficiently meld narrative techniques to the cultural styles and 

expectations of the clients. 

Regarding specific results from their therapy (Figure 2), all adults increased their 

understanding of their situation, except in the Hispanic family. Only the helped 

respondents had behavioral changes. For them, the resulting adult changes include 
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increased parenting abilities, and the ability to better handle the children's reversions 

to olq behaviors. The not-helped respondents did not have sufficient changes in 

behaviors. Furthermore, the not-helped respondents seemed to be defeated and not able 

to effectively handle the behavioral reversions. These shortcomings formed the basis for 

termination for the not-helped respondents, though the not-helped respondent adults 

incurred some benefit from therapy, including in their adult relationships. 

Overall, the helped respondents met most of their therapy goals and the not-helped 

respondents did not. A major difference between groups is that all the children of the 

helped respondents changed, where as all of the children of the not-helped respondents 

did not. The children's lack of change was the primary consideration for termination of 

the not-helped respondent parents. Furthermore, the attitudes regarding therapy were 

negative for not-helped respondent children, and positive for the helped respondent 

children. 

The actual reasons given for terminating therapy was a function of the respondent 

group (Figure 2). There was usually one primary reason, though respondents gave 

numerous reasons for their decision. For the not-helped respondents, the underlying 

reason was that therapy did not solve their problems with their children. For the Hispanic · 

family, the perceived lack of concern for the IP reflects that no therapeutic bond was 

established. Their situation can be understood in terms of multicultural counseling 

issues. For another respondent, the lack of progress was attributed to the therapist not 

addressing their problems. Furthermore, their therapist did not assume enough of an 

expert position in giving analysis and view points to help the respondents resolve their 

problems. Another respondents attributed the lack to progress to their daughter and to 

her lying in therapy. Finally, one teenage son did not want to go therapy because of his 
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dislike for the therapeutic process. Though one exception exists, the not-helped 

respqndents usually made their termination decisions over a short period of time, hours to 

days. 

In contrast to the not-helped respondents, the helped respondents did not always 

explicitly mention improvements due to therapy as their primary reason for termination. 

Instead, they mentioned idiosyncratic reasons such as making the decision while angry at 

son, perceiving the child as manipulative through misusing the therapist, being perceived 

by community members as not handling problems themselves, and difficulties in 

attending therapy due to logistics. However, for all of these respondents, part of the 

termination discussions included the improvements in their children. Additional reasons 

for termination include multicultural counseling issues, wanting to handle issues on their 

own, and logistics. Though not always true, the termination decisions were generally 

made more gradually, over weeks to months. 

A key criterion for respondent selection was that they terminated therapy without 

their therapists' knowledge. In some instances, the respondents talked to the agency to 

cancel their next appointment. In other instances, no further appointments or contacts 

with the agency or therapist were made. The reasons given for not communicating their 

termination decision include that they got busy, they planned to resume therapy or get 

help later (hence, they did not terminate therapy in their mind), or for no specific reason. 

All left of good terms with their therapist and the agency, except for the Hispanic family. 

No overall reason or pattern emerged from the interviews. 

In reviewing Figures 1 and 2, the impact of aspects of therapy on termination is 

more clearly seen. First, outcome expectations are key. Unrealistic or unmet 

expectations directly contributed to termination for the not-helped respondents. The issue 
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is not whether or not the respondents changed, for most not-helped respondent adults 

benefited from therapy. The issue is that the expected changes did not occur. With their 

focus on their children changing, their expectations were not met and they terminated. 

The second is the impact of negative initial experiences on adults, which occurred 

with the Hispanic family. The mother and son as a result of their negative initial 

experience never formed a therapeutic bond with the therapist. The reasons for this are 

numerous. Without the bond, the respondents' views of the therapist, the therapeutic 

process, and outcome were all negative. 

The third is that numerous aspects of the therapeutic process contribute to 

termination. For the respondents, there were several key ones. First, insufficient 

problem focus is problematic. Most respondents mentioned the therapist's focus on their 

problems, which was viewed positively. When problem focus did not occur, the 

respondents were frustrated because important issues were not addressed. Second, more 

analysis and advice was desired by some respondents, basically where the therapist 

assumes more of an expert position. Though most respondents appreciated the therapist 

not telling them what to do, two respondent families felt differently. They were having 

significant problems and wanted external help to resolve their issues. They did not 

receive what they wanted, and consequently terminated. There were other respondents 

where their therapists did assume this position and respondents were helped. 

Then next observation was the impact of multicultural issues on termination. The 

conclusion is that these issues played a significant role in the termination of two 

respondent families. Related factors interfered with both establishing as well as 

maintaining a therapeutic bond. Subsequently, the one respondent family was 
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insufficiently connected to their therapist, and another doubted their therapist could 

suffi9iently understand their issues and life-styles to help them. 

There were positive aspects of therapy that contributed to termination. The first is 

the helped respondents improved through therapy. These improvements appeared to shift 

the respondents' priorities, where other aspects of their lives became more important. For 

some, they wanted to handle the problems themselves. They no longer wanted to rely on 

a therapist. For others, they were handing their situation more effectively, and desired to 

apply what they had learned. Another was that the balance of further improvement was 

balanced by the inconvenience of attending. Basically, their problems no longer 

dominated their priorities. 

Lastly is the role of children in termination. Change in children's behaviors is key, 

especially for the not-helped respondents. In addition to change, children played other 

roles in termination. One was being perceived as manipulating parents through attending 

therapy. Another was a child who claimed she did not tell the truth to avoid going to 

therapy. Finally, a teenager refusing to attend therapy can and did contribute to 

termination. For various reasons, the not-helped respondents' children were insufficiently 

engaged in therapy and/or perceived therapy as negative. In contrast, the helped 

respondents' children enjoyed therapy and desired to return. 

Overall, narrative therapy was effective with the respondents. Strong therapeutic 

bonds were generally formed; the therapists were cared for and appreciated. (The 

Hispanic family was the exception.) The equality in relationships and collaboration of 

the therapist were perceived as helpful. The techniques of using questions, therapeutic 

conversational skills, and focusing on competencies were also perceived as helpful. 

Shortcomings existed with respondents who desired more direct answers to their 



235 

problems, as well as in some multicultural settings. In these instances, narrative 

then}py was less appropriate, perhaps was not well implemented, or needs to be blended 

with other therapeutic approaches. For the other not-helped respondents, narrative 

therapy did not appear to directly contribute to the termination decisions. In summary, 

narrative therapy was helpful to most of the respondents. 

Comparison of Telephone and Face-to-Face Results 

Overall Comparison 

The face-to-face and telephone interviews served complementary purposes. The 

basic purpose of the telephone interview was to determine which respondents had 

terminated for internal reasons to qualify them for the face-to-face interviews. The face

to-face interviews were to gain an in-depth understanding of the respondents' therapeutic 

processes, including those associated with termination of therapy. A key part of the face

to-face interviews was to gain a better understanding of narrative therapy through the 

eyes of respondents. 

The information gained from both types of interviews was complementary in other 

ways. In order to qualify the telephone respondents for the face-to-face interviews, 

information regarding their therapy experiences was also obtained. Hence, the telephone 

information complements those obtained from the face-to-face interviews. However, 

there are two structural differences. First, the telephone interviews include persons who 

terminated for both internal and external reasons. Secondly, the telephone interviews 

were conducted with a single individual who was instrumental in beginning therapy, 

usually the mother. In contrast, the face-to-face respondents include only respondents 

terminating for internal reasons as well as other family members, including the IPs. 
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Overall, broad similarities were found in the results from both interviews. First, 

many of the respondents were helped through their therapy experience. Unilateral 

termination does not necessarily imply therapeutic failure. Second, though therapeutic 

differences exist between the IRs and ERs and between the helped and not-helped 

respondents, their experiences have many commonalties. Examples include the types of 

problems addressed, most therapeutic goals, and views of their therapists and the 

therapeutic processes. No major differences in therapy experiences were found, except in 

a few individual cases. Third, all respondent-types generally based their termination 

decisions on a number of reasons, though they generally could state a primary one. 

The major difference between the telephone and face-to-face interviews was the 

depth of the face-to-face interviews, versus the more comprehensive overview of the 

telephone interviews. By interviewing more respondents via telephone, two types of 

additional information were gained. One was information on the five respondents that 

declined face-to-face interviews. Three of the five attended one session and terminated. 

Only one such family was interviewed face-to-face. Of the three, one benefited and two 

did not. Those who did not benefit did not want the type of therapy offered ( aspects of 

narrative therapy), or had problems with the therapist. Secondly, the telephone 

interviews included more categories of external reasons for tenninating, including 

affordability of therapy and transportation issues. 

Another difference is that the telephone interviews made the classifications more 

robust by having more respondents per category. For example, a telephone respondent 

terminated due to a personal limitation of the therapist. Since the therapist had no 

children, she felt that he/she would not sufficiently understand her situation. In the face

to-face interviews, a related situation occurred in a multicultural context. There, the 



concern was the therapist not understanding the respondents due to cultural and SES 

diffei:ences. Other categories with more respondents include inconvenience, 

affordability, therapy offered not what the respondents wanted, and the miscellaneous 

categories. 
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On the other hand, the face-to-face interviews added further understanding of the 

respondents' views of therapeutic processes. A major one is that for IRs, two basic 

groups of respondents exist, the helped and not-helped, with members of each group 

having a number of similar characteristics, which were discussed in previous sections. 

Next, a clearer view of respondents' expectations and their contribution to termination 

was obtained. Missed expectations were a key contributor to termination. Face-to-face 

interviews offered greater insight into how respondents experienced narrative therapy, 

which was positive overall. Respondents experienced therapy interventions that are 

usually not thought of as belonging to narrative therapy, such as receiving advice, being 

confronted, and experiencing therapists' agendas at various times during therapy, most of 

which were perceived as positive. Also, a better understanding of narrative therapy's 

limitations were obtained, including in multicultural counseling situations. 

In summary, the telephone and face-to-face interviews complemented each other's 

information. No significant differences existed, thus allowing a more comprehensive 

view of clients whom unilaterally terminated narrative therapy as well as their therapeutic 

processes. 

Individual respondent differences 

For some face-to-face respondents, inconsistencies were found between their 

telephone and face-to-face interviews. However, the two sources of information were 



generally consistent, the face-to-face interviews simply gave more in-depth 

infoI1).1ation and included the views of other family members. 
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Gauging therapeutic progress using the telephone interviews appeared more 

difficult than in the face-to-face interviews. In some instances, the telephone information 

tended to be more positive about their therapy outcome, in others, more negative. There 

were also some inconsistencies in the primary reasons for termination. The net effects 

these differences are small, but give some insight into the face-to-face interview 

dynamics. The following information covers the respondents where differences/ 

inconsistencies were found. 

One dynamic that appeared to influence the results of the study was having other 

family members present. For three face-to-face respondent families, some results 

significantly changed for different reasons. One reason is having more time for people to 

more fully express themselves, 90 minutes versus 15 minutes for the telephone interview. 

For example, a not-helped respondent mother desired better communications with her 

daughter as well as to have questions answered regarding her child's behavior. In 

response to whether the original problems with her daughter were better or worse, on the 

telephone the mother said, "I believe my daughter explains herself better." She also 

mentioned that after therapy, "For three to four days, she would be OK, then would resort 

to the same old stuff." However, in the face-to-face interview, she and her significant 

other more fully expressed their situation, which was much more negative. 

M-8: ... Like she (daughter) said, her schoolwork is declining, her attitude is 
awful, and she has this "I don't give a hoot about anything" attitude. We are at 
the point now, where we have tried everything and anything that we can do 
short of sending her off somewhere for extensive therapy. Everything has 
failed .... 
R-8: So, are (the initial problems) worse or better than before? 
M-8: Worse. 
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Fr-8: Worse. 

~ -Another dynamic is having people with different views of what occurred in therapy. 

The most dramatic case was with the Hispanic family. The telephone interview was held 

with the elder son (32), who was instrumental in starting his sibling teenage brother in 

therapy and in handling all the logistics. He also helped with any language problems 

during therapy. On the telephone, he was quite positive regarding the therapy and the 

therapist. He described the therapist as "professional" and liked him. He also said that 

the therapist "asked the questions like I wanted to ask." He stated the primary 

termination reason was that his "brother didn't want to return." However, in the face-to

face interviews, his mother and the teenage IP son held strongly different views. The 

mother felt there was no concern for her son by the therapist or the agency, which was 

her primary reason for termination. The secondary reason was the IP not wanting to 

return to therapy. She also stated that therapist asked the same questions as another 

agency's therapist. Furthermore, they had received no help. The mother's and IP's views 

are covered in the Multicultural Difficulties section. There was no resolution of the 

discrepancies during the face-to-face interviews. 

A third dynamic is having the interview information change the respondents' views 

of therapy. In one example, a father, who was interviewed on the telephone, reported that 

the situation between his wife and daughter was "somewhat better, but didn't cure it (the 

problems between them)." Regarding termination, he stated that there was a time crunch, 

and that "if my daughter would have come around, things would have been different 

(regarding terminating)." The basic issue was the "time versus the desired results. My 

kid is not reachable." During the face-to-face interviews, the mother's and daughter's 



discussions revealed the help they received through therapy, which was new to the 

father.. As a result, the father made the following statement towards the end of the 

interview. 

F-5: ... Ah, what they have just been telling you is something that I didn't 
realize they actually got. I have been trying to tell them, which is amazing 
that they can listen and get it from somebody else, they can't listen and get it 
here. 
J-5: OK. 
F-5: So they got a lot more than I thought. 
J-5: So you got more than you thought. 
D 15-5: I got more out of it, than I guess 
F-5: Julie got a whole lot more than I ever thought about. 

Later the respondents talked about terminating due to time priories, which was 

qualitatively different from the father's telephone answer. 

J-5: There was one of the things we talked about on the phone, was that the 
effort that was required versus the amount of benefit wasn't there. Am I 
saying that correctly? 
F-5: The benefit was there, our effort was, their effort was there. Our effort 
was not great enough because of our constraints. And partially their 
constraint of location. They would be, if you had to section it out, it could 
have to be basically 75/25, their 25% at fault for their location, but we're 75% 
because we were constrained by our lifestyle at that time. 
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In conclusion, the interview process had impacted the father, and his views had shifted, 

including the primary reason for termination. 

The above shift in the primary reason for termination was not limited to just the 

above cases. Respondents were found to terminate therapy for a multitude of reasons, 

some of which may hold similar weights. This reason was evident from the African 

American mother who had numerous reasons, ranging from multicultural counseling 

issues to the inconvenience of attending therapy. Another respondent shifted her 

emphasis between two reasons for termination. In the telephone interview, her ability to 



handle her daughter's anger was the primary reason for termination, with their 

daughter using therapy to manipulation her parents was second. In the face-to-face 

interview, the priorities of the two were reversed. 

241 

From these examples, several conclusions are reached. Though differences 

between the telephone and face-to-face interviews exist, they do not significantly alter the 

previous results. Instead, the differences help to deepen the understanding of the 

interview process and some of the underlying dynamics. Another conclusion is that 

having more time and obtaining a family's and not a single individual's view helps 

construct a more complete understanding of the respondents' therapy experiences, 

including termination. The point is that multiple views are helpful and that an analysis of 

patterns and themes is required. 

Integration and Conclusions 

The goal of the research has been to gain an understanding of the therapy 

experiences and termination processes of clients who unilaterally terminate narrative 

family therapy. This category of client is defined as those who terminate without their 

therapists' knowledge. Information on this class was obtained through using both 

telephone and in-depth face-to-face structured interviews. Attention was paid to possible 

relationships between narrative therapy concepts and the respondents' positive and 

negative therapy experiences, including termination. 

From the telephone and face-to-face interviews, an overview of the factors and 

processes by which the respondents decided to unilaterally terminate therapy are 

summarized in Figure 3. Two types of factors interact with each other and lead to 

decisions made in seeking, utilizing, and withdrawing from therapeutic resources. They 
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CLIENT FACTORS DECISION FACTORS CLIENT DECISIONS 

D emograph ics/cu lture ◊ 
Client family ..... Seek therapy, or not 

lient mindset Family problems 
r 

C 
Goals for therapy i Ideas about therapy 
Initial feelings and concerns 

Agency 
Ex ternal conditions 

Reputation/referral 
~ .. H + Costs .... Choose agency, or not Therapist availability r 

Convenience 
Therapy type (family+) 

i 
Initial contact 

Agency 
Therapist 
• personally .... Begin therapy, or not r 

• life experience • sufficient bond 
• knowledgeable 
Therapy process 
• tasks 
• how conducted 

i 
Therapeutic process 
Therapist Terminate, or not 
Tasks 

.... 
• internal reasons r 

• focus/control • improved 
• therapists' views • not improved 
• questions/ • therapist and 

conversation therapy methods 
• general skills • other 
How conducted • external reasons 
• competence focus • inconvenience 
• communications • affordability 
• equality • other 
• collaborative 
• availability 
Progress/Results 

Figure 3. Summary of therapy and decision processes, from seeking therapy to 
termination based on the telephone and face-to-face interviews. 
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are Client Factors and Decision Factors. From the interviews, the Client Factors form 

a value system for evaluating the various Decision Factors. The interaction between 

these two factors lead to the Client Decisions made regarding utilizing therapy resources. 

Figure 3 differs from Table 16 and Figures 1 and 2 in the following two ways. First, the 

evaluation process in Figure 3 is an ongoing process and dynamic. The respondent may 

make a decision to continue or stop therapy anywhere in the process. Furthermore, there 

are interactions between the various factors. Second, the Client and Decision Factors list 

aspects of respondents' experiences that are important to participating in therapy or not. 

In Table 16 and Figures 1 and 2, the evaluation occurs at the end of therapy, as do 

termination decisions. This view is more of a postmortem, and is static. Where 

termination occurs in the therapeutic process is not evident. Secondly, Table 16 and 

Figures 1 and 2 contains summary information on all the factors that evolved through the 

research, not just the factors leading to client decisions. 

As noted in Figure 3, reciprocal interactions can be traced. Not only do Client 

Factors influence how decisions are made, but the Client Factors are influenced through 

interacting with the agency, having an initial contact, and participating in the therapeutic 

process. Specific respondent examples include obtaining accurate information from the 

agency intake-person reducing concerns about therapy, having a negative initial contact 

reducing the hope for future help, and substantiating the belief that changes can occur 

through therapy. 

Regarding the Client Factors, three basic categories were revealed through the 

interviews: demographics/culture, client mindset, and external conditions. Since this 

study is primarily qualitative in nature, limited demographic information was solicited. 

However, one significant factor was the amount of the respondents' previous therapy. 
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The IRs had more previous therapy than the ERs. Within the IRs, the not-helped 

respondents generally had more extensive previous therapy than the helped respondents 

did. As a part of demographics, cultural differences played a significant role in 

evaluating therapy processes. For two face-to-face respondent families, beliefs based on 

ethnicity directly or indirectly contributed to their termination decisions. 

The next client factor is the client's mindset, which consists of the respondents' 

thoughts and conceptions about the therapeutic process. Included are their goals of 

therapy, ranging from finding help for their problems, to having changes in behavior. 

The next is their ideas about therapy. Ideas include the "shoulds" of therapy: what the 

therapist should be like and what should transpire in therapy sessions. In addition to what 

should occur, respondents were found to have a number of feelings and concerns about 

going to therapy. Included are feelings of guilt and failure for the parents, and anxiety for 

the children. Overall, these feelings and concerns did not appear to play an explicit role 

in termination decisions, except as they related to having unrealistic goals and 

expectations. 

The last client factor is external conditions. In general, they are environmental and 

directly relate to the external reasons for termination. External conditions include 

financial constraints, transportation availability, job and time schedules, location, and 

other miscellaneous reasons, such as a father returning from prison. All these external 

conditions played an important role in the respondents' therapy decisions. 

The Decision Factors are made up of four different components. The first is 

whether the family problems are significant enough to seek therapy or not. Some of the 

respondents sought help elsewhere before seeking therapy at the agency. They utilized 

school counselors, ministers, and friends. For some, the decision came quickly in 



245 

reaction to an event. For others, their situation built up over time until therapy 

appeared to be an option. The next decision was whether or not to seek help the 

participating agency. This decision was based on referral sources, the agency's 

reputation, the sliding-fee schedule, how soon they could start therapy, convenience 

regarding scheduling and location, and the type of therapy offered. Over half wanted just 

family therapy. The remaining wanted other agency therapeutic modes, including 

residential treatment, individual therapy, or a combination of individual and family 

therapy. In general, the respondents were very pleased with the agency itself, except for 

one respondent family who had a bad initial experience. One caveat, the survey 

respondents only included families that chose the agency. Hence, the sample is biased, 

though the reaction to the agency was uniformly positive, except for one case. 

The initial contact includes events that occurred when the respondents had their first 

therapy session. Included are evaluations of the agency, the therapist, and the therapy 

process. The role the agency is evident when things go wrong, as happened to one 

respondent family. There was a scheduling mix-up and confusion regarding who their 

actual therapist was. This incident significantly contributed to the mother's conclusion 

that there was no concern for her son, and they discontinued. Next is an evaluation of the 

therapists. Generally, they were highly regarded and liked. However, there were 

exceptions. One respondent felt the therapist was "looking down on us." With this view, 

coupled with other factors, the woman did not start therapy. The therapists' personal life 

experiences are important, including whether or not they have children. The evaluation 

of therapists' personal life experiences also occurred later in the therapeutic process, the 

next Decision Factor. In one instance, an African American woman from a lower SES 



background felt her therapist did not sufficiently understand her situation. This 

negative evaluation contributed to her termination. 
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The respondents assumed that the therapists were knowledgeable through their 

behaviors and their association with the agency. Therapist knowledge was not an explicit 

factor in "begin therapy, or not." The participating staff therapists were experienced 

family therapists. In other agencies, perceived therapists' knowledge could be an 

important consideration. 

During the initial contact, respondents made an evaluation of the therapy processes. 

Most were positive or did not know exactly what to expect. However, there were 

important exceptions, one respondent wanted advice, and someone to side with her 

regarding her daughter. Another felt that there was too much focus on the past and not on 

today. In both instances, they decided to not start therapy. In summary, up to this point 

in the sequence of Decision Factors, five respondents decided not to begin therapy (24%). 

Sixteen respondents decided to continue. It is believed that they had established a 

sufficiently strong bond to begin therapy. 

The next Decision Factor is an evaluation of the therapeutic process itself. The 

respondents mentioned a number of aspects: their therapist, therapeutic tasks, how 

therapy is conducted, and the progress made. Conceptually, a break between the 

Decision Factors associated with the initial contact and the therapeutic process is fairly 

simple. Practically speaking, the therapeutic process begins in the first session. For 

example, two respondent families said that they were helped and terminated after a single 

session. The first evaluation listed in the Therapeutic process is an ongoing assessment 

of their therapist. Respondents indicated continued evaluation of their therapists after the 

initial session. A specific example is the multicultural case mentioned previously. The 



second evaluation is of the therapeutic tasks used by therapist to instigate change. 

Figure 3 lists those utilized by most schools of therapy and those more specific to 

narrative therapy. Included are focusing on respondents' problems and exercising 
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control, expressing therapist views, and using general skills such as exercising good 

listening skills. The tasks that are more utilized in narrative therapy include asking 

questions and using the conversation itself. The specific tasks contributing to 

respondents' termination were idiosyncratic: wanting more direct advice and analysis, and 

wanting a greater problem-focus. Overall, the respondents found the therapeutic tasks 

that were used to be helpful. 

The next category under therapeutic process is how therapy is conducted, which is 

how therapists implement the various "tasks" into the sessions. They reflect the relational 

aspects of therapy. Included are a number of therapeutic issues. Does the therapist focus 

exclusively on client problems, or on their competencies. How are communications 

handled? Are communications one way, or interactive? Are clients treated as equals to 

their therapists, or are they treated as below them? Are problems solved collaboratively, 

or do therapists' solutions prevail? Are the therapists only available at scheduled 

appointment, or are they flexible with their clients? Overall, the respondents reported 

that their therapists focused on competencies, were interactive with the respondents, were 

viewed as equals to the respondents, addressed solutions to problems in a collaborative 

way, and showed flexibility in being available to the respondents. One respondent 

family, who wanted more advice and solutions, expressed their desire for the therapist to 

be more of an expert, though they appreciated other aspects of how he conducted therapy. 

Progress and results from attending therapy was a key consideration regarding 

termination. Sixty percent reported that their original problem was better. For 
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termination purposes, respondents measured progress against their goals and 

expectations, which were met or mostly met by 60%. For example, some respondents' 

goal was to increase their understanding of their children and situations; others' goal was 

focused more on their children changing, which was the case for the not-helped 

respondents. For them, increased understanding was insufficient and they subsequently 

terminated therapy. 

In summary, in evaluating the decision to terminate or not, the major internal 

reasons given by the participants are the status of their situations, their therapist and 

therapeutic methods, and a number of idiosyncratic reasons. External reasons influence 

the utilization of therapeutic resources as well, and work in parallel with the internal 

ones. Additionally, respondents typically had multiple reasons for termination, not just a 

pnmary one. 

From the respondents' description of their therapy experience, their therapists 

primarily used narrative therapy methods. Overall, the respondents found the therapy 

techniques and the way they were used to be therapeutic. There were drawbacks with 

specific individuals who wanted more guidance and solutions, as well as parents who 

wanted the therapist to be more aligned with them and less with the children. Also, there 

were some multicultural counseling difficulties with two respondent families, where a 

different approach would have been more effective. Overall, a minority of respondents 

found aspects of narrative therapy to be ineffective for them. Most respondents were 

pleased with their therapists and the therapy that they received. 

In conclusion, no one reason exists as to why persons unilaterally terminate therapy. 

Unilateral termination of therapy is a process, and is not due to a single factor. A number 

of factors interact throughout the seeking and participating in a therapeutic process. 
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Some factors depend on the providers of therapy. Other factors reside with the 

persons seeking therapy. Hence, predicting unilateral therapy termination would be a 

complex task. The traditional view of unilateral termination indicating therapeutic failure 

is simplistic and incorrect. The majority of respondents who did terminate without their 

therapists' knowledge have been helped, in some instances, significantly so. 



CHAPTER V 

DISCUSSION 

The research objective was to gain an understanding of the therapeutic and 

termination processes of clients who unilaterally terminate narrative family therapy. In 

Chapter V, the research results are briefly summarized and then discussed regarding 

narrative theory, applicable literature, models for therapy termination, and therapeutic 

practice. The personal biases and experiences of the researcher, as well as the limitations 

of the present research are then presented. The chapter concludes with potential areas of 

research regarding narrative therapy and termination processes in general. 

Research Summary 

To address the research objective, information was obtained using both telephone 

and in-depth face-to-face structured interviews with clients who unilaterally terminated 

narrative family therapy. Attention was paid to possible relationships between narrative 

therapy concepts and the respondents' positive and negative therapy experiences, 

including termination. 

The respondents were classified into two primary groups: those who terminate 

therapy for primarily internal reasons (IRs ), which are directly associated with 

therapeutic processes and outcome, or external reasons (ERs ), which are due to therapy 

interfering issues external to the person. One major finding of this work is that there are 

actually few differences in the therapeutic experiences and outcomes between those 

terminating for internal or for external reasons. Second, respondents' overall therapy 
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experiences were generally positive, especially the bond with their therapist. Third, 

from respondents' descriptions, their therapists primarily used narrative therapy methods, 

which they judged to be largely, though not totally, therapeutic. Fourth, there were a 

multiplicity of reasons for termination, and no one reason dominated. 

A major finding from the face-to-face interviews is that there are two major groups, 

each with their own characteristics. The members of one group felt they were helped by 

their therapeutic experience, the others did not. The not-helped respondents had more 

previous therapy, greater therapeutic needs, higher expectations, fewer expectations met, 

and more of a focus on the children changing than on the adults. Their termination 

decisions were primarily due to lack of therapeutic progress. In contrast, the helped 

respondents gave a broad range of reasons for termination. With their therapeutic 

progress, priorities appeared to have shifted away from attending therapy to other aspects 

of their lives. 

From the respondents' data, a comprehensive, dynamic model for termination was 

developed, which contains all the factors and processes respondents used in deciding to 

terminate therapy (Figure 3). Two main factor types interact with each other and lead to 

client decisions in seeking, utilizing, and withdrawing from therapeutic resources. They 

are Client Factors, which contain all the client characteristics and constraints in their 

lives, and Decision Factors, which involve seeking therapy, choosing the agency, starting 

therapy, and finally terminating therapy. Therapeutic considerations, which are included 

in the Decision Factors, are based on the therapeutic alliance (goals, tasks, and bond) and 

therapeutic outcome. The significance of the model is that it is new, is comprehensive, 

and consolidates key considerations obtained from the respondents. 
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The remainder of the Discussion chapter will first focus on the research 

implications for narrative theory and therapy. Second, a comparison of the research 

results is made with the literature on family therapy terminations and effectiveness. 

Third, the termination model developed from the research will be compared with two 

other termination models. Fourth, a summary of the implications for conducting family 

therapy will be presented. Fifth, the researcher's biases will be presented, including what 

was learned through this process. Then, the final two sections discuss the implications 

for future research and limitations of the results. 

Implications for Narrative Theory and Therapy 

The therapeutic experiences of persons who unilaterally terminated therapy were 

analyzed, in part, to explore strengths and weaknesses of narrative theory and therapy in 

this population. With this goal in mind, the basic tenets of narrative therapy will be 

discussed versus the research findings. Consistencies and inconsistencies will be noted. 

Next, strengths and weakness of narrative therapy with this population are presented. 

The section will conclude with an overall assessment. 

Basic Narrative Concepts 

The basic narrative therapy concepts are listed in Table 4. This section will address 

each of the major points regarding the respondents' experiences. If there was evidence 

that these tenets exist in the mind of the respondents, how did they experience the 

concepts, and were they useful? 

Dominant narratives. According to the tenets of narrative therapy, clients' problems 

are sustained due to restricted dominant narratives (beliefs), which exist in language. 

Because of the restricted beliefs, the theory is that clients are unable to see alternative, 
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more helpful solutions. Hence, new solutions are obtained through expanding clients' 

dominant narratives through interactions with others and their environment ( e.g., through 

therapy). 

Starting with experiences that were consistent with this view, some respondents 

came to therapy realizing they had restricted views. They wanted to increase their 

understanding of their situations and/or to learn new skills and better ways to deal with 

their situation. Included are those who wanted new solutions to their problems when old 

ways did not work. In contrast to the view of expanding dominant narratives, other 

respondents wanted to change behaviors of other family members, typically the IP, and/or 

to express their emotions. For them, "expanding their narratives" was not evident from 

their initial goals. They were unlikely to view their problems in this way. 

Once in therapy, there are indications that some respondents did expand their views. 

From the telephone and face-to-face interviews, most adults did increase their 

understanding of themselves, others in their family, and their situation. Also, some 

respondents indicated that even though troublesome behaviors may not have changed, 

they better understood their situation and no longer reacted in the same way or did not get 

as upset. However, there were indications that "expanded beliefs" did not occur with all 

the respondents. Some respondents continued to desire individual therapy or residential 

treatment for their children. They perceived the problem was due to specific family 

members, and terminated therapy. A shift in understanding or beliefs may have occurred, 

but it was insufficient to meet their expectations or to continue family therapy. 

The next belief is that the dominant narratives exist in language. The therapeutic 

experiences were primarily language oriented. The respondents talked among themselves 
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and with the therapist. There were no indications that shifts occurred in any other 

way than through talking. In the face-to-face interviews, other therapeutic techniques 

were described, such as art therapy and constructing charts with rules. However, the 

outcomes of these exercises were discussed verbally. There were no indications that 

changes occurred in any other way than through language and verbalizing their problems. 

In summary, some respondents knew that their views were limited when they first 

started therapy, others did not. During therapy, some respondents realized their views 

were restricted and did change. Expanding one's views appeared to be helpful, but not 

sufficient for some to continue therapy. For those who did not change, new views 

appeared to be insufficiently helpful to counter their current narratives. This outcome 

most likely occurred with the not-helped respondents, both the children and the adults. 

Multiple perspectives/view of reality. Because of the belief that multiple "correct" 

perspectives exist, the therapist's position becomes more tentative. The therapist's view 

becomes one of many and not necessarily the "correct one." Hence, close collaboration 

between all the clients, both children and adults, and the therapist is necessary to generate 

a view that is helpful. Furthermore, the clients are seen as more knowledgeable about 

themselves than the therapist. Thus, the therapist's advice is based on limited knowledge 

of the client and is not necessarily assumed to be accurate or helpful. In summary, there 

are two results of this belief: everyone is treated equally and has valid inputs, and the 

therapist's voice is one of many and not necessarily the only correct one. 

The respondent data strongly substantiate that the agency therapists adhered to 

these positions. Respondents commented on the therapist involving everyone in the 

therapy, not just the parents, and trying to solicit all views. Therapists were seen as 
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facilitators of family communications, and respondents found opening up and talking 

helpful. There are indications that all family members were treated fairly equally, and 

generally the therapists did not take sides. Furthermore, all aspects of the problem were 

explored to assure that a clearer view of the clients' problems emerged. Numerous 

examples occurred where the therapist indicated that he/she did not always have the 

answer, that he/she was not "all-knowing." However, one of the 21 telephone 

respondents felt that the therapist looked down on them, which contributed to her 

negative view of therapy. 

Some respondents mentioned that advice was given, but more as a suggestion than a 

directive. Most appreciated this approach. Several times respondents interpreted the 

therapists' questions as advice, when non-leading questions were used in exploring 

respondents' options. 

However, from the face-to-face interviews, respondents reported therapist behaviors 

that were confrontational, especially with the children, indicating in some circumstances 

that the therapist had an agenda. In other circumstances, therapists were reported to make 

suggestions and give advice to the clients. In general, the respondents appreciated being 

offered a solution, or receiving advice based on the therapist's opinions. The therapist's 

views were instrumental with several respondents in making key changes. There were no 

respondents who objected to receiving advice from their therapist, or terminating because 

of it. 

Not all respondents found the collaborative, no advice, non-expert position 

desirable or helpful. One respondent terminated after one session after learning that the 

therapist would not take sides or give advice. This finding seems to imply that some 



256 

clients want to be told what to do and have the therapist actively support the parent's 

views. In another instance, a mother and her daughter wanted advice and did not receive 

what they wanted, contributing to their termination decision. Clients who desire such 

inputs from their therapist may not be the best prospects for narrative therapy. 

Furthermore, such desires were more frequently heard in the face-to-face interviews from 

the not-helped respondents. 

Competency-based therapy. In the face-to-face interviews, the respondents 

reported that the therapists focused on the family and individual client strengths, 

including exceptions to clients' problematic behaviors. The effect was that the 

respondents felt better about themselves. In the telephone interviews, respondents 

reported that therapists focused on positive aspects of the clients and on their 

improvements, and did not take credit for their successes. With one face-to-face 

respondent, when competencies were not stressed, he reacted negatively to therapy. 

Part of the theory is that noting and discussing exceptions to clients' problematic 

behaviors facilitate the generation of new, more helpful narratives. This element of the 

theory was not directly observed from the respondents, other than the respondents feeling 

better about themselves. Such generation may occur, but they were not vocalized during 

the interviews. 

Therapist's use of questions. All respondents mentioned the therapists' use of 

questions, and most found the questions helpful. Questions served a number of functions. 

The first one was to control the session communications. For example, questions helped 

respondents to communicate among themselves, to moderate interactions in a fair and 

compassionate way, and to maintain a collaborative relationship. The second was to 
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focus on the respondents' problems and to solicit information to better understand 

others' thoughts and feelings. The third was to aid respondents to gain insight into their 

own issues though encouraging them to think on their own, and to hear others' 

perspectives. One respondent specifically mentioned the usefulness of the questions. In 

her family, they have learned to ask such questions of themselves to help their 

relationships and to understand emotional reactions. 

Questions appeared to be used by therapists for other purposes as well. One was to 

express their own views regarding the respondents' situations through using leading 

questions, some of which appeared to be confrontational. Such questions tended to be 

appreciated by parents when directed at the children, but less so when directed at 

themselves. 

Interestingly, several respondents interpreted some of the therapists' questions as 

advice. This result is similar to that obtained by Swint (1994). Hence, when respondents 

reported their therapist gave them advice, caution must be used. They may indeed have 

been questioned, but have experienced the process as receiving advice. 

Several respondents saw some of the questions as inappropriate. One was when 

leading questions were used to convey the therapist's views. Another was that the 

questions were superficial and did not address the respondents' issues. Lastly, for one 

respondent, the focus of the questions was on the family, not on the IP, which they 

expected. In the latter case, the therapist's use of questions contributed to their 

termination decision. 

In summary, the use of questions was realized as a therapeutic tool and broadly 

contributed to the therapeutic process. However, certain use of questions also contributed 
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to some respondents' termination processes. An overriding issue arises: are questions 

the most effective intervention? For the woman who quit after hearing she would not be 

receiving the advice she wanted, the answer was no. In her case, the type of questions 

asked did not match the client's perceptions of what therapy was like. Furthermore, the 

questions reported as "not helpful" for some clients may have been "good narrative 

questions" from the prospective of the therapy model, but a poor fit with the respondents' 

expectations. These issues regarding the effective use of questions remain for future 

investigations. 

Externalization of the problem. In discussing the respondents' problems, there were 

no indications that the respondents viewed their problems in an externalized way. The 

respondents talked about behaviors of family members and their problems in personal 

and not in externalized terms. If the therapists engaged in such techniques, they appeared 

to be subtle and transparent to the respondents, and did not appear to generalize into the 

respondents' language. 

Other narrative techniques. There were respondents who attributed the changes 

they made through the conversation itself, which is consistent with the view of Anderson 

and Goolishian (1988). When asked, they attributed their changes to no other techniques, 

such as gaining insight through the therapists' questions or advice. One theme that 

emerged from the respondents' data was a sense of balance in the therapists' presentation. 

This balance included moving from problems to solutions, humor to serious discussion, 

advice to questions, and client weaknesses to strengths. This aspect of narrative therapy 

has not been sufficiently articulated, nor its benefit to clients espoused. 
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Other therapeutic interventions. The therapists also utilized techniques found in 

other therapies: limit setting with children, keeping sessions at an appropriate level of 

emotional intensity, using art work, and assigning homework. Though not "narrative," 

these interventions were seen as helpful to some respondents. 

Consistency with narrative concepts. The agency therapists were consistent with 

most of the narrative concepts. There were instances where the therapists expressed their 

views, which were appreciated in most instances, but not all. There was no evidence that 

externalization was used; yet the technique is central to narrative therapy (White, 1984). 

As stated earlier, whether the therapists used externalization is unknown due to potential 

differences between respondents' perceptions and therapists' behaviors. Such perceptual 

differences are hypothesized, but were not directly assessed. In summary, the 

respondents experienced therapy consistent with narrative principles. 

Strengths and Weaknesses. 

Narrative therapy has a number of strengths. First, the respondents cared for and 

respected their therapists. In Bordin's terms (1979), a strong personal bond was formed 

between the therapists and respondents. Even the face-to-face not-helped respondents 

rated their therapists very highly. Of all the respondents, one of the eight face-to-face 

respondent families and two of the 21 telephone respondents did not feel comfortable 

with their therapist. All those who did not form a positive bond terminated after one 

session. The remainder had good things to say regarding their therapist. 

The therapy that the respondents experienced is also consistent with what the 

literature finds to be helpful for clients, which will be covered in more detail in the next 

section. Included are being active with the clients, being in control, asking questions, 
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stimulating and moderating family interactions, offering new viewpoints and advice 

in a ,non-directive way (mostly), collaborating with the clients to find solutions, finding 

out what the client problems are, and focusing therapy on those problems. In general, the 

therapists practiced what is recommended in the literature. However, there were 

examples of when they did not focus on problems or not give advice that lead to clients' 

termination. 

There are several areas where narrative therapy has weaknesses. The first is with 

some multicultural situations. There were a series of difficulties in working with a 

Hispanic family that seem directly related to shortcomings in narrative therapy. Included 

were not giving advice, not being directive, and not respecting the family hierarchy. The 

apparent casualness of the narrative therapist also interfered with the Hispanic 

respondents' therapy. Next, some respondents perceived that their children manipulated 

the therapist. By therapists soliciting all opinions, and seeing all views as valid, parents 

may have felt the children's power was excessive, especially if the therapist honored the 

children's views. This inclusiveness is an area where narrative therapists may have some 

difficulty. However, only two out of the 21 respondents mentioned this as a significant 

problem. 

Finally, in the initial sessions when exploring respondents' expectations about what 

happens in therapy, the therapists may have adhered too rigidly to narrative theory in 

explaining what they do, and not do. For example, there were instances where parents 

wanted advice and someone to side with them. A respondent reported a therapist telling 

them they would not do this, which is correct according to narrative theory. The 

respondents immediately terminated after the first session. However, there were 
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examples in the face-to-face interviews where therapists gave advice and sided with 

the parents, and such therapist behavior was perceived as helpful. Hence, the therapists 

may be unnecessarily turning way families that could be served at the agency. 

Overall Assessment 

Overall, the vast majority of the respondents were positive about their narrative 

therapeutic experience and were helped. There are indications that a few respondents did 

not want what narrative therapy offered, and terminated therapy. In general, these 

respondents wanted more direct interventions and advice. Though not suitable in 

meeting all respondents' expectations, narrative therapy appeared effective for the 

majority of respondents. 

Comparisons to the Literature 

In general, literature on clients who unilaterally terminate therapy (UTs) compares 

them to those who completed therapy. Since this research focused exclusively on UTs, 

such comparisons are not possible. 

Termination Rates 

Comparisons of the research with termination findings for families are given in 

Table 17. Shown are the percentages of the total clients seeking therapy who are UTs, as 

well as the average number of therapy sessions that they attended. The agency 

participating in this study has an overall unilateral termination rate of 47.5%. The typical 

rate from the literature is 20 to 50%. Hence, the agency's rate is on the high side, which 

is understandable considering the agency primarily serves lower SES clients; and low 

SES is one of the most consistent variables associated with increased UT rates 

(Armbruster & Fallon, 1994; Bischoff & Sprenkle, 1993; Hampson & Beavers, 1996a; 



Table 17 
Comparisons with Research Studies on Unilateral Terminations from Family Therapy 

Termination Research Criterion Average number of 
Authors Rates For UT Clients Sessions Attended 

• Alexander, Barton, Schiavo, 43% Not return, or Not available 
& Parsons (197 6) Against therapist advice 

• Allgood & Crane ( 1991) 15% Terminate before 2nd session Not available 

• Anderson, Atilano, Bergen, 58% Terminate w/o meeting goals <3 .4 sessions> 
Russell, & Jurich (1985) <8.8 sessions>b 

• Chamberlain, Patterson, Reid, 33% Terminate before 5th session Not available 
Kavanagh, & Forgatch. (1984) 

• Kazdin & Mazurick ( 1994) 47.5% Unilateral decision <4. 7 sessions> 

• Kazdin, Mazurick, & Bass ( 1993) 38.5% Terminate before ih session <2.4 sessions> 

• Prinz & Miller ( 1994) 29, 47% a Not complete program <7. 0 sessions> 

• Shapiro ( 197 4) 40% Terminate before 4th session Not available 

• Sigal, Barrs, & Doubilet (1971) 31% Against therapist advice Not available 

• Slipp & Kressel (1978) 42% Against therapist advice <4.2 sessions> 

• Szapocznik, Kurtines, Santisteban, 17,413/oa Not available Not available 
& Rio (1990) 

• Winter (1993) 5, 37, 61 ¾a w/o therapist's agreement Not available 

• Woodward, Santa Barbara, Levin, 22% w/o therapist's agreement Not available 
& Epstein (1978) 

• Hoper (1999) 47.5% w/o therapist's knowledge <4.1 sessions> 

Note. aDifferent rates represent different therapy approaches. bFor clients who completed therapy. 

N 
0\ 
N 



263 

Prinz & Miller, 1994; Kazdin, 1990; Kazdin, Holland, & Crowley, 1997; Kazdin, 

Mazurick, Bass, 1993; Kazdin & Wassell, 1998; Viale-Val, Rosenthal, Curtiss, & 

Marohn, 1984). For the overall agency, as well as the research respondents, the average 

number of sessions UTs attended was 4.1 sessions. The average number is within the 

range of those of other agencies. In summary, the agency termination rates and average 

number of sessions attended are typical of those reported in other publications. 

Client Variables 

Due to the nature of this study, respondents' demographic information is limited. 

However, in some areas comparisons with other authors are possible. In the interviews, 

the not-helped respondents were more likely than the helped respondents to see their 

problems as residing in another person, usually the IP. This finding is consistent with a 

similar finding that such clients have higher UT rates than those who see their difficulties 

as residing in the family as a whole (Allgood & Crane, 1991; Kazdin & Mazurick, 1994; 

Kazdin, Mazurick, & Bass, 1993; Slipp & Kressel, 1979; Woodward et al., 1978; 

Zimmerman & Dickerson, 1994). 

The UT not-helped respondents also had more extensive therapeutic experiences, 

than did the helped respondents. This finding appears to be counter to the finding that 

previous therapy experience tends to decrease UT rates (Hoffman, 1985; Pekarik, 1985a; 

Pekarik & Stephenson, 1988) or be neutral (Armbruster & Fallon, 1994). However, no 

comparisons were made between ETs and UTs in this study. However, if previous 

extensive therapy is an indication of lower family functioning and more severe problems, 

the data would be consistent with many authors (Beck & Jones, 1973; Hampson & 
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Beavers, 1996a, 1996b; Kazdin & Mazurick, 1994; Kazdin, Holland, & Crowley, 

1997; Kazdin, Mazurick, & Bass, 1993; Kazdin & Wassell, 1998). 

Client expectations being met or not being met played an important part in 

termination. Overall, 40% of those who terminated for internal or external reasons stated 

that therapy did not meet their expectations. This value compares to Farley, Peterson, 

and Spanos (1975) who found that therapy expectations were not met for 58% ofUTs, 

and 46% of them terminated therapy for this reason. 

Life events and external circumstances were found to impact termination. This 

finding is consistent with findings by numerous authors ( e.g., Kazdin, Holland, & 

Crowley, 1997; Kazdin & Wassell, 1998; Winter, 1993). Numerical comparisons with 

other authors' findings are made in a later section. 

Therapist Variables 

Effective therapist variables of humor, warmth, understanding, and attention 

characterized the therapists in this study (Lambert & Bergin, 1994; Alexander, Barton, 

Schiavo, & Parsons, 1976). With these characteristics, the agency therapists were able to 

form strong bonds with the respondents. The therapists were liked most respondents. 

Respondents had some difficulties with the life experiences of some of the therapists. 

For example, respondents terminated therapy due to the perception that their therapist 

would not understand them due to race and SES differences, as well as not having 

children. These are areas to explore with the clients to assure that expectations can be 

understood and the reasons behind them. 
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The Bond Component 

Clients' feelings for the therapist are important and impact outcome and UT rates 

(Beck & Jones, 1973; Friedlander, Wildman, Heatherington, & Skowron, 1994, Kazdin, 

Holland, & Crowley, 1997, Kazdin & Wassell, 1998). As previous stated, the bond 

between the therapists and the respondents was strong. Less than 10% mentioned issues 

associated with their therapist as contributing to termination. This percentage is 

comparable with other finding reported in a later section. 

The Task Components 

Literature indicates that UT rates for clients in marriage and family therapy were 

lower when therapists gave advice to the clients (Anderson, Atilano, Bergen, Russell, & 

Jurich, 1985; Merrington & Corden, 1981 ). Confirming this finding, respondents 

reported receiving advice from the therapists and that it was generally helpful, whether 

the advice was direct or was received through use of questions. There were instances in 

which advice was not given, and this contributed to termination. 

Most agency therapists did focus on understanding client expectations. The 

importance of this is substantiated by numerous authors (Crane, Griffin, & Hill, 1986; 

Farley, Peterson, & Spanos, 1975; Philips et al., 1997; Santisteban et al., 1996; 

Szapocznik, Kurtines, Santisteban, & Rio, 1990; Todd, Joanning, Enders, Mutchler, & 

Thomas 1990; Viale-Val, Rosenthal, Curtiss, & Marohn, 1984). Included were clients' 

expectations regarding the type of therapy. Where a discrepancy existed between what 

respondents wanted and what the therapists claimed to give ( e.g., advice on how to 

handle their children), respondents promptly terminated. Merrington and Corden (1981) 

speculate that family therapy may increase UT rates with clients who expect individual 
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therapy and think family therapy is inappropriate for their problems. In the face-to-

face. interviews, some respondents continued to want an alternate to family therapy ( e.g., 

individual or residential treatment), but no termination decisions were made on that basis. 

Overall, family therapy was well received. Related to expectations, is understanding the 

respondents' problems and then actively focusing on them in therapy. This understanding 

of and focusing on client problems appear to be a strength of narrative therapy. When 

not done, such omissions contribute to termination. 

The respondents appreciated their therapists being active ( e.g., asking questions, 

moderating conversation, and interacting with the respondents). Their appreciation is 

consistent with the literature (Holtzworth-Munroe, Jacobson, DeKlyen, & Whisman, 

1989; Odell & Quinn, 1998; Postner, Guttman, Sigal, Epstein, & Rakoff, 1971; Shapiro 

& Budman, 1973; Slipp & Kressel, 1978). 

The respondents reported that their therapists were collaborative in problem 

solving, which they found to be helpful. The effectiveness of being collaborative has 

been found by a number of authors (Holtzworth-Munroe, Jacobson, DeKlyen, and 

Whisman, 1989; Odell and Quinn, 1998; Patterson & Chamberlain, 1994; Swint, 1994; 

Wark, 1994). Respondents also reported the therapists were in control of the session and 

focused on the problems. Being in control though effective use of communications is 

important in reducing UTs (Heatherington & Friedlander, 1990a; Shields, Sprenkle, & 

Constantine, 1991 ). However, the agency therapists were not seen as directive in the 

sense of telling others what to do, with increases client resistance and UT rates (Anderson 

et al., 1985; Patterson & Forgatch, 1985). 
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Hampson and Beavers (1996a, 1996b) offer a more complex view. They found 

that whether or not it is effective with clients to be collaborative, to be open regarding 

therapeutic strategy, or to have a flat therapist-client hierarchy depends on family type. 

For families that are cohesive and have internal resources, being collaborative is helpful. 

The opposite is true if the family is not cohesive and has few internal resources. How 

Hampson's and Beavers' view fits with the respondent data can not be ascertained; no 

direct measures of respondents' cohesiveness and internal resources were made. Even 

qualitatively, those distinctions would be difficult to make based on the face-to-face 

interview respondent data. 

Regarding multicultural issues, the results were mixed. Of the one Hispanic family 

and two African American families in the face-to-face interviews, difficulties were found 

with the Hispanic and with one of the African American families. The difficulties 

confirm the need to be culturally sensitive in dealing with minorities. This issue with 

minorities was a weakness found with some of the agency therapists. 

When comparing theories by Bowen, Haley, and Satir (Winter, 1993 ), narrative 

therapy is closer to that practiced by Satir in emphasizing communications and honoring 

everyone in the family. Due to different experimental methodologies between the present 

study and those followed by Winter, no direct comparisons are possible between the Satir 

and the narrative findings. However, one commonality between the two was the almost 

universal caring of the respondents for their therapists, which was not true for the 

therapists using theories by Bowen or Haley. 
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Goal Component 

. Understanding and working toward respondents' goals was generally done, which 

the respondents appreciated. However, there was no indication, except for one girl who 

made a good-behavior list, that the goals were concretely determined. Instead, general 

problem areas were identified and explored. One out of 21 complained that this was not 

done and the respondents terminated due lack of focus on their problems. 

Quantitative Research Comparisons Regarding Therapy Experiences of Clients 

The telephone interview results are compared to other authors' data on clients who 

terminated family therapy (Tables 18 and 19). Other authors' data were taken from 

Tables 2 and 3, where as the telephone respondent data is based on Tables 8, 10, 12, 16, 

and 17. The first category in Tables 18 and 19 is "External/Environmental factors." 

Included are items such as difficulties scheduling appointments and various situational 

difficulties; they are external to the therapeutic process. The second set of categories is 

based on the therapeutic alliance as defined by Bordin (1979) for "Bond," "Tasks," and 

Goals." The fifth category is "Therapeutic Outcome," which is a measure of the 

effectiveness of the therapeutic process. The final category, "General Considerations," 

contains factors that are more global, or do not exactly fit into the previous categories. 

Examples include whether or not the respondents' expectations were met, or if their 

overall experience were positive. 

Research comparisons regarding therapeutic experiences of UT clients. 

Comparisons of the telephone interview data with information from seven applicable 

publications are displayed in Table 18. The data in the first six columns on the left-hand 

side are for UTs, with the present study's results listed in column 6. The next four 



Table 18 
Comparisons with Therapeutic Experiences of Family Therapy Clients: Telephone Interviews 

Unilaterally Terminate Family Theragy Comglete Family Theragy 
Zimmermann-

Farley Sigal Slipp & Winter Tansella & Crane Sigal Slipp & Woodward 
et al. et al. Kresse! Colorio Hoper et al. et al. Kresse! et al. 
1975 1976 1978 1993 1986 1999 1986 1976 1978 1978 
N=52 N=31 N=8 N=18 N=17 N=21 N=102 N=62 N=10 N=279 

External/Environmental Factors 
• scheduling/travel & situational 39% 10% 21% 

Bond 
• dissatisfied with therapist 33% 18% 
• not understood by therapist 42% 22% 18% . angry at therapist 17% 
• critical comments about therapist 29% 33% 29% 24% 52% 

Tasks 
• clients not prepared 44% 
• dissatisfied with parent involvement 37% 21% 25% 31% 
• child/family resistive 20% 10% 
• not satisfied with therapy tasks 18% 20% (est) 

Goals 
• disagreement over diagnosis 16% 

Therapeutic Outcome . progress sufficienUproblem improved 47% 78% 86% 72% 45% 60% 73% 74% 88% 79% 
• progress insufficienUno change 53% 14% 17% 40% 20% 12% 
• deterioration 11% 7% 

• recidivism/sought help elsewhere 16% 38% 20% 15% 15% 
• parents benefited 61% 
• handle on own 17% 

General Considerations 
• positive experience/helpful 61% 32% 56% 74% 69% 64% 

• could recommend family approach 71% 
• would recommend center 88% 
• would return 50% (est) 82% . expectations partial or fully met 42% 60% 

. fear of friends/family disapproval 50% . negative feeling about atmosQhere 29% 
N 
0\ 
I..O 



Table 19 
ComQarison of Client Reasons for Unilaterally Terminating Family TheraQy: TeleQhone Interviews 

Primary reasons for termination All reasons for termination 
Zimmermann-

Beck & Lowman Tansella Hoper Farley Prinz & Winter Hoper 
Jones et al. & Colorio et al. Miller 
1973 1984 1986 1999 1975 1994 1993 1999 
N>2,500 N=36 N=17 N=21 N=52 N=12 N=18 N=21 

External/Environmental Factors 

• scheduling/travel & situational 17% 42% 42% 24% 45% esta 73% 56% 62% 
• intra personal (illness/moods) 20% 17% 
• can not afford 14% 21% 19% . miscellaneous 14% 

Bond 

• dissatisfied with therapist 5% 5% 11% 0% 17% 10% 

Tasks . dissatisfied with therapy 5% 5% 
• dissatisfied with interventions 10% 6% 10% 

• dissatisfied with parent involvement 20% 5% 

• child/family resistive 12% 39% 5% 

Goals 
• disagreement over diagnosis 5% 

Therapeutic Outcome 
• progress sufficienU 24% 8% 21% 19% 22% 17% 24% 

problem improved 
• progress insufficienUno change 18% 9% 19% 37% 24% 

• deterioration 6% 

• parents didn't benefit 20% 
• handle on own 10% 17% 

General Considerations 

• expectations not fulfilled 46% 

• dissatisfied with services 28% 35% 33% . some family members want to quit 15% 11% 5% 56% 

• thought therapy was over 30% 

• miscellaneous 10% 11% 5% 8% 6% 10% 

Total 100% 100% 100% 100% N/A N/A N/A N/A N 
Note. aEst = estimated from data --...) 

0 
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columns of the right-hand side are for ETs. All comparisons between UTs and ETs 

were done in Chapter 2; no ET respondent data was gathered in the present study. The 

"N=" numbers displayed under the respective authors' names are the number of 

participants in their studies. Two types of responses are displayed. For some data 

categories, clients responded several times ( e.g., General Considerations). In other 

categories, only one response per respondent is listed (e.g;, under Therapeutic Outcome). 

In the category of External/ Environmental Factors, the present research result of 

10% is low compared to other authors. The means that external factors were less of a 

problem in evaluating the agency's therapeutic resources compared to other factors, such 

as therapists' interfering behaviors. The highest percentage (39%) was in Winter's study 

( 1993 ), where commuting distances were significant. The Bond subcategory lists aspects 

that interfere with relating to the therapists. Included are general dissatisfaction, not 

being understood, angry with therapist, and "critical comments about therapist." Critical 

comments documents the percentage of respondents who made negative comments about 

their therapist. Eighteen percent of telephone respondents were dissatisfied in the current 

investigation with their therapists. When compared with other studies' findings in 

comparable categories, such as not being understood by the therapist, or angry with 

therapist, 18% is one of the lower values. Twenty-nine percent of the telephone 

respondents in the present study made critical comments about their therapists, which is 

comparable to the other authors' results, except Woodward et al. (1978), whose result is 

significantly higher. Overall, bonding obtained by the agency therapists was positive and 

comparable to other studies. 
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In the Tasks category, no telephone respondents in the present study indicated 

thatthey were not prepared for therapy. Twenty-five percent of the telephone 

respondents expressed dissatisfaction with family therapy and wanted either individual or 

residential services for the IPs. This percentage is comparable to the other studies. The 

next subcategory, child/ family resistive, indicates when family members did not want to 

attend, for example IPs refusing to come to therapy. Ten percent of the telephone 

respondents' children refused to attend. Only Farley et al. (1975) reported similar data; 

his resistance rate was 20%. Overall, resistance was significant, but not a major factor 

for most respondents. The last subcategory in Tasks is not being satisfied with the 

therapy tasks themselves. Eighteen percent of telephone respondents in the current study 

is comparable to the 20% reported by Woodward et al. (1978). The major difference was 

the respondents' actual objections. For Woodward et al., negative remarks were given 

regarding the therapists' abilities of structuring sessions, providing feedback, and 

summarizing. Respondents in the present study complained about therapists not giving 

advice, not siding with the adult respondents, and not addressing respondents' issues. 

Hence, each therapeutic model has its shortcomings. 

Little data was obtained regarding goal issues. In the current study, the only 

problem for one client was their therapist not pursuing them, which is a task issue. 

For Therapeutic Outcome, the top three subcategories give an overall indication of 

outcome. The bottom three subcategories contain further measures of client satisfaction/ 

dissatisfaction. Sixty percent of the telephone respondents in the present investigation 

improved, which is greater than the results reported by Farley et al. (1975) and 

Zimmermann-Tansella and Colorio (1986), and less than the remaining seven. Two other 
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values for improvement are by Kazdin and Wassell (1998). They reported that 34% 

of the UTs and 79% of the ETs improved through attending their more structured 

program. Overall, the telephone respondents appeared to be helped, but perhaps not as 

much as some of the other agencies' clients. Recidivism appears to be a problem for 

between 15 - 38% of the authors. The agency's result of 20% is within the reported 

range. 

Under General Considerations, the only data point for the telephone respondents is 

regarding expectations. Sixty percent of the respondents partially or fully met their 

expectations, which was larger than the 42% obtained by Farley et al. (1975). 

In summary, the telephone respondents' data regarding the therapy experiences of 

UTs in the present study are similar to those reported by other authors. Basically, the 

majority had positive therapy experiences and were helped through the therapy process. 

Research comparisons regarding termination reasons of UT clients. The telephone 

respondents termination information is compared to applicable data for six applicable 

publications (Table 3) in Table 19. The same categories and notations are employed as in 

Table 18. The various authors' data are presented in two different ways. The first four 

columns present the clients' major reasons for termination (Beck & Jones, 1973; Lowman 

et al., 1984; Zimmermann-Tansella & Colorio, 1986). The percentages total to 100%. 

Other authors solicited multiple reasons (Farley et al., 1975; Prinz & Miller, 1994; 

Winter, 1993). This data is listed in the right-hand side of the table. To aid comparison, 

the telephone respondent data from this study are presented both ways: primary reasons 

that total to 100%, and all reasons that include respondents' multiple responses. The 

source for the telephone respondent data is Tables 8 and 10. 



The data in the External/Environmental category are different from those in 

TabJe 18. In Table 18, the values are in comparison to the respondents' overall 

therapeutic experience. In Table 19, they are related to the termination decision only. 
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For a primary reason for termination, combining the telephone respondents' values for 

scheduling and affordability yields 38%, which is comparable to the other authors, except 

for Beck and Jones, which is lower. When considering all reasons for termination, the 

telephone respondent data (62%) for scheduling/travel is comparable to other authors as 

well. Regarding affordability, the only comparison is with Farley et al. (1975). The 

results are comparable (21 % versus 19%). Finally, the telephone respondents gave some 

miscellaneous reasons, such as a father returns from prison and the son improves. 

Overall, the values obtained from the telephone respondents are comparable to others' 

data, supporting others' data that External/ Environmental Factors are significant in 

making termination decisions. 

The Bond data seems comparable across all studies (0 to 17% dissatisfaction). 

Overall, therapists are generally liked and have established a bond with most respondents. 

Comparing the Tasks data, for primary reasons for termination, 10% of telephone 

respondents reported being dissatisfied with interventions, which is comparable to the 5% 

of Jones and Beck (1973). When comparing all reasons data, the telephone respondent 

data for dissatisfied with parent involvement (5%) and child resistive (5%) appear lower 

than the other data, especially Winter's (1993). However, because of the scarcity of data, 

any conclusions would be preliminary. There were no termination reasons given that 

could be interpreted as related to Goals, hence no comparison can be made. 
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In the Therapeutic Outcome category, the telephone respondent data for both 

primary reasons and all reasons for termination is evenly split between progress and no 

progress. Furthermore, the values obtained are comparable with the other authors. 

Hence approximately 20% terminate due improvement and another 20% due lack of 

results. When comparing the all reasons for termination data, outcome appears to be 

important to about 50% of the respondents. 

The telephone respondents provided minimal information to the General 

Considerations category. Perhaps this is due to the detailed breakout of the telephone 

respondents' data into other categories. The only ones are 1) one child wanted to quit 

(5%) and 2) assorted miscellaneous reasons (5 and 10%). 

Overall, the telephone respondent termination data is comparable to those from 

previous publications. The main difference from previous studies is the comprehensive 

categorization of the reasons into a scheme that facilitates understanding. 

Summary. The comparison of the telephone respondent data in the current research 

with other studies' respondents who unilaterally discontinued therapy yielded one major 

result. No major differences between the present research and published data were 

found; the therapy experiences and reasons for termination of the telephone respondents 

are more similar to published data than dissimilar. Overall, narrative therapy appears to 

yield similar results to other family therapies. This finding is consistent with the UTs' 

data on termination rates and average number of sessions attended before termination. 

Summary of Literature Comparisons 

Overall, the research results compare favorably with the literature findings 

regarding bond, tasks, and goals. The basic therapeutic approaches used by the agency 
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therapists have been reported to be effective. When the agency therapists strayed and 

used other approaches, respondent dissatisfaction occurred along with termination. In 

comparing the experiences and termination reasons of the telephone respondents with 

other authors' data, the results are comparable. Hence, the overall results do not 

demonstrate a clear superiority to other orientations. This finding does not negate 

narrative therapy, but indicates that narrative therapy is consistent with good therapy 

practices and that it compares favorably to other significant programs that use other 

orientations. To "definitively" answer the effectiveness of narrative therapy versus other 

orientations would take an experimental design, instead of this simple, though 

comprehensive set of comparisons. 

Comparisons to Models of Termination 

Two models associated with termination were presented in Chapter 2, the 

Transtheoretical Model for Change by Prochaska and DiClemente (1982), and the 

Barriers-to-Treatment model by Kazdin, Holland, and Crowley (1997). In this section, 

the termination model developed in Chapter 4 and illustrated in Figure 3 will be 

compared to these two models. 

Transtheoretical Model for Change 

Prochaska and DiClemente (1982) proposed a transtheoretical model for change 

(TTMC) based on a stage theory. This model consists of six stages: pre-contemplation, 

contemplation, preparation, action, maintenance, and termination. In addition to the 

various stages, two key aspects of this model apply to unilateral termination from 

therapy. First, people can discontinue the change process at any stage and then reengage 

at a iater time. Thus, reversion to old patterns is an inherent aspect of the model, and is 
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expected and not pathological. Second, according to Prochaska and DiClemente, the 

tasks of therapy and the therapeutic relationship should match the stage of the client (e.g., 

explore impact of the problem in the pre-contemplative stage). 

The best merger of the TTMC with the respondent data is when therapy is seen as 

an adjunct to the client's change process. Depending on the respondent, therapy may not 

be the preferred method to augment change, for there are many other ways. Included are 

talking to a friend, minister, or teacher, reading a relevant book, or using self-awareness 

and willpower. However, therapy may or may not be the appropriate vehicle for all 

members in the family. For example, a teenager did not like the therapy process itself, 

but was open to working out issues with his mother. Some respondents wanted to resolve 

problems with their children on their own without therapy. In summary, the basic 

question the respondents answered was how applicable the therapeutic process was to 

help resolve their problems (i.e., change). For some, it was; for others, it was not. 

If therapy is perceived as possibly helpful, the next issue for the persons/ family is 

whether the therapy being offered is relevant to resolve their problems. According to the 

TTMC, the therapeutic tasks and relationships depend on the respondents' stage of 

change. When respondents sought therapy, they or someone in their family knew there 

was a problem. They are likely to be past the pre-contemplation stage, though their part 

in the problem may not be fully understood. However, all family members may not agree 

with that view. Hence, different family members may be in different stages. According 

to the TTMC, the issue facing the therapist is how to handle various family members who 

are at different stages. The face-to-face interviews provided evidence that the therapists 

were able to do this; for many of the children started in the pre-contemplative stage, but 



shifted to a different stage during therapy. However, the relevance of therapy 

appeared to rest on the parents' shoulders; they were the ones to make therapeutic 

decisions. 
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The data show that adult respondents started evaluating the value of therapy the 

moment they contacted the agency and continued the evaluation in the Initial contact and 

into the Therapeutic process (Figure 3). This ongoing evaluation process is associated 

with the Decision factors in the termination model. The respondent data indicates that 

unilateral termination for some respondents was associated with perceiving the therapist 

and tasks as not helpful to their change process. Though such terminations could be seen 

as "resistance to change," no data supports such a view. However, there were no specific 

probes or test instruments to explore this specific point. 

Termination was also seen when therapy aided the respondents in achieving their 

goals and expectations. In this case, the respondents could be seen as having moved to 

the action and maintenance stages, where they can handle situations and resolve problems 

on their own. With some respondents, this occurred in a single session, others took 

longer. Finally, termination occurred when outside factors interfered with attending 

therapy. 

Classifying respondents according to stage, offers some additional insight into the 

relevance of the TTMC to termination. First, the not-helped respondent adults/ parents 

were more likely to externalize problems and place their resolution on the child changing. 

In these cases, the not-helped respondent adults could be seen as in the pre-contemplation 

stage, since they did not comprehend their role in the problem. Since their role in the 

problem was not understood, change was unlikely. The helped respondent adults tended 
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to have a more systemic view of the problem. Furthermore, their awareness increased 

during the therapeutic process regarding different parenting roles and what they could do 

differently. With the not-helped respondent adults, an increase in such awareness was 

less prevalent. 

The next classification is with the respondents' children. Of the face-to-face 

respondent children, only one was initially open to therapy. None of the others wanted to 

attend. Using the TTMC, children could be conceived as being in the pre-contemplation 

stage, or contemplation stage if they saw their part in the problem. According to the 

TTMC, the helped respondents' children moved to the action/ maintenance stages through 

attending therapy, where as some of the not-helped respondents' children may have 

started into the action stage, but reverted to old behaviors. They did not make it through 

the action stage, into the maintenance stage. If their parents remained in the pre

contemplation stage, the children may have difficulty initiating and maintaining new 

behaviors. The telephone and face-to-face respondents mentioned that reversions did 

occur. Some attributed the reversions to not going long enough to therapy, i.e., not long 

enough to help "progress" to the next TTMC stage. Others were able to handle the 

reversions and not be defeated ( e.g., were in the action to maintenance stage). Finally, 

some adults and children were defeated by reversions ( e.g., were in the pre-contemplation 

to preparation stage). Such defeats characterized the face-to-face not-helped adult 

respondents' experiences. 

TTMC concepts were not explicitly incorporated into the research design or the 

proposed termination model. However, therapists could use TTMC concepts by 

integrating them into the Initial contact and Therapeutic process of the model. The 
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inter.actions to meet the clients at his/her stage of change. 
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The narrative model fits nicely into the TTMC in that narrative therapy explores the 

clients' problems and its impact on the functioning of the family members, then aids the 

clients resolve the problem. However, there is nothing explicit in narrative to make it the 

"best" fit with TTMC model. Other therapies could work within the TTMC as well. 

However, since narrative therapy assumes more of a "not knowing" position, a 

mechanistic implementation of TTMC is unlikely, where the client is judged as to his/her 

stage, and then the therapist follows prescribed techniques. Any implementation of 

TTMC concepts is likely to be viewed as simply one more way of viewing the client's 

world. 

In summary, the TTMC can be seen as one way to view unilateral terminations. 

There was no verbal evidence that respondents terminated due to resistance to change. 

Furthermore, the complexities of termination due to various factors, such as external 

forces, are missing. What was evident is that respondents seemed to be at different stages 

of change upon entering therapy. From the face-to-face interviews, those adults who 

were more open to their own issues had the greatest success in family therapy. The 

strength of the TTMC model appears to be offering another way to assess clients to better 

meet their goals and expectations. As such, TTMC complements the processes that occur 

in the present termination model. 

Barriers-to-Treatment Termination Model 

In 1997, Kazdin, Holland, and Crowley (1997) proposed and tested the Barriers-to

Treatment Termination Model (BTTM) to predict premature termination based on their 



281 

cognitive-behavioral therapy program, with emphasis on psychoeducation of parents 

and ,children. Their treatment duration ranges from 7 to 10 months. The model, 

described in Chapter 2, combines client demographic information, critical one-time event 

information, and barriers-to-treatment variables. The barriers-to-treatment variables are 

1) Perceived Relevance of Treatment (relevance of treatment in meeting expectations), 

2) Stressors and Obstacles that Compete with Treatment ( ongoing events that interfere 

with participation, such as scheduling difficulties), 3) Relationship with the Therapist 

(perception of bond with, and competence of the therapist), 4) Treatment Demands and 

Issues ( concerns and complaints about treatment, including cost and difficulty). 

When calculating termination rates, demographics accounted for approximately 

20% of the variance associated with predicting premature termination. The barriers-to

treatment effects explained an additional 11 or 26% of the variance, depending on 

whether the patients or therapists (respectively) made the assessment. The rank order of 

contributors is Relevance to Treatment, Stressors-Obstacles, Relationship to Therapist, 

and lastly Treatment Demands, which was small. Critical Life Factors, significant one

time events, did not significantly reduce the variance. Overall, the model is an excellent 

analysis of a multiplicity of variables that characterize the class of persons who 

unilaterally discontinue therapy, and the relevance of these variables to termination. 

Variables include demographic data, test and assessment scores, therapy attendance, and 

ratings of therapy. 

The purposes of the BTTM and current termination model (Figure 3) are different. 

The purpose of the BTTM is to quantify aspects of clients and therapy to 1) determine the 

relevance of the multiplicity of measures to termination, 2) predict termination rates, and 
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3) identify clients who are at risk for unilateral termination. In contrast, the purpose 

forthe current author's termination model is 1) to provide a comprehensive model of 

clients processes in selecting, utilizing, and discontinuing therapeutic resources, 2) to 

identify key components associated with these processes, and to structure them into a 

meaningful whole, including interactions between components, and 3) to show 

perceptions and understanding that form the basis of the model. The termination model 

is dynamic; the various components interact with each other and their importance can 

change throughout the therapy seeking/ using processes. The BTTM is static. Though 

quantification of the current termination model is perhaps possible, at this point it is 

secondary to developing the conceptualization. The BTTM could quantify some aspects 

of the current termination model, specifically the Client Factors and most of the Decision 

Factors. Decision Factors that are missing in the BTTM are the Client family, Agency, 

and Initial contact factors (see Figure 3). 

An important difference between the two models is how they were conceptualized. 

In this study, external/ internal factors, therapeutic alliance, and outcome have been the 

backbone of structuring literature and the research (Tables 18 and 19). Kazdin and his 

colleagues have instead focused on demographics and the barriers that occur with people 

utilizing their treatment program. The barriers-to-treatment components are gross 

measures of client therapy, where as the termination model focuses on specific aspects of 

therapeutic processes, especially those that are helpful/not helpful. The BTTM and the 

current termination model consolidate aspects contributing to termination in different 

ways. In some instances, the BTTM consolidates factors associated with termination 

more than the current termination model. In other instances, the opposite is true. For 
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example, Relevance to Treatment factor in the BTTM consolidates Tasks, Goals, and 

Therapeutic Outcome in the current termination model (Table 18). Hence, without 

further analysis, importance of Tasks, Goals, and Therapeutic Outcome cannot be 

obtained from Kazdin's and his colleagues' data. Conversely, the External/ 

Environmental Factors in the current termination model consolidates Stressors-Obstacles 

as well as Critical Events in the BTTM. Regarding therapist issues, both models 

consolidate at the same level; Bond in the current termination model correlates to 

Relationship to Therapist in the BTTM. Finally, there are no good correlations or 

consolidations regarding the factor Treatment Demands and Issues of the BTTM. This 

factor is a mix of Tasks (e.g., length of treatment, child refuses to attend, treatment 

confusing) and External/Environmental Factors ( e.g., costs, atmosphere of agency) in the 

current termination model. 

In addition to the conceptualization differences, there are other reasons that direct 

comparisons with the termination model are difficult. Other differences include 

1) therapeutic models on which they are based (narrative vs. cognitive/ behavioral); 

2) respondent demographics ( e.g., IP ages: teenagers vs. an 8.2 year average); 

3) research purpose (comprehensive understanding of the process vs. the relevance of the 

many variables to predicting termination); and 4) types of data collected (qualitative vs. 

quantitative). Furthermore, the results for the BTTM are typically given based on scores 

associated with their assessment instruments in differentiating between ETs and UTs 

(Kazdin, Holland, & Crowley, 1997). In this research, since their assessment instruments 

were not used, and no ET data was gathered, no relevant comparisons are possible. 
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A recent data analysis associated with the BTTM (Kazdin & Wassell, 1998) 

indicated that 34% of those who unilaterally terminated reported improvements, versus 

60% in the present research. Comparing those who did not improve with those that did, 

Kazdin and Wassell found several distinguishing variables. For the children who were 

not helped, the parents had more "psychopathology and stress," the children had more 

"dysfunction and impairment," and all barriers-to-treatment factors were significantly 

higher. In the present research, no direct measures of psychopathology of the children or 

adults were made. However, if extensive previous therapy indicates psychopathology, 

the not-helped face-to-face respondents would have more "psychopathology and stress." 

Next, the face-to-face not-helped respondents had more reactions against the therapeutic 

tasks and their therapists, which would contribute to higher ratings of Relevance to 

Treatment and Relationship to Therapist. However, from the present research, there were 

no indications that the "not helped" had more stressor and obstacles problems than the 

"helped." Furthermore, no contributions to Treatment demands were found/made. 

Hence, overall, there appears to be some consistency between the results obtained by the 

two models. However, no objective measurements of telephone or face-to-face 

respondents were made. 

In summary, the current termination model provides a client-driven view of a 

dynamic process tied to client as well as therapy factors. The therapy factors are 

conceptualized using the therapeutic alliance and outcome. In contrast, the BTTM 

quantifies many client and therapy variables to find key aspects associated with 

termination. The model is a static one and the therapy variables are more consolidated 

and offer less detailed information regarding therapeutic processes. Using the helped and 



not-helped respondent data, there appears to be some consistency in the research 

findings of the two approaches. 

Summary 
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Both the TTMC and the BTTM contribute to understanding factors in the current 

termination model. The Transtheoretical Model for Change by Prochaska and 

DiClemente (1982) offers an approach to assist therapists in tailoring tasks and the 

therapeutic relationship to better meet the clients' needs. As such, it can be integrated 

into the termination model. In contrast, the Barriers-to-Treatment Termination Model by 

Kazdin, Holland, and Crowley (1997) offers a rich database of key client and therapeutic 

variables and their relevance to termination. Due to differences in its basic 

conceptualization and consolation of client and therapeutic variables, making direct 

comparisons is difficult. Overall, the information from the three models is perhaps best 

viewed as complementary. 

Implications for Practice 

This section briefly synthesizes the literature and the findings from the current 

investigation, and relates their implications for the practice of therapy. The information 

will be presented from the researcher's perspective as a therapist. Figure 3 will serve as a 

gestalt for the discussion, starting with the initial therapeutic contact. 

The objective of the initial therapeutic contact should be to sufficiently understand 

the Client Factors. Included are ethnicity issues, the clients' mindset, and external 

conditions ( especially money and scheduling constraints). Special attention should be 

paid to any previous therapy experiences, including determining what was helpful/ not

helpful, since previous therapy differentiated the helped and not-helped respondents. 



286 

The focus must be on the clients' problems. Because of their importance, a 

clear sense of the goals and expectations of the clients is needed: expected results and 

time frames, therapy tasks to achieve the results, and the effort required. Included is the 

issue of whether to use family, individual, or other modalities. Aspects of the TTMC can 

be used to ascertain where clients are regarding change, more specifically, who is 

expected to change. If only the children are expected to change, the research indicates 

that the clients are at risk of not being helped by narrative family therapy. Overall, a 

matching of client expectations and what the therapist can provide must be resolved. 

Obtaining the children's expectations and thoughts is important, for children are key 

to successful family therapy. Children were found to have numerous misconceptions 

about therapy, some very frightening, such as being left with the therapist. Such thoughts 

could interfere with forming an alliance with the children. Progress with the child was 

very important to the respondents, especially not-helped respondents. Alternative 

strategies could be evaluated, such as working with the school, the child alone, or perhaps 

only the parent(s). 

Regarding personal characteristics of therapists, being too casual appeared to be 

problematic, especially with minorities. Other personal characteristics of the therapists 

were an important consideration to termination, including ethnicity and even if they had 

children. If important to the clients, such characteristics would be an area of discussion 

as to their impact on the therapeutic process. 

For the Therapy process itself (Figure 3), the narrative model appears to be 

effective, as discussed in previous sections. The therapeutic bonds are generally strong. 

The associated tasks are appropriate, providing giving advice is included. Furthermore 
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narrative therapists are active; they are collaborative with all family members and 

focus on client competence. Narrative therapists also control the sessions, which is 

important, including client emotionality, communications, problem focus, and pacing of 

the sessions. When the therapist does not do these tasks, unilateral termination is more 

likely. However, there are risks in rigidly adhering to narrative theory, as was discussed 

earlier. When clients need advice, someone to side with them, or expect a different 

approach due to cultural reasons, narrative approaches may be less appropriate. 

Finally, three general comments. First, the telephone and face-to-face interviews 

indicate the need for ongoing client feedback as to their therapy experience, including 

aspects of therapy that are helpful/not helpful, issues that are not being addressed, and 

possible cultural barriers. Several researchers used after-session client interviews (Shilts, 

Filippino, & Nau, 1994; Todd, Joanning, Enders, Mutchler, & Thomas, 1990) to 

determine what therapeutic corrections needed to be made. A less formal assessment 

could be done at the beginning or ending of therapy sessions. Some issues, such as those 

involving ethnicity differences, may require direct questioning due to respondent 

reluctance to discuss such issues. In sum, the therapist needs feedback on issues that 

might reduce effectiveness of the clients' therapy. 

Second, recidivism was a major issue for the respondents. All face-to-face 

respondents experienced reversions to old behaviors. As such, clients would be helped if 

therapeutic discussions focused on this topic, including what to do when conditions 

deteriorate. Overall, the objective would be to normalize relapses (as per TTMC) and 

develop a useful strategy and meaningful plan to avoid being defeated by reversions. 
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Third, the prevalent view of therapists towards those who unilaterally 

discontinue therapy has been negative. The study has demonstrated that such a view may 

not reflect clients' realities; such terminations do not necessarily reflect badly on the 

clients or their therapists. Sixty percent of the respondents were helped, some other 

studies reported even higher percentages. The vast majority ofrespondents had strong 

positive feelings and high regard for their therapists. Hence, a negative view of unilateral 

terminations is unfair to everyone, the clients and the therapists. 

Biases and Personal Research Experiences 

There are several possible areas where personal biases could have influenced the 

research results. One is my partiality to the narrative model, which I strive to practice, 

though now in a modified form. The literature search supported many of the individual 

components, such as the usefulness of questions, control, and collaboration. When I 

obtained respondents inputs, I could see its strengths as well as its weaknesses, which 

also arose as I witnessed the impact of the narrative model on the respondents. During 

my training, the "not expert position" and not giving advice were emphasized. However, 

after talking to the respondents and finding out what is perceived as helpful and not 

helpful, there was a sense of freedom to incorporate giving advice and being the expert 

when appropriate. The issue for me is when and how to interject my views. What has 

stuck with me is what one client called "balance," not taking a singular approach but 

multiple ones and moving between them. However, what has not changed is my desire to 

be collaborative, have a flattened hierarchy with clients, and to stress competency. 

Second, I had alliances with the participating agency and the therapists, though I 

wanted to be neutral regarding my findings, both positive and negative. In writing some 
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negative findings, such as the Multicultural Difficulties section, I strove to analyze 

and.report the data objectively. After completing the research, I continue to admire the 

agency and have increased respect for the therapists for their skills and kindness. I see 

them now through the eyes of the respondents, which is a unique opportunity. 

In my eyes, what kept my objectivity was the desire to learn from the respondents' 

experiences in order to better serve future clients. Respondents sharing the details of 

their therapeutic experience and their struggles helped ground my reasons for doing the 

research in the first place. As such, my curiosity as to how the respondents experienced 

their therapy, and their vulnerability was a counterbalance to my admiration for narrative 

therapy, the agency, and the therapists. 

I have learned a tremendous amount. I was surprised at the candidness of the 

respondents and what they were willing to discuss regarding their experiences. 

Numerous poignant stories unfolded, especially from the children. A major issue for me 

was to stay on the research side and not "do therapy." There were situations where I 

stopped pursuing issues due to this boundary, or where I witnessed family dynamics that 

called to my therapeutic instincts. I had a difficult time when they occurred. What was 

interesting to observe, as a researcher, is that people changed just by discussing their 

therapeutic experience. This observation ties into the narrative concept by Anderson and 

Goolishian (1988) that people change through conversation about their problems. 

In addition to experiencing respondents change during the interview, the interviews 

were qualitatively different between the helped and the not-helped respondents. At a 

visceral level, I experienced the helped respondent families as more alive and expressive, 

and perhaps more optimistic, though no differences were evident in the interview 
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transcripts. Also, the helped respondents appeared to enjoy the interviews more than 

those not helped. The difference could be attributed to having more positive therapeutic 

experiences, but my intuition tells me otherwise. I believe the differences were at a 

deeper level. 

I was surprised to find that narrative therapy achieved similar results to other 

approaches; I initially believed narrative therapy to be therapeutically superior. When I 

found that narrative therapy yielded comparable unilateral termination rates, outcomes, 

recidivism rates, and client-therapist bonds to other reported results, I was surprised. 

What I now realize is that other theories offer alternative approaches, no one approach 

offers "the truth." Excellent therapists are excellent therapists. 

I have a great deal of respect for the difficulty and the power of qualitative research. 

The process was difficult for a number of reasons. One was the broadness of the topic. 

To get my arms around the literature and the respondent information was challenging. 

The efforts represent the most difficult (and longest) research project that I have 

addressed, which included numerous market research studies done for industry. As 

Dr. Stabb stated in one of our conversations, the analysis is not really complete until the 

results are actually written up, which was true for me. The termination model (Figure 3) 

did not coalesce until that part of the results was actually written. One thing I have taken 

away is that I am capable of doing such in-depth research with highly unstructured 

problems. That is satisfying. However, I do not want to do another qualitative research 

project unless I am paid for it. The time and resources are too demanding. 
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There are operational tools that I learned as well: Microsoft PowerPoint97®, the 

additional capabilities of Excel® and Word®, and Ethnograph v5.0®, the qualitative 

analysis software. These software tools were incredibly helpful, once learned. 

Most importantly, which I mentioned previously, I have developing a sense of what 

is helpful to clients in therapy. There were no real major differences from what I have 

learned in books, except that they are now based on respondent data and what they saw as 

helpful. This knowledge has helped free me from rigid constraints associated with 

specific therapeutic models. 

Limitations of the Research 

There were a number of limitations associated with this study. The first is the 

population chosen and the resulting sample. All were from one agency with its specific 

client base. The majority of their clients are lower SES families headed by single 

mothers, and from Hispanic and African American backgrounds. Since the agency's 

clients seek help for general problems, the results may have limited applicability to 

clients with specialized problems, such as drug/alcohol abuse, schizophrenia, or anorexia 

nervosa. The respondent sample omitted various agency clients. Exclusively Spanish

speaking clients were left out due to language barriers. Further, of those asked to 

participate, 28% refused to participate in the telephone interviews, and 3 8% refused face

to-face interviews. Undoubtedly, they would have added further information to this 

study. The inability to recruit more participants was due to either difficulties in locating 

and contacting them, since many had moved or had no phone, or constraints placed on 

the sample ( e.g., the elapsed time between their last therapy session and a possible 

interview). 
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(21,telephone and 8 face-to-face respondents) and had a limited age range of children 
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( approximately 12 to 17 years old). In the face-to-face interviews, only one respondent 

family had attended one session, which is inadequate to classify such respondents. 

Though a sample size of eight is small, Patton (1990) claims that eight is sufficient for 

qualitative investigations. In comparison with other studies that obtained client 

information (Tables 18 and 19), having 21 telephone respondents is respectable. Further, 

all respondents were primarily dealing with children's problems, which focused the 

information on family versus couple issues. Finally, the mix of single-parent households 

and couples was 50/50 for the face-to-face interviews. However, a single mother and her 

children typically use the agency. Overall, the impact of all these limitations tends to 

limit the universality and the completeness of the results. Undoubtedly, a larger 

respondent pool would have contributed to the gathered information. However, the 

sample appears adequate for gaining information regarding classifications of respondent 

types, as well as obtaining general themes using qualitative analysis. 

Third, the narrative therapy "type" was limited to therapists at one agency. As seen 

through the respondents' eyes, the therapy they received was representative of narrative 

therapy. Differences could possibly be obtained if other agencies' therapists were used. 

However, the agency that was used is a training center for narrative therapy, and the 

therapists who participated in the study are experienced and are part of the training staff. 

Efforts were made to assure that sound research practices were followed. One 

respondent family participated in an extensive review of the interview process. In 

addition, listening to their tapes lead to further refinement of the interviews, including 
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clarify questions, and making the process more conversational and exploratory. Each 

succeeding respondent family was asked for their review and critique of the process. 

Overall, their responses were positive. Further, I have conducted numerous research 

projects for industry, including qualitative ones, though not to this degree of detail. 

Constructing gestalts from unstructured data is a familiar process. Finally, the amount of 

time spent with the respondent data is close to a year through transcribing the audiotapes, 

classifying and coding the information, and generating broad categories based on their 

information. The results correlate with existing data and research results, as has been 

previously discussed. Overall, the results are believed to be moderately representative of 

families who unilaterally discontinue narrative therapy. 

Implications for Research 

In general, studies that explore clients' therapeutic experiences are somewhat rare, 

and further exploration of their views is warranted. There are a number of issues that 

remain regarding narrative therapy. First, the telephone results indicated little difference 

in the therapeutic experiences between respondents who terminated for external versus 

internal reasons. Since only the latter were interviewed in depth, the question remains as 

to whether or not significant differences do exist between those who terminated for 

internal versus external reasons. An associated issue is whether same categorization of 

helped and not-helped respondents exists for those that terminated for external reasons. 

The next issue is the extent to which the therapeutic experiences of respondents who 

unilaterally terminated from therapy differ from those that terminated with their 

therapists' knowledge. The question is interesting in that the majority of the UTs were 
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that benefit from narrative therapy and those that do not. 
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There is a puzzling issue regarding externalization of the problem by Michael 

White (White & Epston, 1990). No indications of its use were found from the respondent 

interviews. One question is whether 1) the construct is more helpful to the therapists in 

case conceptualization to assure neutrality and equality with all family members, 2) the 

respondents incorporate "externalization" into their thinking at a level not readily 

apparent from the interviews, or 3) externalization was not used by the agency therapists. 

Further information on this construct would be fascinating in exploring who is aided by 

the construct, if anyone. 

A comprehensive view of clients that terminated after a single session was not 

obtained. Only one respondent family in this category was included in the face-to-face 

interviews. Understanding clients' therapeutic experiences after terminating after a single 

session is critical. A more complete view of what they experienced is missing, which 

would add further information regarding the termination processes. 

I was struck that none of the not-helped respondents' children were aided though 

therapy. The question is what could be done differently to assist these children, if 

anything. Are there better therapeutic processes, or is there a better classification of them 

and their parents that would indicate what would be more helpful? 

The focus of this research has been on termination from narrative therapy. Other 

therapies are of interest as well to see if common factors exist and/or if new ones emerge 

which would augment the termination model. 
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Finally, the findings reported by Hampson and Beavers (1996a, 1996b) are 

interesting in that they differentiate effective therapeutic processes versus family type. 

They reported that collaboration, a low client-therapist power differential, and sharing of 

therapeutic strategies are not helpful with certain class of clients. This finding is counter 

to narrative principles and the results from numerous studies._ This is an interesting area 

that warrants closer investigation. 

Concluding Remarks 

The goal of this research, to better understanding those who unilaterally terminate 

narrative family therapy, has been met. The results that were obtained were in general 

agreement with those reported in the literature. Overall, narrative therapy was effective, 

though limitations were found with some respondents. As the result of the research, a 

termination model was developed based on a systemic view of client factors and their 

relationship to the therapeutic process. Existing models complement this 

conceptualization. Though limitations in the research exist, the results are believed to be 

moderately representative of clients who unilaterally terminate narrative therapy. 

Importantly, instead of the traditional negative view of such clients, most benefited from 

their experiences, and were appreciative of their therapists and their efforts. Research 

remains to be done in the areas of termination from family therapy. However, key strides 

have been made in understanding this important aspect of therapy. 
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APPENDIX A 

Agency Letter 



SAMPLE LETTER, actual agency's name, address, and phone number were used 
The Family Center 

Ms. Aline Smith 
1234 West A venue A 
USA 

Dear Ms. Smith, 

123 Elm Street 
USA 
123/345-6789 
December 2, 1996 

Our agency is participating in some important research. We want to better understand 
people's therapy needs. More specifically, we want to understand how people decide to 
start therapy and how they decide to stop therapy. To accomplish this, we are working 
with John Hoper, a psychology graduate student at Texas Woman's University, who will 
be contacting some past agency clients to discuss their experiences. 

The first step is a phone interview with John. It will last about 15 minutes. Some of 
those interviewed on the phone will be invited to a face-to-face interview with John, 
which is the second step. It will last about 2 hours. Those families who choose to 
participate in the longer interview will be paid $30 for their time. Furthermore, they will 
have an opportunity to review John's initial conclusions to see if they are consistent with 
their views before the results are finalized. 

Your individual answers are confidential and can not be traced to you. Also, your name 
will not appear in any report. The agency will receive only a summary of everyone's 
answers. You can also receive a written summary if you desire. 

To partkipate in this research, please call John in USA at 987/654-4321 and let 
him know. If John doesn't hear from you, he may call to see if you have any 
questions or concerns and to request your participation. Again, you are under 
no obligation to participate. 

Thank you for your time. We hope you will participate in this important research. Your 
input can help us to be more effective therapists. 

Sincerely, 

Mary Jones 
Director 
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APPENDIXB 

Phone Questionnaire 



PHONE QUESTIONNAIRE: 
THOSE WHO CALLED AND AGREED TO PARTICIPATE 

Clients who discontinue therapy without therapist's knowledge 
(Internal and external reasons) 

(I will be speaking to the person who initially contacted the agency.) 

Hello, I am John Hoper, the psychology graduate student who is working with "the 
agency" on how people decide to start and stop therapy. I received your call and I 
appreciate you agreeing to participate in the research project. 

There are two parts to the research, a phone interview, and a face-to-face interview with 
me. The phone part lasts about 15 minutes. Some of these people may be invited to a 
1 1/2-hour face-to-face interview at a later date. These families will be paid $30 for their 
time. 

All your answers will be confidential and can not be identified as coming from you. 
Also, your name wi 11 not be used in any report. Only a summary of everyone's answers 
will be given to agency. 

Also, you are under no obligation to participate, and if you start the phone interview and 
change you mind and want to stop, that's fine. Also, if you feel uncomfortable answering 
any question, you can skip that one. 

Do you have any questions about the research project? 
(Explore and answer) 

Could we do the phone interview now? 
(no) When would be a better time? (make an appointment) 
(yes) Go to the questionnaire. 
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PHONE QUESTIONNAIRE: 
THOSE WHO DID NOT CALL REGARDING RESEARCH 

Clients who discontinue therapy without therapist's knowledge 
(Internal and external reasons) 

(I will be speaking to the person who initially contacted the agency.) 

Hello, I am John Hoper, a psychology graduate student at Texas Woman's University. I 
am working on some research with "the agency" to better understand peoples' counseling 
experiences. They and I want to find out how to do a better job with clients, and that is 
why I am contacting you. 

Recently the agency sent you a letter describing what I am doing. Do you have any 
questions or concerns about the research? 
(yes) (Answer client's issues and continue if appropriate) 
(no) (Continue) 

I would like to know if you would be willing to participate in the phone interview. 
(no) (Thank them and tern1inate) 
(yes) Could we do the phone interview now? 

(no) (Make an appointment) 
(yes) (Continue) 

Do you mind if I briefly review the letter's contents with you? 
(yes) (Explore reasons and go to interview) 
(no) Basically, I am interested in how people decide to start counseling and how 

they decide to stop counseling. 

There are two parts to the research, a phone interview, and a face-to-face interview with 
me. The phone part lasts about 15 minutes. Some of these people may be invited to a 
I I /2-hour face-to-face interview at a later date. These families will be paid $30 for their 
time. 

All your answers will be confidential and can not be identified as coming from you. 
Also, your name will not be used in any report. Only a summary of everyone's answers 
will be given to agency. 

Also, you are under no obligation to participate, and if you start the interview and change 
you mind and want to stop, that's fine. Also, if you feel uncomfortable answering any 
question, you can skip that one. 
GO TO QUESTIONNAIRE 
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QUESTIONNAIRE 

Note: Items in brackets are reminders to the interviewer and are not read to the 
participant. 
Interviewer will use "counselor" or "therapist" to match the participant's 
language. 

"What I am interested in is how people decide to start therapy and how they decide to 
stop counseling/therapy." 

1. "How did you decide on the agency?" 
Prompts if required: 
(a) "Were you referred to the agency or did you start on your own?" 
(b) "What alternatives did you consider?" 
( c) "Did you have any previous counseling/therapy experiences?" 

2. "How was the agency to work with. Were they easy or difficult? How so?" 
Prompts if required: 
(a) "How easy or difficult was it to apply for services at the agency?" 
(b) "How helpful or not helpful were the office staff and others you dealt with?" 
(c) "How affordable were their services?" 

(optional: depends on amount of time) 
3. "How would you describe your counselor/therapist?" 

(a) "What was he/she like as a person?" 
(bond= understanding, safe, warm, attentive) 

(b) "Did he/she seem to know what he/she was doing or not? 
How could you tell?" 
(competence) 
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4. "What did you hope would happen by coming to the agency? "(goals) 

(optional: depends on amount of time) 
5. "What happened in counseling/therapy that was helpful?" (tasks) 

(optional: depends on amount of time) 
6. "What happened in counseling/therapy that wasn't helpful?" (tasks) 

7. "Overall, how helpful was counseling/therapy in meeting what you came for?" 
Prompts if required: 
(a) "Were your expectations fulfilled?" 
(b) "Did you have the counseling/therapy experience you wanted?" 

(family vs. individual therapy issue) 
(c) "As a result of counseling/therapy, is your original problem better or worse?" 

8. "We have talked about your hopes and experiences at the agency, what were 
your reasons for discontinuing counseling/therapy?" (minimal prompting) 

( external categories = anything to do with agency/environmental factors) 
(internal categories = anything to do with bond, tasks, goals, and outcome) 

( e.g., the counseling/therapy process or expectations) 

9. "Of all your reasons for terminating, which was the primary one?" 
(Mark above answer) 

CONTINUE 
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TERMINATION OF PHONE INTERVIEW 

1 (If the reasons for discontinuing were primarily external) 
Your answers were very helpful and thank you for your time. If you have any 
further questions or ideas you can leave a message for me at 456-3456, the same 
number that is in the letter, and I will get back to you. 

2 (If the reasons for discontinuing were primarily internal) 
Your answers were very helpful and thank you for your time. I would like to talk 
with you further about your therapy experiences. It involves spending about 1.5 
hours with you and the family members that attended "the agency." Since this is so 
much longer than phone interview, your family will receive $30 for your time. 

We could have the interview at your home, at "the agency," or at another location that 
would be convenient for you, like your church. Also, since I need to recall all the 
information from the meeting, I need to audio record the interview. All taped 
infom1ation is confidential. Only I will have access to the tapes and the information at 
my own office. The agency will only receive a summary of everyone's answers. The 
tapes themselves will be destroyed at the end of the research. Would you be willing to 
participate in the study? 

(no) (go to 3 below) 
(yes) What dates and times would be good for you? (Make appointment) 

Where would you prefer to have the interview? (Decide on location and 
get directions/infom1ation) 
If something comes up, you can call me 456-3456, the same number as in 
the letter. 
I will call you a day before the interview to confim1 our appointment. 
Thank you. 

3 (For all respondents who I will not be seeing again) 
Would you care to receive a summary of the results when I have completed the 
study? 

YES NO 

Address of those requesting a research report summary 

Thank them and terminate 



APPENDIX C 

Relationship of Research Issues to 

Telephone and Face-to-Face Questionnaires. 



Table Cl 

Research Issues and Corresponding Questionnaire Numbers from the Telephone and 

Face-to-Face Questionnaires 

Research issues 

Client's expectations of therapy 
to resolve their problems 

Client's actual experiences 
in therapy 

Process by which therapy 
was discontinued 

Client's current assessment 
of their overall experience 

Questionnaire question numbers 
Telephone interview Face-to-face interview 

4 

2, 3, 2 

8,9 4 

5,6, 7 3,5 
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APPENDIX D 

Consent Form for Face-to-Face Interview 



TEXAS WOMAN'S UNIVERSITY 

PARTICIPANT CONSENT TO PARTICIPATE IN RESEARCH 

My name is John Hoper. I am a doctoral student at Texas Woman's University 

(TWU) doing a research project called The therapy experiences and termination 

processes of clients who discontinue narrative therapy. I am the only investigator on this 

project. If you have any questions, you may contact me at 456-3456 (a local call), or Dr. 

Robert Littlefield, my TWU research advisor, at 817 /898-2305. 

I would like you to participate in this research project. The purpose of the study is to 

better understand the experience of starting, being in, and then discontinuing counseling 

from clients' points of view. The results of the study will be used to inform agencies and 

counselors on how to be more helpful to future clients. Your family will be paid $30 for 

participating in this project, even if you choose not to complete the interview. 

The interview will be audio-taped and will take approximately 90 minutes. You will 

be asked questions about your counseling experience, covering how you decided to start 

therapy and what you expected, what you actually found when you were in therapy, and 

how you decided to stop going to therapy. You can ask me questions at any time. At no 

time will your name be used in this study. All names will changed when the audio-tapes 

are transcribed into written form. Both the audio-tapes and the transcripts will be kept in 

a locked file cabinet accessible only by myself. The tapes will be erased and shredded 

within one month after the transcription is complete. The transcriptions will be kept for 

three years. Paper copies will then be shredded and computer copies erased. 

Before we start the interview, I would like to reassure you as participants in this 

project that you have very definite rights. 

• Your participation is entirely voluntary. 

• You are free to refuse to answer any question at any time. 

• You are free to withdrawal or stop the interview at any time. 
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This interview will be kept strictly confidential and will be available only to myself and 

my university research committee. No one from the agency will have access to your 

specific information. They will only receive a summary of everyone's results . Excerpts 

of this interview may be made a part of the final research report, but under no 

circumstances will your name nor any identifying information be included in this report. 

There is little risk involved in being part of this study. Furthermore, I will try to 

prevent any problem that could happen because of this research. Please let me know at 

once if there is a problem and I will help you. You should understand, however, that 

Texas Woman's University does not provide medical services or financial assistance for 

injuries that might happen because you are taking part in this research. 

If you have any questions about the research or about your rights as participants, I 

want you to ask me. If you have questions later, or if you wish to report a problem, 

please call me at 456-3456, or Texas Woman's University Office of Research and Grants 

Administration at 817 /898-3375. 

You may possibly feel some discomfort or embarrassment when answering some 

questions. If you find any questions that I may ask upsetting, and you want to talk to 

someone else about them, referrals to appropriate community agencies will be made. 

Fees for any resulting services will be at your own expense. Referrals may be obtained 

by calling me at 456-3456. Remember, you will be given time after the interview to ask 

me any questions you may have. 

The interview will give you the opportunity to formulate in your own mind the 

expectations and experiences of your counseling with the agency. It will give you an 

opportunity to provide input to agencies and counselors in order for them to understand 

your and other past clients' actual experiences. Furthermore, before the results are 

finalized, I will be contacting you again to review my results with you to see if they 

reflect your therapy experiences. You may choose to participate in that review or not. If 

you desire, you may also receive a summary of the results of this study as indicated on 

the last part of this form. 
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CONSENT FOR PARTICIPATION OF A MINOR 

Child Birth date --------------- --------

Child Birth date --------------- --------

Child ____________ _ Birth date --------

Child Birth date --------------- --------

I certify that I am the (mother, father, legal guardian) of the above child ( children), 

and I hereby give my authorization and consent for the above named child ( children) to 

participate in this research project. 

Father Date --------------- ----------

Mother Date --------------- ----------

Legal Guardian ___________ _ Date ----------

CONSENT FOR AUDIO-TAPING 

We, the undersigned, do hereby consent to the recording of our voices by John Hoper, 

acting on this date under the authority of the Texas Woman's University. We understand 

that the material recorded today may be made available for education, informational, 

and/or research purposes. The persons hearing this tape will be John Hoper and a 

professional person who will transcribe the tapes. The tapes will be erased and shredded 

within one month after the transcription is complete. The transcriptions will be kept for 

three years. Paper copies will then be shredded and computer copies erased. 

We hereby release the Texas Woman's University and the undersigned party acting 

under the authority of Texas Woman's University from any and all claims arising out of 

such taking, recording, reproducing, publishing, transmitting, or exhibiting as is 

authorized by the Texas Woman's University. 
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Please sign this form to show that I have read you its contents and that you agree to 

be part of tllis project. 

Signature of Participant Date 

Signature of Participant Date 

Signature of Participant Date 

Signature of Participant (minor) Date 

Signature of Participant (minor) Date 

Signature of Participant (minor) Date 

Signature of Participant (minor) Date 
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The above consent form was read, discussed, and signed in my presence. In my 

opinion, the person(s) signing said consent form did so freely and with full knowledge 

and understanding of its contents. The participants have been given a copy of the dated 

and signed consent form to keep. 

Representative of Date 

Texas Woman's University 

I agree to let John Hoper contact me after he has analyzed all the information to see if 

the results agree with my views. Even ifl agree now, I realize that I can refuse to 

participate at that later time. 

(circle one) 

YES NO 

Please send me a summary report of the results of this research project. (circle one) 

YES NO 

Address of those requesting a research report summary 



APPENDIXE 

Face-to-Face Interview Questionnaire 



FACE-TO-FACE INTERVIEW QUESTIONNAIRE 

Clients who discontinue therapy without therapist's knowledge 

for internal reasons 

OVERALL STRUCTURE 

• Introductions 

• Human Subjects Forms 

• Initial discussions 

• General questions about their therapeutic process 

• Specific questions about narrative therapy 

Introductions 

"I appreciate your getting the family members together and participating in my 

project. I am John Hoper, a graduate student in psychology at Texas Woman's 

University. I am not from 'the agency,' although I am working with them on this research 

because of our common interests. So, what we say tonight is confidential and will not be 

shared with 'the agency.' They will only receive a summary of everyone's information. 

Their basic interest is to better serve their clients." 

"My research concerns families' counseling experiences; how people decided to start 

counseling, how they decided to stop, and how helpful their experience was. So, I will be 

asking some questions which will focus on these aspects of your counseling experiences." 

"But before I start asking a lot of questions, I would like to take some time to get to 

know you, then go through an approval form from my university so that we can hold our 

discussions. How does that sound to you all?" 

• introduction of family members 

• reading and signing of the human subject's consent form 

"Do you have any particular concerns about talking today about your experiences?" 

(Explore) 

• tum on the audio recorder 
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General questions about their therapeutic processes 

(a) "What did you call the person you worked with?" 

1. Grand Tour #1 (How did they start counseling & with what expectations?) 

"I'm interested in when you first started counseling and what you expected at that time 

from the counseling. If I were in your head, what thoughts would I hear that lead you to 

seek counseling?" 

Prompts: 

Starting therapy: 

• "What events happened just prior to seeking counseling?" 

• "What alternatives to counseling did you consider?" 

• "How did you choose counseling over those alternatives?" 

• "Who participated in that decision and who made the decision?" 

Expectations from therapy: 

• "How did you expect counseling to help you at that time?" 

• "What did you expect counseling would be like?" 

(agency, facilities, the therapist and what he/she actually did) 

• "How would you be treated?" 

• "What would the sessions be like?" 

• "How did you get those ideas?" 

General: 

• "What did the rest of you think about ... " 
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Grand Tour #2 (What did they find when in therapy: therapist/therapy process.) 

"With all these ideas about counseling, I am interested in what you actually found when 

you went." 

A. "How would you describe ____ and your relationship with him/her so that 

I could know him/her as a person?" 

Prompts: 

• "What was your counselor like as a person?" 

(bond= understanding, safe, warm, attentive, respectful) 

• "How would you describe your relationship with ____ ? 

How was it to have counseling with him/her?" 

(some possibilities: safe/risky, one-up/one-down, easy/hard) 

General: 

• "How is this similar/different from your initial expectations?" 

• "Can you give me examples of that?" 

• "Was that helpful or not?" 

B. "What would I have seen & heard ifl had been in the room with you and____L 

Prompts: 

• "What would I have seen and heard him/her do with you?" 

(some possibilities: give advice, ask questions, state observations, 

note exceptions, find competence) 

• "What was his/her attitude towards you when he/she was doing these things?" 

(some possibilities: accepting/judgmental, bossy/collaborative, 

expert/non-expert, controlling/submissive) 

• "How did your counseling goals get addressed in counseling?" 

General: 

• "How is this similar/different from your initial expectations?" 

• "Can you give me examples of that?" 

• "Was that helpful or not?" 
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Grand Tour #3 (What was helpful for the clients?) 

"Looking back, what did you get out of seeing._ ___ at 'the agency'?" 

Prompts: 

• "What happened in counseling/therapy that was helpful?" 

(goal, bond, tasks, outcome, expectations, family vs. individual therapy) 

• "What happened in counseling/therapy that wasn't helpful?" 

(goal, bond, tasks, outcome, expectations, family vs. individual therapy) 

• "Overall, how helpful was your experience in resolving your problem?" 

• "What is the current status of your problem?" 

( e.g., improved, worse, seeking help elsewhere) 

General: 

• "How is this similar/different from your initial expectations?" 

• "Can you give me examples of that?" 

Grand Tour #4 (What process did they take to discontinue therapy?) 

"How did it happen that you discontinued counseling?" 

Prompts: 

• "How was the decision to discontinue counseling made?" 

(who, what, when, where, why) 

• "How did you reach that decision?" 

• "If I were in your head, what thoughts would I hear about stopping?" 

• "What were the principle reasons?" 

(goals, bond, tasks, outcome, expectations) 

• NOTE: If a gap in expectations and experience: 

"How significant was the difference in what you found and your initial 

expectation to your decision to discontinue?" 

• "Did everyone agree with that decision?" (explore) 

• "Did you notify the agency that you wanted to discontinue?" 

(If no) "How come?" 
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Grand Tour #5 (Interview wrap-up) 

If problem still exists: 

• "What would have to have been different for you to continue counseling?" 

Everyone: 

• "What advice would you give to the counselor/ therapist so he/she could 

be more effective with you?" 

• "What advice would you give to the agency so they could be more 

effective with you?" 

Prompts: 

• "How would that have been more helpful?" 

(Find out everyone's answers) 

Ending question 

"Do you have any other thoughts or feelings you might share to help me to understand 

your experience?" 

• "Thank you again for your time. Your answers have been very helpful." 

• "How did you all find this process today?" 

• "Any other issues, personal or otherwise, that came up because of our talk that we 

need to discuss before I leave?" 

(listen and process, remind them of the phone numbers) 

• "Before writing my report, I would like to review my research results with 

you to make sure that I heard you correctly. It that OK?" YES NO 

• "Thank you again!" (pay and leave) 
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