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ABSTRACT 

A STUDY OF IN-HOME THERAPY 

Joan C. Smith 

Doctoral dissertation, May 2000 

The purpose of this study was to explore therapists' 

perceptions of the influence of therapy location on aspects of 

therapy. Specific areas investigated were therapy style, family 

participation in therapy , and treatment outcomes for the family. 

It was found that therapy location does influence aspects of 

therapy. 

A qualitative, descriptive design was used to identify 

emerging themes from transcribed audiotaped interviews with 16 

volunteer therapists. The subjects had master's level of 

education, or higher, and have provided therapy to families in 

their home in the last 5 years . The subjects were recruited 

through a purposive, snowball sampling method . 

Analysis of the data revealed three major themes relating 

to therapy style: (a) session agenda, (b) assessing needs, and 

(c) theoretical orientation. Therapists support individualized 

styles of practice that are flexible and accommodating to 

families in their home. Families are allowed to take the lead in 

setting the tone with in-home therapy. A preference is given to 
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an office setting for initial contact and information gatheri ng 

with families. The home environment is favored to get a better 

understanding of family dynamics . Therapists rely on at least one 

theory as their foundation for providing therapy . 

Major themes emerged from family participation : (a) therapy 

atmosphere, and (b) scheduling appointments . Higher family member 

attendance and therapeutic involvement is attributed to the ease 

of rapport building in in-home therapy. Appointments are 

scheduled in the home to accommodate a family's activities to 

ensure high attendance . 

The investigation of treatment outcomes for families 

yielded three major themes: (a) expectations , (b) monitoring 

progress, and (c) managed care. Therapists ' expectations for 

treatment outcomes are similar in the office and home 

environments . The advantage to in-home therapy is that the 

professional can observe progress rather than rely on self-report 

by the client. Goals for treatment are specific and measurable to 

meet the guidelines of third-party payment sources . 

There was an emergent theme not directly related to the 

research areas , but considered important. Attention to therapist 

safety was identified as a concern . Most therapists provide in

home therapy after school and at night. 
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CHAPTER I 

INTRODUCTION 

Many agencies provide mental health services to individuals 

and families that take place in the home environment. A mental 

health professional travels to the home and engages in counseling 

and therapeutic sessions. The in-home therapy movement is an 

outgrowth of program and project forerunners designed for family 

preservation. These include the settlement house movement, 

research and treatment projects in the 1950s focusing on multi

problem families, Head Start programs, and the formal development 

of family systems theory (Fraser, Pecora, & Haapala, 1991). 

A therapist who goes to a family's home gives the family 

the message that he or she is willing to step into the family's 

reality . This is a first step in establishing a positive 

relationship between a worker and the family (Kaplan, 1986; 

Wasik, Bryant, & Lyons, 1980; Woods, 1988). A home visit also 

increases the likelihood that more family members will 

participate. In-home services are useful in rural areas when a 

family has no transportation and when a family member is home 

bound due to disabilities (Cottrell, 1994 ; Hodges & Blythe, 

1992) . 
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By being in the home, a therapist can obtain valuable 

information that may not be accessible in an office setting. 

Goldstein, Freud, and Solnit (1973) noted that the professional 

community must consider environmental influences in social 

adjustments since people are not passive recipients of 

information, although interaction with the environment is on the 

basis of individual innate characteristics. The family's 

environmental influences can enhance or deter the therapeutic 

process (Christensen, 1995) . Observations can be made about the 

safety of the neighborhood, how much privacy family members have 

in the home, or whether the television is always turned on. 

Family member talents can be seen in woodworking or arts and 

crafts that are displayed around the house. 

The current research is examined through a phenomenological 

perspective that looked at therapy setting for in-home therapy 

situations from therapists' experiences regarding therapy style, 

family participation, and treatment outcomes. Kaplan (1986) 

reports that the in-home therapist has a better opportunity to 

learn about the family's culture. Insight can be gained into 

cultural values, beliefs, and practices. Parenting skills, 

language and communication styles, family rules, and the value 

placed on the role of extended family and elders may be 

overlooked in the in-clinic therapy session. Observation in the 

home increases the understanding of family and individual 
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functioning and can supply necessary information, especially on a 

behavior level. 

Statement of the Problem 

Over the past century, professionals have begun to focus 

their attention on the role environment plays in providing 

services to families. The ecological theory of human development 

proposed by Bronfenbrenner has been especially significant. This 

theory focuses on family, friends, and community as important 

environmental influences on a~ individual's life 

(Bronfrenbrenner, 1979). Family ecology moves the emphasis from 

the individual to the family, subsystems within the family, and 

the family's interaction with the community. An individual's 

problems are considered to be a symptom or reflection of the 

family as a whole, with interventions directed at underlying 

patterns in the family and at issues that reflect the family 

difficulties. Observation of the family in its own home provides 

a fast and accurate way to assess family environment and 

interpersonal relationships (Behrens & Ackerman, 1956). Erikson 

(1950) developed a practice to never accept a patient into his 

care until he had joined the family for a meal in their home. 

Previous investigators (Cottrell, 1994; Hoagwood, Hibbs, 

Brent, & Jensen, 1995) suggest that since problems occur in the 

home and not in a clinic, it makes theoretical sense to apply 
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therapy in the home where the family can be seen in its social 

context. Intervention in the home can go beyond mental health 

treatment to address substandard housing, unemployment, or 

financial difficulties. In-home service providers are referred to 

in much of the research as caseworkers. These caseworkers have 

responsibilities, unlike a traditional family therapist, 

including 24-hour availability to crisis situations and 

furnishing families with community resource information about 

transportation, emergency funds, and medical care, for example 

(Christensen, 1995). How the family copes with these problems 

offers insight into family members' capabilities, communication 

styles, and limitations (Kaplan & Girard, 1994). 

Little has been written about in-home therapy separate from 

preserving intact families. Within the in-home therapy 

literature, available information is sparse regarding therapists' 

perceptions about the influence of therapy location, or place of 

service, on the therapist's style of practice, family 

participation, and treatment outcomes. To investigate how 

location, or place of service, impacts therapy with a family the 

perceptions of professional therapists will be examined. 

Purpose of the Study 

The purpose of this research was to investigate therapists' 

perceptions of the influence of therapy location, or place of 
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service on their styles of practice, families' participation in 

therapy, and treatment outcomes for the family . The participants 

were therapists who have conducted in-home therapy with at least 

five families in the southwest portion of the United States in 

the past 5 years. Researchers have discussed the value of 

providing therapy to families in their home. The service 

provision of in-home therapy appears to be unique when offered to 

enhance or maintain family relationships, independent of social 

service agencies' investigations. The families, who were served 

by participating therapists in this research, were not at risk of 

having children placed outside of the home. 

Research Questions 

To fulfill the purpose of this study, the following 

research questions were explored: 

1 . How do therapists perceive the influence of therapy 

location, or place of service , on therapists' style of practice? 

2 . How do therapists perceive the impact of therapy 

location, or place of service, on family participation in 

therapy? 

3. How do therapists perceive the influence of therapy 

location, or place of service, on treatment outcomes in therapy? 



Phenomenological Perspective 

The framework for this qualitative study of therapists who 

provided therapy to families in their home were viewed from a 

phenomenological perspective. In the 1700s, Kant introduced the 

term "phenomenal world" (Fancher, 1990, p. 107) to mean that 

people never directly experience the true reality of things in 

themselves, but they do experience interpretations and phenomena 

that are partly creations of an active mind interacting with the 

real world. This definition lends to the use of perception while 

encountering situations. James (1950) said that perception is 

influenced by the consciousness of previously known facts 

associated with an "object of sensation" (p. 77). Data cannot be 

experimentally manipulated or statistically analyzed; however, 

they can be described and generally categorized. 

Phenomenology is described by Corsini and Wedding (1989) as 

a method of studying human experience without bias by using the 

person's view of experiences as the data source. By using a 

phenomenological perspective, everyday life activity can be 

perceived by the researcher in the way that the participant 

experiences it. The phenomenological approach is most effective 

when a researcher uses information collected from a participating 

subject to identify with a situation and understand the person's 

viewpoint who is being interviewed (Nichols, 1984). Simple 
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reframing of information does not allow for understanding and 

acceptance of a person's perspective. 

A benefit of a phenomenological approach to research is 

that data are usually experientially based. Data are collected 

through observation or report from persons who have participated 

in certain activities. In this respect, the active participants 

may contribute as little or as much information as they choose. 

Omissions in reporting, or the possibility of a participant's 

selectively reporting, are weaknesses with phenomenology that are 

far outweighed by the gains of the approach (Behrens & Ackerman, 

1956). As phenomenology has made gains in becoming an acceptable 

approach to research, two-way mirrors and video tapings have 

evolved to insure the accuracy of therapists' reports (Cottrell, 

1994). 

There seems to be an increasing amount of evidence that the 

beliefs and attitudes of mental health professionals effect their 

performance (Fraser et al., 1991). The phenomenological 

perspective allows researchers to objectively observe real and 

important data that are subjectively experienced by persons. 

Definitions of Terms 

The following operational definitions give clarification 

and structure to this qualitative study: 
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Family therapy: an approach to psychotherapy that focuses 

on awareness of interaction between people within a nuclear or 

extended family with a goal to ease problems initially reported 

by individual family members or the family as a whole. 

In-home therapy: a form of therapy that is provided within 

the residences of clients. 

Therapy style: skills and technique a mental health 

professional uses to provide therapy services. 

Treatment outcomes: therapeutic results as interpreted by 

the therapist. 

Case management: coordination of community resource 

services including medical, educational, psychological, and 

financial support. 

Delimitations 

This qualitative study was delimited in the following ways: 

1. The sample was limited to mental health professionals in 

the field of counseling, family therapy, psychology, social work, 

or a related area, who have provided in-home therapy. 

2. The sample was all trained in providing therapy, which 

by licensure standards requires a minimum of a master's level of 

education. 

3. The sample included professional therapists from one 

geographic locality and were currently working in the area of 
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their degree which precluded generalizing to a population that 

did not meet the sample selection criteria of this study. 

9 

4. The sample was limited to mental health professionals 

who have worked with no less than five families in clients' homes 

in the past 5 years. 

5. A purposive, snowball sampling technique was used which 

limited generalizability of the findings. 

Summary 

This qualitative study was designed to examine how 

therapists view therapy offered in the home. Families in the 

United States are provided a number of services within their 

home. Most of the services include, but are not limited to, in

home therapy. This study was designed to explore therapists' 

perceptions of the influence of therapy location on the 

therapist's style of practice, family participation in therapy, 

and treatment outcomes for families. 

There is little information about in-home therapy apart 

from being used to keep families intact as a result of social 

service investigations, such as abuse and neglect claims. The 

emergence of themes from data collected using a qualitative 

research approach to this study was an attempt to use mental 

health professionals' experiences with in-home therapy to 

generate further knowledge about therapy for families. 



CHAPTER II 

REVIEW OF LITERATURE 

This qualitative research explored mental health 

professionals' views of experiences with in-home therapy. It 

adopted the therapist's frame of reference about working with 

families. An historical review on the development of therapy 

services provided to families in their home and research done on 

therapy style used with in-home therapy, family participation in 

in-home therapy, and treatment outcomes for families receiving 

therapy in the home are examined in a review of relevant 

literature. 

Historical Review of In-Home Therapy 

Family-based services, united by a common philosophy, began 

in private agencies and were later adapted to public agencies 

(Kaplan & Girard, 1994). This review of literature explains the 

development of therapy provided in the home, and how it has been 

subsumed in other services provided to families. 

The need for services to preserve an intact family in the 

United States was acted on as early as the 1880s with settlement 

houses established for workers adjusting to industrialization and 

immigration (Wasik et al., 1990). The purpose of the service was 
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to attend to children's welfare. College educated upper-class 

women provided support as teachers and nurses to improve social 

conditions for families. These social-service workers became 

resources for referrals to local community agencies for 

additional medical, educational, and social needs. 

11 

In keeping with the child welfare theme for family services 

in the home, Bremner (1971) wrote that President Theodore 

Roosevelt held the First White House Conference on Children in 

1909. The conference supported maintaining safe and suitable 

homes for children. This support led to the widow's pension laws 

in 1911, and the establishment of the U.S. Children's Bureau and 

the Child Welfare League of America to use public money for the 

support of families, including in-home services. 

One of the first research projects to include psychological 

interventions in addition to medical and educational services was 

the Family-Centered Project of St. Paul, Minnesota in the late 

1940s to early 1950s (Frankel, 1988) . The project was a joint 

effort of agencies including child welfare, family service, 

public health, and schools that took the responsibility for all 

of the participating families' psychosocial needs. The intent of 

these agencies was to decrease the caseloads for the workers who 

had been providing fragmented, individually oriented services 

(Holbrook, 1983). The project's major goals were to offer in-home 

services focusing on the whole family, emphasize family 



strengths, and have a single worker for coordinating community 

resources to meet the family's needs (Frankel, 1988). 

12 

Head Start, the largest home-visiting program in the 

country, began in 1965 to provide preschool children from low

income families a child development program consisting of 

education, health, parent involvement, and social services 

(Maybanks & Bryce, 1979) . Parents are urged through counseling to 

participate in their children's lives. Head Start's goal is to 

empower parents and to encourage them to draw from their own 

strengths to resolve conflicts, a philosophy found in family 

therapy. Parenting skills are taught to assist families in 

maintaining order. Each child involved in the program receives 

medical, dental, psychological, and nutritional care (Wasik et 

al., 1990). Part of Head Start's philosophy is to encourage self

esteem among family members, to instill in the family a trust in 

themselves, and to assist parents in recognizing and using their 

strengths to resolve interpersonal and environmental conflicts 

(Allen, Brown, & Finlay, 1992). 

Axelrod (1978) reports that the need for in-home services 

as a means of preventing family disruptions was recognized by 

legislation that was passed concerning community care. A 

community mental health movement began in the 1960s when evidence 

of negative effects of institutionalization of the mentally ill 

was brought to the public's attention, combined with the 



discovery of psychotropic drugs (Frankel, 1988). The Community 

Mental Health Act of 1963 mandated that each community must 

provide mental health services, including crisis outreach 

services to persons in their homes. This service has been 

embedded in multi-faceted, family-centered programs like 

Homebuilders. 
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Homebuilders was started by psychologists Haapala and 

Kinney in 1974 as part of Catholic Community Services of Tacoma, 

Washington, to provide home-based family crisis intervention and 

education (Fraser et al., 1991). Homebuilders is the briefest and 

most intensive of all home-based programs. Families are referred 

to Homebuilders when a child is at risk of placement outside of 

the home. The program's goal is to prevent out-of-home placement 

through immediate intervention that calms the specific crisis, 

stabilizes the family, and teaches family members new problem

solving skills, so they can avoid future crises. The intervention 

is intensive. Therapists, most of whom have a master's degree, 

work with families over a period of 4 to 6 weeks. They spend as 

much time as necessary with families and are on call 24 hours a 

day. Each therapist has a caseload of two families, spending up 

to 20 hours a week with each family. Typically 1 person works 

with each family, but additional therapists are available as 

needed. 
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Family systems theory is another part of the family 

preservation movement. Initially, the family therapy movement was 

considered outside the traditional social-services system 

(Kaplan, 1986). As professionals recognized that families were 

effected by their environment , the movement gained credibility 

(Wasik et al . , 1990). Minuchin's work with Montalvo, Guerney, 

Rosman, and Schumer, Families of the Slums (1967), was 

instrumental in making family systems theory a viable tool in 

therapy. The work was based on the structure and dynamics of 

multi-problem, dysfunctional families of inner-city juvenile 

delinquents in New York. The psychoanalytic approach with those 

families was long-term, passive, and ineffective. The structural 

approach to family therapy is active and allows for problem 

solving. Therapy treatment focuses on the family as a whole, with 

treatment directed at family patterns and issues . The family is 

considered within a social context because its functioning is 

linked to the environment (Axelrod, 1978) . According to Kaplan 

(1986), family therapy intervention goes beyond psychological 

treatment to include basic-needs problems. It is the way the 

family manages these problems that gives insight into the 

family's coping abilities, limitations, and interaction styles. 

Recently, Christensen (1995) observed that even with the 

increase in overall home-based services, the family therapy 

discipline, such as theory developers, therapy providers, and 
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training programs in family therapy, has been slow to accept in-

home services for family therapy treatment and has disregarded 

particular issues unique to in-home therapy. These unique issues 

described by Cottrell (1994) include unstructured environment, 

safety, and time efficiency. 

Aspects of Therapy Style 

Therapists develop their individual style to work with 

families in the home by combining personal characteristics, 

application of theory, and work experience in the field. This 

therapy style encompasses skill and technique by mental health 

professionals to provide therapy services. 

Personal Characteristics 

Characteristics a therapist may draw on to perform therapy 

in the home include creativity, flexibility, and an ability to be 

a role model for families (Hodges & Blythe, 1992; Kaplan & 

Girard, 1994; Woods, 1988). The responsibility, at times, is to 

act as a facilitator and advocate (Kaplan & Girard, 1994); and 

also, a teacher and advisor who trains, instructs, and lists 

alternatives (Fraser & Haapala, 1987). 

Because in-home therapy is provided in a less-structured 

setting than in an office Hodges and Blythe (1992) found, in 

their examination of case studies, a need for a therapist to have 

diplomatic assertiveness. Wells' proposal (1994) for a 



reorientation to knowledge development in family preservation 

services suggests that therapists are to be viewed as extended 

family. Within this notion, therapists do not tell the family 

what areas they need to work on. Instead, the therapist follows 

the family's lead to problem-solve while moving at the family's 

pace (Kaplan & Girard, 1994) . They stay out of family patterns 

and allow a family to interact normally before intervening 

(Behrens & Ackerman, 1956; Woods, 1988). 

Theoretical Approach 
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Various theories of family therapy have influenced in-home 

services to families. Theory tends to give mental health 

professionals a direction. Kaplan (1986) recommends using a 

systems approach within an ecological framework when working with 

families. She suggests that the ecological systems approach can 

be used in combination with social-learning theory, a structural 

approach, or solution-focussed therapy. Not all researchers 

support the use of family systems therapy. Cherniss and Herzog 

(1996) suggest that depending on the nature of the problem, 

family systems therapy is more effective than no treatment at 

all. When children are the focus, they report that family-systems 

therapy is at least as effective as alternative treatments, such 

as individual and group therapy. 

Therapists teach by demonstrating appropriate behaviors. 

Role modeling is an aspect of social-learning theory, a behavior 
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therapy approach, developed by Bandura (1969). Professionals 

model skills in parenting, anger management, and resolving 

conflicts. Rabin, Rosenbaum, and Sens (1982) report that modeling 

communication skills can increase a family's ability to verbalize 

thoughts and feelings, which promotes close family relationships 

through disclosure, constructive disagreements, and 

brainstorming. To model limit setting by establishing rules for 

therapy is a benefit to families with unclear boundaries. 

Negotiation with the rules of the session models assertiveness, 

goal planning, and empowerment (Christensen, 1995; Cottrell, 

1994; Zarski, Sand-Pringle, Greenbank, & Cibik, 1991). 

In addition to social learning, behavioral family 

therapists work with families on procedures, such as charting 

negative behaviors, rewarding positive behaviors, and rehearsing 

new behaviors (Wetchler & Piercy, 1996). Although behavioral 

family therapy is not a systems therapy, it does focus on 

interactions and family relationships through stimulus-response

reinforcement cycles. Behavior therapy in the home allows the 

family to implement new behaviors directly in the home, not 

practiced in an office or clinic while the therapist coaches new 

behaviors, to minimize family failures (Woods, 1988). 

Powell (1996) described a model for family-centered work 

that requires a paradigmatic shift from the traditional clinical 

training philosophy. Therapists using this approach will move 



away from the role of expert and toward a more collaborative 

relationship with families. This model supports the helping 

process that forms the foundations of social work. Family

centered therapists use various competency-based and solution

focused approaches that acknowledge and utilize families' 

knowledge of themselves (Berg, 1994; de Shazer, 1985). 
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The concept of empowerment has been an important factor in 

some therapy programs. Researchers describe empowering families 

by putting parents in charge of their families, focusing on the 

positive, and building on family strengths (Henggeler, 

Schoenwald, & Pickerel, 1995; Kaplan & Girard, 1994; Maybanks & 

Bryce, 1979). Minuchin's structural therapy (1974) emphasized the 

hierarchical organization in a family suggesting that a parent's 

function is to be in charge. Structural family therapy involves 

adjusting the family structure by changing the way people relate 

to each other. This is done by focusing on the present, using 

direct, indirect, and paradoxical directives from the therapist 

(Piercy & Wetchler, 1996). 

To empower the family to become autonomous, independent, 

and able to meet their own needs is an individualized process 

because of the differences among families regarding their 

strengths, coping styles, and support systems (Kaplan & Girard, 

1994). Solution-focused therapy as described by de Shazer (1985) 

is positively oriented, believing that people have the strengths 
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and resources to deal with their problems. It is future oriented, 

so it is not necessary to know the cause of a problem. With 

solution-focused therapy the idea is that it is easier and more 

beneficial to create solutions than to dissolve problems (Berg, 

1994). It is easier to repeat successful behaviors than it is to 

stop or change problem behaviors. 

Evaluation of theoretical treatment approaches is a central 

focus for child-therapy research (Kazdin, 1995). Within this 

focus, few techniques have been clinically researched in relation 

to those that are available to use. Among the approaches used 

more often, including person-centered, family, and behavioral 

therapies, approximately one half of outcome research in the past 

2 decades is behavioral or cognitive-behavioral treatment 

(Kazdin, 1995) . Only a fraction these treatments have been 

studied empirically. Cantoni and Cantoni (1990) surveyed Family 

Service America agency counselors to determine their most 

frequently applied theories and interventions. Therapists 

identified their theoretical orientation according to 

interventions they used in practice. The therapists' responses 

were found to demonstrate an eclectic practice in which only 1% 

practiced according to the basic philosophies of a single theory. 

Work Experience in the Field 

Much has been written about multi-problem families who have 

been overwhelmed by chronic financial problems, lack of basic 
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needs, marital discord, child abuse and neglect, school failure, 

delinquency, and substance abuse issues. Little has been written 

about services in the home to address this large number of 

problems for the family. Literature is practically non-existent 

to discuss in-home therapy for families who are not at-risk of 

disruption from losing their children to Child Protective 

Services or juvenile delinquency. Christensen (1995) interviewed 

10 therapists who provided home-based family preservation 

services to determine themes about services to families. First, 

she found that distractions were a concern for the therapists 

even though it was interesting to observe family living 

conditions. Safety was the second theme. Therapists reported 

uncertainty about creating structure and boundaries. Third, 

context of services, relates to the home environment and how 

therapy is provided. Therapists described a sense of minimal 

control and little opportunity to use confrontation. Last, time 

efficiency was an issue in that therapists' travel time and home 

distractions brought about a lack of perceived therapeutic 

effectiveness. 

Anxiety can arise at initial home visits from uncertainty 

of working with new families and new situations. The balance of 

power is more likely to be to the advantage of the family until 

rapport is established (Cottrell, 1994). There is comfort in 



being in a familiar place, such as the clinic and from being in 

control. 
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A therapist examines a family's level of functioning to see 

if behavior is appropriate for the normal stage of development 

(Axelrod, 1978; Kaplan, 1986). Therapy techniques are developed 

after the needs of the family are evaluated, which may involve 

referring the family to outside resources to meet basic food, 

shelter, and clothing needs. Hodges and Blythe (1992) observed 

that mental health professionals tailor therapy interventions to 

respond to environmental obstacles for the family. Some 

investigators (Kaplan & Girard, 1994) have reported that families 

commonly feel alienated from their community by not being valued 

by people, organizations, or social service agencies. The 

therapist helps the family to develop a sense of belonging in the 

community by strengthening their coping and communication skills 

(Kaplan, 1986) . 

A goal of therapy in the home is to assist the family to 

develop skills to solve problems (Axelrod, 1978). Lower-class 

families and families with multiple problems operate on a 

concrete level, are action oriented, and do not respond to 

therapies requiring insight (Kaplan, 1986; Rabin et al., 1982). 

zarski, Aponte, Bixenstine, and Cibik (1992) conducted a multi

family group therapy project using a family-centered systems 

approach to help families at risk of having a child placed in a 
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residential or psychiatric facility. An observation was made that 

if 2 or more families with similar low-income levels and 

developmental stages were connected, they offered encouragement, 

support, and alternatives to each other. These families receiving 

home-based intervention services could interact in terms of 

problems with their individual families and the immediate 

environment, including school and the community. By placing the 

problem-solving responsibility on the family, the therapist shows 

a belief in the family system that promotes pride, courage, self-

esteem, and hope for the future (Kaplan & Girard, 1994). 

A therapist can become inducted into a family's way of 

seeing things, and this is particularly true of the therapist 

seeing a family on their home turf (Christensen, 1995). In an 

effort to maintain effectiveness in therapy, in-home therapists 

rely on the consultation process with colleagues and teams 

(Cottrell, 1994). Audio and video recordings have all evolved 

because of the difficulty for the therapist to remain neutral to 

the family system and therefore keep a different perspective. 

Family Participation 

As the concept of family relationships as contributors to 

mental health problems was recognized, methods for treating the 

whole family were developed (Frankel, 1988). Engaging family 

participation at home has been researched. Some families do not 
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know what receiving mental health services means. For them home 

visits encourage participation through education about what to 

expect from the therapist (Cottrell, 1994). This "joining 

maneuver" (Cottrell, 1994, p. 192) combats a lack of knowledge 

rather than a lack of motivation. 

Because some in-home therapy is mandated as a result of 

investigations into the mistreatment of children by social 

service agencies, families may be resistant and hostile toward 

receiving services (Christensen, 1995) . To temper this cause for 

concern, an absence of anxiety by the therapist is reflected in 

family reactions (Whitaker, Kinney, Tracy, & Booth, 1990). A 

research study providing 34 family members services in their 

homes determined that due to the comfort of familiar 

surroundings, parents are less likely to be defensive in their 

own homes and are more likely to experience a sense of control 

(Balgopal, Patchner, & Henderson, 1988). This research study also 

found that home visits produce a high attendance rate of 83% and 

low dropout rates that enable families to be more engaged in the 

treatment program and, as a result, are better able to benefit. 

Some problems that the family faces cannot be speculated in 

the clinic become apparent while working in the home. The 

family's knowledge that the therapist understands their situation 

from experiencing it may increase participation (Cottrell, 1994). 

By being in the home, a therapist also may be more sensitive to 
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values and cultural differences of families that would otherwise 

lead to alienation and inability to develop trust and rapport, 

valuable factors in therapy (Dixon & Kixmiller, (1992). 

Family members may not act normally and may be on their 

best behavior when the therapist is in the home. Behrens and 

Ackerman (1956) reported that family behavior deviates from its 

usual behavior only in degree and not in quality. They explain 

that a mother may not lose her temper at home in the presence of 

a therapist, but an observation of her interactions with the 

child and her temperament and demeanor can be made. More often 

than not, parents are anxious to show their own and their child's 

worst side, as they wish to prove the existence of their problem 

and justify their need for help (Kaplan, 1986). 

Researchers believe that in-home therapy can be an 

important tool for gathering information and making assessments 

because of the probability that there will be a larger number of 

people in attendance (Christensen, 1995) . When families view in-

home professionals as extended family, there tends to be more 

spontaneity of family behavior (Behrens & Ackerman, 1956; 

Maybanks & Bryce, 1979) . At home, the family is more apt to play 

their everyday roles; if anyone has to undergo an unnatural role 

shift, it is most likely to be the therapist (Woods, 1988). 



Treatment Outcomes 

Research is sparse in reporting treatment outcomes for in-

home therapy since most studies on this topic investigate child 

placement through social services. Wells (1994) found that few 

outcomes could be assessed by standardized measures of family 

functioning because the instruments are too general, ignore 

context, are not appropriate to use with low functioning 

families, or depend on one person's point of view. Fraser and 

Haapala (1987) measured subjective outcomes to the following 

definition of treatment: 

"Treatment" can be defined as the additive influence 
of the interventive method selected for use, the 
personal characteristics of the therapist, the 
environment in which the treatment is delivered, the 
characteristics of the client, the nature of the 
activities during treatment, and the content of 
materials taught and learned during treatment 
sessions. (p. 7) 

In this research that included 41 families and 17 therapists, 

participants rated helpfulness of treatment in a Homebuilders 

program. Proving that perception is individual, 65% of the 

families rated treatment as moderately or extremely helpful, 

where therapists were more reserved at 38% helpfulness. 

Mental health practitioners identify many influences other 

than technique as major contributors to outcome (Kazdin, 1995) . 

Examples include therapy environment, parent involvement in 

treatment, parental cooperation, presence or absence of parental 
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dysfunction, and cognitive development of family participants. 

Christensen (1995) found that therapy is a slow process in the 

home and changes tend to be more subtle than in the clinical 

setting. 
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In an experimental study by Walton, Fraser, Lewis, Pecora, 

and Walton (1993) involving 110 families, long-term therapeutic 

involvement was investigated. Long-term services, 3 months or 

more, to address the mental health problems of the parents, 

children's history in social services due to abuse and neglect 

concerns, and poverty was found to produce significant positive 

outcomes with families in crisis. Gray (1993) collected data from 

245 client charts reviewed at a behavioral health agency in 

Arizona. In contrast, he found that ratings of family improvement 

in family functioning following therapy were found not to be 

associated with the length of service of therapy provided to 

clients or intensity of treatment, regardless of the severity of 

the client's problem. Ratings of home environment as a factor in 

therapy were found to be the strongest predictors of change. In 

other reports, findings suggest that regardless of the 

intervention used, some families lack the necessary cohesion and 

community support to stay together (Wells, 1994). 

Attention has been focused on the family's efforts in 

treatment outcomes. Rabin et al. (1982) describe the influence of 

psychological readiness on the part of the therapist to help with 
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physical and social services, in addition to psychological needs 

as a factor in outcomes. It is hypothesized that a perceived lack 

of therapist credibility by the family can lead to family 

guardedness, an inability to establish rapport, and a lack of 

self-disclosure (Dixon & Kixmiller, 1992). Christensen (1995) 

found that therapists without family therapy training seemed to 

be unable to use the home setting to an advantage and saw it as a 

deterrent to therapy for those practitioners. Holbrook (1983) 

states that outcomes are within the "power" (p. 123) of the 

professional since the family's starting functioning level and 

ending functioning level are both based on the therapist's 

interpretation of their level of functioning. 

Summary 

This chapter reviewed literature on therapy provided to 

families in the home environment. Information on the evolution of 

in-home therapy to families, therapy style used by therapists in 

the home, family participation in therapy, and treatment outcomes 

was presented. The historical review of social services focused 

attention on keeping children placed in their families after 

reports of abuse or neglect to social service agencies and 

arranging for basic and essential needs for families, such as 

food, shelter, and clothing. Research revealed therapy style, 

family participation, and treatment outcomes are all 
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interrelated. The place of therapy service as a factor in 

treatment outcomes is based on the therapist's perception of 

personal skill and adaptability. The body of literature on family 

therapy is primarily focused on the overarching goal to 

strengthen families' coping skills, communication skills, and 

improve their ability to function effectively in the community. 

This review of literature revealed gaps in the research and 

information about experiences providing therapy services in the 

home, as therapists perceive them. 



CHAPTER III 

METHODOLOGY 

The purpose of this study was to investigate in-home 

therapy provided to families. A qualitative and descriptive 

design was used. This approach was based on a phenomenological 

perspective and focused on therapists' perspectives about their 

experiences providing therapy in a family's home. Included is a 

description of the sample and the manner in which it was 

obtained, the interview protocol used, and methods of data 

collection and analysis. 

Research Design 

This study used qualitative methods with semi-structured 

interviews to investigate in-home therapy. The qualitative 

research method allowed the participants to share individual 

insights regarding their experiences. The data that were 

generated were descriptive and expressed actual thoughts and 

feelings that enabled the researcher to see the work experiences 

as the subjects saw it (Miles & Huberman, 1994) . Taylor and 

Bogdan (1984) described this research method as instrumental in 

allowing the researcher to better understand the participants' 

perceptions of the unique experiences of their work. Qualitative 
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methods allow design changes during data collection to be 

responsive to the participating subjects without jeopardizing 

results. Qualitative data are a source of well-grounded, rich 

descriptions and explanations of activities that allow an 

understanding of other people's experiences that are not 

understood otherwise (Miles & Huberman, 1994). 
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Interviews in this study incorporated six questions in an 

open-ended format. The intention was to gather mental health 

professionals' perceptions of their experiences with in-home 

therapy in the areas of therapy style, family participation, and 

treatment outcomes. Open-ended questions were used in the current 

study to gain responses that described in the participants' own 

words, instead of having them choose their answers from a pre

formatted response sheet that did not individualize the 

descriptors for each person. 

The researcher's role in the current study, using 

qualitative methods, was to provide an overview of information to 

a reader about the topic being investigated. Relatively few 

standardized instruments are used in true qualitative studies 

(Miles & Huberman, 1994) . The researcher is essentially the main 

source of measurement in a study. Wolcott (1994) proposed that 

qualitative research is conducted through an intense contact with 

a field of information that is typical of the participant's 

normal daily life. From the information collected, certain themes 
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tend to surface. Most of the analysis is done with words that can 

be organized and clustered by the researcher. Many 

interpretations of the information are possible, but some themes 

are more compelling than others (Miles & Huberman, 1994). 

A relationship is built between the investigator and 

interviewee. Researchers have claimed that establishing rapport 

with the participants is a successful key to a research project 

(Adler & Adler, 1991). Sincerity, sensitivity, and honesty are 

important researcher attributes for building a trusting 

relationship with the participants. Because a qualitative method 

requires in-depth interviewing and a more active role by the 

researcher to generate data through interpreting subjective 

information, it was well-matched to this phenomenologically-based 

study (Crabtree & Miller, 1992). 

Sample 

Qualitative researchers usually work with small samples of 

people who are studied through in-depth interviews (Miles & 

Huberman, 1994). Qualitative samples tend to be purposive, rather 

than random (Kuzel, 1992). That tendency is because the initial 

focus, or definition of the study tends to be narrow, and because 

social processes have a logic and coherence that cannot be 

understood clearly from random sampling (Morse, 1989). 

Qualitative methods have no concrete rules on sample size because 



the researcher must constantly evaluate the quality of the 

information being collected (McCracken, 1988). 
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The 16 participating subjects were recruited through a 

purposive snowball sampling method as described by Babbie (1995). 

In this sampling procedure, the researcher established a sample 

base from people who know people who are appropriate for the 

study and were "information rich" (Miles & Huberman, 1994, p. 

28) . The participants were chosen deliberately for this study on 

the basis of their profession in the southwest portion of the 

United States. Acquaintances who have provided in-home therapy to 

families were asked to participate in this study. A verbal 

request was made for volunteers in various mental health 

agencies, clinics, meetings of professional counselor and 

therapist organizations, and private practices that provide 

mental health services to solicit a sample of 16 participants for 

this study. 

The subjects for this study were 11 female and 5 male 

therapists who hold a Master's degree or higher in the field of 

counseling, family therapy, psychology, social work, and human 

development, and have 5 five years. Audiotaped interviews with 

therapists to gather information about their perception relating 

to in-home therapy took between 25 to 60 minutes for each 

participant. A total of nine interviews were conducted in private 

offices . Only five interviews were conducted in the volunteer 
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participants' homes. Interviews for 2 participants were held in 

study rooms at a university library. Volunteers were given a 

letter (see Appendix A) to describe the current study along with 

a self-addressed, postage-paid envelope to return with name, 

address, and phone number as acceptance to participate. The 

researcher contacted the volunteers to make arrangements for the 

interview portion of the study. A demographic information sheet 

(see Appendix B) and consent form (see Appendix C) were reviewed 

and completed at the beginning of the interview. 

Protection of Human Subjects 

Permission to conduct the study was obtained from the Texas 

Woman's University Human Subjects Review Committee prior to any 

attempt to approach volunteers or collect data. After permission 

was received, the recruitment process began. Participants were 

informed of their rights both verbally and in writing by 

reviewing the consent form before the interview began. 

Researchers have an obligation to cause no harm to 

volunteers. Persons volunteering were advised that they may 

withdraw from the study at any time without penalty. 

Participants, then, signed an informed consent form to 

acknowledge that the information given was confidential and 

presented anonymously in the final written report. All volunteer 
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participants were provided a written abstract of the findings at 

the completion of the study. 

Data Collection Procedures 

Interview Process 

Interviews were conducted at a time and quiet, private 

place established by the volunteer participants. All efforts were 

made to minimize the possibility of interruptions during the 

scheduled interview. The interview session began with a review of 

the consent form and the completion of a demographic information 

sheet. At that time, the participant received a copy of the 

consent form. The semi-structured interview questions and prompts 

(see Appendix D) were a guide for the audiotaped interview. The 

research protocol was designed to allow participants to share 

experiences in their own words while the researcher listened to, 

reflected, and prompted responses. It was expected that the 

interview time would not exceed 60 minutes, however scheduling 

was kept flexible enough to allow for extended interview time if 

necessary. 

The volunteer subjects were advised that the researcher is 

a licensed professional counselor by profession and a state 

certified supervisor for counselors, but the current role in this 

study was to gather information as a doctoral student for 

research. 
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Pilot study 

The pilot study subjects were 2 female participants meeting 

the criteria for the study and were not included as part of the 

sample. The pilot study was a tool to ensure that the data 

collection process would be effective and to establish 

credibility in the current qualitative research. These subjects 

were asked to give input regarding the clarity and scope of the 

interview protocol. Appropriate adjustments were made in response 

to input. A verbal explanation of each theme was added to the 

questioning format for clarification prior to the discussion of 

the three topic areas. No major revisions were needed in the 

instrument. 

Data Analysis 

A qualitative, descriptive design was used for this study. 

The purpose of this qualitative research was to identify and 

explore therapists' perceptions of therapy provided to families 

in their home. The processes of qualitative research include ways 

of conceptualizing, collecting, analyzing, and interpreting data 

(Gilgun, 1992) . Qualitative researchers tend to analyze data 

through inductive reasoning and do not attempt to quantify 

evidence to prove hypotheses (Taylor & Bogdan, 1984) . Analyzing 

qualitative data broadens the meaning of the information that has 

been processed and categorized (Blalock & Blalock, 1982). The 
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data may contribute to new knowledge, confirm prior knowledge, or 

create new ideas for investigation. 

Each participating therapist was assigned a number code for 

confidentiality purposes according to the order of the audiotaped 

interview. A list of the number codes with the corresponding 

participant was kept in a locked file cabinet separate from the 

research data, and was destroyed by shredding at the end of the 

study. The interview tapes were listened to twice within 48 hours 

of the interview as an aid in clarifying and refining the 

interpretation process of the data. Verbatim transcripts of the 

tape-recorded interviews were made for analysis within 24 hours 

of the interview. Data analysis was conducted by selecting and 

identifying major themes and patterns from the subjects' 

responses. The demographic information sheet was filed with the 

master copy of the transcripts, which will be shredded within 5 

years. 

The current study used Miles and Huberman's (1994) model of 

qualitative analysis. This model consists of three concurrent 

flows of activity following the data collection period. The three 

components of data analysis are the following: 

Data reduction--the process of selecting, focusing, 
simplifying, and transforming data from the 
transcriptions of interviews. Data reduction is a form 
of analysis that fine tunes, sorts, discards, and 
organizes data so that conclusions can be drawn. 
Qualitative data can be reduced and transformed 



through selection, summary or paraphrase, or being 
subsumed into a larger pattern. (p.lO) 

Data display--designed to assemble organized 
information into an immediately accessible, compact 
form for the researcher to see which patterns are 
evolving. The displays include types of matrices, 
graphs, and charts. Deciding which data go in which 
forms are analytic activities. (p.ll) 

Conclusion drawing and verification--decide what 
things mean by noting regularities, patterns, 
explanations, causal flows, and propositions. 
Verification involves second thoughts while writing, 
reviewing notes either briefly or in detail, or a 
consult with colleagues to develop a consensus. 
Meanings that emerge from the data are tested for 
plausibility, confirmability, and validity through the 
verification of repeating themes among subjects. (p. 
12) 

A master copy of the transcripts was placed in a secured 

location in the event that the working copy was damaged or 

destroyed. The transcripts were read concurrently with the 
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audiotape within 24 hours after the transcriptions were completed 

as an additional verification of content accuracy. The working 

copy of the transcripts was color-coded according to the research 

questions, as grouped in the study matrix (see Appendix E). In 

the second reading of the transcripts, data were examined for 

emerging patterns and themes to determine how therapists 

perceived environment as a factor in in-home therapy. Summaries 

were made from the reduced and transformed data for each of the 

three research areas. The data were displayed in the form of a 

matrix for each participating therapist. By noting regularities 



and patterns of responses from the matrices, conclusions about 

the information were made. The conclusions were confirmed and 

verified by theme repetition among the therapists. 

Miles and Huberman (1994) report that when a 

phenomenological approach is used working with interview 

transcripts, there is careful, dubious condensing of the 

material. The assumption is that through continued readings of 

the source material, the researcher can reach the "Lebenswelt" 

(Miles & Huberman, 1994, p. 8) of the subject, capturing the 

essence of a person's experience. A nonparticipating in-home 

therapist was used as an independent evaluator to read the pilot 

study transcripts and one study sample transcript for theme 

content to provide evidence of reliability in these data. 

Summary 

A qualitative, descriptive design was used for this study 

to explore perceptions of therapists who provide therapy to 

families in their homes. This chapter described the methodology 

used in the research project. A volunteer sample was interviewed 

using a semi-structured interview guide with open-ended 

questions. A pilot study was conducted to increase the validity 

of the research, and a nonparticipating in-home therapist read a 

portion of the verbatim transcripts to assure reliability. The 

data were transcribed verbatim and sorted according to the 
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research questions. Themes and patterns found in data analysis 

were written as findings of the study. 
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CHAPTER IV 

RESULTS 

Therapists from various agencies and private practices were 

interviewed to elicit their perceptions about the influence that 

therapy location has on their therapy style, family participation 

in therapy, and treatment outcomes. The subjects were volunteers 

from a snowball sampling gathered through personal and 

professional contacts. Personal interviews were conducted with 16 

volunteer therapists who met the criteria for the sample group. 

Transcriptions of audiotapes were analyzed for recurring themes. 

Data were analyzed using a model developed by Miles and Huberman 

(1994) . 

The findings of this study are organized into three major 

sections. The first section discusses the demographic information 

pertaining to the informant sample. The second section concerns 

the three research questions and is presented as subsections in 

the order in which the research areas were addressed in the 

interviews. An added subsection reports additional findings that 

relate to in-home therapy. Direct quotations are used to describe 

the subjects' responses to interview questions . Deleting 

identifying information and assigning numbers to the participants 

for identification purposes protected confidentiality. These 

40 



identification numbers can be found following the direct 

quotations of that subject. The final major section provides a 

summary of the findings. 

Description of the Sample 
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The subjects were licensed in various counseling and 

therapy disciplines. At the time of the study, 2 of the 

participants did not have a license but were in the process of 

obtaining temporary licenses in their field of practice, 2 

participants were Licensed Master Social Workers (LMSW), 2 were 

Licensed Marriage and Family Therapists (LMFT) only, and 7 were 

Licensed Professional Counselors (LPC) . Of the LPCs, 2 

participants were additionally licensed as Marriage and Family 

Therapists, and 2 were licensed as Chemical Dependency Counselors 

(LCDC) as well. With temporary licenses, 1 person was an LPC 

Intern only, and the other 2 were LMFT Associates in addition to 

being LPC Interns. The highest degree held for 15 participants 

was master's level, 1 of which was all but dissertation doctoral 

level in School Psychology in addition to a Master of Arts in 

School Psychology. A participant was a Doctor of Philosophy in 

Marriage and Family Therapy. Another participant held two 

master's degrees, one in Counselor Education and one in Human 

Development. Counselor Education programs were represented by 4 

other participants. Master's degrees were held by 5 participants 
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from Marriage and Family Therapy programs, 2 participants were 

from Social Work academic programs, 1 from Counseling Psychology, 

and 1 from Counseling and Guidance. 

Among the 16 subjects, 11 were female and 5 were male. 

Ethnicity was represented by 2 African-American participants, 13 

Anglo-American, and 1 Hispanic. The ages of the subjects were 

grouped in 10-year increments with 3 having ages of 25 or 

younger, 5 with ages 26 to 35, 4 with ages 36 to 45, 2 with ages 

46 to 55, 1 person was 56 to 65, and 1 person was at age 66 or 

older. At the time of the study, 4 subjects were divorced, 3 had 

never married, and 9 were currently married. Of the 16 

participants, 4 were not currently providing in-home therapy, 4 

were providing home-based services through their private 

practices, and 8 were working at agencies to provide in-home 

therapy. In private practice, 3 of the 4 therapists had 

previously provided in-home services through an agency and 

continued because of their perceived need for the service in the 

community. The private practice therapist who had not previously 

worked in an agency setting, began his in-home practice in 

response to the overall needs of home-bound patients with 

physical disabilities. The number of families served by the 

participants ranged from 5 to 120, with an average of 16 visits 

per family. All subjects reported working with low socio

economic-status families, with 1 private practice therapist 



reporting additional service to middle and upper-middle income 

families. Half of the subjects described the typical family as 

having a single-parent home, and half reported a mixture of 

single-parent, two-parent, and stepparent families. Data are 

summarized in Table 1. 

Findings 
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Transcribed interviews were read to identify recurring 

themes from therapists' perceptions about the influence of 

therapy location, or place of service, on therapy style, family 

participation, and treatment outcomes. The environment settings 

discussed by the participants were predominately the clients' 

home, an agency setting, and private practice offices. Some of 

the participants discussed the provision of services in schools, 

correctional facilities, and community centers as environments 

other than the home setting. The phrase "identified patient" was 

used by the participants throughout the discussion to describe 

the person identified by completed paperwork to receive services, 

even though the families were included in the service provision. 

The findings are reported in the order of the area investigated, 

followed by an emergent theme not directly related to the 

research areas but were identified as significant through data 

reduction (see Table 2) . 



Table 1 

Demographic Information 

Number of subjects: N = 16 

Licensure*: 
Title 

No license 
LMSW only 
LPC only 
LMFT only 
LPC & LMFT 
LPC & LCDC 
Temporary LPC 
Temporary LPC & LMFT 

Education: 
Level 

Total Master's level: 
Total Doctoral level: 

Masters- Counselor Education only 
Masters- Marriage & Family Therapy only 
Doctoral- Marriage & Family Therapy only 
Masters- School Psychology, A.B.D. School Psychology 
2 Masters- Counselor Education, Human Development 
Masters- Social Work 
Masters- Counseling Psychology 
Masters - Counseling & Guidance 

Therapist's Gender : 
Female 
Male 

Ethnicity: 

Age: 

African American 
Anglo American 
Hispanic 

Range 

25 or younger 
26-35 
36-45 
46-55 
56 - 65 
66 or older 

Current Marital Status: 
Divorced 
Never Married 
Now Married 

Current In-Home Therapy Services: 
Not currently providing in-home services 
Agency Employees 
Private Practice Clinicians 
Works both agency and private practice in-home services 

2 
2 
3 
2 
2 
2 
1 
2 

15 
1 

4 
5 
1 
1 
1 
2 
1 
1 

n 
11 

5 

n 
2 

13 
1 

3 
5 
4 
2 
1 
1 

n 
4 
3 
9 

n 
4 
8 
3 
1 

*Note: Explanation of licenses . 
LMSW- Licensed Master Social Worker 
LPC- Licensed Professional Counselor 

LMFT- Licensed Marriage and Family Therapist 
LCDC- Licensed Chemical Dependency Counselor 
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Table 2 

Findings of the Study: A Study of In-Home Therapy 

Research Questions Related Themes 

How do therapists perceive the 
influence of therapy location, or 
place of service, on therapists' 
style of practice? 

How do therapists perceive the 
impact of therapy location, or place 
of service on family participation 
in therapy? 

How do therapists perceive the 
influence of therapy location, or 
place of servi ce, on treatment outcomes 
in therapy? 

Therapists are flexible and 
accommodating with no planned 
agenda in a family ' s horne . 

The office is used for intake and 
social histories. The home g i ves 
family dynamics . 

Therapists rely on at least one 
theory, horne or office , as the 
basis of therapy . 

Attendance is higher in the 
horne environment . 

Therapist-client rapport is 
established more easily in the 
horne environment . 

Appointments are scheduled after 
school and evenings to 
accommodate family activities and 
increase attendance . 

Therapist expectations of 
outcomes are the same in the 
office and horne environments . 

Changes can be observed in the 
horne . Therapists rely on client 
self-report in the office. 

Managed care requires a limited 
number of sessions and specific 
measurable goals . 

Additional Findings 

Therapists are concerned for 
their safety and that of their 
colleagues . 
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Therapy Style 

The subjects were asked to discuss the skills and technique 

they use to work with families. The therapists described their 

individual therapy style used to provide services to families in 

the home environment. This information was followed with a 

discussion about how their therapy style was different, or the 

same, from the therapy style they used to provide therapy in 

other settings. Individualized styles of practice were supported 

by all participants, allowing for many similarities and 

differences among them. From the interviews, three themes emerged 

as characteristics of therapy style and have been organized into 

the following categories: (a) session agenda, (b) assessing 

needs, and (c) theoretical orientation. 

Session agenda. The first area of discussion that was noted 

with regularity about therapy style was how the therapists 

structure a session and what role they play in the therapeutic 

process. The structure of the therapy session results from 

setting the rules for distractions and deciding the direction in 

which therapy will go. Preparation for a session by the clinician 

is more likely to take place in the office environment, where in 

the home the session accommodates the client's activity. 

Participants indicated that they generally allowed clients to 

take the lead in the home environment. 



I guess as far as the way I do things in the clinic, 
I'm a little more organized, or structured, or 
something, you know, because I can limit the 
interruptions and stuff like that. It's easier to make 
sure everybody's in the same room at one time and I 
can turn the phone off. I can sort of pre-plan how I 
want the room set up if I think we were hitting on 
some important issues the time before and there was an 
awareness process taking place that triggered some 
discomfort. (1) 

I don't push the families before they're ready to 
move, or anything. I don't come in and give them an 
agenda, or already have a pre-determined treatment 
goal for them. But I did have more control, I think, 
in the playroom because I decided when the session 
ends. I'm the person in charge in that environment, 
where as in the home, the parent is the adult and 
they're the ones kind of setting the rules. When 
you're in someone else's house, I let them decide 
about who's going to be in the room. (2) 

I don't generally have an agenda. I tend to be present 
focused with people. When I walk into their house I 
belong to them for whatever the concern is then. (3) 

I'd model appropriate interaction between mothers and 
children (in the clinic). That usually didn't happen 
in the home because it was their turf and they handled 
their family their way. I couldn't set up therapeutic 
situations. I just had to wait for them to happen. (5) 

I let the family decide who will be in the room when 
it's their house. I have to be flexible to get the 
benefit of working with families in their environment. 
( 6) 

Now, I don't carry in (to the house) a lot of notes or 
tell the parents what to do. I used to go in with an 
idea of what I wanted to get done for the session, but 
now I let them open up to me. I let the parents and 
the family lead. I let them tell me what their desires 
are and what they want to work on. (7) 

Well, one thought may be about rule setting, or limit 
setting for the disruptions. If they continually 
answer the phone all the time, or the television is 
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always on then I'll ask then to turn the TV off and 
not answer the phone while I'm there. But generally I 
don't like to go in with a list of rules because I 
want to be respectful of them in their home. When they 
move to the distractions, I try to process that as a 
therapy issue. (9) 

I let them choose where we're going to meet and what 
room we'll use. And, we'll talk about together about 
the rules for the TV, but I'm still in charge of the 
therapy process. That's for the home and clinic 
environment. (10) 

There's no telling in the home who's coming in, the 
siblings, extended family members, or something. The 
very best way is to set rules, or guidelines for the 
session. We decide together on a place that is "the" 
place for us to meet, and it can be respected. (12) 

It's especially beneficial in-home because I go in and 
let the people sit where they are comfortable and then 
I ask where would they like for me to sit. I let them 
arrange the seating and the atmosphere. (15) 

Therapists take aspects of their personal characteristics 

and experience into a therapy session. A therapist develops an 
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approach that will achieve the best-desired results. As supported 

by the interviews, a therapist's ability to be flexible in the 

home environment is a characteristic that is not required as 

often in the office or clinic settings. The role a therapist 

takes with service provision evolves over time and can be 

different for the various environmental settings. 

So I guess with therapy style I just adapt to the 
situation in the family's house, and in the office I 
maintain some semblance of order that seems to be more 
therapeutic. (1) 

I'm pretty easy-going. I guess I just stay flexible 
and adjust to what comes up that day. I certainly 



learned real quick that I couldn't go in to a family's 
house and tell them the "right" way to be parents. You 
can't go in as an authority figure, even though you 
are in a way. (2) 

In general, clinicians adjust to their clients a 
little bit all the time. It's a matter of pacing and 
setting your style with what the client is comfortable 
with. I think the home environment, because it is 
their environment, you tend to be more loose and 
chatty. You wouldn't want to maintain that therapeutic 
distance that you do in the office where they are in 
your turf. (3) 

And for me, in-home is different in that you do get 
closer to the family and the main client. I mean, I 
feel closer to them because I was in their 
environment. The relationship was stronger and the 
rapport was better, so that helped the therapy 
process. (4) 

I think there has been a tendency for me to become, 
possibly, bit more relaxed in a home setting with the 
family. I can get relaxed about attending to the 
goals, having said previously that I'm fairly specific 
about setting goals. (8) 

They're more comfortable there (in the home) and are 
more likely to behave like they normally would. I was 
a little more structured when I did therapy in the 
office. So, I'm more flexible now. (10) 

Every family is different and the counselor has to be 
flexible in order to operate on the best level that 
meets the family's need, home or office. (12) 

(In the home) I just let things happen like I'm a 
friend that just happens to stop by. I just wait and 
watch. (13) 

You have to be flexible in therapy working on things 
you can use, things that come up when you're there 
just for your own knowledge of how things happen or to 
make it a teachable moment. (14) 
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Assessing needs. Part of the therapy process is to meet the 

therapeutic needs of the family. Families present their concerns 

in their own context for clinicians to formulate a plan of 

service. The second pattern of information noted with regularity 

for therapy style focused on how therapists went about collecting 

information during the assessment portion of the therapy process. 

Subjects described the use of the office environment in their 

therapy style as a controlled, formal tool for gathering 

information. Most of the participants described the office 

environment as more appropriate for initial visits to talk with 

families about their presenting problems. Subjects discussed the 

issue of limiting disruptions while assessing the preliminary 

needs of clients. 

The assessments are usually done in the office as 
quickly as the family can get scheduled. The office is 
more conducive to the formality of getting 
information, and by doing it as soon as they call, 
more people showed up who were concerned about the 
problem. (1) 

I get a lot of information about the family's 
background during the intake appointment. I like to do 
that in the clinic because it's easier to keep them 
focused. ( 2) 

With the older and bedridden clients, I've had a 
tendency to get a social history in my office from the 
family before I meet with the identified patient just 
because of the inappropriate behavior some of them can 
have while the family is trying to talk. . The 
office has a controlled, professional presence and is 
better suited for hearing concerns. (3) 



I do intakes in the office because children sense 
there are different boundaries than at home, and it is 
more accommodating to getting the initial paperwork 
done. (4) 

I do use the clinic initially for the assessment 
because I can control the disruptions. The intake 
takes so long and I try to get people out before they 
start thinking that all of their sessions are going to 
be that regimented. (6) 

I have to use the clinic for assessments or we'd 
always be lost in the family issues and never get the 
agency paperwork done. It has that formal feel to get 
the necessities taken care of. (7) 

Most all of my work is out in the field, but whenever 
the clients do come into the office, it has more of a 
formal feel to it. Not that I take that distant 
psychoanalytic stance to it. That's not my flavor. But 
when I need for them to be in their "business" frame 
of mind for the paperwork aspect of the job, we meet 
in the clinic. (11) 

Well when you bring people into an office, you're 
creating an environment that is formal. People just 
take on their roles, like at school, "is it my turn to 
talk?" The office is very helpful where you can find 
good use for setting rules. There's not the 
distractions as in the home. (12) 

Where in the clinic, it's formal and they (the family) 
put on their best behavior. In the home, they have 
distractions to keep them from doing the work. That's 
not true in the clinic. They're there to do the work. 
( 15) 

Office appointments have a formal feel to it. People 
don't look at it as much as a social visit (as in the 
home) so they feel compelled to be forthcoming about 
family issues. (16) 

In addition to the information collected in an office 

setting from families about their presenting problem, subjects 

suggested that a view of the more personal side of the family 
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benefited the assessment process. The home environment was 

favored by the participants in assessing needs as they relate to 

the family's dynamics. The participants were in agreement that 

the families did not necessarily withhold information about their 

methods of interaction and levels of functioning. Rather, the 

families were not aware of the pathology that existed and the 

dysfunction that it caused. 

While doing an assessment, I looked around the house 
to see what kind of order, or a lack of order, there 
was. It sort of was like a scouting mission to feel 
out the temperament and chaos. There's a certain 
amount of information that people just can't describe 
about themselves. (1) 

It's interesting to watch the dynamics in the home. 
Especially when there's a father who's usually pretty 
unresponsive, and when there's a noise he'll jump up 
to take care of it. Especially if the topic gets 
tight, that's interesting to watch. Where in the 
office, the kids are in the waiting room and you can 
control that dynamic a little better. (3) 

Intensive in-home is so much more revealing in that 
you have so many more distractions and trying to stay 
focused, or you can have several conflicts going on at 
one time. Where in the clinic you don't see that. 
People are more guarded in the clinic so you may see 
some conflict, but they seem to unfold in their own 
home where you can just see it. . You see them in 
their surrounding and it's just more dramatic, more 
real life. Their masks come off. (4) 

I always feel that I have more information when I go 
to the home even if people give me the same facts in 
the office. Because I'm there in the family's 
environment I get a better, demonstrated picture. Then 
it's not just facts, it's a family's picture. (5} 

With in-home, I use the house to tell me about the 
family. Where in the clinic the family can tell me 



facts about themselves, in the home I can see the 
facts in motion. It gives a new perspective to what 
they have to say. (6) 

You can just see the true sides of the family when 
you're on their territory and not your territory. It's 
just easier to see the dynamics, and you can help the 
family right where they are. . In the clinic, people 
put aside what they were going through at the moment 
to be there. It may come up in the session, but I 
wouldn't happenstance upon it. It would be more 
recall. It wouldn't be in the present. (9) 

You get a much larger picture of what's going on . 
Especially with the lower economics, there's no way 
that I could get a picture of what the living 
situation is. It's just a whole different view of 
things. It's not what they want to portray to me in 
the office, or they may be minimizing. In the home, 
they can't do that. (10) 

In the home, you get an enormous amount of 
environmental information about the client that you 
might not get in 20 years of once a week therapy if 
they always came to your office. It's invaluable to 
see how a person lives. It's just a real valuable 
difference in information that you get. (11) 

(In the home) I can see the dynamics. Especially when 
the families are comfortable with me and used to me 
being there. The families let it all hang out, they 
really do. They're very talkative, and they've got 
their normal behavior that shines through. (12) 

Because you can also see who they are and what they 
may need (in the home), they're a little more willing 
to open up than if they're coming in to the office. 
(13) 

I think at the home you're automatically provided with 
a great deal of insight and information that, it's not 
that the family wants to leave it out, but they 
wouldn't know to talk about it. (14) 

In the clinic, the biggest difference is that they can 
conceal things from me because if I don't ask the 
right questions, they can hide the truth from me. They 
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hide family dynamics. I can see the dynamics in the 
home and how they really are in relation to each 
other. (15) 

Theoretical orientation. The last area of information that 
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came out in the questioning about therapy style was the reliance 

on theory as a guide in the therapy process. All but one of the 

participants stated that they had at least one theory of choice 

as the fundamental basis of their style in providing therapy. In 

all of those cases, the therapists relied on additional theories 

for an eclectic approach to therapy in an effort to accommodate 

the presenting family in the given environment. The participant 

not stating a particular theory by name reported to draw from 

several approaches to therapy, as needed. One half of the 

participants practiced with a family therapy philosophical 

approach. 

I guess I depend mostly on family therapy, solution
focused. Since I had a lot of times when I did work 
with people individually, maybe the kids weren't home 
from school, or dad wasn't home from work, or no dad, 
which was most of the time, I did some focusing on 
their personal strengths and recognizing steps they'd 
taken. Because, you know, most of those people never 
got good strokes. And like I said before, I get 
parents to look at family patterns that repeat 
themselves through the generations. (1) 

When I first met with a family in the home I tried to 
evaluate what their everyday life was like. To get to 
know who's in charge, what the family rules are, what 
kind of routine they have, do they have a routine? 
Because I kind of feel like if you can help a family 
have more structure and have appropriate hierarchy, 
where the parents are parents and the kids are kids 
then you can eliminate a lot of behavioral problems 



that led the children into treatment in the beginning. 
( 5) 

I usually stay with the family-therapy focus using a 
combination of structural and solution-focused. I 
really help families to become problem solvers and to 
look at the family structure, you know, who's in 
charge. We look at boundaries and how to set 
appropriate boundaries. I praise improvements and 
encourage parents to do the same for their kids. (6) 

I use a style that is a mixture of "directive," which 
is in terms of goal-directed and problem-focused, 
along with a more "narrative" style of therapy. . I 
think in terms of the goal-directed part, it's 
important for me to be clear about a definition about 
what it is they want to work on and have some 
agreement about that. . In terms of the narrative 
part of therapy, it's a personal style for me in how I 
interact with people. In terms of speaking in more 
metaphoric language, speaking about their situation in 
a more literate or narrative way so that it creates a 
context for change about the kinds of stories they 
speak. It's the way they imagine their life to be. (8) 

Usually I use a solution-focused style. I tend to work 
on specific behaviors and the interactions within the 
family. If I see an interaction going on within the 
family, or a behavior, I stop it right then and we 
work on how it could that be different, and we 
practice on a new behavior then. They practice things 
that will hopefully carry out when I'm not there. (9) 

A rendition of solution-focused is what I'd say I use 
as my theory of choice. That means that I use a lot of 
their techniques, but I don't stick really hard to 
their set philosophy. I like to use some of their 
questions and try to stay positive. But, I don't say 
there isn't a problem or it isn't helpful to go into 
the past. I go into every session asking what's 
different and better. I focus on their strengths. I 
try to make things a little bit better every time. I 
don't necessarily ask a feeling question but I ask 
them how they are doing and how is it better . I ask a 
miracle question, but not in that same format. I ask 
them what they want, but not as strict or structured. 
(10) 
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I use solution-focused therapy. I'm finding the 
strengths in the family, support systems, finding out 
when the problem did not occur, constantly reassessing 
strengths, not focusing on problems. Well maybe the 
first session, after that focusing on the solutions. 
(13) 

I use systemic therapy. In other words, everyone in 
the family participates, or is a factor in everything 
that goes on in the home. They are all connected. What 
one person does effects the family, so you work with 
the family to help balance their dynamics. (15) 

The participants who used client-centered (person-centered) 

and play- therapy techniques reported that these approaches were 

not as effective in the home as in an office environment. 

Distractions in the home were mentioned as the main difficulty 
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with these non-directive styles in keeping clients focused on the 

therapy process. Because of this concern, along with an effort to 

meet managed care time limitations and goal attainment 

requirements, therapists emphasized the need to be more directive 

with families in the home than client-centered and play-therapy 

approaches allow. The participants supported the use of these 

approaches in the more structured office setting. 

Well, I use mostly person-centered therapy focusing on 
relationships because I do a lot of reflection, 
especially at first when I'm getting to know the 
family. My very first in-home case was a bad 
experience. My experience prior to that was with 
children and reflective play therapy in a structured 
setting. I went in to this family who had all kinds of 
family conflict, a lot of marriage problems and the 
father basically just wanted to blame everybody for 
it . He dominated the first session. The mother and 
children kept leaving the room to answer the phone, 



play with friends, and watch television while I was 
there reflecting feelings. I saw right then that I had 
to start being more direct in my work in homes. (4) 

I also use some non-directive play therapy 
interventions which, to me, don't work as well in the 
home because you're not in an enclosed area and 
because you're working with the whole family. We have 
to be results oriented because of managed care. We 
typically just have 12 weeks. (5) 

In the play therapy, I have to be more concrete in the 
home so I usually take toys with me that the children 
can play with in order to establish a relationship 
with them. Play is one of the techniques that I use a 
lot, but I have to set limits more often because of 
the disruptions all around. (7) 

Well I'd say I use several theories and pull 
techniques from different ones. It depends on the 
situation, and the kids and their ages. I do play 
therapy and role-playing. When I see it's going slow 
for them in the home, with the interruptions and all, 
I'll do solution-focused. I try to get the most 
progress in a short amount of time because of the 
managed care thing. (14) 

My specialty is play therapy. I do the client
centered, child-centered play therapy. I use a lot of 
empathy, and reflective listening, reflection of 
feelings. I care about the families I see. My personal 
style is pretty much non-directive, but with the 
families I've worked with in the home we need to get 
outcomes quicker with the constraints of managed care. 
(16) 

Family Participation 

In questioning about family participation, a pattern of 

responses developed from the participants' discussion that has 

been organized into two categories: (a) therapy atmosphere, and 

(b) scheduling appointments. Subjects discussed participation in 
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the context of family member attendance and therapeutic 

involvement in the session. 

Therapy atmosphere. Subjects often noted that both the 

family and themselves became comfortable and relaxed in the home 

environment. A positive client-therapist relationship was 

indicated, through discussion, to be a result of the sense of 

comfort felt. This rapport, along with therapist and client 

comfort is an integral part to creating a therapeutic atmosphere 

for family participation in the therapy session. Participants 

discussed how these factors contribute to a greater number of 

family members participating in the therapy process and how these 

factors enhance the substance of the therapy itself. 

I used the clinic time to align myself with the family 
and took the attitude that we needed to prove the 
teacher wrong. When I put the attention on the 
teacher, it seemed to make the family a little less 
defensive. I wanted to build a trust with the family. 
And a good rapport and good relationship helps to get 
everybody to participate. The different thing about 
the house, I guess, is I could look around and see 
something that would draw in somebody like, "Dad, it 
looks like you do remodeling when you can," and 
that'll open up everybody. Dad brags about how good it 
is and Mom talks about how long it takes, and the kids 
take sides with mom or dad. (1) 

Rapport and building trust are very important in 
engaging them (the family), and that's done by 
presenting yourself as an equal. That's easier to do 
in their house than when they come to an office. 
Families sense when I'm comfortable and when I'm not. 
And, if I'm not showing confidence, it's a therapeutic 
bust for the day. (2) 



With in-home it's been so important to build on the 
(therapist-client) relationship. I care about my 
families and they sense that. The parents who are 
really wanting to see, and care about, changes going 
on are eager to participate because I've connected 
with them. They're just waiting for you to get there. 
They really want the help. (4) 

As far as the family is concerned, they probably think 
that their time was more appreciated when I was 
willing to go to the trouble and effort to go to their 
house. They saw I was driving 30 minutes to an hour to 
be with them, and only them, so they must be special. 
Even though that's part of the job, families feel like 
there's a greater investment on my part, I think, when 
I went to the house. So in turn, they put more effort 
into it. (5) 

I've found that people participate more if they're 
allowed to talk about themselves, and the best 
therapeutic work is in the home because that (the 
home) is who they are. When they're in the office and 
talk about themselves, it's more narcissistic. (6) 

I particularly like the home environment to build the 
relationship and communication. I'll have a soda in 
the home as a way to say, "I'm okay, too. I'm not 
above having a drink at your home." It opens up the 
talk when I show I'm comfortable. (7) 

(In the home) I think the level of participation was 
high. It was a relief to have someone come out. They 
were honored by that, by and large. (8) 

I've had really good luck with children's 
participation when there's kids in the house. It seems 
like they feel like it's more on their terms than it 
is on my terms. They just appear to be more 
comfortable in their house than they did when I saw 
kids coming into an office. (9) 

Some family members cannot be encouraged to engage no 
matter what you do and how much they like and respect 
you. Many of the families that I deal with, since I 
work with people who have chronic mental illness, are 
quite burned out on trying to work with this 
individual's problems which contributes to their lack 
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participation many times. I'm an ally for the client. 
My clients participate because of our therapy 
relationship. (11) 

Most of the time, it's a parent who has identified a 
need. If that's the case, it's (participation) very 
high in the beginning. The mother or father really 
wants to be in on how the progression of the 
counseling session is going to go. However, when you 
get referral from the schools or other places, parents 
don't want to be involved. (12) 

I wanted as many people to be responsible (for the 
presenting problem). So I took the attitude that they 
had to be there, because it would be quicker and more 
effective. The other thing, I made it casual and 
comfortable for them inviting someone walking through 
to join us. They responded very comfortably to that 
and when they weren't comfortable, they got up and 
left. (15) 

Scheduling appointments. Home visits are usually set to 

accommodate a family's schedule in an effort to serve the most 

number of people at one time. Participants discussed the time 

allowance for travel and sessions in order to make the best 

therapeutic use of appointments. There was a noted difference in 

the amount of time spent in the home among some of the subjects . 

I've had clients that I've traveled 40 miles each way, 
so we had nearly an hour of travel time. You tend to 
stretch those sessions out a little bit. Then there's 
those families that prefer to keep going once they're 
on a positive tangent and even though they may just be 
five minutes from my office, we might meet for an hour 
and a half or 2. (3) 

I sat and talked to one dad in his workshop for about 
30 minutes. He was remodeling a bunch of stuff. Of 
course I didn't know anything about it but I just 
acted interested and used good listening skills to let 
him know that I cared about something in his life and 
let him know that what he had to say was important. 
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And he kind of turned around more and started 
participating more and gave me more feedback. You 
know, sometimes you have to do whatever it takes. (4) 

The best time to get the most people at home is in the 
evening. Of course, dads are the least likely to 
participate. I've come across a few of them who think 
they're being blamed for problems, so they're a little 
defensive. I just show respect to the individuals and 
sometimes they come around, and sometimes they don't. 
( 6) 

In the single-parent home, I have a hard time getting 
the mother involved because she's usually so busy and 
overwhelmed with getting all the kids rounded up into 
one room that she's exhausted. Sometimes I can't get 
the whole family in together and when that occurs, it 
takes several sessions for them know what to expect 
and establish a comfort level. And then we can relax 
and have a therapeutic session. . And I'll say that 
there needs to be limitations to the time, not to 
over-extend the sessions. Usually, if you take over 
two hours , they get bored. Then the next week, they're 
not motivated because they think it will take that 
long again. ( 7) 

I've always joked that when you do in-home therapy, 
you reduce your no-show rate dramatically. I would 
even add that in a small town if they weren't home I 
could go to a neighbor and ask where they were. 
When I would go, it might take me 30 miles to get 
there . So I might consciously, and unconsciously, 
believe it was important to spend as much time as 
needed since I had driven that far, and since they may 
not have other services available to them. (8) 

(In the home) I have one hour with the family. 
Generally it takes 10 to 15 minutes to get there and I 
stay 45 to 50 minutes. That's the same amount of 
therapy time as the clinic, but I have the advantage 
of meeting with more people when I go to them. (9) 

I was careful to schedule when I could get both 
parents, so the scheduling was important. I also asked 
when I scheduled what other family could be available 
at that time. I took an assumptive attitude that since 
it was in-home it was for the family. And, I wanted as 
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many people to be responsible. So I took the attitude 
that they had to be there, because it would be quicker 
and more effective. And, it is. (15) 

Most of the time I have to schedule appointments, 
typically, in the after-school hours. They're more 
willing to work with me if they don't have to miss 
school. People don't seem to mind as much to miss 
school or work for a clinic appointment, even though, 
the clinic has an extraordinarily high no-show rate. 
(16) 

Additionally, some therapists believe that people who 

attend office appointments demonstrate a degree of motivation in 

the therapy process, which results in a higher number of 

participating family members. 

I guess I just expect office clients to use the 
therapy after their sessions end more so than the 
in-home families, and that's just because first, the 
nature of the population involved, and second, the 
time and energy people have invested. At the agency I 
worked for, people didn't pay for the service, and in 
in-home, they additionally didn't even have to make an 
effort to make the appointment. I went to them, the 
families. In my practice, people pay or use insurance 
and make the commitment to attend, so they have more 
invested in it. (1) 

Private-pay clients are real good about giving a 
24-hour notice to cancel because they know they're 
responsible to pay if they don't. But, they don't 
cancel very often because they really want the 
service . ( 4) 

I feel like whenever people have to come to the office 
they put more into it, because they have to make that 
trip there. And so, sometimes I think people take 
advantage of the services they are receiving more than 
when they make an effort to attend the sessions in an 
office. . It just seems that when I go to them, they 
become too reliant on me and they don't get out of it 
what the service in intended to be. (9) 
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In other settings they put out an effort to be there 
so they know they're going to meet with someone, and 
they know they're going to talk to someone. So, maybe 
you're not catching them off guard. I guess they're 
more prepared when they've made an effort to be there. 
(14) 

Repeated references were made about scheduling office 

appointments to focus services only on the identified patient. 

References were often noted from subjects' discussion about 

family participation as to the actual person, or persons, 
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receiving services. Unlike the participation of family members as 

discussed earlier related to home-based services, subject's 

proposed that the therapy focus in an office setting is centered 

around the identified patient without attending family members. 

I do mostly family therapy, and I insist up front that 
family therapy means the whole family comes to the 
office, but if they don't come we can only work with 
the person that shows up. Now I have a lot of faith in 
that when the family balance is shifted by an 
individual's actions, then the family shifts to re-
balance itself. . It just takes a little longer to 
re-balance when everybody's not committed to the 
process. (1) 

(In the home) I like to have time alone with the 
parents, and time alone with the children, and time 
with them together. That's not always possible. And I 
don't like going in and structuring the time to the 
way I want to meet with them, I don't want to get into 
a power struggle with them in their own house. 
But, when they're strictly on office type services, it 
was mostly focused on the child and we met in the 
playroom. ( 2) 

It's different in the clinic setting in that most of 
my cases are children, teens, or husbands and wives. 
It's not the whole family. So then it's very much 
focused on one person's behaviors and interactions in 



all of their environments. Like anger management, it's 
just a lot more focused. (4) 

Mothers tend to stay in the lobby when they bring the 
children in. They're not comfortable at first, 
especially if they were referred. They don't 
understand the process and a lot of times they can't 
read so they're very fearful of that. . And when the 
children come to the clinic for therapy, it just gets 
to be show-and-tell for the playroom if the parents 
are there. (7) 

I prefer to only have the I. P. (identified patient) 
in the clinic since most of the time the family just 
wants to use the therapy time to talk about needing 
new, or stronger, meds for the client. That's a 
disadvantage to working with persons with chronic 
mental illness. (11) 

Well, when I go to schools to see kids, of course no 
parents are going to be there. It's just me and the 
kid. And, if parents see that our department is called 
"child and adolescent," then they look at it that they 
don't have come. A lot of times they get the kids a 
ride to the clinic instead of bringing them 
themselves. ( 13) 

When I worked for the agency that I work for, I 
noticed that parents didn't want to be part of the 
therapy once they brought their children. It was 
disappointing for me to see that. I invited them, but 
I couldn't change their minds. (15) 

Treatment Outcomes 

The three emergent themes from the interviews have been 

categorized as (a) expectations, (b) monitoring progress, and (c) 

managed care. Treatment outcomes are the results of therapy. 

Goals are outlined in the initial sessions and the amount of 

progress toward those goals result in the outcomes. 
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Expectations. Therapists normally expect outcomes that 

reflect their theoretical orientation. Personal expectations for 

treatment outcomes were noted from the interviews and some degree 

of a higher level of functioning emerged as a common expectation . 

The subjects proposed that termination of services was made when 

the clients were satisfied with the progress made, whether in the 

home or elsewhere. 

Realistically, I guess I'm hoping that a crisis is 
resolved and the family can use the skills they 
learned again some time down the road. (1) 

I expect that they will have learned a little more 
about themselves in their own environment so that the 
parents can do more appropriate parenting, or the 
children learn to behave, or whatever, in a way that's 
a little more healthy, I guess. (2) 

My expectations are that the overall functioning of 
the family will improve. Improving communication with 
each other, and parents improving understanding why 
their children behave the way they do. (4) 

I like to put a hierarchy to families so parents can 
be in charge of children's goals. I expect improvement 
in how the family relates to each other in order to 
keep the hierarchy in place. (6) 

My goal is to have the family return to some sense of 
autonomy in their life, and I'd like to help them 
establish that. . Personally, I have expectations 
about the degree to which each member of the family 
can be fully self-expressed in that family. That's so 
that each member has a forum for their voice, their 
desires, their wishes. A therapeutic outcome that I 
want to see is that it becomes a practice for them, 
that they have that opening to them to continue that 
practice. (8} 

I'm never looking for perfection. Especially with 
these families that are very low income with a 



multitude of problems. We just try to get it where 
it's something they can handle. (10) 

I'm looking for improvement in the relationships with 
family members, improvement in a behavior to an 
acceptable family type behavior. (12) 

For outcomes, I expected that the parents would take 
the parental responsibilities, and the children would 
learn what their responsibilities were, who to answer 
to and why. ( 15) 

My expectations are for them to develop a therapeutic 
relationship. After that, I expect a mild increase in 
functioning, due to the population I work with. (16) 

Monitoring progress. The most notable difference with 

treatment outcomes between the home and other environments was 

that the therapist could see a client's progress in the home 

towards goals. 

I do think that in-home worked better for them than 
clinic-based because we were in their own environment. 
Having them in the clinic wasn't nearly as productive 
as seeing them make changes at home. They just 
couldn't make that "leap" in the clinic between theory 
and practice. (1) 

By going in the home, I expect that the outcome is 
going to be easier to implement because it's been 
practiced in the home and it's been discussed in the 
home. The change was initially suggested in the home, 
that kind of thing. It's more generalizable. . I 
guess I like home visits because I can see the results 
of my efforts. (2) 

It's somewhat difficult in the clinic setting to 
ensure that behaviors are being monitored and 
reinforced. In the home, you see how the family does 
it. You see them utilizing what you've discussed. (3) 

I can see family dynamics change. I can see a process 
of change where, like in family systems, when one 
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person changes and that changes the dynamics of the 
family in a trickle effect. (4) 

And at home, they can change their behaviors there and 
really work on the things in the home environment as 
it happens. I see outcomes. (7) 

The amount of data the therapist is able to accumulate 
tangibly, is increased dramatically. Therefore, if 
utilized properly while in the home, it can be to the 
therapist's advantage in terms of working with the 
family to accomplish their goals. (8) 

Home specific stuff, I can observe if those changes 
are actually happening. . Of course a child's self 
report isn't always as accurate as your eyes. (12) 

In the home, it all happens right there in front of 
me. I see the mom re-directing, talking to the kids 
and things like that. Where in the clinic, I don't 
know. I go by what they say and I can't actually see 
it for myself. (13) 

Going to the home can help things progress a little 
faster because the therapist gets a larger view of 
what obstacles could be in the way. I can make 
observations that I noticed this and that, and ask 
them how does it effect what is trying to be 
accomplished. That can get the family to look at 
certain things. It just goes a little quicker. (14) 

For therapy settings other than in the home, participant 

therapists relied on self-report from the clients about the 

progress being made. 

I may go by self-report on how things are going, but I 
can also see their successes at home in the way they 
relate to each other at the office. The feeling of 
doom tends to lift as things get better. (1) 

In my office, I rely on the family to report whether 
they have experienced any enlightenment or progress. 
I'm there to listen while they sort things out. (3) 
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(In the office) I go by the family's self-report on 
goal attainment. Although I prefer to see the results, 
ultimately the goals are met when the family says so. 
( 6) 

In the office, they come in and say yes or no, it's 
working or it's not. . But I can only guide them, 
and that's only for a small amount of time in the 
scope of things. (12) 

I go by what the family says, pretty much because 
whether it's accurate or not to an outsider isn't the 
point. It's their interpretation of it and if it's not 
a problem for them, it's not a problem for me. If they 
are happy with the way things are, then we go by how 
they measure it. (14) 

Managed care. Treatment outcomes in all environments were 

based on goals that were subjectively measured by clients and 

clinicians, unless a specific behavior was charted for increases 

or decreases in occurrence. For most of the participants, 

treatment outcomes are designed to meet managed-care guidelines 
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that have measurable goals to be obtained within a limited amount 

of time, generally 12 weeks. 

Well, because the state says that outcomes have to be 
measurable, and behavior is measurable, I use that to 
create a sense of accomplishment. We might decide that 
a behavior may need to decrease two times a week or 
increase one time a day. So, we make a chart to record 
that behavior. Then the results are measurable and 
everybody sees what's going on. (2) 

I think that in-home for a family who's willing to 
work and a counselor who enjoys that work and is 
comfortable with it, it can be very, very powerful. I 
think that in the limited time frame you have it has 
the potential to have more change in the home. Yeah, 
the potential is there because you see them as they 
are. (4) 



Since we only had three months to work with them, 
they'd chart the actual number of times something was 
done, or not done, over a couple of days. Then they'd 
say how much of an increase in chores or decrease in 
absences or so forth, they could reach in three 
months. . Then we'd write that up as a plan. That 
way, at the end of three months we looked at it and 
said, "how did you do on your treatment goals?" That's 
how we measured our outcomes. (5) 

Because I have to have 65% productivity (work 
requirements), and we have 12 weeks (managed care time 
allotment), the overall goal is the same, to change 
the behavior. I develop the treatment plan with the 
family and decide with them what are the goals. They 
determine what they can actually account for. (7) 

Especially under the auspices of managed care, the 
specific treatment outcome is to have symptom 
reduction in the identified patient and generally a 
smooth operating system within the family structure 
where all the individuals feel as satisfied with the 
relationship as they reasonably might be able to. It's 
more managed care's decision about whether or not the 
goals are officially attained. (11) 

To measure a specific behavior, I help them make a 
chart naming less than three behaviors. They mark the 
frequency and they are, hopefully, rewarded only and 
then that's reinforced so it changes that behavior. We 
come up with termination when the family is satisfied, 
or when managed care says to stop. (12) 

I basically have 12 weeks with managed care. I see 
that the consumer comes up with specific goals and 
specific ways they can determine if they've achieved 
them or not. (14) 

It has to be quick and efficient, with everything 
measurable. I can set the tone of the structure better 
in the office and take the therapy to a more 
productive level in a shorter amount of time. It's all 
in keeping with managed care. (16) 
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Additional Findings 

The process of data reduction led to a finding worthy of 

mention that did not fit into the three main areas under 

investigation. Subjects mentioned in-home therapists' safety with 

regularity in the interviews. Some suggest making initial home 

visits in daylight hours as a precautionary step until therapists 

become familiar the families and their neighborhoods. Suggestions 

were made for agencies to provide cell phones to home-based 

therapists. 

Another reason intakes are done in the office is so 
the therapist can get a feel for how necessary or safe 
it is to go to the people's house. (1) 

One thing I'll tell you about is that I got bit by a 
dog once. You have to be on your guard when you go to 
people's houses. You just assume that they're going to 
take care of putting the pets away and things like 
that. But they don't. (4) 

My safety is a big concern. I don't go to a 
neighborhood the first time after dark. And I usually 
introduce myself to people in the clinic before I ever 
go out to the house. I try to be cautious and mindful 
of those things. (6) 

I guess one thing I think about is safety issues. In 
my private practice, I do some of my work in teams 
going to the homes. If I don't feel comfortable, I may 
not go out as often or I get the other therapist to go 
with me. (7) 

I have read that in other parts of the country where 
therapists go out in duos. That needs to be examined, 
both therapeutically and the potential of reducing 
liability . . Some of my female colleagues were less 
likely to go in homes alone late at night. . That's 
an issue in terms of the security of the person at 
night. (8) 



Sometimes there are places I go to that I don't feel 
real comfortable working in. I have to discern whether 
I'm safe there. There are things like that that I have 
to think about that I wouldn't necessarily think about 
if they were coming to me. The agency doesn't provide 
me with a telephone for emergency situations. (9) 

I like in-home. But there are some safety concerns. 
You don't know how late you're going to be. Always 
have the mace ready. I dress down, so I usually wear 
jeans to work. I use common sense kinds of things. 
(10) 

Most definitely you have to consider the safety 
factors. There are some houses that I don't know what 
I'm going to walk into. There can be not only extended 
family members living there, but friends, and drugs 
and alcohol. You have to be very careful. There are 
some places that I always take another counselor with 
me. (12) 

There's also the safety. If there's a child who may be 
angry, I'll want to know if there're any weapons and 
I'll sit close to the door. I carry a phone, my own 
phone. (13) 

I'll say that you always have to be aware of what's 
around you. I never go to a home the first time at 
dark. I'll try to schedule my first visit during the 
day. If I ever feel uncomfortable, I'll leave but that 
hasn't really happened yet in the year I've been doing 
this. I think it's real important for an agency to 
provide you with a cell phone. (14) 

I'd like to say that the location, the neighborhood 
that the family is located might make a difference in 
how the therapy is provided when there's not a clear 
sense of safety for the therapist. My effectiveness as 
a therapist is lessened when I don't feel safe. (16) 
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Summary 

This chapter provided a demographic description of the 16 

in-home therapists who were interviewed for the study. Recurrent 

themes were identified through analysis of the transcribed, 

audiotaped interviews. Findings related to the study topic and 

the three research questions were presented and illustrated with 

brief quotations from the transcripts, each of which was 

identified with a code number to protect participants' 

confidentiality. 

This study found an emergence of major themes with regard 

to in-home therapy through qualitative analysis of the interview 

data. The three research areas and one additional emergent theme 

are summarized below. 

1. Therapists support individualized styles of practice 

that are developed over time to accommodate the therapeutic needs 

of families. These individual styles also reflect a therapist's 

personal character. Families are allowed to decide the rules for 

distractions and participation in a session in the home 

environment. A therapist is more likely to prepare for a session 

in the office environment. In the home, a therapist accommodates 

the family's activity. Flexibility and creativity by the 

therapist are more often required in the home than in an office 

or clinic setting. Therapists use the controlled, formal office 
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environment for gathering assessment information. The home 

environment is utilized to assess needs as they relate to the 

family's dynamics. There is a reliance on theory as the 

fundamental basis of a therapist's style to providing therapy. 

Non-directive techniques to therapy are not efficient approaches 

in the unstructured home environment. 

2. Building rapport through positive client-therapist 

relationships creates higher family member attendance and 

therapeutic involvement in a session. Therapists and families, 

both, are more comfortable and relaxed in the home environment. 

Appointments are scheduled in the home to accommodate a family's 

schedule to serve the most number of people at one time. Some of 

the therapists believe that because of the effort made to attend 

office appointments, motivation is demonstrated which results in 

a higher number of active family members. Therapists report that 

the focus of therapy in the office setting is more likely to be 

centered around the identified patient. 

3. Some degree of a higher level of functioning is expected 

from families in therapy. Therapists also expect outcomes that 

reflect their theoretical orientation. An advantage to the home 

environment is that a therapist can see a family's progress, 

where in the office setting client self-report was used to 

monitor progress. Therapists work under the constraints of 



managed care requiring time limitations for treatment outcomes 

and goals that are measurable. 
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4. Therapists are concerned about their safety while making 

home visits. Initially, daytime appointments are made until 

therapists become familiar with the family and their 

neighborhood. Cell phones are not generally provided by agencies 

to home-based therapists. 



CHAPTER V 

DISCUSSION, CONCLUSIONS, IMPLICATIONS, 

AND RECOMMENDATIONS 

This study explored mental health professionals' 

experiences providing therapy to families in their home and other 

environments. A review of the study is presented in this chapter 

that includes an overview of the study, discussion about the 

findings of the study, limitations, conclusions, implications for 

training and practice, and recommendations for future research. A 

phenomenological, qualitative methodology was used in 

interviewing the subjects to address three primary research 

questions: (a) How do therapists perceive the influence of 

therapy location, or place of service, on therapists' style of 

practice? (b) How do therapists perceive the impact of therapy 

location, or place of service, on family participation in 

therapy? and, (c) How do therapists perceive the influence of 

therapy location, or place of service, on treatment outcomes in 

therapy? 

The data consisted of audiotapes, transcriptions of the 

tapes, observations, and notes from the semi-structured 

interviews. The interviewed sample were mental health 

professionals with advanced academic degrees who held various 
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professional licensures, and volunteered to participate with the 

knowledge that there may not be any direct benefit to them. 

Audiotaped interviews with participating therapists were 

transcribed verbatim and analyzed for themes related to three 

research questions. Research questions addressed the ways in 

which therapy location influences therapy style, family 

participation, and treatment outcomes. Responses to interview 

questions indicated that there are differences as it relates to 

the environment in which therapy is provided. 

Major themes emerged in each of the three research areas, 

in addition to one other theme not directly related to the areas 

being investigated. Responses to specific research area 

questioning included information addressing other research areas. 

Overall, all areas of questioning led to responses that were 

interrelated. A majority of the participating subjects had common 

perceptions about therapy style, family participation, treatment 

outcomes, and safety concerns. 

Discussion of the Findings 

Through analysis of the data, common themes relating to the 

research questions were found. An additional theme emerged during 

the analysis of the data that did not directly relate to the 

research questions directly but was reported by a majority of the 

participants and, therefore, is considered important. 
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The interviews conducted for this research provided insight 

into therapists' perceptions about how the location of therapy 

services impacts therapy style, family participation , and 

treatment outcomes. Ideas about stereo-typical roles for 

therapists, classic therapeutic relationships, and theory-based 

therapy goals were challenged in the context of in-home therapy . 

Most of these findings are supported, however , by the sparse 

existing research on in-home therapy. 

Profile of the Sample 

The 16 participating subjects in this study were 

predominantly Anglo-American, middle-class clinicians serving 

low-income families. Most participants agreed on the value of 

offering therapy services in the client's home. There were mixed 

views about whether the responding therapist considered herself, 

or himself, to be the best suited to provide that service. The 

success of in-home therapy has to do with the clinician's 

personality and therapeutic skill (Zarski, 1989). Not all 

therapists can be effective providing in-home therapy. 

Notes were taken during the individual interviews to record 

the participants posturing and comfort while discussing the 

therapy environment. Most of the subjects demonstrated a comfort 

level in the interview process by readily and openly responding 

to the questions. Among the therapists who preferred clinic 

services because of the structure and control that could be 
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maintained in that setting, 1 clinician focused her attention on 

the placement of the audiotape recorder and expressed concern 

about whether her responses would be audibly clear and coherent . 

Another clinician that preferred the clinic environment took 

notes during the interview process. Clinicians with a preference 

to the relaxed, non-structured home environment were the most 

difficult to schedule interview appointments with. While 

preferring in-home services, 1 of the subjects expressed having 

anxiousness in the home during initial visits. That subject 

tapped a pen on a table during the interview. 

Therapy Location's Influence on Therapy Style 

Kaplan and Girard (1994) described the need for service 

delivery to be highly individualized to accommodate families' 

therapeutic and environmental needs . This method of practice had 

been recognized by Hodges and Blythe (1992) earlier. They 

observed that clinicians tailor interventions to respond to the 

particular environmental obstacles in the individual family 

homes. This supports the individualized styles of practice by 

participating subjects in this study to accommodate the needs of 

families and to reflect their personal character. In 

accommodating the less structured environment in the home, family 

therapist interns in Synder and McCollum's research (1999) felt 

"noticeably less in charge" (p. 233). The interns described 

feeling distracted by interruptions and yet not free to limit 
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them. The current study reported therapists' input on 

distractions noting that they, too, felt restrained about 

limiting distractions, but exercised the choice to allow families 

to decide the rules for distractions in a session in the home 

environment. Starting home-based sessions with a period of 

negotiation about the rules of therapy, such as seating, 

attendance, and disruptions is a general practice (Cottrell, 

1994). 

Most of the participants of this study use the controlled, 

formal office environment for gathering assessment information. 

It takes 5 minutes in the office to get 65 minutes of information 

in the home (Christensen, 1995) . Where this study showed that 

family dynamics and personal experiences are better assessed in 

the home environment, Synder and McCollum (1999) questioned this 

kind of familiarity. In their investigation, they were led to 

wonder, by having a deeper understanding of the family's position 

whether therapy would make a lasting difference, or was the 

deeper understanding even relevant to the therapy process. 

Research has concentrated on the use of family therapy 

approaches in the home environment. Kaplan (1986) suggests using 

a systems approach in combination with a structural approach, 

strategic approach, social-learning theory, or solution-focussed 

therapy. Aspects of these approaches were commonly used by the 

participants in this research project in both the home and office 
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environments. Family structure and hierarchy were considered to 

be therapy issues for many of the subjects. Addressing the 

effects of family problems in a session without dwelling on the 

problems themselves help the participants to maintain a focus 

with families. This study's finding that non-directive 

approaches, like client-centered or play therapy, do not serve 

lower socio-economic-status families efficiently in the 

unstructured home environment is supported by Rabin, Rosenbaum, 

and Sens (1982) . They propose that lower-class families are not 

usually verbal, so the use of concrete treatment methods are more 

appropriate. 

Therapy Location's Impact on Family Participation 

Building rapport through positive client-therapist 

relationships creates higher family member attendance and 

therapeutic involvement in a home-based session. The home visit 

communicates that the therapist is willing to join the family on 

their terms (Moynihan, 1974). Therapists and families, both, are 

more comfortable and relaxed in the home environment. All of the 

participants reported that they were willing to drink sodas and 

have snacks in a family's home. Participation is more relaxed for 

the family in their own home. Families are more apt to act 

themselves, rather than shift into a more formal role (Woods, 

1988) . Synder and McCollum (1999) reported that simply being in a 



family's home gave the session a friendlier feel , since most 

visits to a person's home are made in the context of friendship . 
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In cases where a family is referred for services by a third 

party, the therapist is viewed as an intruder (Brosman, 1990). 

When considering this possibility , most of the subjects in this 

study said they wait for the family to arrange their seating 

before asking where they should sit. Respect for a family's 

boundaries is a key strategy in joining with them (Zarski, 1989) . 

Much of the in-home therapy provided by participants of this 

study resulted from a third-party referral. Therapists generally 

meet with the family initially in the office as an introductory 

session. This study found that notes about the sessions are done 

in the absence of the family to reduce the family's anxious 

feeling about being evaluated, and not to interfere with the flow 

of the session. Participation observation must be reported from 

memory since note taking would interfere with the family 

spontaneity (Behrens & Ackerman, 1956) . 

Self-disclosure was mentioned by most of the subjects as a 

tool to enhance rapport. There was not an agreement among them as 

to how much personal information was appropriate. Some subjects 

limited their disclosure to yes and no answers when questioned by 

families. Others used personal experiences to relate to client

family problems. Older research suggests that it is beneficial 

for therapists to admit vulnerability to clients and that clients 



82 
will trust the therapist more because of honesty about 

imperfections (Maybanks & Brice, 1979) . Disclosure is now 

monitored more carefully because of ethical guidelines associated 

with licensure. 

Another area of family participation that was addressed, 

but not agreed on by the participants was whether home visits 

were an enabling mechanism for the family. Most of the therapists 

did agree that in-home therapy was beneficial due to the number 

of family members participating and the opportunity to act on an 

issue as it happened. Families have a sense of relief that 

someone has come to their home to help (Balpogal et al., 1988). 

Some participants' believe that families commonly feel alienated 

from the community and that the therapist's role is to help the 

family to become integrated into the mainstream, as supported by 

Kaplan and Girard (1994). With this mindset, family participation 

is increased based on a sense of hope and trust. There were 

subjects who questioned ongoing in-home services to families 

because their motives for participation may be based on a 

family's dependence on "the system." To them, it demonstrated a 

lack of motivation. This contradicts a therapist's goals to 

instill autonomy and a higher level of functioning in families. 

Cottrell (1994) reported that in-home therapy facilitates the 

lack of motivation to change and if families want to change, then 

they will find some way of getting to therapy at an outside 



location. Some of the therapists interviewed in this study 

proposed that, because of the effort made to attend office 

appointments, motivation is demonstrated which results in a 

higher number of active family members. 
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Subjects scheduled appointments in the home to accommodate 

a family's schedule in an effort to serve the most number of 

people at one time. All participants reported having after-school 

and evening appointments, working as late as 10 o'clock at night. 

This allowed for adult family members to get home from work. 

There is variation in the amount of time the subjects spent with 

families . Many participants spent over an hour in the home, with 

some of them exceeding 2 hours. Subjects having provided in-home 

therapy only under the guidelines of manage care limits visits, 

including travel time to the home, to 1 hour. It is regarded 

appropriate practice in the office setting, usually, to conduct 

1-hour sessions. Therapists having no exposure to the longer 

sessions may experience discomfort with appointments in the home 

lasting longer than what they are accustomed (Synder & McCollum, 

1999) 

Engaging family members to participate in office-based 

therapy is often a challenge to the participants of this study. 

Reasoning for this situation can be explained through the 

paperwork. An identified patient is processed in the system of 

paperwork as the targeted person with therapy needs. In the 
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office setting, family members easily become non-participatory by 

the simple act of not attending. Because of the frequency of non-

attendance, therapists expect that the focus of therapy in the 

office setting likely will be centered around the identified 

patient. The paperwork is the same for in-home clients. The 

difference in participation in the home is that the therapist 

visits during a time when family members are expected to be 

there. They deal with each family as a unit, rather than focusing 

on parents or children (Fraser & Haapala, 1987) . Not all of the 

family members actively participate in in-home therapy, but the 

subjects for this study stated that they had a better chance 

engaging the family just because they were within the therapy 

environment. Kaplan (1986) supported moving away from an 

individual-focused assessment to include family change as the 

focus. 

Therapy Location's Influence on Treatment Outcomes 

Desired therapeutic outcomes for families proved to be the 

same in the home and office environments. Families determine the 

issues for treatment in conjunction with the therapist and a 

third-party referral source, when applicable. Some degree of a 

higher level of functioning is expected from families in therapy 

as an outcome. Termination of services comes about when the 

client is satisfied with the progress made. This finding 

distinguishes traditional therapy provided in the home from other 
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home-based services associated with social-service agencies 

preserving intact families. Third-party mandates following 

investigations of abuse and neglect exclude the family in the 

decision-making process in determining goals for treatment. Under 

those guidelines, outcomes are achieved when the clinician and 

third party ascertain the family demonstrates a level of success 

and stability. Holbrook's findings (1983) that outcomes are based 

on the therapist's interpretation of the family's starting and 

ending functioning levels are not relative to these participants 

in determining when treatment outcomes are achieved. 

Participants regularly stated that therapy is a process of 

change. An advantage to the home environment is that a therapist 

can see a family's progress actively taking place. The power of 

observation in the home spoke loudly for most of the subjects . 

Witnessing positive steps taken by families promoted optimism in 

therapists that the improvement would continue after services 

were terminated. Barnard's (1990) five-stage model of service 

delivery suggests quick termination of home-based services while 

celebrating a family's accomplishments, to create a sense of 

empowerment for families. The participants in this study 

advocated continuing services as long as the family requested it 

to reinforce the progress made and to assist when families were 

ready to expand that progress. 
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Goals for therapy have recently undergone a transformation 

in that they are likely to be described as specific measurable 

behaviors. Broad, nonspecific goals that traditionally have been 

attainable through subjective evaluation can be no longer used by 

therapists who rely on outside entities to pay for the home-based 

services. An example was given in the interviews of a presenting 

problem related to communication within the family. Treatment 

plan documentation was prepared to reflect that the family would 

increase the numbers of times they sat in the living room to 

discuss their day by three times a week. The influence of managed 

care on the participants also restricts the length of time a 

family can receive services. The actual session in the home is 

limited to one hour, including the driving time to get there. The 

number of weeks authorized for family services is limited to 12. 

Re-authorization is available if the services can be properly 

justified. Therapists working under the constraints of managed 

care's requirements of time limitations and measurable goals 

expressed frustrations that a family's therapeutic needs may not 

be ultimately met . 

Additional Findings 

Therapists are concerned about their safety while making 

home visits. Daytime appointments are made, initially, until 

therapists become familiar with the family and their 

neighborhood. Unknown factors about a family's volatile 
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temperament and fear of sexual advances are frequent concerns 

within the home. Walking to the car after dark elicits fears of 

attack. Traveling in neighborhoods not familiar to the therapist 

causes anxiety from concern that the car may break down and there 

is no available help close by. Cellular phones are not provided 

by agencies to the home-based therapists interviewed in this 

study. Most of the subjects did report that they had a personal 

investment in a cell phone to carry in case of emergencies or if 

they got lost. Many of the female subjects reported carrying mace 

or pepper spray for protection. Most participants stated that 

they "dress down" when going to low socio-economic homes to avoid 

looking like a target for robbery. 

Clinicians' fears of aggressive behaviors were not limited 

to those of the people in the house. Dogs had bitten 2 subjects . 

A subject called one family ahead of the appointment time to 

remind them to put their pet snake in its cage. Repeated 

references were made about unsafe houses where steps had rotted, 

doors were not attached to their frames, and holes were in the 

floors. 

A safety measure that emerged through discussion was to 

schedule less frequent in-home appointments to dangerous 

neighborhoods and have the family go to the office for periodic 

sessions. Therapists' confidence levels decrease when safety is 

an issue for them. Therapy effectiveness is low when families 
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sense a therapist's discomfort. This relates to rapport building 

in the home environment. Zarski (1989) discusses home-based 

services in terms of a team approach. The team approach is 

utilized for safety reasons by some of the private practice 

clinicians servicing rural, poverty-stricken areas. 

Some subjects discussed the safety of the family in the 

absence of the therapist in cases of suspected physical and 

sexual abuse. These findings are supported by Christensen's 

(1995) study on therapists' perceptions about therapy in the 

home. Subjects described instances when sessions evoked emotions 

in family members that were not sufficiently resolved before the 

meeting concluded. Follow-up phone calls to the family did not 

always assure the therapist that emotions had settled down . The 

disadvantage in an in-home session to a family behaving as they 

normally would is that the violence may occur. The advantage to 

having a professional clinician present when the violence occurs 

is that appropriate intervention can take place by calling the 

police. Even though subjects worry that violence could take place 

in their presence, none of the subjects reported having called 

the police while at a family's home . 

Limitations 

A small purposive snowball sample of 16 therapists was not 

fully representative of population providing in-home therapy. 
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Findings reflected service providers' experiences in a limited 

geographic area, which does not allow for generalization to 

therapists in other service areas. Various licensures and 

educational backgrounds were represented in disproportionate 

amounts, which is subjected to the same limitation. Approximately 

one-third of the subjects in the study were male, and may not be 

representative of the actual percentage of men providing in-home 

therapy. 

It should be noted that a portion of the subjects had 

provided in-home therapy as agency employees and some were 

private practice therapists. Some of the participants were 

associated with managed care, a third-party funding source, and 

some were not. An association with managed care may influence a 

therapist's directive or non-directive style of therapy, how a 

therapist determines treatment goals, and whether the client will 

receive long-term or short-term services. The managed-care 

program offers guidelines to service that ordinarily might not 

reflect the therapists' method of conducting in-home therapy. 

Conclusions 

Professional protocols for service provision are designed 

for office use and commonly overlook alternative environments. 

It, generally, is acceptable by therapists to maintain a 

therapeutic distance in an office while presenting a presence of 
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authority. In the office setting, personal disclosures are 

minimal, idle conversation is not time efficient, and rules of 

the session are determined by the therapist. It is suggested by 

most of the subjects in this study that in-home therapists do not 

enter a home with a pre-set agenda for conducting therapy. 

At this time, most educational programs do not address the 

informal atmosphere of the home environment. Experience in the 

field teaches clinicians the acceptability of less-formal 

expectations and therapy structure than clinical training 

prepares them for. Therapists providing home-based services to 

low socio-economic-status families often are not sufficiently 

prepared to walk into houses that have no heating or air 

conditioning, are roach-infested, or would not meet ordinary 

health standards. As reported, the effects of therapist 

discomfort in those situations impair the therapy process. 

Clinicians in this study rely on educational training to 

derive their particular discipline for practice, and to develop 

an eclectic approach to service provision based on at least one 

conventional theory. Educational programs address a standard of 

practice that is implemented widely by clinicians within their 

field of practice. Curriculums offered in theory application 

generally do not address their use in a home environment. 

Participants in this study suggest that clinicians ordinarily do 

not receive specific practical training for in-home service 
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provision through their educational program . Historically, on

the-job training has been the only available preparation for in

home service provision. A lack of training programs in in-home 

therapy puts the burden of responsibility for preparation and 

training on the individual. 

Generally, the number of people participating in in-home 

therapy is higher by default . The therapist sets appointments for 

the home visit around a family's schedule. An assumptive stance 

is taken that once services are arranged, families want to 

continue until the goals are met. There are motivated families 

just as there are non-compliant families. Some of the subjects in 

this study work with families in the home who do not assert 

themselves in the presence of perceived authority. When these 

families experience a lack of motivation in the therapy process 

and want to take a week off from their therapy, they may not ask, 

resulting in a non-productive session. It is common for non

motivated families in office-based services to no-show for their 

appointments. 

Weekly home visits reassure a therapist about the well

being of a family, especially in violent or low-functioning 

homes. Families may no-show to an office appointment if they have 

an argument before hand, or a power play ensues between a parent 

and a child. Family dynamics are assessed more readily in the 

home when the therapist is part of the argument or power play. 



The empathetic-sympathetic line becomes blurred for therapists 

when they are exposed to the more personal side of a family 

through their home environment. This raises the question about 

whether families then "participate as a client" or "rely on a 

friend" to resolve problems. 

Relationships are the basis of change with families. 
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Positive therapeutic relationships between the family and the 

clinician promote positive relationships among the family unit. 

Conducting therapy in the family's environment suggests that the 

therapist is willing to experience a portion of the family's life 

to get a better understanding of their problems. A bond can be 

formed based on that gesture to enhance the effectiveness of the 

therapy process. It was found that the client-therapist 

relationship that forms in in-home therapy usually develops 

quicker than in the office setting. 

Most therapists working in in-home therapy make their 

appointments in the late afternoon and evening to assure higher 

attendance in a therapy session. Therapists experience 

frustration when they are working with motivated families but are 

limited to how long a session can be, and how long a family can 

receive services. Whether in an office or in the home 

environment, active participation is a treasure not to be turned 

away. The difference in service provision can be attributed to an 

association with managed-care type payment sources that will only 



93 
allow 1 hour per week of services, per identified patient either 

in the home or office setting. More severe families requiring 

crisis stabilization are allowed two visits per week. Entities, 

such as managed care, medicaid, and other insurance companies 

require that services be provided for a short term, and that the 

goals are specific and measurable. Clinicians in this study 

design treatment goals and length of service to meet the 

guidelines of the payment sources because most families cannot 

afford to pay for therapy on their own. 

Substantial progress has been made in the home-based 

therapy programs since it began as an offshoot of family 

preservation. In-home therapy is discussed, now, in research in 

the context of "therapy issues," "therapeutic relationships," and 

"family goals." Even in its progressiveness, some of the 

historical ideals that started the movement toward in-home 

therapy have been safeguarded. Working toward preserving the 

integrity of the family and preventing unnecessary out-of-home 

placements regularly result in current in-home therapy services. 

Families in rural communities are linked to the appropriate 

community agencies and individuals in order to create an ongoing 

community support system. Efforts are made to strengthen the 

family's coping skills and their capacity for functioning 

effectively in the community. 
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Implications 

In-home therapy services, traditionally, have been provided 

by clinicians who are trained by agencies serving low-income 

families, or by those who are self-educated through experience on 

the job. Data have suggested that there is a deficiency in a 

therapist's preparedness to provide these services. The 

uniqueness of in-home therapy necessitates awareness by educators 

and third-party payment sources to help therapists better serve 

families in their own environment. 

Because home-based services are provided in an unfamiliar, 

less-structured setting for therapists, often training is needed 

to assist clinicians in developing and improving skills in 

diplomatic assertiveness, organization, planning, and personal 

flexibility. If assertiveness and flexibility are not 

characteristic of a therapist's behavior or part of the 

educational training, that person may not be adequately prepared 

to provide in-home services. Additionally, a therapist requiring 

structure to perform regular duties may not be suited for 

providing in-home therapy. 

With most educational programs, it has not been previously 

necessary to teach clinicians to use the home and the family ' s 

dynamics in the home, as tools for therapy. The power of 

observation and the ability to incorporate what is seen in the 
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home into the therapy process have been shown in this study to be 

necessary skills for therapy. Educational programs teach 

clinicians to read their client's body language and to utilize 

that information in the session. Therapy students would benefit 

from practical training designed to capitalize on teachable and 

therapeutic moments demonstrated by the families in their own 

environment. The house can be used, also , as a therapy tool to 

engage members to participate. Providing clinicians with the 

awareness of quick rapport building in the home will enable them 

to promptly move on to utilizing the house. Pointing out 

photographs, crafts , sports equipment, and the like draw people 

in for conversation . 

An addition of courses offering a model for home-based 

services would facilitate continuity in standards of practice 

with in-home therapy. Brief-therapy techniques, solution-focused 

therapy, and behavior-modification approaches are most 

appropriate to be taught to in-home therapists . These approaches 

satisfy the concrete-learning style of low-functioning, low 

socio-economic families, meet the managed-care type requirements 

of time-limited , goal-specific services, and can be easily 

integrated into the therapy training programs. 

Considering that services center around an identified 

patient and more family members are in attendance in the home , 

discussions would be in order with the third-party payment 
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entities about adjustments in the paperwork process to prolong 

services to motivated families . In general, paperwork procedures 

are outdated in focusing services around an identified client . 

Moving from a limited emphasis on an identified patient to the 

whole family can align paperwork and treatment. Including 

additional family members in the paperwork in an office setting 

will hold more persons responsible to attend . 

Less-formal expectations in the home environment are not 

the same as relaxed cautiousness when it comes to therapist 

safety . Emphasis on awareness of the surroundings is an important 

aspect of home visits. Agencies, along with insurance companies 

and managed-care payment sources, would best be served by 

providing clinicians with instruments for protection, such as 

cellular phones , mace, and self-defense training. 

Recommendations for Future Research 

Little research has been done to examine the influence that 

therapy location has on the therapy process. This group of in

home therapists provided strong evidence that environment does 

influence aspects of therapy. Emerging themes from interviews 

provide opportunities for future research. Findings of this study 

support the following recommendations for further research : 

1 . Replicate the study to include more therapists. 



2. Conduct an in-depth investigation of one area of 

therapy, for example, (a) therapy style, (b) family 

participation, or (c) treatment outcomes. 

3. Focus a research project around one therapy discipline, 

for example, (a) family therapy, (b) play therapy, or (c) 

individual-focused approaches. 

4. Compare services provided by clinicians associated with 

managed care to services provided by independent clinicians. 

5. Investigate therapist perceptions about the value of 

having the more intimate knowledge about a family that the home 

environment offers in the therapy process. 

6. Examine ethnicity of therapists in relation to 

therapists' perceptions about therapy style, family 

participation, or treatment outcomes. 

7. Examine gender of therapists in relation to therapists' 

perceptions about therapy style, family participation, or 

treatment outcomes. 

Summary 

Findings were discussed and conclusions were made about the 

influence of therapy location, or place of service on aspects of 

therapy. The subjects, and some of their participatory actions, 

were described. Limitations of this study were named. 
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Implications resulting from the study were discussed. 

Recommendations regarding future research were suggested . 
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TEXAS WOMAN'S UNIVERSITY 

This is an invitation to you to participate in a study that I am conducting, which concerns 
therapists who have provided therapy to families in the client's home. The current proj ect 
is titled "A Study of In-Home Therapy." This study may help the participants and other 
professionals to better understand the experiences of therapists who provide therapy to 
families in their home. Because most research on in-home therapy has centered on 
keeping families intact as a result of social service investigations, and very little research 
has been done about therapists' experiences providing family therapy in an environment 
outside the clinical setting, this study is important and timely. As a participating therapist, 
you may not experience any immediate benefits from your participation. Your 
contributions are very important because they will broaden the dimension of available 
information concerning family therapy. 

Perspective participants must hold a Master's degree or higher in the field of counseling, 
family therapy, psychology, social work, or a related area, and have worked to provide 
therapy to at least 5 families in the client's home in the last 5 years. Age, race, gender, or 
marital status of the therapist has no bearing on this study. Your participation in this 
study involves taking about 15 minutes to read and sign a consent form, and to complete 
a brief demographic information sheet. There will be an audiotaped interview that may 
take approximately 60 minutes to complete. Your confidentiality will be protected by 
using a number code rather than your name on audiotapes and transcribed materials. I 
will hold the interview tapes until the end of the project. At that time, they will be 
destroyed by erasing them. 

Although I would greatly appreciate your perspective on this topic, participation IS 

voluntary, and you may withdraw at any time from the study with no consequence to you. 
I will answer any questions you may have at any time. My phone number is 972/633-
1777 at work, or if you are out of the Dallas calling area- 888/828-5508, and my voice 
mail number is 972/407-6863. My research advisor is JoAnn Engelbrecht, Ph.D. at 
940/898-2684. 

If you agree to participate call me at one of the numbers above, or return your name, 
address, and phone number in the enclosed self-addressed stamped envelope. When I 
receive the information, I will telephone you to make an appointment for the interview at 
a time and place of your convenience. 

Thank you for your attention. I look forward to your response. 

Sincerely, 

Joan Smith, M.Ed, LPC, NCC 
Doctoral Candidate 
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DEMOGRAPHIC INFORMATION SHEET 

NO NAMES PLEASE 

Please answer the following questions as accurately as possible. All information will be kept in confidence. 

I. LICENSURE: 
-----------------------------------------------------

2. EDUCATION: 

A. Highest Degree Held:----------------------------
B. Academic Program: ____________________________________________________________ _ 

I = Counselor Education 
2 = Marriage & Family Therapy 
3 = Psychology 

C. In School Now: Yes/No (please circle) 

3. THERAPIST'S GENDER: Female/Male (please circle) 

4. ETHNJCJTY: ___________ ___ 
I = African American 4 = Hispanic 
2 = American Indian 5 = Oriental 

4 = Social Work 
5 = Other (please specify) 

3 = Anglo American 6 = Other (please specify) 
if biracial. specify (EX: 6= Anglo/Hispanic) 

5. AGE: _________________________ ___ 
1 = 25 or younger 
2= 26 - 35 

3= 36 - 45 
4= 46 - 55 

6. CURRENT MARITAL STATUS: _____ _ 
I = divorced 
2 = never married 

7. EMPLOYMENT: 

3 = now married 
4 = separated 

5= 56-65 
6= 66 or older 

5 = widowed 

A. Current occupation: ------------------------------------------------------------

8 . If you are currently providing therapy services, what setting do you use? (clinic, private practice. cli ent ' s 

home, etc.) ---------------------------------------------------------------------

C. Approximately how many families have you provided in-home therapy to in the past 5 years? __ _ 

D. What is the average number of sessions that you spend with families in the home? ______________ _ 

E . How did it come about that you provided in-home therapy? _______________ __ 

F. Briefly describe the typical family you have worked with in the home: (SES. I or 2 parents,# of children. 

extended family, etc.- use appox. % if easier). ----- ---------------------
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Panicipam ·s 
Initials 

TEXAS WOMAN'S UNIVERSITY 
SUBJECT CONSENT TO PARTICIPATE IN RESEARCH 

Title: A Study ofln-Home Therapy 

Investigator: Joan Smith, M.Ed. 
Research Advisor: JoAnn Engelbrecht, Ph.D. 

Phone: 972/633-1777 or 888/828-5508 
Phone: 940/898-2684 

I give my consent to participate in the research project conducted by Joan Smith 
about therapy provided to families in their home. I understand that this is a qualitative 
research study toward the completion of a dissertation for a Doctor of Philosophy degree. 
I know that the purpose of this study is to investigate the perceptions of in-home family 
therapists concerning therapy style, family participation, and treatment outcomes. This 
research is to add to the source of information available concerning family therapy. 

My participation in the interview is completely voluntary and will last 
approximately 60 minutes, in addition to the 15 minutes to read the cover letter, tllis 
consent form, and complete the brief demographic information sheet. I can withdraw 
from the study at any time without penalty. There will be no remuneration or cost for my 
participation. I understand that this research may involve minor risks to the participants. 
Emotional discomfort as a result of the interview process, loss of time, boredom, and 
minimal chance for loss of confidentiality are risks involved. I have been told that the 
investigator will attempt to minimize the occurrence of such risks at all times. If I 
experience any discomfort during the interview, I may stop answering questions at any 
time. During the interview, I may take breaks as I see necessary to ease discomfort and/or 
boredom. I know that no judgement will be made about my competency as a therapist, 
my therapy style, or therapy results. The researcher will minimize my time commitment 
by maintaining the focus of the interview so it can be completed in a timely manner. I 
know that an effort will be made to lessen the boredom I may experience. The researcher 
has expressed her appreciation for my role in this study. 

I understand that the interview is to be audiotaped. The researcher or a 
professional secretary will type the transcription of the tapes. Audiotapes will be erased 
November 17, 1999. My confidentiality will be protected with the use of a number code, 
rather than my name, on the audiotape and transcribed materials. I understand that I 
should not state my name, or any other individual ' s name during the interview. If I 
inadvertently do state a name, this name will not be transcribed. I know that the material 
will be used for data collection purposes. I am aware that a professional secretary 
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involved in this project may read the transcripts. I know that these transcriptions. 
identified only by a code number, will be kept in a locked file cabinet in the researcher· s 
home office for the maximum of 5 years from the date the data collection is completed. 
On November 17, 2004, the printed materials will be shredded. 

I am advised that the information collected through this research effort will be 
analyzed and summaries of findings can possibly be presented and/or published for 
dissertation. I hereby release Texas Woman's University and Joan Smith from any and all 
claims resulting from recording, reproducing, publishing, transmitting, or presenting this 
study as is authorized by the Texas Woman's University. I know that I will receive a 
copy ofthis signed consent form to keep. As a benefit for my participation, I will be 
given a copy of the results of this study and an explanation of the findings at the 
conclusion of the research study. 

The researchers will try to prevent any problem that could happen because of this 
research. I should let the researchers know at once if there is a problem and they will help 
me. I understand, however, that Texas Woman's University does not provide medical 
services or fmancial assistance for injuries that might happen because I am taking part in 
this research. 

I know that the researcher is a licensed professional counselor by profession and a 
state certified supervisor for counselors, but the current role in this study is to gather 
information as a doctoral student for qualitative research. I fully understand the purpose 
of this study, my role as a participant, the role of the researcher, and the role of Texas 
Woman's University. The investigator has offered to answer my questions about this 
research. If I have questions at any time about the research study I should ask the 
researcher or her research advisor, JoAnn Engelbrecht, Ph.D. at 940/898-2684. If I have 
questions about my rights as a subject or the way this study has been conducted, I may 
call Ms. Tracy Lindsay in the Office of Research and Grants Administration at 940/898-
3377. 

Signature ofParticipant Date 

The above consent form was read, discussed, and signed in my presence. In my opinion, 
the person signing said consent form did so freely and with full knowledge and 
understanding of its contents. 

Joan Smith MEd, LPC, NCC, Researcher Date 
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INTERVIEW GUIDE 

I am interested in your experiences with in-home therapy. Since you 
have provided this service, I believe you are the best person to help m e 
understand the therapy process in the home. I am going to ask you questions 
about how you perceive your experiences, which will be recorded on audiotape . 
Do you have any questions before we begin? 

When I refer to therapy style, I am referring to skills and technique a 
therapist uses to work with families. It is a product of individual or personal 
characteristics, the application of theory, and work experience. Please keep 
that defmition in mind while responding to the first two questions. 

1. What therapy style do you use with families in the home? 

2. How is this different, or the same from the therapy style you use in other 
settings? 

Family participation can be verbal and non-verbal since a family member 
can add to or distract from the therapy process with words and gestures. 

3. Tell me about your experiences getting family members engaged in the 
therapy process at home. 

4. How is this different, or the same from how you in engage the family in other 
settings? 

The next two questions refer to treatment outcomes. The defmition I'm using 
for this study for "outcome" is the therapeutic results as you interpret them. 

5. What are your expectations for treatment outcomes with families in the 
home? 

6. How is this different, or the same from your expected treatment outcomes in 
other settings? 

General probes and follow-up questions to be used as needed: 

What are some examples? 
What do you mean by _______ _ 
Earlier you mentioned _______ _ 

What else comes to mind? 
Tell me more 
Is there anything else? 



Appendix E 

Study Matrix 



Research Questions 

1. How do therapists 
perceive the influence of 
therapy location, or place 
of service, on therapists' 
style of practice? 

2. How do therapists 
perceive the impact of 
therapy location, or place 
of service, on family 
participation in therapy? 

3. How do therapists 
perceive the influence of 
therapy location, or place 
of service, on treatment 
outcomes in therapy? 

STUDY MATRIX 

Interview Questions 

1. What therapy style do 
you use with families in the 
home? 
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2. How is this different, or the 
same from the therapy style you 
use in other settings? 

3. Tell me about your 
experiences getting family 
members engaged in the 
therapy process at home . 

4. How is this different, or the 
same from how you engage the 
family in other settings? 

5 . What are your expectations 
for treatment outcomes with 
families in the home? 

6 . How is this different, or the 
same from your expected 
treatment outcomes in other 
settings? 
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