STANDARD INTERVIEW LOGIC IN SOLUTION FOCUSED BRIEF THERAPY
Solution-Focused Brief Therapy (SFBT) was pioneered in the 1980s by Steve de Shazer and Insoo Kim Berg from the Brief Family Therapy Center in Milwaukee, Wisconsin. The indicated success rate – over 80% - provoked a skeptical reaction from practicing psychotherapists, and it is behind the writing of this article. The article aims to map and analyze the interview with a client by using a mathematical logic model, following the precepts of this school.

A therapy is an algorithm with several stages, it adheres to certain initial conditions and must reach a specific end result. This provides a basis to analyze it by using a method, applied for verification of computer programs. This method proves that a program reaches a solution of a definite problem. The program is represented by means of a block-diagram. At some specific points in the block-diagram, there is a comparison between conditions, which are proved to be true at these points. At the entry there is an entry condition A. At the exit an exit condition C is proved, using interim conditions B1,B2… Bn . In our case, indeed, we cannot use exact proofs. However, this verification may provide us with some precision concerning the conditions for a successful brief therapy.

Here we present the therapy algorithm with the help of a block diagram. Each of the interview stages is completed, when the respective interim condition at the end of this stage is satisfied.

The entry condition A is also signified by the number 0. This means that at the start of a standard interview we should ignore all information. We will ‘forget’ the client’s diagnosis (if there is one). We do not claim, that the diagnosis is totally irrelevant, only that it does not concern the interview which follows the diagram. (This should become clear by the end of this article.) Different solutions may be appropriate for clients with the same diagnosis, and vice versa. SFBT embraces Milton Ericsson’s thesis for priority of intuition and spontaneity over adherence to paradigms, theories and schools ( De Shazer, 1982). The interview should not follow pre-established rules, questionnaires and diagrams (including our block diagram). The third thing, which we had better ignore, is our wish for quick success of the therapy. Attempts to speed up the process do not solve problems. On the contrary, they create them. We will try to neglect our own idea of the client’s goal – therapy is not meant to achieve the goals of the therapist.

Therapists should not confuse their functions, if they also work as psychiatrists or legal experts – confirming or terminating sick leave, determining disability or sanity etc. In this way, they may afford to ‘forget’ the diagnosis, to ‘believe’ in the delusions, to enter the client’s logic and to speak the client’s language.

The first questions asked by the therapist are of the following type: “What do you think this interview can do for you?”, or “ What must happen for you to say that this visit was helpful to you?”. Thus, the concept ‘therapy success’ (and respectively exit condition C) is defined with the client’s participation. In general, SFBT defines success as ‘the client has a better quality of life than before’, and not ‘the patient has been cured of the disease’. For example, if the client’s complaint is agoraphobia, the therapist asks: “Where would you go, if you didn’t have agoraphobia?”. Thus, the goal is reformulated – starting a new job, meeting with friends, exercising, etc. This new goal should use the client’s words, rather than therapist’s words. The goal should be realistic, attainable, clear and lawful. In the block diagram, this stage of the therapy is represented by a cycle: “Question about the goal – Answer  - Is the goal formulated (test for end of cycle). The therapist makes an assessment after each answer where the goal meets our requirements and whether we can move to the next stage. So at the exit of this first cycle, at point two, the following condition must be valid:

B1. The goal comes from the client and is realistic, attainable, lawful and clear.

This goal is precisely our exit condition C.

In condition B1 one exception is possible – when the goal is not clear enough, its clarification may take place at the next stage, as we shall see later on.

We will describe the next stages of the therapy: the Miracle Questions, Progress Scale, and First Step, and their respective conditions B2, B3 and B4. These stages should be represented in the block diagram in an analogous manner by means of cycles, but to save space we have marked each of them with one block only. Each cycle consists of a question, answer and assessment where the interim condition B2 B3 or B4 is accomplished.

The Miracle Questions is the following: the client must imagine that while he/she is asleep tonight, a miracle happens and in the morning the problem is solved, the goal is attained, the disease is cured etc., depending on the case. He/she describes the next day in details – what he/she will do, what will be different, who will see the change. Next, the therapist asks: “Which of these things is already happening?”. At this stage the task is twofold. First (already mentioned) is the particularization of the goal, if it was unclear. For example, the client may say: ‘I want to be a hero’, or ‘I want a better marriage’.  Through the detailed description of the ‘day after the miracle’ we actually try to understand the underlying meaning of the client’s words.  The ‘magical’ power of this method is demonstrated in the case ‘I load a mighty power on you’ (Bostandjiev, 2001). The female client, who initially thought she was sent to therapy to be ‘cured’, describes (and at the end of the therapy achieves) her goals like this: “I’m going to plan the day. I would like to meet and talk with friends… I’ll answer the telephone… I’ll take case of my grandson, I will sleep soundly without sedatives, I will do the housework.”

The second part of the task is related to a concept from psychology, called ‘control localization’. If the client sees the causes for failure in himself/herself, this is internal control localization (internal type); if he/she sees them in the circumstances, this is external control localization (external type). In the latter case, so to speak, the client cannot see the goal because of the obstacles on the way. The Miracle Question overcomes the obstacles, the external control localization is ignored, and the client’s attention shifts to ‘what are you doing?’ and to ‘what have you done?’. In psychotherapy the external types expect to be cured by the doctor and medicines, while internal types look for ideas to change their behavior. In the former case the therapist has to continually ‘throw the ball back’ to the field of internal control localization: ‘Medication is part of the effort to make it. But I feel we’d better look for other ways to make it.’ (Bostandjiev, 2001). 

So, at the exit from the second cycle, we have a condition:

B2. The goal is clear and detailed. The control localization is internal.

The next stage includes looking at a progress scale from 0 to 10, 10 being the goal, the maximum, the ideal situation (for the client). 0 means ‘the worst times’ (it is not necessary to go into details about those times). The therapist asks questions: ‘Where are you on this scale at the moment?’ If the answer is ‘ on 4’, the next question is ‘what did you do to get to four?’. The aim is to make the client think about those actions which led in a positive direction, and  to evaluate his/her condition more precisely. The scale can be used more than once to evaluate different actions and feelings. It is a useful instrument to prioritize the tasks we plan to assign to the client:

‘Imagine a scale from 0 to 10, and if 10 is the most difficult task, and 0 the easiest, how would you rate putting on new clothes, or opening the wardrobe?’ 

‘To choose them, to take them out, to air them, to iron them’. (The client misunderstands the question.)

‘How difficult is that for you?’

‘Maybe nine’.

‘ Nine, really?’

‘Yes’

‘And how difficult is to make the coffee you’re making now?’

‘One’
(Bostandjiev, 2001)

Sometimes the interview remains unclear, with unidentified goals, as far as the introduction of the scale, when it suddenly ‘opens’ and shows the way to overcome the difficulties. Such is the case ‘The Secret Cure’ (Bonstandjiev, 2001). The prioritizing of future tasks using the scale was more than enough for the client to beat his depression:

‘If a do some research for my master’s thesis, I would go up to three. And if I go to see my friend with the computers, I would reach four, maybe even five, if we talk about business. I might have a beer together, but without getting drunk… Then, if I see the girl I’m interested in, that will lift me to six, but I’m not going to ask her out, I’ll just talk to her for a while. She plays the violin, and I still haven’t told her I have a French horn. We could talk about music, and later on I could ask her to go to a concert. Then I would be nine!’

The condition at the end of the third cycle is:

B3. The client understands the scale. All actions, which lead in the right direction from 0 to 10, are outlined.

The ‘First Step’ stage aims to find what is necessary to reach the next level in the scale. This is the ‘homework’ for the next interview. The therapist should offer a small first step, and try to be realistic: ‘ Are there times when you are less angry? Let’s say it’s seven, or eight… not nine? Would you accept it as a goal in our work from now on?’ (Bostandjiev, 2001). At the third interview with the same client: ‘I have assigned you the easiest task: whatever you do at four [o’clock], no matter with how much effort, you will now try to do at 5 to four, or 10 to four’. The first step must be evaluated as ‘easy’ by the client, not by the therapist. It is essential to listen to the person’s objections to doing something, and then to come up with a suggestion that will ‘suit his/her taste’. For example, a teacher found it unacceptable to go to school unprepared, even for one day, but when offered to start getting up at 5 a.m. on the weekend, she said: ‘No, this wouldn’t be a problem’. (Bostandjiev, 2001).

The exit from this cycle happens on condition that:

 B4. The first step comes from the clients, it corresponds to his/her abilities and moves him/her in direction from 0 to 10.

The message consists of two parts:

1. Acknowledgement of the difficult situation and the client’s efforts; and

2. ‘Homework’ for the client to do before the next visit.

According to Andersh?? Claeson??, President of the European Brief Therapy Association, in 80% of the cases the message is ‘do more of the same you’ve been doing’. This may look as a strange recommendation at first glance, but it works, because from the context of the interview it is clear that it refers only to actions leading from 0 to 10.  The client, indeed, has done many things in the opposite, or neutral direction, but the message does not refer to them.

During the next visits, more work is done on the scale, such as follow-up and, if necessary, correction of the ‘homework’. Also, we emphasize actions attaining a higher and higher score on the scale.

On the basis of the above reasoning, the following conclusion can be made:


If B1, B2 B3 B4 are true, then at the exit C will be true.

In verification of computer programs, except the exit condition C, one more thing needs to be proved: that the program always comes to an end, that it does not reach endless loop. When the issue is therapy, the respective condition is to complete the algorithm described in the block diagram. If the therapist departs from the direction of the questions, the desired result may not be reached. This is one of the reasons why Steve de Shazer calls this method ‘therapy of ignoring’.

Undoubtedly, mathematical processing of psychological and commonplace concepts could not result in absolutely precise formalization and certainty of proofs. Using verification in such situations intends to throw light at some issues in the essence of Solution-Focused Brief Therapy.

Conclusions:


1. Focusing exclusively on positive events and on the future helps to avoid the threat of harming the client. On the other hand, clients are free to discuss those issues and do not object to audio and video taping. This allows subsequent analysis of the sessions. The analysis promotes the success of the specific therapy, as well as the research of the method.

2. The standard interview almost does not concern the emotional sphere of the therapist. Thus, many of the undesirable side effects and the heavy emotional stress are avoided.

3. The standard interview may be used by the client for personal development, even if he/she does not have a grave psychological or other problem.

Testing the therapy efficacy

The representation of the interview by means of the above block diagram opens a new possibility to testing its efficacy. A starting point for the testing is the goal, formulated at stage one. The goal may be positive (presence of something), or negative (absence of something). Traditionally, the goal of the therapy is implicitly defined as elimination of the client’s diagnosis. This imposes an unjustified limitation on all other positive effects that may result. A broader understanding of the concept of ‘goal’ is especially important in situations where:

1. The client is not diagnosed, but seeks help for personal development, or the solution of a specific problem;

2. The client has a psychiatric condition, which cannot be cured. In this situation the goal is to learn to live with it – how to get married or to preserve the marriage, how to find a job, how to handle property issues with close family members etc;

3. The client does not want cure for his/her disease: one may be ‘crazy for the benefits’, another believes that ‘it is better to be schizophrenic than to be lonely’ ( Trenkle, 1998). One of Dr. Bostandjiev’s clients was diagnosed with ‘exhibitionism’ was advised by a lawyer that he cannot be put in jail for ‘this’ and defined his problem as ‘I’m restless’;

4. The client comes only to grumble, or he/she decides right away that he/she will not trust this therapist. In this situation, the desire to help at any cost becomes a personal problem for the therapist;

5. Sometimes it is the lack of any positive goal to attain is the root of the client’s problem. Victor Francle?? (1994) calls this ‘the type of depression that comes to people who are aware of the lack of meaning in their lives’.

In the last situation, and in general, the establishment of a positive goal and a detailed plan for its achievement may result in diminishing of complaints and disappearance of symptoms.

Goal formulation at stage one in the interview has two functions. It is part of the contract between the client and the therapist, and at the same time the beginning of the intervention (focusing the client’s attention on good prospects, future success and finding the way there). Defining a positive goal is a difficult task, however, and rarely can be done immediately. Therefore, the adoption of a negative goal is possible (to do away with nightmares, obsessions, vomiting, heroin-addiction, stuttering etc.), and testing therapy efficacy in relation to the negative goal. (This should not lessen our efforts to create the positive picture of the ‘day after the miracle’.)

In all situations, the first requirement for an effective therapy is agreement on the goal (described in factual language), having in mind the above considerations. Using a progress scale, in which 0 is ‘the worst’ and 10 is the goal enables the quantitative measurement of therapy results. The client answers the questions on the scale during the therapy itself, and not in an additional testing of efficacy through questionnaires. So the facts of his life can be tracked and a more or less objective evaluation can be done on the progress.

For each interview, conditions B1, B2 B3 B4 need to be tested for validity and thus compared with the attainment of the goal (or approaching it). In addition, the specific techniques may be evaluated in terms of their relation with the therapy success.

The achievement of more objective results on the therapy efficacy encounters serious difficulties. For example, for the so-called ‘ double blind randomized’ testing, it is necessary to find three very nearly identical groups of people (control group, placebo group and experimental group, which undergoes the therapy). With a concept of goal such as ours, this is hardly achievable. Moreover, sometimes the client’s goals a formulated in such a manner, that they cannot be tested or measured in any other way except his/her personal satisfaction.

SFBT is a method, which combines therapeutic influence and help with giving the client freedom to define and follow his/her meaning in life, to protect his/her interests and to take responsibility for his/her decisions.
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