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PREFACE
When I, two decades ago, first became attracted to family therapy it was from the
point of view of a clinical child psychologist. My concern was both to get a better
understanding of the processes involved when children develop emotional and
behavioral problems, and even more to find effective ways of handling these
problems in therapy.
I was not particularly interested in families as such. Neither did the theoretical models
dominating the field at the time i.e., communication theory and systems theory,
appeal especially to me. On the other hand, my interest for parent-child interaction
and attachment theory made it natural to regard the family as the basic unit when
working with troubled children. Consequently, I was looking for a way of approaching
these children in the context of their families.
I found it increasingly difficult, though, to integrate my basic concerns in child
psychology with the shifting theoretical winds and creeds of family therapy. It has
been frustrating to witness the lack of interest and emphasis on child specific matters
among leading family therapists and system builders. In particular there has been a
striking lack of impact from developmental psychology. Despite some promising
exceptions, it appears as if family therapy has been, and still is, dominated by
theorists and practitioners who both lack an interest for and competence of children
and their development. This makes the family therapy office a potentially harmful
place for children to visit.
Family therapy’s impact on child development research seems even more modest.
Although clinical implications and challenges are regularly discussed, the typical
research paper and textbook in child development appears surprisingly uninformed
and unsophisticated when it comes to therapeutic interventions.
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The present work is an effort at integration. It aims at putting together two fields of
research that have evolved within highly different academic traditions, with different
scopes, and with only minor notice of and influence on each other. Trying to realize
such a goal it is in many ways a hazardous enterprise. The mere number of
publications emerging from these two fields exceeds any ambition of being up to
date. A major challenge has therefore been to select and, as a consequence,
deliberately overlook and overhear a magnitude of relevant material. At the same
time, it has been important to be sensitive to general tendencies and ideological
turns. In particular this applies to family therapy, because its history is characterized
by rapid conceptual and ideological shifts. The well-informed reader will therefore
miss relevant research and - with good reason - question some of the choices made
regarding the theories and findings presented. If this is the case, i.e., if the reader
becomes tempted to replace some of the material or add other approaches and
findings, this is how it should be. Although I will defend my own choices, it is not the
material - the specifically applied theories and findings - that constitutes the basic
scope and concern of this thesis. What is primarily maintained is a principal
argument1: that we need child specific knowledge in order to do responsible and
ethical family therapy when children are involved. Secondly, it is suggested how such
knowledge can be utilized therapeutically.
Because the central concerns of the present work are closely related to each other,
one of the main challenges has been to give the presentation a logical and readable
structure. The interrelatedness is necessarily, reflected in the structure. It has forced
me to introduce issues, leave them temporarily, only to pick them up again later from
a somewhat different starting point. A certain degree of repetition has therefore been
inevitable2.
For the completion of this thesis I am indebted to a number of persons whose help
and support has been invaluable. Professor Harald Martinsen, University of Oslo, has
been a patient, sensitive and enthusiastic supervisor. He has followed the process
from a very early stage and saw a potential in my preliminary efforts that by far

1

Parts of the argument has been presented earlier cf. Mæhle, 2000; Mæhle, 2001.

2

Ekeland (1999 p.28) refers to a similar relationship between content and structure in his work.
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exceeded my ambitions. Professor Geir Høstmark Nielsen, the first Head of Centre
for Child and Adolescent Mental Health, University of Bergen, gave encouraging
comments to a very preliminary draft. His continued interest over the years, his
meticulous reading through the final draft, and his supportive comments to it,
represented a necessary impetus for its accomplishment. In addition, I owe particular
gratitude to three experienced and well informed family therapists, who have read
and commented on earlier drafts: Psychiatrist Karin Barth, my close colleague at the
Centre for Child and Adolescent Mental Health’s family therapy training program,
clinical psychologist, Thor Aage Egeland, friend and colleague from twenty years of
clinical work in Sogn og Fjordane, and clinical psychologist Astri Johnsen. Astri
Johnsen has, in addition to giving valuable comments to the manuscript, supplied me
with highly relevant literature, most of which has been applied in the thesis. I also
thank all my friends and colleagues in child and adolescent psychiatry in Sogn og
Fjordane, my present colleagues at the Centre for Child and Adolescent Mental
Health, University of Bergen, and my colleagues on the editorial board of the journal
Fokus på Familien. Finally, I want to credit my former employer Sogn og Fjordane
Fylkeskommune who, by granting me a four month leave seven years ago, gave me
the necessary brake to start to think and read.

Bergen, 30. October 2003
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SUMMARY
This thesis examines the relevance of child specific knowledge for the practicing
family therapist. Two clinical concerns represent the major impetus for making this
inquiry. First, a general concern about the increasing gap between academic
research and clinical psychological practice, and second, a more particular concern
with how the family therapy field has neglected the relevance of child specific
knowledge in therapy involving children.
It is primarily a theoretical investigation. With clinical concerns and dilemmas in mind,
the contributions of some prominent theorists in family therapy are being explored.
Subsequently, the relevance and applicability of some of the mainstream research
literature in developmental psychology is examined. The focus is a dual one: on the
one hand, to explore the family therapy literature from the point of view of a child
psychologist, whilst, on the other hand, to approach research literature in
developmental psychology from a family therapist’s perspective.
In family therapy, two lines of arguments seem to have contributed to turning the
interest away from child-specific matters. The first is associated with the introduction
of systems theory, where thinking in developmental terms has been conceived linear
or non systemic. The second line, which has dominated the field over the last 15
years, is associated with social constructionist and post modern approaches, and has
epistemology as one of its most distinguished concerns. Three of the most influential
social constructionist approaches are examined and discussed more thoroughly.
Despite major differences in rhetoric and therapeutic style, they all seem to have in
common a general rejection of scientific knowledge as a relevant or legitimate
foundation for therapeutic advances. All three seem to distinguish between
knowledge which is confined to therapeutic processes, which they accept as
necessary and scientific knowledge, which they mostly regard as irrelevant, limiting
and restraining for the therapeutic dialogue. It is argued that these authors’ relation to
knowledge is problematic both logically and ethically, especially with respect to
clinical work with children.
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Contrary to these approaches, it is suggested that scientific research data and
theories, for example in child development, are more stimulating than limiting
because they supply the clinician with new ideas, and generate new questions.
A distinction is offered between therapy-external and therapy-internal knowledge. It is
argued that family therapists need both. Therapy is a kind of reflection in action,
which implies to take a convergent knowledge base and to convert it into professional
services that are tailored to the unique requirements of the specific situation.
Basic arguments for family therapy as a preferred therapeutic approach come from
developmental psychology and child and adolescent psychiatry. Three closely related
areas of research that represent frames for a relational understanding of children’s
behavior are examined with regard to their relevance for family therapy: First, studies
of infants’ and young children’s early interaction with their caregivers; second,
attachment theory and related research; and third, theories and studies on human
temperament, all of which point toward some basic premises for interaction between
the child and his environment. Attachment theory focuses on general species specific
characteristics. Temperamental studies explore differences and individuality, while
studies in early interaction do both.
A particular reason for integrating family therapy and developmental psychology is
the joint interest between the two fields in how meaning is constructed through
mutual interpretations, and in narratives. Every child is surrounded by interpretations
by parents and other caregivers. The meanings that caregivers ascribe to the child’s
activities, responses and preferences, constitute the interpretative basis for his
understanding of himself as a person and actor. There are two basic premises for
parental understanding: First, the variety of individual characteristics a child may
express, and second, the cultural background conditions in which the caretakers’
individual experiences, beliefs, preferences are embedded. It is suggested that
narrative represents a bridge between child development and family therapy. People
structure, value, and make sense of experiences, and they communicate meaning
through narratives. Narratives are, however, not inner representations of
experiences, but meaning constructing linguistic activities. It is this transactional
embeddedness that makes narratives particularly relevant for both understanding the
child’s entrance into culture and meaning and for analyzing therapeutic processes.
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Because families constitute the interpretative frames, by which children are
surrounded, it is argued that family therapy represents a therapeutic context within
which the distinctive qualities of narratives have found a particular match. By using
clinical examples, three basic properties of narrative - its sequentiality, its factual
indifference and its unique way of managing departure from the canonical - are
examined and discussed with respect to their relevance for family therapy with
children. In so doing, the relationship between methods developed in the family
therapy field and knowledge about what stimulates narrative development and
narrative production is explored. It is maintained that knowledge about what
characterizes effective scaffolding of children’s narrative production may help us to
modify established ways of asking questions, so that they become better adapted to
young children’s linguistic capacity. Furthermore, it is pointed out that some new
approaches to family therapy with children have developed linguistic practices that
seem to correspond with our present knowledge about what triggers narration in
young children.
Therapists’ child specific knowledge is reflected in the way they communicate with
children in therapy, and in the way they explore the parent’s understanding of their
particular child. It is also reflected in the way they judge the parent-child
relationships, for example, the degree to which parental responses are attuned to,
and reflect a realistic judgment of developmental characteristics and changes.
Psychological theories, diagnostic categories, and the way research evidence is
accounted for, can be understood as a set of interpretative principles or narrative
structures. They represent principles for analyzing clinical experiences and research
data, and also indicate directions for reporting about such data. With this perspective
in mind, studies in infant’s and young children’s early interaction with their caregivers,
attachment research and studies on human temperament are examined in particular.
Children’s own experience of agency, which is a condition for narrative, evolves from
being understood as intentional beings. Failure to interpret their activities as
intentional and goal directed, for instance because of cognitive or emotional deficits
in the children, or shortcomings from the parents, represents a considerable
developmental risk. Examples of children with increased risk of becoming deprived of
their agency are children whose mothers suffer from post partum depression and
children with atypical development.

10

An important stimulus for temperament research has been a growing interest in
individual differences. The linkage between problems in parent-child interaction and
temperamental characteristics is discussed. It is argued that exploring individuality
cannot be separated from exploring family members’ interpretations and meaningmaking practices. By emphasizing the social meaning of behaviour, attention is
directed to the relational significance of temperament and the importance of
investigating caregivers’ interpretative practice. It is argued that temperamental
research does not represent an individualistic understanding of how problems in
children evolve and are being maintained. Highlighting the child’s influence on his
caregiver’s interpretations and actions, and the mutuality of influence between them,
imply adopting a real interaction perspective.
Research in human attachment represents important arguments for a relation-based
approach to therapy. Securely attached children seem to be a product of optimal
early relationships. These children have the characteristics that we typically convey
to psychological health. Insecure attachment is, on the other hand, regarded as a
result of non-optimality in early relationships, and has also been associated with a
somewhat increased risk of later emotional and behavioral problems. It is the
parents’ interpretations of the child’s activities and preferences that make them able
to act and respond in a way that generates secure attachment relationships.
Consequently, parents’ interpretations of their children are key factors for
understanding and influencing attachment relationships. Correspondingly, research
on the intergenerational transmission of attachment relationship patterns, indicate
that it is the parents’ narrative about their own attachment history, more than what
actually happened, that influences their ability to generate secure attachment
relationships with their own children. The most effective way of changing the
attachment pattern seems to be to focusing directly on the parent’s sensitivity to their
child’s signals, and their typical interpretative practice.
Questions are regarded as the family therapist’s most important tool. In therapy,
questions are interventions whose purpose it is to generate change. The “narrative
turn” has stimulated the development of questions that generate reflexive storytelling
processes. This thesis tries to demonstrate how three therapeutic foci, agency,
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individuality and attachment relationships can be explored by means of questions
developed in family therapy. Because the ideas about what to explore come from
developmental psychology, a further examination is presented with regard to how
child-specific knowledge can be applied therapeutically. Case examples are used to
illustrate how different kinds of questions developed in family therapy, can be used in
order to stimulate narrative containing agency, individuality and attachment
relationships.
Finally, some remarks are made about the discrepancy between the curiosity and
creativity with which the family therapy field has approached, explored, and applied
theories and research findings from other disciplines, like philosophy, anthropology
and biology, whilst family therapists simultaneously have demonstrated a striking lack
of interest in what, for example, modern developmental psychology have had to offer.

12
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PART I
INTRODUCTION AND BASIC CONSIDERATIONS

“Among declared concerns of families, there is certainly an interesting and specific
one: the subsistence and nurturance of the young” (Varela, 1989, p. 22).
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CHAPTER 1
INTRODUCTION
Why is not family therapy the first treatment of choice when we face troubled
children? There are several good reasons why it should be. Research both in child
and adolescent psychiatry and in child development presents strong arguments for
focusing on family relationships when we are facing behavior or emotional problems
in children and adolescents. A major conclusion from both fields of research
concerns the vital importance of the child’s interaction with his caregivers for mental
health and development. This applies for social, emotional and cognitive functions
alike (Smith & Hart, 2002, Siegel, 1998, Murray, Hipwell, Hooper, Stein & Cooper,
1996). Moreover, with few exceptions, every child who comes to child psychiatric
treatment has interaction problems with his significant others. How these significant
others understand and relate to the child’s problems is generally a part of the
problem. Therefore it is not surprising that family relationships are highlighted as a
crucial factor for treatment results and prognosis in most child psychiatric conditions
(Cantwell, 1995, Carr, 1999, Rutter, 1997). Effective ways of changing family
interaction must therefore be regarded as a key factor in child psychiatric treatment.
Yet family therapy is not the preferred therapeutic approach in child psychiatric
services. On the contrary, in child and adolescent psychiatry there seems to be a
persistent reluctance to adopting family therapeutic approaches. In Norway family
therapy constitutes only 12 % of the total amount of treatment (NFBUI, 19943), while
individual approaches amount to 36 % of the treatment. Knowing that family therapy
on average is applied only 0.7 times per case (bid), it seems fair to claim that it has

not gained broad and general acceptance in child and adolescent psychiatric
3

Unfortunatly, due to new registration practices, information about the relative propotion of different treatment
approaches have not been available since 1994. In the light of an increased emphasis on evidence based practices
and on efficiency measures that have characterized the last years development in Norwegian child and
adolescent psychiatric services, it would have beeen interesting to find out if this development is paralleled by
changes in the relative use of different treatments.
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services.
So, why have Child Psychiatric Services been so indifferent to the development of
family treatment approaches? Why is not family therapy a natural first choice in the
treatment of troubled children? What is the reason for the disparity between the
apparent relevance of family therapy and its modest position in child psychiatric
services? It is tempting to ascribe this disproportion to the dominance of
individualistic ideas in child and adolescent psychiatry. None the less, there seems,
to be reasons that are more directly related to characteristics intrinsic to dominating
theories and practices in family therapy. First, this concerns the field’s relationship to
individuality and, secondly, its relationship to knowledge.
A major objection that can be raised against family therapy is its preoccupation with
therapeutic means and its corresponding lack of concern with therapeutic ends
(Hoffman, 1981). The last two decades of development in the field seems to have
confirmed this tendency. While the field has been arguing about which therapeutic
approaches are the most effective ones in creating change, it has neglected the more
basic discussion, whether these changes are necessary, desirable or in the best
interest of the client. These issues are of particular significance when the client is a
child. Thus, focusing on the child in family therapy highlights these issues.
Family therapy’s lack of concern for child-specific matters seems to have at least two
origins. The first one can be traced back to its very foundation as an anti-psychiatric
movement, in opposition to the dominating individualistic approaches to therapy. This
movement entailed the adoption of systems theory as the guiding theoretical model
and a more or less explicit rejection of the individual as the unit for treatment. The
second origin, which is of a more recent date, has epistemology as its basic
concern4, social constructionism as its guiding model and critique of modernist
knowledge practices as one of its most significant hallmark.

4

Bateson (1972, 1979) is usually credited for bringing epistemology into the field’s theoretical debate. See for
instance Dell (1985). With the entrance of social constructionism, however, epistemology became one of the
practicing therapist’s main concerns.
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Paradoxical as it may be, besides contributing to family therapy’s loss of interest for
child specific knowledge, social constructionism has also represented a move away
from relational concerns (Bertrando, 2000).
Nearly three decades after McDermott and Char’s (1974) analysis of "the undeclared
war between child and family therapy” there still seems to be a forced relationship
between family therapy, on the one hand, and child psychology and psychiatry on the
other. This is a pity because particularly in child psychiatry and clinical child
psychology could family therapy have been far more recognized and utilized
Minuchin (1985). Of particular interest should be the diversity of methods for creating
interactional change that have been developed in the field. Furthermore, child and
adolescent psychiatric services would gain from adopting the consequent relational
perspective that through history has characterized family therapy. Not least is this
paramount because it would bring the services more in step with the present status in
child developmental and child psychiatric research. Finally, in some of the new
approaches to family therapy, there are prospects for a fruitful integration between
those two fields. Some promising integration efforts have already been presented
(Selekman, 1997; Freeman, Epston & Lobovits, 1997, Johnsen, Sundet &
Torsteinsson, 2000; Øvreeide, 2001). An indication of which is also that a whole
issue of the influential journal, Family Process, in the fall of 2002, was dedicated to
attachment theory. This thesis shares a common concern with those integration
efforts, but has a somewhat different focus and starting point.
Another major motivation for making this enquiry is the apparent tendency for
research and practice to follow divergent paths. Thus, most practicing family
therapists are doing their work without being informed by research in for instance
developmental psychology. The same seems to apply the other way around.
Discussing the clinical implications of their research, scientists often seem
remarkably little informed about advances in the therapeutic domain. As this thesis
will try to expose, knowledge about therapy and therapeutic methods may also
supliment the discussion about the clinical applicability of science with new
perspectives. A parallel reading discloses, joint interest and joint theoretical points of
reference between family therapy and developmental psychology. This concerns in
particular how meaning is constructed through mutual interpretation and narrative as
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a universal way of organizing and communicating experience. Developmental
psychologists have been concerned with how children acquire narrative capacity. In
family therapy subjugating, dysfunctional narratives are regarded as the very target
for therapeutic interventions. Narrative may, however, also be used as a tool for
scientific analysis of more complex texts or accounts, for example an interview
(Mossige, 1998). There are some shared principles5 between a narrative therapeutic
exploration and a scientific narrative analysis of a text. The latter will, however, not
be directly addressed in the following.
The goal of this thesis has been twofold. First, to highlight the need for child-specific
knowledge in family therapy, and second, to examine and, possibly, contribute to an
incipient description of its relevance and applicability for the practicing family
therapist.
Even though the concerns expressed here reflect some experienced clinical
dilemmas, this thesis, is primary a theoretical investigation. With clinical concerns
and dilemmas in mind the contributions of some central theorists in family therapy
are explored. Subsequently some of the mainstream research literature in
developmental psychology is examined. The focus has been dual one; on the one
hand, to explore the family therapy literature from the point of view of a child
psychologist, while, on the other, to approach research literature in developmental
psychology from a family therapist’s perspective.
The clinical examples presented6 are deliberately chosen because they illustrate and
highlight certain points and issues. It is not claimed that they are representative
statistically. They are representative and generalizable only in the sense that they are
found typical, and that the clinical issues they point to are accepted to be of general
significance by informed readers. This kind of generalizability has been referred to as
analytical (Kvale, 1996) i.e., a reasoned argument about the extent to which findings
from one study can be generalized to other situations. The researcher can, by
5

Mossige (1998) refer to two central objects of a narrative analysis. One is to describe how events and actions in
a (research) material can be regarded as a part of a more or less comprehensive story. The other is how persons
who are interviewed try to create meaningful stories in which events and actions can be included (p. 66). Those
two objects are also central concerns in a therapeutic exploration.
6
The clinical examples used are based on real cases, but anonymized according to established procedures.
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specifying the supporting evidence and making the arguments explicit, allow the
readers to judge the soundness of the generalization claim. Whether this has
succeded in the present work is, accordingly, left to the readers to judge. If it has, if
the readers, through the presentation and argumentation, recognizes and accept the
observations and descriptions as sound and true i.e., if they are validated through
communication with informed readers, the clinical examples are communicatively
validated (Kvale, 1996).
The first part points out the importance of focusing on family and family relationships
when we encounter troubled children in therapy. It is, moreover, argued, in general
terms, for family therapy as a preferred therapeutic approach for solving children’s
problems. Subsequently some of the theoretical, methodical and ethical issues
embedded in doing family therapy with children as the identified clients are explored.
One fundamental dilemma seems to be related to the field’s conception of
knowledge. Hence, three of the last decade’s most influential contributor’s
relationships to knowledge are examined. In opposition to the dominating “not
knowing approach” it is argued for adopting a position that integrates child-specific
knowledge into family therapeutic practice. This position is referred to as theory- and
evidence informed and represents an alternative to evidence based approaches,
which seems to dominate the present discourse in the psychiatric services (Roth &
Fonagy, 1996; Harrington et al., 1999; Carr, 2000c, Kazdin & Weisz, 2003).
The second part explores the applicability of child specific knowledge. It is argued
that child specific knowledge is necessary in order to do effective and responsible
family therapy. More specifically, the huge amount of knowledge accumulated in
developmental psychology is pointed out as an invaluable source for therapeutic
exploration. Three central and closely related areas of research in developmental
psychology are explored, namely studies in early interaction, research in human
attachment, and temperamental studies.
The third part examines the relevance of a fourth field of research in developmental
psychology, namely the role of narrative in child development. That is, how children
make sense out of their experiences, and how they can be assisted in their narrative
endeavors. It is argued that effective therapy with children depends on the therapist’s
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ability to make use of children’s own narrative efforts and their parents’ attempts to
assist them.
The fourth part explores the possibilities of theoretical and clinical integration. How
can our present knowledge about child development be applied in family therapy
without violating the epistemology on which most present theory and practices in
family therapy is founded? An approach that makes this possible is suggested. It is
maintained particularly that child specific knowledge can be helpful because it
generates ideas about what we should be curious about when we encounter troubled
children. In other words, it represents ideas that can guide our therapeutic
explorations. In order to do effective therapy we need, however, also expedient ways
of asking our questions. Questions have become the dominating intervention tool in
family therapy. As a consequence, the field has developed a variety of inventive and
productive ways of asking questions. It is argued that developmental psychology
represents a knowledge base that might supply the therapist with guidelines and
ideas for what might be important to ask about. Family therapy, on the other hand,
supplies the therapist with the tools needed in order to ask questions in a
therapeutically helpful way.
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CHAPTER 2
FOCUS ON THE FAMILY

THE FAMILY AS A SOCIAL SYSTEM
Families are unique social systems insofar as membership is based on biological,
legal, affectional, geographical and historical ties (Carr, 2000b). The commonness of
singleparenthood, divorce and remarriage, demand a broader definition of the family,
but do not change its basic function for the child: to meet basic developmental needs.

Family influence on development and mental health
There are several reasons why therapy with children should focus on family
relationships. Two of which can be directly drawn from child psychiatric research.
First family relationships represent the foundation for the development of
psychological health and psychological disturbances. Second the family is referred to
as one of the main influencing factors for treatment results and prognosis. Helping
children in trouble, therefore, also means that we have to relate to their families. This
implies that we need effective methods for treating families. Developmental
psychology contributes with arguments by highlighting the family as an evolutionary
based social unit, and by demonstrating family influence in a variety of
developmental domains.
One of the most robust conclusions that may be drawn both from clinical and nonclinical material is how decisive the child’s relationships with its caregivers are for
mental health and development (Carr, 2000c). This seems to apply to cognitive as
well as to social and emotional development (Siegel, 1998; Murray, Hipwell, Hooper,
Stein, & Cooper, 1996). Prominent authorities in child development and child and
adolescent psychiatry have, thus, argued for a shift in focus from an individual to a
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relational approach to treatment of children. According to Rutter (1997), for example,
the chief implication of attachment theory to psychotherapy is the shift in attention
from the intrapersonal to the interpersonal domain. Fonagy (1998) argues in a very
thorough review for a family- and parent focused approach to treatment and
prevention problems in young children. In particular he points to the attachment
relationship as the obvious target. Stern (1995) finds it surprising that family and
systems theory approaches have been applied relatively seldom to families with very
young children.

The family as treatment unit
Almost every child referred to child and adolescent psychiatry for treatment has
interaction problems, of one kind or another, with other members of his family. It
should be unnecessary here to argue for the obvious fact that conditions such as
hyperactivity, conduct disorders, anxiety, obsessive compulsive disorders and eating
disorder, just to mention some of the more common, also have major impact on the
child’s interaction with his or her parents and siblings. Evidently also, the reactions,
interpretations and attributions of these significant others are mostly a part of the
problem.
Furthermore, research in child and adolescent psychiatry constantly emphasizes how
important the child’s family is for treatment results and prognosis. This seems to
apply independently of clinical diagnosis or condition. Cantwell, (1995) refers, for
instance, to parent management as the sine qua non of psychosocial intervention
with ADD. No one can, according to Barkley (1990), fully appreciate the ADHD
without recourse to the social ecology and dynamic interplay across its levels of
actions. The very diagnosis hinges upon our understanding of its social ecology.
Research on risk and resilience emphasizes the positive effects of emotionally
responsive caregiving, and supportive parent-child relationships, as the other end of
the risk dimension of family discord and disturbed parent-child relationships (Rutter,
2000; Werner, 2000). The family’s influence on outcome is, furthermore, underlined
for children with a variety of disorders, including the most common problems we
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encounter in child and adolescent psychiatric services, conduct disorders (Patterson,
1982; Patterson et al., 1992), for psychosomatic problems (Sanders et al., 1994),
fear and anxiety problems (Carr, 1999).
The most basic argument for making the family the preferred unit in therapeutic work
with children comes from attachment theory. Within this framework the family is seen,
not as Anderson & Goolishian (1992) prefer to call it "an arbitrary social structure" (p.
27), but as the very way by which we, the human species, through history and
evolution have organized the care for our offsprings. Thus, a main concern of families
is the care and subsistence of the young (Varela, 1989). It is suggested that in our
environment of evolutionary adaptedness close and long-lasting family bonds were
essential for survival (Hinde & Stevenson-Hinde, 1991).

Influences outside the family
That family relationships, and in particular the parents, are the most important
influential factors in children’s psychological development has been regarded as a
fact beyond dispute. The issue has therefore been how parents and other family
relationships exercise their influence. This very idea, referred to as the nurture
assumption, has, however, been vigorously challenged by Harris (1995, 1998). She
claims that parental influence on children’s development and personality has been
greatly overestimated in psychological theory and research. The most important
influence on children’s personality development, she maintains, comes from the peer
group. She thus offers an alternative to the nurture assumption, a group socialization
theory of development. Harris’ suggestions would, if fully accepted, fundamentally
change our thinking about therapy as well as other ways of influencing children’s and
adolescent’s lives and development. One of the most obvious changes would be to
replace the family by the peer group as the natural intervention unit. That would be a
most interesting and challenging thought, leading to some crucial methodological,
ethical and juridical considerations.
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There are however some fundamental problems with Harris’ claims. Her position will
therefore be briefly examined. The first problem concerns the way she argues about
influence. Her main argument is that children’s personality development tends to be
surprisingly different from that of their parents. Furthermore, she maintains that the
similarities we find are better explained by the parents’ and their children’s’ sharing of
genes. Degree of similarity in personality is, however, a strange way of measuring
parental influence. Obviously a person can just as well be influenced into difference
as to similarity. Children are born with individually characteristic preferences, levels
of activity, and reactions to social stimuli. These characteristics heavily influence how
they are understood and stimulated by their parents. It is unlikely that a shy and
inhibited child is influenced in the same way by his parents as his active and sociable
brother or sister. Even though the shy boy turns out to become very different from his
extroverted father, it is not obvious that he is less influenced by him than his brother
whose personality resembles that of his fathers’. It may well be the other way around.
They share the same father, but not the same influence from him. As Plomin and
Daniels, (1987) have argued, for most psychological features, the strength of nonshared7 environmental effects outweighs those of shared effects. In fact, Plomin et
al., (2001) in a recent review conclude that the effective environment operates in
terms of nonshared experiences. Even though this claim later has become modified
(Rutter, 2002), it does not diminish the importance of the general point that parental
influence frequently impinges differently on different children in the same family. As
a consequence, these influences often serve to make two children in the same family
different instead of alike. In their review, Plomin et al., (ibid) suggest that perception
of experience, may be an important source of nonshared experience and that shared
family events therefore may have nonshared effects.
Much of the evidence referred to by Harris can be interpreted differently. Indeed,
some of her main points even strengthen the arguments for including the child’s
family in therapeutic work. Even if we accept her emphasis on other influential factors
than the parents, this does not change the fact that parents also are indirectly
influential in shaping their child’s environment outside the home, for instance, by

7

Non-shared envionmental effects refers to the fact that different children in a family due to gender, birth order,
individual characteristics in behavior or differences in adjustment to experiences, are influenced differently by
their parents and other environmental factors. See for example Plomin and Daniels (1987, Plomin et al 2001)
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choice of living location or environment, or to which school they choose to send their
children. Peers will of course have great influence when a child starts to steal or to
use drugs. Parents’ impact may be more indirect, for example, by allowing their child
to being exposed to an unfortunate environment, or by failing to execute necessary
social control. Not surprisingly, girls from psychosocial high-risk families have been
found to be much more likely than other girls, in adolescence, to develop friendship
with individuals showing deviant behavior, to engage in risky sexual behavior, and to
fall out with friends (Pawlby et al., 1997a/b). Finally, changes in the larger system of
influential factors are also dependent on the parents’ understanding, cooperation and
engagement. Parents are not responsible for their children being bullied at school,
but they may nevertheless be indispensable in resolving the problem.

Adverse family relationships
Is family influence exaggerated? There is strong new evidence pointing in the
opposite direction. First, as described by Plomin and his colleges (2001), it is well
documented that effective environmental influences appear early in life, long before
children experience peer influence. Evidence of this early influence comes from
different sources; for example, the long-term impact of post partum depressions on
later development (Murray et al., 1996a), or the enduring effects of early attachment
experiences (Siegel, 1998), and evidences of the neurodevelopmental costs of
adverse childhood events (Perry, 2001), and from experience effects on brain
development in children with established neurological conditions such as fragile X
syndrome and fetal alcohol syndrome (Grossman et al., 2003). The influence of
adverse experiences in the family seems to be vast, enduring and lifelong, not only
on mental health, but also on physical health. The Adverse Childhood Experience
(ACE) Study, a retrospective cohort study in San Diego (Felitti et al., 1998; Weiss &
Wagner, 1998; Dube et al., 2001) have demonstrated strong and cumulative
relationships between the breadth of exposure to abuse or household dysfunction
during childhood and adult health problems, including early death. Adverse childhood
experiences, categorized as psychological abuse, physical abuse, sexual abuse,
parental substance abuse, parental mental illness, mother treated violently, and
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criminality in the household, were not surprisingly found to intercorrelate strongly. A
significant majority of those who have been exposed to one type of childhood abuse
or family dysfunction were also exposed to at least another. The impact of ACE,
include health problems like sexually transmitted diseases, depression and
attempted suicide, drug abuse, cancer, diabetes and heart disease. A person who
has been exposed to 4 or more ACE categories has, compared to a person who has
been exposed to none, an increased depression risk of 4.6 (460%). For attempted
suicide the risk increases by 12.2. For alcoholism and use of injected drugs the
figures are respectively 7.4 and 10.3. Even in “physical” diseases odds ratio
increased substantially. For example it increased the risk for heart diseases by 2.2,
for cancer by 1.9, for stroke 2.48 (Felitti et al., ibid).
The psychological mechanisms believed to account for the interactive effects of
adverse childhood experiences, found in the ACE study, have been discussed and to
some degree anticipated by Bowlby (1988). First, he points out that two or more
adverse experiences tend to interact so that the risk of a subsequent psychological
disturbance is multiplied, and second, that there is an increased likelihood for
someone who has had one adverse experience to also have another:
“Thus adverse childhood experiences have effects of at least two kinds. First they make the
individual more vulnerable to later adverse experiences. Secondly they make it more likely that
he or she will meet with further such experiences. Whereas the earlier adverse experiences are
likely to be wholly independent of the agency of the individual concerned, the later ones are
likely to be the consequence of his or her own actions, actions that spring from those
disturbances of personality to which the earlier experiences have given rise.” (p. 37)
It can be argued that evidence like this calls for prevention, more than therapy, and
also that family therapy is inadequate for treating the most adverse family
dysfunction. Therapy must not be used as an excuse for not executing more rapid
and fundamental change when a child’s basic care and safety is jeopardized. But it
is important to remember that adversity in childhood experiences, as defined in the

8

The study identifies a number of mediating behavioral factors that are known to represent increased risk for
physical diseases such as smoking, alcohol or drug abuse, overeating and sexual promiscuity.
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ACE study is not rare but frequent. The findings showed that more than 52 % of the
informants reported having had at least one of the experiences defined as adverse,
and 6.2 % of the population reported 4 or more. Even though these figures cannot be
directly transferred, there is evidence that the problems are not very different in our
country. For example, in the San Diego study, the total prevalence of sexual abuse
was 25 %. In a comparable Norwegian study the prevalence was 16 %, 19 % for
women and 14 % for men (Sætre et al., 1986). It is also worth noticing that about one
third of all child-parent attachment relationships are classified as insecure,
(Stevenson-Hinde & Verschueren, 2002). In a clinical population we must expect the
prevalence rates to be considerably higher. If we compare these figures to the
number of children in Norway who, each year, are admitted to institutional care or
foster care outside the family – respectively 303 and 361 (Statistisk Sentralbyrå,
2001) - we have to infer that most of the children who experience permanent
adverse childhood experiences, live and will continue to live together with their
parents. In other words we are facing a huge need for effective family intervention
strategies.
It may also be argued, which Harris actually does, that gravely adverse family
functioning affects children’s development, but that less grave or none-adverse family
function does not. She makes exceptions for abusive and neglecting relationships.
This view is partly supported by Plomin and his colleges (Plomin et al., 2001) who
found that shared environment may have more effect in extreme situations such as
those found in abusive families. Furthermore, negative aspects of parenting seem to
have more specific impact than positive aspects. One suggestion is that more shared
environment may be found in high-risk families. They conclude that research has not
yet investigated the relative influence of shared and nonshared environment at the
extremes – for example in abusive families. However, in the clinical population,
abuse, neglect, negative attributions and lack of developmental support represent the
very problems we are facing. This is not only due to parenting as such, but also to
developmental characteristics in the children, which make them more difficult to care
for.
Firstly, families influence, but not in a linear and, at the individual level, predictive
way. Families consist of complicated patterns of mutual interaction. Second, which

28

will be returned to, family influence is embedded in culture and meaning, and cannot
be studied separated from the cultural context. Third, family influence is both genetic
and environmental. As Plomin et al., (2001) and Rutter (2002), among others, have
demonstrated the relationship between genes and environment is extremely
complicated. The way and the extent to which genes exert influence depend on
environmental factors. Environmental influence on the other hand, is partly a
consequence of the child’s genetic dispositions. The relative importance of genes
and environment in relation to a particular problem or characteristic is not stabile and
predictable. Heritability9 measures only what is in a given population at a particular
time, not what could be. If environmental factors change then the relative importance
of genes and environment will change (Pike, 2002). Rutter (ibid) suggests that one of
the major growth areas in child developmental research is going to be the study of
gene-environment interplay.
Harris’ most important contribution is in increasing our awareness of the complexity
of the mutual influence between the individual child, his family relationships, and the
wider culture in which these transactions are embedded.

WHY FAMILY THERAPY

Therapeutic focus
Children are particularly dependent on the parents and their family. Therefore the
parents and the family may be regarded as a natural place to intervene. Kazdin &
Weisz (2003) give two reasons for focusing on parents and families in therapy with
children and adolescents. First, several of the farces that promote and sustain the
child’s problems are within the family or interpersonal context. Second, contextual
influence is a way of altering child functioning. Independent of causality, changing
aspects of the context in which the child lives and develops might be an excellent
way to effect change.

9

In behavioral genetics heritability is defined as the amount of total variation in scores of a given trait that can
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Focusing on family relationships does not, however, need to imply an acceptance of
family therapy as a preferred therapeutic choice. None of the above arguments
address themselves specifically to family therapy. They only point out the child’s
relationships to the parents and other family members as natural therapeutic targets.
Family therapy is only one of many approaches with this as its basic focus. The
concern of this thesis is children in family therapy; i.e. how family therapy with
children can become more effective and take better care of children’s needs. It is not
a comparative study. Therefore it will not be argued for family therapy’s superior
effectiveness over other therapeutic approaches. It will, however, be maintained that
family therapy has properties that makes it attractive to examine from a child
development point of view. This applies to its focus on relationships, its emphasis on
meaning and mutual interpretations, and the multitude of applicable tools that has
been developed in the field. However, in order to do ethical and effective family
therapy with children, the therapist needs specific knowledge about child
development.
A brief visit to therapy research may anyway be of interest here because it highlights
another problem: How to define and delimit, in a productive way, what family therapy
is, as distinct from other approaches.

Therapy research
Meta-analyses are notoriously inconsistent in their conclusions about the efficiency of
family therapy. Some evidence even suggests that family therapy should be rejected
for some problems (Harringthon, Kerfoot & Verduyn, 1999). This does not only apply
to family therapy, however. There are few examples of child and adolescent mental
treatment that can unequivocally demonstrate their effectiveness (Wallace et al.,
1997). Carr (2000a), on the other hand, concludes a recent review of the research
literature that family therapy has proven effective in a number of child-focused
problems, including child abuse and neglect, different kinds of conduct problems,
explained by genetic differences between people (Pike, 2002)
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emotional problems and psychosomatic problems. In other words some of the most
common problems we are facing in child and adolescent psychiatry. Carr’s
conclusion is supported and supplemented by Asen (2002) who in a recent review
summarizes that systemic therapy has been found effective, alone or in conjunction
with other treatments, in a wide range of different conditions. These include conduct
problems, drug and alcohol abuse, enuresis and soiling, eating disorders, psychotic
illnesses and mood disorders.
A fundamental problem with these reviews is the lack of a unifying definition of what
family therapy is. Asen (2002), for example, includes, in his list of major systemic
approaches heterogeneous groups of treatment like structural family therapy, psycho
educational therapy, behavioral, and narrative treatment approaches. He furthermore
seems to apply the term systemic therapy for all family focused treatment
approaches. Corcoran (2000) on the other hand distinguishes between family
treatment and family therapy. Included in the former are a broad range of family
based treatment approaches, for example multifamily group treatment, psycho
educational treatment, individual behavioral parent training and Multi Systemic
Therapy. In the same review, the concept of family therapy, seems be reserved to
approaches based on systems theory, in other words, a delimitation that makes it
reasonable to question whether the last decade of new approaches that has texts or
narrative as a common denominator can be included.
Treatment research with children face, in addition, another fundamental problem: The
recipients are developmental “moving targets” (Holmbeck, et al., 2003). Problems in
children vary in how they are expressed according to age and individual differences.
It is difficult to specify treatments also because children with the same kinds of
problems will have different qualifications for comprehension and communication. On
this background Holmbeck and his colleagues (ibid) emphasize the importance of
considering a child’s developmental level within the context of the therapeutic
intervention. They postulate that child adolescent psychotherapy will be enhanced if
clinicians attend to developmental issues in designing and evaluating treatment
strategies. This is basically the same position for which this thesis argues.
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Evidence for family therapy in the treatment of children is, thus, confounded both by
aspects intrinsic to children’s development and because of the lack of specificity
attached to the approach. Even though various, tools, techniques, and approaches
may be recognized as the legitimate children of family therapy - some of which will be
describe in more detail later - many different therapeutic methods and theoretical
assumptions have been applied within the family therapy framework. Arguing for
family therapy by referring to its documented effectiveness is, therefore, difficult also
because of the lack of specificity attached to the concept. When studies refer to
family therapy, systemic family therapy, family based approaches, family casework,
as methods under investigation, radically different techniques and theoretical models
may have been used. So, what is family therapy?
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CHAPTER 3
FAMILY THERAPY: FROM SYSTEMS THEORY TO SOCIAL
CONSTRUCTIONISM

DEFINING FAMILY THERAPY
Definitions of family therapy have mainly reflected dominating theoretical discourses
in the field. In the childhood of family therapy, Jackson and Weakland (1961)
described it as treating the identified patient and other members of the family
together as a functioning natural group. This wide, pragmatic and descriptive
definition simply implied that an individual with problems was seen together with
other members of his family, rather than alone. Working with the whole family was
considered to be a way of enhancing the probability for individual change. In that
respect it represented an important methodological, but not an epistemological break
with the dominating approaches of the time.
During the last 30 years, different theoretical models have been proposed in order to
describe what happens in families and family therapy, among which, systems theory
seems to have been the most influential one. The strong commitment to systems
theory in family therapy is hardly accidental. Systems theory was the dominating
scientific metaphor of the 20th century, widely applied to physical systems and
extended to biology and social systems as well. (Minuchin, 1985)
In family therapy, systems theory had an enormous influence. It stimulated the
theoretical debate, and gave rise to a multitude of new concepts and therapeutic
approaches. Some of these concepts and the basic ideas on which they are built
have been internalized to an extent that they are taken for granted by most family
therapists and to some degree also by therapists that mainly identify themselves with
other therapeutic approaches. Regardless of theoretical stance, for most family
therapists (and for many other therapists as well) the notion of the system as more
than the sum of its parts still makes sense. The same applies to the basic concern
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with relationships and interaction, and with circular processes as opposed to linear
causality.
The conception of the system came, however, to change status in the family therapy
language, from a descriptive metaphor to a theoretical explanation. Thus, family
therapists’ use of the term system came to correspond closely with the way psyche
was used among individually oriented therapists earlier (de Shazer, 1994; Efran et
al., 1990). That is, it was referred to as kind existing, living organism, with specific
features attributed to it that could explain the behavior of its members:
“They talk as if certain powers resided in a system apart from the combined preferences and
behaviors of the people who are the component parts”, (Efran et al., 1990, p. 189).
But reifying10 theoretical constructs inevitably leads to circular reasoning. The
existence of a certain kind of family system is something that is inferred from how the
family members behave in relation to each other: For instance, that one family
member’s behavior seems to be influenced by the behavior of the other members in
a relatively repeatedly and predictable way. Trying to explain the same behavior by
referring to the family system is circular.
More important than the reification problem, however, is that the preoccupation with
abstract concepts like systems, structures, alliances may obscure the view of who
the client(s) is. Hence, there has been created an idea that it is not the persons who
are the objects for change, but the system. Stanton (1988), for example, defines
systems therapy as devises and interventions designed to:
“( ..) alter the interaction (process, workings) of the interpersonal system and context, within
which one or more psychiatric/behavioral/human problems are embedded” (Stanton, 1988, p.
9).

10

Reification refers, according to Berger and Luckmann (1967, to the apprehension that the products of human
activity are something else than human products – such as facts of nature, results of cosmic laws, or
manifestation of divine will. It implies that we are forgetting our own authorship of the phenomena we are
studying.
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Family therapy is, like any other therapy, dealing with people, with living individuals.
People think, feel, behave and suffer. Systems and structures don’t. Like Parè,
(1995), this thesis holds that we need to return to the person as the center of the
story of the family, and to construct a narrative that views families as a collection of
people rather than as biological, mechanistic or linguistic entities. The intention here
is, more specifically, to contribute to restoring the respect for the individual child in
family therapy.
Another problem with the application of systems theory was that it contributed to
forming a conception of the system as primary and the individual as secondary. The
family therapy literature is replete with case reports and clinical examples implicitly
presenting the child as victim of communication problems, alliances, rigidity,
enmeshment or other systemic features in the families. This is often done without
even discussing how individual characteristics in the child may have influenced the
family interaction, or how specific deficits like attention problems, hyperactivity,
language impairments, may account for some of the interaction problems observed.
Psychological problems in children may be more or less related to family functioning
or other systemic characteristics. Attention problems, for example, are frequently
seen in children exposed to abuse and maltreatment, or other kinds of adverse family
influences. But attention problems may also be caused by a neurological impairment.
How it finds its expression is of course not unrelated to family functioning, but it is a
grave simplification to address it only as an interaction problem. On the other hand,
attention problems in children may create considerable strain and relational problems
in a family. In behavioral genetics one of the main challenges is to distinguish
between parenting as an effect, rather than a cause of differences in children’s
outcome (Plomin et al., 2001).
The systemic perspective, which dominated the field for many years, became
towards the end of the 1980s increasingly challenged by a growing interest for
narrative therapy. Michael White in Australia and David Epston in New Zealand are
usually credited for introducing this perspective to family therapy (Epston, 1989;
White & Epston, 1990). But related ideas also evolved simultaneously more or less
independently elsewhere, for example by de Shazer (1988, 1991a) and Anderson
and Goolishian, (Anderson & Goolishian, 1988, 1992; Anderson, 1997) in the US.
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Thus, by 1995 manuscripts containing narrative approaches represented the largest
group of submissions to one of the leading journals of family therapy Family Process
(Steinglass, 1996).
The narrative perspective also challenged established ideas about what family
therapy is or should be. An increasing dissatisfaction with the term family therapy has
been expressed. First, both the word "family" and "therapy" has been questioned in
relation to its meaning and usefulness (Efran et al., 1990; de Shazer, 1991a;
Weakland, 1993). It has been argued that it is impossible to define family therapy in
any meaningful way, and that it only serves to narrow our vision of the nature of our
work, and also our potential for its practical application (Weakland, 1993). Second,
we have witnessed disintegration in the field. Today, there seems to be no accepted
theories, principles, methods or techniques that are shared across the field. As de
Shazer puts it: "Family therapy is what family therapists do when they say they are
doing family therapy"(1991, p.13).
An opposite position has also been put forward. It is claimed that what we in fact are
witnessing is an unrecognized integrative revolution (Lebow, 1997). According to
Lebow, we have entered an era during which the pure form practice of schools of
family therapy has become a rarity. Lebow argues for integration not only across
different family therapy approaches, but also between pure family therapy
approaches, psychodynamic approaches and behavioral approaches. He refers to
innovative combinations of object relations, behavioral, and systemic procedures, of
systemic, psychodynamic and narrative approaches, and of psycho educational and
individually focused interventions. Methods and concepts cross the boundaries of
what previously were distinct schools, and even the broadest disjunction, that
between individual and family therapy, is regularly negotiated today. A manifestation
of this change is also the extent to which discussion now centers on generic aspects
of treatment (cf. Huble et al., 1999).
Carr (2000b) has suggested a three-column problem formulation model into which
ideas from many schools of family therapy may be integrated. The three columns are
context, belief system, and behavior pattern. The context-column includes for
instance family of origin characteristics, life cycle transition, loss, or bullying
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experiences. Categorized as problem-maintaining belief systems are, for example,
constraining belief and narratives about personal competence, and constraining
attribution style. Examples of problem maintaining behavior patterns are enmeshed,
disorganized, rigid, or chaotic family interaction and patterns involving ineffective
attempted solutions. Problem-formulations and exception-formulations may
according to Carr be categorized in the same way. Different styles of practice can
accordingly be characterized by the emphasis they place on examining context,
belief systems, or behavior pattern.
The three approaches that will be especially examined here belong to the narrative
tradition, emphasizing particularly the clients’ belief systems and attributions as target
for exploration. It is, nevertheless, important to ascertain that the three columns only
represent a conceptual grasp indicating the relative emphasis of different
approaches. Belief systems are sometimes only detectable by exploring individual
behavior and family interaction. Repetitive behavior pattern may be difficult to
understand without considering context or belief systems.
The multiplicity of approaches included in recent reviews of the research literature
(Carr, 2000a; Asen, 2002) and the way it is argued for integration (Lebow, ibid)
makes it evident that the term family therapy has no distinct meaning. Ironically
enough it may, rather, be treated as a typical example of what Wittgenstein (1958)
calls “family resemblance” concepts. Wittgenstein here refers to the observation that
most terms have not just one use, but a multiplicity of uses. These various
applications do not necessarily have a single component in common. Wittgenstein
gave the example of the term game. There are all sorts of games: competitive
games, cooperative games, individual games and games of skill, games of luck,
games of balls, and games with cards. What unites all these games? Nothing, there
is no essence of game. Family resemblance concepts are like a family, some
members of which might have the distinctive family neck, or piercing blue eyes, or
premature white hair, or unusually large pair of ears, but there is no single
characteristic possessed by all (Edmonds & Eidinow, 2001). What make games a
game, and in our case, family therapy family therapy, (or for that case, what makes
therapy therapy and family family), is an overlapping series of similarities and
resemblance. It is this very criss-crossing, which gives concepts their stability.
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It could be argued that this is typical for nonscientific concepts, and that this only
underscores the lack of scientific precision that are typically found in “soft” sciences.
However, even in the most advanced sciences central concepts have proved hard to
define. Physicists have problems agreeing on a strict definition of gravity (McCall,
1986), and more than a century after Darwin, there are still serious debates among
biologist about how to define species (Dennet, 1995). This does not, however, stop
them from using the concepts. As Bakan (1974) has noted, even though life is both
the basic subject and the ultimate mystery in biology, no biologist would maintain that
it would be necessary for him to define life before he could go on to investigate
biological phenomena. The same pragmatics may be applied to our field. The
question is whether the concept "family therapy" is useful or not. In relation to
children there are several reasons why it is. First, it acknowledges and integrates the
fact that most of us, in our thinking, values, beliefs and behavior, are more influenced
by our families than any other social agents. Second, and more important for the
present discussion: children are not only under strong influence by their parents and
other family members, but they are also in a fundamental way dependent on what
their parents think, do and decide for them. The family is not only a basic social
relationship; it is also a strong legal unit. Thus family therapy names the social and
legal unit to which therapists have to relate.
For the present purpose it seems more appropriate, like Hazelrigg and colleges
argue (1987), to think of family therapy as a generic name of an extensive and
heterogeneous group of treatment approaches, the only common denominator of
which is that they all address the family as a basic therapeutic unit. Thus, regardless
of what models or approaches family therapists endorse, or what role they ascribe to
the family when it comes to problem development and problem maintenance, all
seem to highlight the role of the family in problem resolution. For legitimizing this
inquiry it seems sufficient to conclude with Carr (ibid) that adequate treatment for
some of the most common behavior and emotional problems in childhood and
adolescence rest upon effective ways of influencing the interaction cycles and the
meaning system in the family.
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There is an additional reason, however, for clinicians working with children to pay
special attention to the present development in family therapy and for family
therapists to be informed by new research in child development. This also represents
the main source of inspiration for the current integration effort: During the last 10 to
15 years, there has been an increasing, and partly disregarded, joint focus of interest
between family therapy and important new orientations in developmental psychology.
Parallel reading discloses common points of reference between the two fields. In
particular this concerns a joint interest for exploring how meaning is constructed
through mutual interpretations and in narratives as a universal way of organizing and
communicating human experience. Thus, it is hardly a coincidence that we in recent
years have been witnessing an increasing concern with developmental psychology in
family therapy. Especially has the interest focused on the interactional foundation for
self-experience and self-development. In the extension of this, particular attention
has been directed towards the theoretical contributions of Daniel Stern (Johnsen,
Sundet & Torsteinsson, 2000).

SYSTEMS THEORY AND INDIVIDUALITY
From the beginning the central aim of family therapy has been to facilitate the
resolution of presenting problems by focusing primarily on the relationships between
the person with the problem and significant members of his family and social network
(Carr, 2000b). The concern for children and their significant relationships was one of
family therapy’s most distinguished features. Throughout its history, two lines of
argument seem, however, to have contributed to turning the interest away from childspecific matters. The first argument concerns the child as an individual, and has its
obvious parallel in the field’s more general lack of interest in individual
characteristics. This disparagement of the individual can be traced back to the origins
of the field. Family therapy was from the very start a movement founded on a
rejection of what was conceived as narrow, individualistic and labeling approaches.
A consequence of the shift of focus from individuals to systems was, as we have
seen, that less importance was placed on individual characteristics. It even implied a
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rejection of the individual as a legitimate unit of treatment. Less interest for
individuality implied less focus on the individual child’s characteristics and
contributions. It has therefore been asserted that the assumption of general systems
theory, as the basic conceptual scheme for family therapy, led both to an indirect and
a direct ejection of children from the family therapy process (McDermott and Char,
1974). Systemic therapists’ knowledge about children has been questioned on two
levels. First, they have been accused of lacking the necessary qualifications for
understanding and communicating with children. Critics question the degree, to
which their methods are adjusted to the way children think, talk and react (McDermott
and Char, ibid). Children perceive and understand things differently from adults, and
they have other ways of communicating how they see things and what they want.
One of the pioneers of the field, Virginia Satir (1964) admitted:
“The presence of children might spell anarchy to the therapy process. - Children, especially little
ones, have limited attention spans and act impulsively.
- How can a verbal process like therapy hold their interest?
- How can a child be expected to sit still for an hour or more?” (p. 136).
.
Obviously, working therapeutically with children demands a wide repertoire of
communicative skills that are adapted to how children communicate. Such skills
direct both contents i.e. what to communicate about, and how we do it. The “narrative
turn” in therapy has in particular highlighted the need for considering children’s
narrative competence. Thus, therapy needs to be based on ideas about what
characterizes communication that assists the child’s communication efforts, supports
his development, his self-confidence and well-being, and his relationships to other
family members. Consciousness about how we, as therapist, communicate with
children and their families also entails consciousness about what kind of
communication that we want to promote in the family.
The development of new practices in the field has also affected the way children are
approached. Minuchin (1991) has pointed out that we have witnessed a
development away from action and behavioral oriented approaches towards
practices dominated by verbal language. In her analysis of Anderson and
Goolishian’s work from child perspective Førland (1993) expresses a similar worry:
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that children’s characteristic ways of communicating and relating is not appropriately
taken care of. This tendency has, however, its counterpart in the development of new
“playful approaches”, based on narrative ideas (Freeman, et al., 1997; Selekman,
1997; Berg & Steiner, 2003).
Second, at another level, and more directly, children have been expelled from family
therapy because their contributions have been disregarded. In the earlier days of
family therapy one was specifically concerned with protecting the individual child from
becoming the family scapegoat (Vogel & Bell, 1960; Ackerman, 1967; Watzlawick et
al., 1970). Accordingly, there has been a general tendency for family therapists to
concentrate their interest on the adult side of the interaction (Wachtel, 1990). This is
a skewed or top-down systemic thinking (ibid). Little attention has been given to the
children’s contribution to family stress and dysfunctional family systems i.e. how
children’s developmental characteristics, their behavior, coping styles, and ways of
communicating, influence how parents think and act. Selekman (1997), accordingly,
asks for a greater sensitivity to the effects of the child’s own adaptation to his or her
developmental struggles on other family members and to how they, in turn, respond
to the child. He partly ascribes this lack of sensitivity to the particular way family
therapists have applied systems theory:
“For numerous of reasons, most family therapists fail to use developmental theory to guide their
assessment, observation and to design appropriate therapeutic tasks. When training and
consulting with family therapists I frequently hear that one’s thinking in developmental terms
about a particular family member or the identified child client is “too linear” or “not systemic”
family therapy” (p.24).
These objections are fundamental because they point directly to what has been a
main concern in developmental psychological research during the last 30 years. How
does the child, by virtue of his individual and child-specific characteristics, influence
the interaction on which his or her development depends? A main conclusion from
different fields of research is that the child’s own contributions have been greatly
underestimated.

42

The breakthrough of systems theory implied a move from linear to circular causality.
According to this view, each of us is, whether we are aware of it or not, always
participating in circular loops of causation. A consequence of which is that no single
member of a system can have unilateral control over any other member. The
existence of power, i.e. that one person has power to control another has therefore
been rejected as an epistemological error. This disqualification of power has,
however, provoked strong protests from feminists and others who are concerned
about inequality, discrimination, abuse, and violence (Goldner, 1985; McKinnon &
Miller, 1987; Waldegrave, 1990). As Dell (1989) points out, violence and abuse of
power exists in the domain of human experience even if it doesn’t in the domain of
systemic explanation:
“As systemic therapists, we can always provide a systemic explanation for parents who abuse
their children or for husbands who beat their wives. Nevertheless, we know that such abusive
power is very real and in its effects and that violence injures sometimes permanently, those
who are beaten or sexually abused”. (p. 12).
Even though children by virtue of their individual and child-specific characteristics
influence the interaction on which their development depends, they are, on the other
hand, fundamentally dependent on their parents’ care, sensitivity, and decisions.
Within wide boundaries, parents are given the legal and moral right to treat their
children the way they find best and to make decisions on their behalf. Children are
influencing actors in their own social environment in the sense that their behavior
affects what their parents and other members of their family think and do, but are at
the same time fundamentally dependent on their parents’ interpretations, beliefs and
decisions.
The feminist critic of systemic thinking as inadequate for describing gender specific
issues may also be transferred to children. It is impossible to adequately describe
what happens between children and their caregivers without considering the
fundamental inequality between them. First, children’s contribution to family
interaction is qualitatively different from that of adult’s and can only be appreciated by
being recognized as such. This demands knowledge about child development. It
makes, for example, a big difference that a certain reaction from a child is recognized
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as attachment behavior instead of, for example, refusal. Second, children are
interpreted and reacted to by their caregivers as children, not as equal contributors to
the transactional processes in which they are involved. The fact that everybody in a
family is continuously influencing each other does not mean that everybody has the
same power and responsibility for what happens.
The struggle against linear thinking has been a dominating discourse in the history of
family therapy. The tendency to ignore child specific matters may therefore also be
rooted in the way systemic family therapy has embraced circularity and rejected
linearity.

KNOWLEDGE AND REALITY
During the last two decades, family therapy has moved from an epistemology based
on cybernetic principles to an epistemology based on the notion that human
relationships emerge through their socially produced stories (Cecchin, 1992). A
central contributor to this move was the evolution of the Milan Systemic Model
(Selvini-Palazzolli, et al., 1978, 1980; Cecchin, 1987, 1992; Cecchin, Lane & Ray,
1992, 1994). Cecchin (1992) has described the development of the model as marked
by several conceptual shifts: First, from energy to information, second, from entities
to social constructions, and third, a shift in focus from family to therapist.

Epistemology and knowledge
As an inseparable part of this movement, another line of argument has emerged, this
more generally concerns therapists’ relationship to knowledge. These approaches,
commonly referred to as social constructionism, postmodern, post-structural, or
narrative (Gergen, 1985, 1992; Hoffman, 1985, 1990; Howard, 1991; Polkinghorne,
1988, 1992; Shotter, 1992; de Shazer, 1991a; Pare`, 1995), argue for a shift in focus
in both science and therapy:
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“In the approach being canvassed here, our supposed objects of study are of less concern to us
than the general nature of our investigation practice” (Shotter, 1992, p. 60)
It is thus argued for moving away from theoretical considerations and towards an
interest of a more practical kind. That is, a concern with the aids and devices that we
use in the conduct of all our inquiries (Shotter, ibid). 11
Social constructionism can be regarded as a critical position, whose main purpose
has been to expose how our taken for granted beliefs are locally and specifically
socially constructed and to develop a richer language for describing how meaning is
generated and sustained (Reichelt, 1993). However, its effect on the therapy field
seems to have been more extensive and fundamental. Approaches based on social
constructionist ideas call into question any normative prescriptions about what
constitutes psychological health, or desirable family functioning. Consequently, they
also reject any expertise or knowledge, which goes beyond the process of therapy.
Reality, it is maintained, is a social construction that therapists no more than others
have privileged access to. Hence, it is argued for a shift in focus from a paradigmatic
(Anderson & Goolishian, 1992), ontological (Parè, 1995), or knowing that
(Polkinghorne, 1992) position, which is concerned with how the world is, or believed
to be, to a preoccupation with the way we perceive, interpret and semantically
construct it, also referred to as narrative (Goolishian & Anderson), epistemological
(Parè) or knowing how (Polkinghorne). A therapeutic implication of which has been to
accept and embrace a position in which the therapist finds him or herself “beyond
power and control” (Hoffman, 1985, Anderson & Goolishian, 1992).
In its most consequent versions this ontological foundationlessness (Polkinghorne,
ibid), has entailed an exclusion from the therapy room any prior knowledge about
how humans as living systems operate:

11

This appears as a rather paradoxical claim considering the almost impenetrable theoretical language in which
it is forwarded.
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“When it comes to doing therapy, doing therapy is all there is, therefore there is nothing outside
the therapy room that can help us understand what is going on in the session” (de Shazer, 1993
p. 89)
This implies that the therapist is always supposed to be informed by the client(s), and
that the legitimization of therapeutic practice is based on a discourse internal to the
process of therapy. "Outside" expert knowledge is regarded as irrelevant (Goolishian
and Anderson’s, 1988, 1992; de Shazer, 1991a), or restraining for the therapeutic
dialogue (White, 1993)
The presence of children in family therapy represents a powerful challenge to this
position. Objections can be made on both ethical and theoretical grounds. In what
follows consequences of a not knowing-approach to family therapy involving children
is addressed. It is argued that it is impossible for therapists to enter therapy without
being guided by ontological preconceptions. As Bateson has pointed out, the living
man is bound within a net of epistemological and ontological premises that
regardless of ultimate truth or falsity become partially self-validating for him (1972,
p.314). Therapists are, of course, no exception. Thus, the question is not whether
we have such premises or not, but from which sources we get them, and which
status we ascribe to them. Operating without acknowledged ontological premises
inevitably leads to some theoretical and ethical dilemmas, which become particularly
evident when we address children’s problems in family therapy. Those premises –
our basic assumptions about how we as humans systems operate, what characterize
health, well-being and desirable development – are not invented ad hoc in the
process of therapy, rather they are rooted in our lives and experiences outside the
therapy room. Therapy must therefore find its legitimization outside "the process of
therapy”. Accordingly, it will be argued that it is impossible to do family therapy with a
child as the identified client, or any therapy involving children, without basic
assumptions concerning what is good and what is bad for children, and what
characterizes a desirable development. As therapists we cannot operate without
such preconceptions, although it is possible to be unaware of them.
Our assumptions about how children are influence in a fundamental way what we as
therapists will do in the treatment sessions, what we will look for, which themes we
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will explore, and what choices we will make. They are also the premises by which the
therapist makes fundamental decisions, like what he believes is changeable through
therapeutic means, and what he believes is not, what he thinks is right to change,
and what he thinks is not. In other words, it has to do with goals and direction in
therapy, with therapeutic possibilities and limitations. Eventually, this also boils down
to how therapists legitimate their work and practices.
When working with children in family therapy, the target or object of treatment is
usually the child. Parents or other significant adults are worried about the child’s
development or behavior, for instance his anger, shyness, anxiety, or attention
problems. However, the fact that children rarely seek therapy by themselves makes
therapeutic relationships with children and their families, ethically challenging. Adults
make decisions on the child’s behalf, intending to change his/her behavior. On what
premises do therapists judge the parents’ expectations of change, or the teachers’
description and understanding of a problem? How do we assess what is in the best
interest of the child? As family therapists we have no escape from the responsibility
of making such judgments. And if we have to make such judgments anyway, isn’t it
better to be conscious and explicit about what we are doing, and on which premises
the judgments are being based? We cannot assume that the premises that guide our
decisions and assessments are indifferent to our clients. If they are only based on
our personal beliefs and preferences, the clients should at least have the right to
know.
Child-specific knowledge belongs to the ontological domain. It deals with how we
believe children as living systems operate, for instance how healthy children develop,
how they think and communicate, how they may differ individually and across
cultures. It rests upon the huge amount of knowledge accumulated in developmental
psychology. It may also relate to knowledge about risk factors, developmental
disorders and psychiatric conditions. In other words, what Polkinghorne (1992) refers
to as knowing that.
A main argument in this thesis is that family therapists’ indifference to child specific
knowledge first of all is a limiting factor. Therapy will be more effective if we make
use of such knowledge in our explorations and decisions. Lack of such knowledge
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may also be harmful because it may lead to therapeutic goals, which are not in the
best interest of the child and to over-optimistic and therefore irresponsible therapeutic
practices.
Knowledge based on commonly accepted scientific methods is the best we have.
This does not imply a belief in scientific knowledge as objective or ultimately true, nor
that scientists have a privileged access to reality. Knowledge is socially constructed
and by definition relative. This also applies for scientific knowledge. As modern
philosophers of science like Kuhn (1970) and Feyerabend (1965, 1978) have
emphasized, scientific theories and observations must be regarded as relative to a
certain paradigmatic position. Furthermore, that the meaning of every term we use
depends upon the theoretical context in which it occurs:
“(….) not only do empirical relationships take on different meaning in light of differing theoretical stories,
but also one’s pool of accepted facts has been developed and shaped by various theories that have
been probed to date.” (Howard, 1991, p.188).

Science may, in this line of thinking, be regarded as specialized languages (Efran et
al., 1990), or a form of storytelling (Howard, 1991). On the other hand, this
knowledge is more than trivial. It has accumulated over time, and contrary to implicit,
personal or common sense based assumptions, its theories and observations are
subject to public discourses, and as such an object of continuous challenge and
questioning. Even though one can never assert the truth of any explanation, and by
implication, the falsity of competing accounts, one can rationally maintain a
preference for theories that have been: “tempered in the cauldron of selection with
respect to the epistemic criteria” (Howard ibid, p.188). Thus, judgments based on
knowledge founded on the epistemic criteria of science deserve another status than
those based on personal experience.
Anyhow, it follows from the above that science hardly represents a consistent
ontological basis for therapeutic intervention. Paradoxically, however, the relative,
fragmentary, ambiguous and contradictory character of scientific knowledge may
make it especially applicable in therapeutic exploration. Stories are generated, but
not completed. Hence, as will be spelled out in more detail in part IV, they may give
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rise to curiosity, wondering and new options with respect to the development of
individual stories.
Another consequence of social constructionist influence and its preoccupation with
epistemology in therapy has been a shift in focus from the client to the therapist.
Epistemology is concerned with the foundation, limits and validity of knowledge, that
is, for example what kind of considerations and knowledge practices we use to arrive
at decisions. Therefore, it has been important to explore and question the knowledge,
prior ideas, and prejudice that the therapist brings with him. This concern has also
brought about new methodological approaches, for example the “reflecting team”
(Andersen, 1987, 1991). The family therapy field deserves credit for its willingness to
question the foundations upon which various therapeutic practices rest. To focus on,
question and take responsibility for one’s knowledge practice in therapy, is something
for which every therapist should strive. Unfortunately the consequence in family
therapy has been to profess an ontological “foundationlessness “, and to advocate a
confusing relativism when it comes to our knowledge about human affairs.
The narrative metaphor has gained broad acceptance in family therapy. Narrative
ideas constitute, however, a wide and complex corpus involving different disciplines,
of which only a particular brand linked to social constructionism and postmodern
thinking entered the family therapy field (Bertrando, 2000). Thus, in our field it has
come to stand for a solipsism and relativism. It has been used to underline the
relative and subjective character of human experience.
Individual narratives are by their nature unique, but the interaction processes that
generate them are universal, and so are the ways narrative competence develops.
Surprisingly little attention in family therapy literature seems to have been addressed
to the relational origins of narrative competence and the conditions that generates
narrative development in early childhood. For instance, how the human child’s inborn
propensities and preferences interact with cultural embedded interpretations and
story telling practices. In developmental psychology the narrative metaphor has
stimulated systematic research on its relational origins. Narrative development is now
an extensive area of research, generating knowledge that is essential for our
understanding of what characterizes children’s way of organizing and communicating
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their experiences. This field of research is of relevance for therapy with children for
many reasons; not least because the very acceptance of therapy as narrative
process entails that we must have some idea about the participants’ capacity for
narration. Knowledge about narrative development in childhood informs the therapist
about a child’s basic qualifications for participating in a therapeutic conversation.
That is: What characterizes children’s ways of organizing, making sense and
communicating their experiences.
Developmental psychology may contribute to the theory and practice of family
therapy on three different levels. First, it represents a legitimization of family therapy
as a natural preferred approach when relating to troubled children in therapy.
Second, it supplies the therapist with ontological guidelines for therapeutic
interventions. Third, it may be returned to as a repository of ideas and stories from
which therapeutic questions can be derived.

Two kinds of knowledge
The lack of interest for child specific matters in family therapy is reflected in the fact
that one rarely finds scientific studies in child development referred to in this
literature. That the gap between theory and research, and clinical innovation is
widening is not, however, unique to family therapy. References to basic research
have practically disappeared also from Behavior Therapy’s pages (Franks, 1987).
Moreover, a series of survey studies have pointed out that academic research in
counseling and clinical psychology is only to a small extent being utilized by
practitioners (Barlow et al., 1984; Conway, 1988). This tendency is not unique to
therapy either. Schön (1983) has noticed a “disturbing tendency” across different
science-based professions for research and practice to follow divergent paths. And
that practitioners and researchers tend increasingly to live in different worlds, pursue
different enterprises, and have little to say to one another.
One reason for this is that it is difficult for the therapist to see the relevance of
scientific data to his work. This may be related to the special character of scientific
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inquires and reports. First, they are often focusing on questions that in the therapist’s
eyes seem like marginal details. Second, it often appears as if scientists are more
interested in research on limited and simple questions where scientific and statistical
methods can be applied than in the unstable, complex, multi-factorial issues with
which therapists struggle. This has also been referred to as the rigor or relevance
dilemma (Schön, ibid). Often it seems to the therapist that scientists try to prove what
to him seems obvious. Third, when knowledge is applied to the individual patient, the
logic of affirmation often over-rules the scientific logic of refutation. The experienced
clinician realizes that differences between actual everyday practice and accepted
standards often arise (Malterud, 2001). This applies for general practice in medicine,
and even more for psychotherapy. Forth, scientific data are often contradictory and
ambiguous, and therefore often tend to generate more questions than answers.
However, as already suggested, this may be the very property that may make
research applicable to the therapist. Fifth, the amount of scientific research in almost
every field makes it impossible for anyone, and certainly for any clinician, to be up to
date. Consequently most clinicians are rather narrowly oriented towards their own
small niche. They are guided by personal experiences and consultations with
professional colleagues rather than research findings. This also makes the different
therapeutic approaches, not only family therapy, vulnerable to professional
inbreeding. In other words, at best, we have a serious communication problem
between the clinical and scientific domains. However, the degree to which this lack of
communication is regarded as a problem depends, as we shall see, on the therapist’s
relation to knowledge.
There is no easy way of solving this problem, but, there seem to be alternative ways
for the therapist to approach and utilize scientific research. That is to regard scientific
theories and research data as sources from which alternative connections and new
meaning in therapy can be explored and negotiated. This demands, however, a
similar kind of curiosity and open-mindedness towards scientific narratives as we are
expected to have towards what our clients tell us.
The main reasons for the family therapists’ lack of interest in, and even rejection of,
scientific research may, however, be more fundamental and related to epistemology
and their philosophy of knowledge. Polkinginghorne (1992) has highlighted this point

51

by arguing that psychology as an academic science and as professional practice
should be analyzed as two separate epistemologies and systems of knowledge.
According to him, practitioners have developed a separate knowledge system which
is based on the direct service of clients, and not on academic research:
“There are now two sciences of psychology: the modernistic science primarily engaged in by
academic researchers, and the science of practice primarily engaged in by practicing
psychologists (p.154-155)”.
Consequently Polkinghorne makes a distinction between academic research, which
he calls the first science, and expert knowledge generated through clinical
experience referred to as the second science. 12
How valid is this split between academia and practice? Schön (ibid.) takes practical
problem solving in different professional contexts and disciplines as his point of
departure when he points out that academic scientific thinking, referred to as
technical rationality, has some inherent limitations. Like Polkinghorne, he argues for
the need of an epistemology of practice. His main claim is that problem solving in
fields, like architecture, law, and medicine, represent particular kinds of reflection-inaction. Reflection in action is informed by academic knowledge, but represents a
necessary supplement to it. One of the hallmarks of the professional, he maintains, is
his ability to take a convergent knowledge base and convert it into professional
services that are tailored to the unique requirements of the specific situation.
Reflection-in-action implies that the practicing professional becomes a researcher in
the practice context. He constructs a new theory of the unique case, independently
of established theory and technique. Prior knowledge represents, however, frames
for analyzing the unique situation and also a base for reframing situations, which he
doesn’t understand. The practitioner’s moves produce unintended responses and
changes, which give the situations new meanings to which he has to adapt. “The

12

These conceptualizations seem to be closely related to Lyotard’s (1984) distinction between scientific and
narrative knowledge, were the latter is also referred to as know-how and Bruner’s (1986) two modes of thought:
the paradigmatic and the narrative.
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situation talks back”. The typical on-the-spot experiments, which characterize
practical problem solving is according to Schön exploratory and move testing, in
contrast to hypothesis testing experiments which play the prominent role in the
research. He insists that reflection-in-action may, be rigorous in its own right.
Demystification of professional knowledge implies, according to Schön, not to
disclose the falsity of the practitioner’s claims for knowledge, but to open it up for
inquiry.
Consistent with this view, the aim here is to make an inquiry into the professional
practice in family therapy. First, the epistemological positions of some influencing
practitioners in the field will be the object of a critical review. Secondly, some frames
i.e., theories and research findings, will be suggested, by which unique cases and
situations in therapy may be tentatively analyzed and circumscribed. In addition, an
alternative way of applying scientific knowledge in therapy will be suggested, which
takes into consideration the instability, and uncertainty typically found in individual
cases. That is: to consider scientific knowledge, theories and research findings, as
starting points for experiments on the spot. In therapy, questions to the clients may
be regarded as exploratory, move testing experiments. In family therapy, knowledge
about child development may thus serve as basis for exploratory, move testing
questions in reflection-in-action with the child and his family.
This approach demands a respect for the uniqueness of individual cases and the
“back talk” from the particular situation. Family therapy represents, moreover, a
particular challenging form of reflection in action because of the web of mutual
interpretations and reinterpretations between the therapist and the family and
between the individual members of the family. Not only are family members back
talking to the therapist, they are also back talking to each other. In fact this is one of
the very things we want to achieve, and what makes family therapy effective in
changing persons’ understanding of themselves and their relationships.
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CHAPTER 4
SOCIAL CONSTRUCTIONISM AS THERAPEUTIC PRACTICE

KNOWLEDGE PRACTICES
During the last two decades social constructionist and narrative ideas have both
influenced, and gained influence from practicing therapists. It is the mutual influence
between theory and practices that will be addressed in the following. Especially three
of the more influential contributors to the therapy literature and their relationship to
knowledge will be examined.
Steve de Shazer and his team in Milwaukee (Wisconsin), Harlene Anderson and
Harry Goolishian and their colleges in Galveston/Huston (Texas), and Michael
White’s group in Adelaide, Australia have all in common that they basically attribute
their ideas to what they have learned from direct experiences with clients.
Accordingly, they belong to the “second science” (Polkinghorne, 1992). They are
chosen for discussion in the present context because of their influence on the field,
and since they represent three of the most distinct schools of therapy within the
social constructionist framework (Carr, 2000b). In addition, these approaches
represent some basic ideas that seem possible to combine with a knowledge
informed approach. Thus, as will be exposed in Part IV, exactly the approaches that
most specifically commit themselves to “not knowing” can, without violating their
fundamental epistemological premises, be fruitfully enriched by scientific knowledge,
for instance developmental psychology.
Neither de Shazer nor White, or Goolishian and Anderson, refer to themselves as
family therapists. de Shazer (1993) even very clearly distances himself from the
family therapy tradition:
“I do not and have not situated my work in the family therapy tradition. Rather, I have all a long
referred to my work as "brief therapy” (p.114).
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Nevertheless all three have had their major influence in what broadly can be referred
to as the family therapy tradition. Most of their papers have been published in family
therapy journals. None of them limit their principles to working with individuals. All of
them seem to work with children in a family context. It is their influence on the family
therapy field and on family therapists that matters here, not how they situate their
work.

Social constructionism and relativity
The central idea of social constructionism is first that reality is not discovered but
constructed by each individual in a social community. Second, it is not constructed by
isolated individuals; but is rather a result of the individual’s social interaction with
other members of the community. Implied in this view is that nobody has privileged
access to reality. This has lead some social constructionist therapists to reject any
reality claims. Most radically this stance has been expressed by Anderson and
Goolishian (Anderson & Goolishian, 1988, 1992; Anderson, 1997) who argue for a
therapeutic practice cleaned from any quest for facts and regularities:
“(…) this emerging position has, at is core, the belief that reality is a social construct.” (1988 p.
377) “(...) people live and understand their living, through socially constructed narrative realities
that give meaning and organization to their experience” (1992, p.26). “Within this framework
there are no “real” external entities, only communicating and languaging human individuals.
Thus there are no facts to be known, no system to be understood and no patterns or regularities
to be discovered” (1988, p. 378).
There is a tension, however, in Goolishian’s and Anderson’s approach (Wifstad,
1997) On the one hand, they seem to cultivate a fundamental relativism inferred from
social-constructionism. On the other hand, they maintain that their approach
represents a tightly structured theoretical framework with a strong ethical
commitment.
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Although his therapeutic approach is rather different, Michael White’s epistemological
position seems basically coherent with that of the Galveston team: An objective
description of the world is not available, and no one has a privileged access to reality
(White, 1993; White & Epston, 1990; Epston, White & Murray, 1992). We construct
our realities and knowledge about the world through our experience and
interpretations of it. In turn, our experiences and how we interpret them, reflect the
culture dominating beliefs and ideas of our culture.
Text and narratives are the central metaphors in White’s approach. Narratives not
only determine the meaning that persons give to their experiences, but also which
aspect of experience a person selects. White (1995) is, however, unsympathetic to
the fundamental relativism that some therapists seem to infer from social
constructionism:
“If we assume that our lives are constituted through narrative, it really is not possible for us to
take the position that “one story is as good as another”. Moral relativism is ruled out. Instead we
must attend to the real effects of the stories that constitute persons’ lives.” (p. 14).
Accordingly, he also emphasizes that we, as therapists, have to face and accept the
responsibility for the effects of our interactions on the lives of others. He is far from
indifferent to what kind of stories that he wants to generate and it seems that his
reasons for preferring one story before another is basically pragmatic. Bad stories
are stories that are problematic for the individual, they are subjugating and
disqualifying. “Good” stories, on the other hand, are in accordance with people’s own
preferred ways of being and thinking. “Good stories” generate alternative options for
living.
Like Anderson and Goolishian, White is critical to professional knowledge practices.
He claims that professionals through their language practices and techniques create
an illusion of having access to an objective an unbiased account of reality and human
nature (White, 1993). This illusion is effectively protected from being challenged
because the language practices that constitute them include built-in injunctions
against questions that might be raised (ibid). This has direct implications for
therapeutic dialogue by reducing the clients’ options for possible responses:
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“(…) either (they) subject themselves to expert knowledge or they can rail against it. Dialogue
over different points of view is impossible.” (ibid, p. 56).
Moreover, White maintains that professional apprehension of having recourse to
objective knowledge means that critical reflection upon one’s own position is not an
option, and that such professionals therefore are able to avoid facing the moral and
ethical implications of their knowledge practice (ibid).
White’s critique undoubtedly bears relevance to some therapeutic practices. Yet it is
difficult to accept that therapists generally believe they have access to an unbiased
account of reality. Most therapists are generally very cautious in that respect. Another
thing is that many therapists are dedicated to limiting theoretical models. That doesn’t
necessarily mean that they think the models represent objective truths. But the
models may nevertheless restrain imagination and curiosity and limit the therapists’
options.
Is making reality claims inconsistent with the social constructionist position? Efran
and Clarefield (1992) think not. They place themselves in sharp opposition to those
who hold that making reality claims is the same as violating the constructionist
epistemology. They furthermore argue that:
“It is also a mistake to assume that because Constructionists emphasize language processes,
they are dealing with just interpretations of problems – reframing rather than the problems
themselves. Real problems are interpretations - they are never simply collections of facts.
Moreover, interpretations are consequential - not simply epiphenomenal.” (p. 213).
Regarded in this way, constructionists are just as restrained by reality as any other
therapist. Constructionism is therefore, not a license to engage in pretense or
encourage people to rely on wishful thinking (ibid).
In many ways Efran and Clarefield turn dominating ideas about social
constructionism and therapy upside down. If a social constructionist position is taken
for granted, they argue that the therapist is obliged to be participating and,
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accordingly, argue for particular beliefs and preferences. Basically, the only thing
therapists are enjoined on is to claim that these beliefs and preferences belong to
someone else, or are derived from a privileged access to an outside, objective reality.
What does this mean for us who primarily work with children in the context of family
therapy? First, on the most basic level, it implies that the therapist continuously has
to question his own presuppositions, his values and beliefs and the status of his
knowledge. The realities that perceptions, language, culture and science provide us
with are the realities we have to rely on. This is the human condition from which we
cannot escape. Our knowledge about children is by the same logic confined to the
same realities. It is not just the only possible basis for studying children; it is the only
interesting way. Thus, there is no reason to regret the lack of "objectivity" in these
kinds of scientific studies. Second, the above considerations restore the therapist’s
independent responsibility for judging and deciding what he thinks is best for the
child. He is also allowed, to express his views and opinions in therapy, when he
assumes that this is for the child’s benefit. And he is not expected to be neutral to
whatever solution the parents or other authorities might suggest.
The fact that our knowledge is relative does not imply that any view, opinion or truth
is as good as any other. For example, if a father tells the therapist that he has sex
with his twelve-year-old daughter, and justifies this by claiming that they both enjoy it,
the therapist should; of course, forcefully reject his conception of reality. In the same
way he should question the realities of parents who expect more of their child than he
is developmentally capable of. The basis for so doing is his knowledge - about child
development - and about what experience and research has told him about the
adverse consequences of sexual abuse. The way he would do it would of course
depend on what he believed was best for the child both in the short and the long run.

Science and therapy
Social constructionist therapist’s rejection of reality claims is paralleled by a
corresponding skepticism to scientific knowledge. de Shazer (1993) denies for
example that there are any advantageous connections between science and therapy:
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“I think that the traditional linkage between science and therapy is one of those ideas that has
handicapped therapists, theorists, researchers and clients alike.” (1993a, p.84).
This quotation addresses one of the main concerns of this thesis, the relationship
between scientific knowledge and therapeutic skills. To reject the relevance of
scientific research also implies a rejection of the relevance of knowledge generated
in such research. Accordingly, the masses of knowledge about children’s needs and
characteristics, that child development research has produced, are turned down as
irrelevant. The problems of this position appear, as we shall see, in relation to
therapeutic communication and in every situation where judgments and decisions
about children are made. Thus it affects the foundations for starting therapy, how we
define the client, set goals, and make use of compliments, tasks and questions.
The position that is advanced here is that these two domains of knowledge can be
combined and integrated. The therapists’ challenge, when applying scientific
knowledge, is to handle very different domains of knowledge simultaneously. For
example, talking with seriously disturbed children in therapy is a task that requires
communicative skills. These skills must be learned and refined through practice.
Included in these skills is however, also the ability to make qualified judgments about
the child’s level of development, what he is able to perceive, comprehend and
communicate about; in other words, the kind of knowledge with which child
development research supplies us.
White (2002), on the other hand, has lately begun to refer to psychological theory
and research, more specifically designated as “memory theorists”, for support for his
therapeutic work with people who have experienced trauma. This is a noticeable turn
because he refers to memory theory as a uniform corpus of knowledge, but most of
all because he does not follow up with a discussion about how this way of applying
scientific research corresponds with his more general critique of professional
knowledge practices and structuralism.
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Prejudice or knowledge
Anderson and Goolishian admit that the therapist is not entering the therapy room
without some preconceptions and expectations in his mind. Such are for instance the
therapist’s prior experiences and referral information. Therapy always begins with a
question based on this already created meaning. They also maintain that to "not now"
does not imply to have an "unfounded or inexperienced judgment". They (1988) refer
to the therapists preconceptions as "prejudices" and "value biases" in the sense that
we all have opinions about people and about how all of us should or should not
conduct our lives. These pre-judgments are conceived as opportunities: “they are the
energy to spark curiosity and the drive to explore other ideas" (1988, p. 385). They
thus, seem to use the word prejudice much in the same way as Cecchin and
colleagues (Cecchin, 1992; Cecchin, Lane & Ray; 1992, 1994) who refer to it as a
preconceived preference or idea - a bias, which is not in it self negative:
“When we talk about prejudice we mean all the sets of fantasies, ideas, accepted historical
facts, accepted truths, hunches, biases, notions, hypotheses, models, theories, personal
feelings moods, unrecognized loyalties – in fact, any pre-existing thought that contributes to
one’s view, perception of, and actions in a therapeutic encounter.” (Cecchin et al., 1994, p. 8).
Prejudices are inevitable and exhibit themselves as a part of language and culture.
Thus, according to Anderson and Goolishian, therapist and client in dialogue with
one another are “always acting on and reflecting their ideologies, their values and
their views" (ibid. p.385). The important thing is that the therapist’s "prejudices" are
not imposed on the clients.
Anderson and Goolishian contrast their approach to what they refer to as the
"traditional approach" were questions in therapy are influenced by the therapist’s
expertise, which in turn reflects a theoretical understanding and knowledge of
psychological phenomena. According to Anderson and Goolishian (1992), this means
that the therapists emphasize (and protect) their own narrative coherence rather than
the client’s, and that the use of general psychological and family models, as well as
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the associated vocabularies, leads to a reduction to stereotyped, theoretical
concepts. Referring to Bruner (1984), they call this a paradigmatic, in contrast to
narrative, posture which is confined to the process of therapy (ibid.).
The Galveston team’s relation to knowledge is anyhow problematic. They admit that
it is impossible to enter therapy without any "pre-judgments”: “We cannot be blank
screens" (1988, p.385). They even praise these "values, biases and prejudice "as
important sources for the curiosity and energy which is necessary to stimulate
therapeutic exploration. This seems, however, more like a truism: What questions
might a therapist possibly ask, if he didn’t have any pre-judgments, prior experience
or anything at all to compare with or relate the clients story to? And why should the
client seek the therapist’s expertise if the therapist didn’t have qualitatively different
experiences and judgments than any other person? Anderson and Goolishian’s
answers are that the therapist’s expertise is first, the ability to create space for and
facilitate dialogical conversation. Second, this expertise is expressed through
conversational or therapeutic questions. The first means that the therapist meet the
client with a humble and open attitude and a willingness to change: "For us, the
willingness to risk and undergo change is the essence of therapeutic ethics" (1988, p.
385).
To enter therapy with trivial prejudice, with values and biases is in other words
compatible with this attitude, because the opposite would be impossible. Biases that
reflect a theoretical understanding and knowledge, on the other hand, is referred to
as limiting to the therapist perspective (1992, p. 32). This position is hard to
understand. Why should the therapist’s personal values biases and prejudices be
less limiting and more accessible to change than for instance general psychological
knowledge acquired through formal education? Why should the therapist be more
inclined to emphasize and protect the narrative coherence of scientific theories and
research data, than their own personal biases? The crucial point must be the
therapist’s relationship to his own prior ideas, not where these ideas come from. If
the therapist acknowledges the tentative and relative status of his own ideas and
knowledge, their sources should be of minor importance.
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White’s most important contribution to this issue is what he refers to as
deconstruction of knowledge practice. By submitting his practice and thoughts to the
client’s insight, he creates what he calls a “condition of transparency" in the
therapeutic system. In this way he both recognizes the fact that we as therapists
enter therapy with presumptions, ideas, experience and knowledge, and the clients’
right to know and question these premises. This transparency and "embodiment" of
the therapist is not only an expression of ethical standards, but a highly significant
factor for the clients in achieving the changes in their lives that they value most. It
creates a context in which they are better able to decide for themselves.
Transparency means that therapists are open about the ideas and presumptions that
guide their explorations and interpretations. This also means that the therapists take
responsibility for what they think and do. Being able to account for and take
responsibility for the ideas that guide us, are hallmarks of a therapeutic competence.
It is however difficult to see why this position is incompatible with a knowledge
informed approach. Why cannot knowledge from theory and research on child
development be subject of the same kind of transparency? Science is - or should in
its essence be - an exercise in critical reflection. It can well be argued that scientists
are generally more critical towards the status of their own results and findings than
many therapists are to their basic ideas.

Knowledge, skills and expertise
The fact that social constructionist therapists do workshops and write books and
papers about their practice must imply that they think they represent experience and
knowledge that are valuable for others. What is the nature of the expertise and
knowledge they impart?
In describing their “not knowing” approach Anderson and Goolishian (1992) explicitly
address this question. Among their basic premises are the following:
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“(…..) the role of the therapist is that of a conversational artist - an architect of the dialogical
process - whose expertise is in the arena of creating a space for and facilitating a dialogical
conversation. The therapist is a participant-observer and a participant facilitator of therapeutic
conversation.” “(...) the therapist exercises his therapeutic art through the use of conversational
or therapeutic questions. The therapeutic question is the primary instrument to facilitate the
development of conversational space and dialogical process. To accomplish this the therapist
exercises an expertise in asking questions from a position of “not knowing” rather than asking
questions that are informed by method and that demand specific answers.” (pp. 27-28).

Referring to therapy as art and the therapist as an artist is not unique to family
therapy or psychotherapy. We find a corresponding reference to art in for example
medicine. The question is if the nature of this art is accessible to scientific
examination. And if it is, in what way can it be exposed (Malterud, 2001). For Schön
(1983) the art of professional practice is to adjust a common knowledge base to the
unique requirements of the situation. Anderson and Goolishian’s not knowing
approach is, however, radically different from that. They seem to reject the relevance
of knowledge, which is not directly related to facilitating the therapeutic process.
Knowledge of psychological phenomena reflecting a theoretical understanding is
irrelevant or even harmful. Even when it comes to the process of therapy, their use of
knowledge is very restricted. They deny that they are influencing the conversation in
a particular direction in the sense of content or outcome. They are creators and
facilitators of dialogue space and process. A therapist’s main responsibility is
therefore to establish a dialogical occasion:
“(…) and through dialogue to create the opportunity for self-agency, freedom and possibilities
that are unique to a client and his or her situation.” (Anderson, 1997, p. 94).
White apparently acknowledges a therapeutic expertise, which goes beyond that of
Goolishian and Anderson. He clearly sees himself as an expert, not only in
conversation but also in implementing change. He does this by actively challenging
client’s stories about themselves. In so doing, he can introduce whatever theme or
issue he finds appropriate. His expertise is nevertheless confined to that of creating
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change. He consequently draws a distinction between skills on the one hand, and
expert knowledge on the other:
“By skills I mean particular practices that therapists can and do make their business to develop,
such as those that establish therapy as a context for the re-authoring of lives and relationships.
The dialogue that is informed by these skills is usually but not always, distinct in relation to the
dialogue one might have with a friend or a neighbor.” (1995, p. 73).
The direction and the content of the changes are for the client to decide. He has no a
priori ideas about what is good for the client. Or has he? White’s strongly valuecharged language - power, impoverishing, subjugating - leaves a definite impression
that he is far from indifferent or neutral to the client’s solutions. However, if we take
what he writes on face value, he only helps his clients explore alternative stories and
practices. There are no a priori good or bad stories and no preferable outcomes as
long as the client is satisfied. In that respect he is, as we shall see, in line with de
Shazer.
White’s relation to knowledge is, so to speak, to show his cards. He shares with his
clients the premises for what he is doing. Contrary to Goolishian and Anderson he
seems, however, to have well established and well described general assumptions
about what works in therapy: First the clients must be enabled to separate their lives
and relationships from knowledge/stories that are impoverishing and restraining. This
is referred to as the deconstruction of narratives and is among other things
accomplished by objectifying and externalizing the problems from the person.
Second, the clients are assisted to challenge practices of self and relationships that
are subjugating; also referred to as deconstruction of practices of power.
de Shazer (1991, 1993) restricts his analysis to what is going on in the therapy room.
He also seems to abandon any kind of experience, information or knowledge from
"outside" as irrelevant. We remember the statement quoted earlier in this essay:
"When it comes to doing therapy, doing therapy is all there is and, therefore, there is
nothing outside of the therapy session that can help us understand, what is going on
in the session.” Interpreted literally, this is of course an absurd assertion. How we
understand, what happens in therapy has to be based on experience from outside
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the therapy room. Without such experience, there would be nothing we could
understand not even our common language. Far less would we be able to ask
questions, comment and give tasks. And what would be the point in doing
workshops, writing books and papers or educating people in the skills of doing
therapy, if it didn’t bear any relevance to what actually happens in therapy?
Apparently this is not what de Shazer means:
“I certainly want to retain the idea that I am some sort of expert...I have a lot of knowledge about
(a) talk about problems and how they happen (b) talk about solutions and how they develop,
and (c) how language works. I know a lot about (d) what does not work. I also know a lot about
(e) where the materials for constructing solutions come from - they come from the clients. In fact
I think of clients as experts - they know a lot that I do not know. So, therapeutic conversation is
a talking between or among experts sharing and exchanging ideas and information in
language.” (1993, p. 88).
Another way of understanding de Shazer’s rejection of knowledge from “outside” is
that he means that “facts” like abuse and developmental disorders are irrelevant to
the process of therapy, and that the same applies for the therapist’s prior experience
and knowledge. What the therapist might know about abuse and developmental
disorders is just as irrelevant when he approaches a particular case.
The characteristic in the social constructionist rhetoric that has provoked most
objections is the claim of therapeutic non-expertise, to which we have seen some
outstanding proponents of this approach have committed themselves. Even if it is not
explicitly stated, the idea of the none-hierarchical client-therapist relationship is
embedded in the description of the therapist as a facilitator. Efran and Clarefield find
this idea absurd and counter-productive. The very fact that the client seeks help from
someone who presumably knows better, and that this helping usually takes place in
the therapists territory, is more than enough to establish a hierarchy.
Expertise involves power. Bertrando (2000) has pointed out, the energy with which
social constructionist therapists reveal power practices of other therapeutic
approaches while they are veiling their own. We don’t escape from our powerposition by using questions instead of statements. The power-position is the
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relationship. The very fact of being a therapist and the person, who has the right to
ask questions, is a position of power as far as the clients accept the therapist’s right
to ask questions and have them answered. Minuchin (1991) thus maintains that the
denial of the therapist’s expertise and power is more concealing than clarifying, and
that shifting the focus away from it, allows it to remain safely invisible and
unexamined. He continues:
“Constructionists have found a position that leaves them entirely too comfortable with their
discomfort. They have created a straw man, an authoritarian expert who tries to force the clients
into the Procrustean bed of his own biases. By denying the legitimacy of expertise and
developing a technology of politically correct interventions to avoid the appearance of control,
the constructivists are only anointing themselves as the new crew of experts, and in so doing
they are generating considerably more heat than light.” (p. 48).
As experts we are supposed to influence, a fact some social constructionist writers
seem to conceal. Efran and Clarefield (1992) attacks both the idea that change
somehow will happen of its own accord when the time is ripe, and that this
comprehension of change is embedded in the constructionistic epistemology. On the
contrary they maintain that:
”Part of the virtue of the approach, is that it legitimizes an unabashed presentation of who we
are and were we stand. After all, how is an “invented reality” to get it self invented if we all sit on
the sidelines, feigning neutrality and waiting for something interesting to crop up? In our view, a
participatory epistemology invites participation. Constructive books (and therapies) like our own,
are not required to be apolitical and impersonal. They should deal forthrightly with issues of
ethics, morals, responsibilities, and visions of the future. They are allowed to advocate and
teach, lead and influence.” (p. 205).
Accordingly the therapist is also obliged to take responsibility for what he knows and
believes in, in terms of predictions. The absence of perfect predictability does not
imply that he must eschew the role of expert and abandon all attempts to anticipate
the future and influence outcomes. And it certainly doesn’t mean that it is better to let
change come about unawares. This implies an acknowledgement of the therapist’s
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responsibility for knowing, believing, choosing, expressing preferences and advocate
particular positions. Efran and Clarefield maintain:
“Constructionists are obliged to take responsibility for being advocates of particular positions.
They are not enjoined from having them. Constructionists are even allowed to test their
hypotheses using the canons of science, provided that they keep in mind that science itself is a
tradition involving dialectic between the observer and the observed.” (1992, p. 201).
The last point is, of course, the essence. Neither science nor therapy is dealing with
objective everlasting truths. But this does not imply that all views and positions are
equally legitimate. White (1995) has explicitly faced this issue. Even though there is
much that can be done to make therapy more egalitarian it is an error to believe that
therapy can ever be totally egalitarian. Efran and Clarefield (ibid) reject that there is
any constructionist position that can escape a confrontation with questions of values
and personal ethics and the responsibility for making decisions about different
actions. And his work leaves no doubt that he is guided by a strong moral
commitment.
Some social constructionists also make a strong point in emphasizing the limitations
of the therapist’s knowledge and influence. As Minuchin (1991) points out, therapy is
indeed a limited arrangement, but it is nevertheless based on a responsible and
conscious use of knowledge:

“But even this somewhat makeshift arrangement would be nothing but shame if the therapist
was not an expert - that is, a repository of informed uncertainty - about the human condition,
individual and family development, processes of psychological change and the handling of
dialogue, metaphors and stories. What keeps the honest therapist humble is not the realization
that truth is necessarily unknowable, but that it is always partial.” (p. 50).
This thesis basically shares this stance. It is the therapist’s knowledge and expertise
that legitimates his operations. The therapist’s expertise cannot be confined to the
process of therapy, but must include more general knowledge about human
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existence and development. It is as Minuchin formulates it, a question of representing
a repository of informed uncertainty.

THERAPEUTIC PRACTICES

Describing therapy
The second way by which the therapist expresses his expertise is, according to the
Galveston team, through conversational or therapeutic questions. This demands a
not-knowing position:
“(…) the not-knowing position entails a general attitude or stance in which the therapist’s actions
communicate an abundant, genuine curiosity.” (1992, p. 29).
As long as we agree upon the impossibility of doing therapy without prior
assumptions, ideas, values (ontology premises) and experiences, it is hard to see
why ideas, values and judgments based on personal experiences stimulate more
genuine curiosity and facilitate more therapeutic questions than ideas based on
theory and research. What stimulates questions and curiosity is the general position
that all knowledge and ideas are biased and relative to time and context. This
position should be the product of knowledge and education and just as common in
the community of scientists as among therapist. Contrary to Anderson and
Goolishian, it will be argued here that scientific theories and knowledge based on
research are more stimulating than limiting and that they may be addressed as a
repository for therapeutic questions.
The ultimate consequence of Anderson and Goolishian’s position, is that personal
common-sense based ideas are preferable to those based on education and
professional training, for instance in psychology or medicine, because the latter
creates an illusion of objective knowledge. Adopting this position, Goolishian and
Anderson place themselves explicitly in a long anti-academic tradition within the
family therapy field, for instance as expressed by Haley (1972):
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“A major problem, as in all training in family therapy, was the problem of the professional unlearning of
much of what he had been taught if he has to be an effective therapist in the family approach. We
preferred people with only high school education and wanted no knowledge of psychiatry and
psychology. We wanted therapists who trust their impulses.” (p. 118).

The view favored here is the opposite. Good professional training also implies
education in critical reflection upon one’s own knowledge and epistemological
position
An important implication of the "not-knowing" principle is that the therapist is informed
by the client. He is not responsible for bringing different themes or contradicting
views in to therapy. He is not supposed to challenge the client’s ideas. He may do it
indirectly, however, by adopting an interpretive stance that relies on the continuing
analysis of experience as occurring in the context. But the interpretations and
questions are always confined to whatever the client brings in to therapy: “they are to
be guided and informed by the views of the client" (Anderson and Goolishian, 1988,
p.383). If no one in the family questions the way they treat and understand a child,
the therapist has neither options nor responsibility of doing so13. In principle, the
therapist may create all the "space" he is able to and do whatever he can to” facilitate
an emerging dialogical process" (Anderson and Goolishian, 1992 p.29), without
eliciting anything of importance or relevance to the child’s problems.
Not only is the therapist thus prohibited from bringing child relevant issues into
therapy, he is neither supposed to have any presumptions about what is relevant for
the child’s problem, nor what is good for the child’s further development.
“The therapist does not control the interview by influencing the conversation toward a particular
direction in the sense of content or outcome, nor is the therapist responsible for the direction of
change.” (Anderson & Goolishian, 1988, p. 385)

13

Personally I think that in “the real world” Goolishian used his interpretive and conversationa skill to do just
that, but that is not what he says he is doing.
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This highly questionable position, which implies that it should be possible to do
therapy without influencing its direction and outcome, will be explored in more detail
later. Here it will only be remarked that we, as therapists, cannot avoid influencing.
We can only be unaware of or indifferent to the way we do it. It is difficult to see why
it should be better to be unaware or indifferent to the way we influence than to be
aware and conscious about it. The claim that will be advanced here is the opposite:
That the therapist’s expertise hinges upon the ability to consciously influence
direction and outcome.
White refers to therapy as a kind of deconstruction:
“Those therapeutical practices that I refer to as deconstructive assist persons to separate from
those modes of life and thought that they judge to be impoverishing of their own lives and the
lives of others.” (White 1993, p. 59).
He maintains that the undermining of the therapist as an expert on reality, is an
important part of the therapeutic process. Deconstruction is an effective way of
challenging the therapist’s expert- or knowledge position. This is done by establishing
a context in which the persons who seek therapy are encountered as the primary
authors of knowledge and practices. This can be accomplished in different ways.
First, the therapist may encourage the client to assist him in his craving for
understanding, for instance by "giving the persons notice of the extent to which the
therapist’s participation in therapy is dependent upon feedback from persons about
their experience of the therapy” (White, 1993, p. 57).
Second, the therapist can devalue his own position as expert by showing genuine
interest for inquiring the client’s ideas about what he finds significant and helpful, or
about his "particular perspectives, realizations, conclusions etc" (ibid. p. 57). In
principle, if not in practice, this seems very similar to Anderson and Goolishian’s "not
knowing” position. Third, the therapist can continually encourage the client to
evaluate the effects of therapy and the degree to which the effects are in accordance
with their wishes, aims and preferences. Forth, the therapist can invite the client to
share his thoughts and reflections. This is described as a kind of transparency that
can also be achieved by working with a reflecting team or an outside witness group.
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According to White, the latter might provide a challenge to the commonly accepted
idea that for therapy to have the desired effects its workings need to be kept secret.
What works in therapy? According to White, first the clients must be enabled to
separate their lives and relationships from knowledge/stories that are impoverishing
and restraining. This is referred to as deconstruction of narratives and is among other
things accomplished by objectifying and externalizing the problems from the person.
Second, the clients are assisted to challenge practices of self and relationships that
are subjugating; also referred to as deconstruction of practices of power. According
to Morgan (2000), this means to discover, acknowledge and take apart the “taken for
granted” beliefs, ideas and practices of the broader culture in which person’s lives
that are serving to assist the problem and the problem story. This may, for instance,
be done by challenging the clients to explore how, by whom, and to what extent they
have been "recruited" into these particular narratives and practices. Third, the clients
are encouraged to re-author their lives according to alternative knowledge/stories
and practices of self and relationship that have preferred outcomes. To accomplish
this White has developed a set of maps, questions and interventions, which are too
comprehensive to be described here.
de Shazer’s program is and has continuously been, specifically oriented towards
describing the pragmatics of doing brief therapy, that is, to give descriptions of “what
happens in therapy, what therapists and clients do together" (1991, p. xvii). The
approach has been referred to as minimalistic and simplistic. In one sense this is
right, in another very wrong. de Shazer (1991) points to a challenging tension
embedded in his work when he states that the model he and his colleagues have
developed certainly is relatively simple, although the associated thinking is not as
apparently simple.
The tension concerns the degree to which it is possible to separate the pragmatic
model of doing therapy from the associated thinking. That is, is it possible to learn
how to do solution focused brief therapy, without being familiar with its basic
thinking? Apparently de Shazer originally thought that this was both possible and
desirable. He declares that he was certain that a rule-based approach would
eventually work.
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However, as his own writings (de Shazer, 1991a, 1994) have been gradually more
directed towards how to think about doing therapy, rather than actually doing therapy,
this distinction has become more blurred. This is not surprising. Therapy is a most
complicated activity, where it is difficult to separate the practice (doing therapy), from
its theory (thinking about doing therapy). The theory will to some degree be present
in everything the therapist does and says. The therapist’s interpretations about what
happens, like his reflections about what to do, must in some way be related to
theoretical principles. Furthermore, a rule-based practice, will anyhow, sooner or later
"dry out" without some associated thinking to stimulate it. One can hardly think of any
comparable human endeavor that survives over time without being nourished by
some kinds of theoretical principles or ideas. Such formulations stimulate our
imagination and therefore our ability to ask new questions when we are stuck.
On the other hand, the practice of doing therapy is the main source for formulating
theoretical principles. Theories about doing therapy will definitively dry out without the
new experiences and unexpected answers that continuously emerge from the
therapy room. Thinking about doing presupposes doing. de Shazer carefully credits
all his basic ideas to what he has learned from his own and his colleagues’ clients.
The solution focused approach has developed mainly from practice to theory:
“(…) my colleagues and I have been able to construct a rather elegant and strikingly simple yet
rather comprehensive model using this approach to theory construction and model building.”
(1994, p. 31).
More than any other theorists in the field de Shazer is limiting his work and thinking
to that of doing therapy. He is not pretending to say anything general about human
nature.
“(…) rather than developing a Theory that attempts to explain everything or can be used as if it
were designed to explain everything, the more theoretical parts of this book should only be seen
as descriptions of my tools.” (1994, p. 274).
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Thus, de Shazer’s project is first to refine the descriptions of what happens in
successful therapies. Accordingly, he argues for using case material and transcripts
to illustrate the connection between description, which he also refers to as "theory"
and doing therapy, referred to as "practice". (1991b). By so doing, he also makes a
departure from any linkage between psychological theories that intend to say
something general about human nature and therapy:
“(….) this would mean that there was no Theory, no grand design, but instead, just local, rather
idiosyncratic, activities that are primarily situation dependent” (1994, p. 32).
de Shazer distances himself from the basic assumptions of most other therapeutic
approaches. He argues that the epistemology on which for instance psychoanalysis,
structural family therapy, and systemic family therapy are based is essentially the
same. They have..."attempted to derive meaning and understanding by looking
behind and underneath what is going on" (1991, p.29). de Shazer refers to this as a
structuralistic position:
“Structuralist thought points to the idea that symptoms are the result of some underlying
problem, a psychic or structural problem such as incongruent hierarchies, covert parental
conflicts, low self-esteem, deviant communication, repressed feelings, dirty games, etc.” (1991,
p. 31)
de Shazer’s alternative is to abandon structuralism and follow Wittgenstein’s (1958)
lead: "Our mistake is to look for explanation where we ought to look at what happens"
(654, p. 167).
Although critical to the way many of the related concepts are used, in his thinking
about doing therapy de Shazer has more or less reluctantly joined the forces of what
broadly may be called a social constructionistic epistemology. Like Goolishian and
Anderson and White, he refers to texts or stories as the basic conceptual tool for
addressing the clients’ accounts:
“I felt I was forced into viewing interviews as if they were texts, stories, pieces of literature”
(1991, p. xiv).
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He carefully draws a distinction, however, between constructionism as a
philosophical or epistemological position and theories and models of therapy:
“If it is to be useful as a frame for looking at therapy, then it needs to be more than a simple
slogan: Reality is invented rather than discovered. Broadly speaking, therapy looked at from
within a constructivists frame only suggests a shared principle: Reality arises from consensual
linguistic processes.” (1991, p. 44).
In other words there is nothing like a constructivistic therapy. de Shazer criticizes
Hofmann, Anderson and Goolishians for being too abstract, too theoretical and
therefore too general to inform us about what they and their clients might actually do
(1991b). Viewing the interview as a text or stories, de Shazer consequently sees the
therapist as a reader. And like the reader of a text he is constructing his own
idiosyncratic story out of it. Unlike most readers, however, the therapist has access
both to the text and the author. This also makes it possible to deconstruct and
reconstruct the text. The unit of analysis is therefore:
“(….) author and reader dealing together with the text.....If we carry over the framework of this
activity to the therapy world, the unit of analysis is client(s) and therapist and the conversation
they have together about the client’s concerns.” (1994, p. 36).
de Shazer refers to this approach as "text-focused reading". Into which he, by quoting
Grosz, (1990), also put the following meaning:
“(…) looking at a text from a point of view sympathetic to the text’s concerns and its logic; and
at the same time reading it from the point of view of what is left out, foreclosed, or unarticulated
by it but necessary for its function.” (1994. p. 36)
One of the most vigorous objections to social constructionist approaches has come
from one of the “grand old men" in the family therapy field, Salvdore Minuchin (1991).
One of his main objections concerns its practical consequences. According to
Minuchin, the constructionists have been unable to produce anything about how to
put their theories into practice: "how to intervene in what feels like real families with
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real problems" (p. 4). He points to the irony in that the constructionistic therapist on
the one hand appreciates multiple realities and on the other hand seems to be very
restricted about what is therapeutically correct.
“(They) seem to have forgotten the richness of family therapy family of techniques, theories and
interventions, the field’s diversity and eclecticism” “(.....).These converging streams of theory
and practice have made family therapy a vital and self-renewing field for over 30 years.” (p. 50).
The question that Minuchin here raises is a fundamental one: whether, or to what
extent a constructionistic position dictates any particular therapeutic practice or limits
our therapeutic options. He asks:
“( …) why a therapist cannot be a strategic constructivist14 and explore the social norms and be
an advocate for the clients and challenge the family story in a variety of ways, including
passionate confrontation, without a theoretical conflict.” (p. 50).
This is basically the same issue that Efran and his colleagues (Efran et al., 1990;
Efran and Clarfield, 1992) address when they oppose the notion of constructionism
as a belief system from which it is possible to deduce specific therapeutic practices:
“(….) it is neither a new type of therapy nor a snazzy set of techniques to add to the pre-existing
repertoires. It is a context within which to apprehend and mold the therapy contract. As such we
believe that it can lead to better and clearer designs for client-therapist interaction.” (Efran &
Clarefield, 1992, p. 200).
Efran and Clarefield (1992) maintain that constructionism at the present state is far
from being a unified area and that there is only minimal consensus about basic
terminology, and even less agreement about treatment implications. Accordingly,
they point out the prevailing tendency of confusing logical types by "slipping back and
forth between descriptive and prescriptive modes", for example, by referring to the

14

Neither Efran nor Minuchin seem to distinguish in any substantial way between constructivism and social
constructionism. Even though those two approaches share the basic idea that our knowledge of the world is
actively constructed, they differ fundamentally with regard to the nature of this construction practice. One reason
why some of Minuchin’s objections miss the point may be related to his ignorance of this difference. For a brief
and perspicuous review, see for example Carr, (2000).
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term conversation as a therapeutic tool. Conversation is a description, not a
prescription. This is also related to what Efran and his colleagues call the
“impenetrable fog of abstractions” that some constructionist therapists surround
themselves with, and which even disguises that they are in some sort of influence
business. This not only makes their guidelines for doing therapy "vague, abstract and
wishy-washy” (p. 202). It also represents a persistent danger in the therapy field:
"(…) the tendency to create lists of principles and abstractions post hoc, presenting
them as if they truly delineated the therapist’s in session mental processes" (p. 203).
Their basic claim is that social constructionism is an epistemological stance, which is
concerned with our relationship to knowledge. There is no such thing as
constructionistic therapy. What characterizes a social constructionist is not his
therapeutic methods, but his understanding of and relationship to his own and other
people’s experience and knowledge. It does not dictate certain practices and forbid
others:
(....) “constructionism does not necessitate running therapy sessions as open forums, consulting
with team members, avoiding DSM lll-diagnoses, de-emphasizing genetic explanation of
alcoholism or schizophrenia, refraining from making strong predictions, or refusing to tell the
clients what they ought to do. Under certain circumstances, each of the above preferences may
prove defensible. None of them are basic to constructionistic theory.” (p. 204).
Thus, although challenging social constructionist therapists to come up with more
concreteness and specifications about doing therapy, Efran and Clarefield (1992)
nevertheless find, some of the more specific proposals that claims to be
constructionistic, to be practical parodies and a form of the fallacy of misplaced
concreteness:
“For example, because constructivists recognize that knowledge arises as a function of the
activities of an observing community, some therapists have felt called upon to gather up their
own special group of observers and plunk them behind a one-way mirror.” (p. 208).

According to Efran and Clarefield, the magic of constructionism is not to be found in
special formats used for asking questions, either. The use of, for instance, reflexive
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or circular questions creates an illusion of neutrality, impartiality and fair play and
disguises the therapist’s intentions and presumptions. Hence, they reject the very
idea that it is possible to do therapy without some kind of preconceptions, intentions
or even hypothesis. This has also been pointed out by Tomm (1988) who argues that
one cannot specify a circular or reflexive question independently of context and
therapist intent. Their alternative is for the therapist to be more explicit about his
stance, and to take responsibility
This kind of critique is not equally relevant to all social constructionist’s practices.
Some have definitively come up with concrete and specific alternatives, in particular,
Michael White and Steve de Shazer. Neither can they be accused of being too
abstract. They do definitively not mean that change happens of its own accord. de
Shazer has, for example, in all his writing been primarily concerned with describing,
and refining questions and tasks that facilitate change. He has, accordingly,
continuously argued that it is not possible to evaluate other colleagues’ approaches,
before he has actually seen them work. More than anyone, de Shazer has, stressed
the big difference between viewing therapy metaphorically as conversation, in
contrast to assuming that therapy is conversation (1993). Moreover, the Solution
Focused approach is not derived from a constructionistic epistemology. It is rather
the other way around. The basic principles in the therapeutic approach were
developed before de Shazer more or less reluctantly, related them to narrative and
social constructionistic ideas:
“I felt as if I were forced into viewing interviews as if they were texts, stories, pieces of literature.
This is exactly the direction I did not want to go because I was afraid that it would lead us away
from the pragmatics of doing brief therapy.” (1991a, p. xiv).
Likewise, the development of Michael White’s work shows an increasing specificity
about how to do effective therapy. His many therapeutic “maps”15 (White, 2002) and
pre-designed questions represent a methodologically highly specific and structured
therapeutic approach.

15

Statement of position map, reauthoring conversation map, remembering conversation map.
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It is obviously right that one cannot secure therapy against the pitfalls of linearity by
placing an observing team behind the one-way screen. However, as de Shazer and
White demonstrate, reflecting teams can also be used as highly specific and
structured tools, in a consistent therapeutic strategy.
However, the fact that so many different and partly contradictory approaches to
therapy refer to social constructionism as their epistemological foundation, illustrates
the main point of this critique. Social constructionism is not a theory about therapy, or
a pool of wisdom, from which we can derive specific therapeutic methods. It is not to
be used as a reference or argument for doing what we are doing in therapy, but only
as a way of understanding how we think and perceive. That is to recognize “the
peculiar social and structural prison in which we are confined" (Efran & Clarfield,
1992, p. 213).

What legitimizes therapy?
The rejection of outside expert knowledge also runs in to problems when the
question concerns what legitimizes therapy. One dilemma is to be found in the
following statements:
“How the client depicts his situation or constructs reality and what actually happens in the
session are, accepted by the therapist at face value and adapted to and utilized by the therapist
as the foundation of therapy.”(de Shazer 1991, p. 59) (....)”If the therapist accepts the client’s
complaint as reason for starting therapy, therapists should, by the same logic, accept the
client’s statement of satisfactory improvement as reason for terminating therapy.” (ibid., p. 57).
In one sense this is a very likeable and attractive position. It respectfully leaves to the
client to decide what is best for him, and how he will prefer to live his life. The
therapist is freed from the paternalizing responsibility of knowing what is best for
other people. There are, however, some presuppositions embedded in this approach.
First, the client must be regarded as responsible for his own life and development.
This responsibility is, in our society, generally attributed to adults, but not to children.
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In fact, being gradually given this responsibility is one of the most significant
characteristics of a development from child to adult in our culture. It is accordingly
expected that a four-year-old bears less responsibility for his own acts and choices
than a fourteen year old who, moreover, is less responsible for what he does and
says than for instance a twenty-four year old father of a new-born baby. On the other
hand, giving responsibility is generally regarded as a way of stimulating desired
growth and development in children and adolescents.
Accepting the client’s complaints as the exclusive starting point for therapy implies
that the therapist has no need for general ideas about what legitimates therapy. If the
client thinks he needs therapy - or as it usually is when the identified client is a child if the parents or other authorities in the child’s life think that he needs therapy, the
therapist has no reason to reject it. Thus, by the same logic, if neither the child nor
the parents think that therapy is a good idea, or are unwilling (or unable) to pay the
price (in terms of money, time or engagement), therapy is not indicated.
Therapy with children must be based upon ideas about what a good or preferable
development or outcome is. As a family therapist one can, as we have seen, argue
that this is for the parents to decide. It is their responsibility to know what is best for
their own child. It is their values and standards that must be the guideline. But can
we presuppose that they always know what is best? Many children who come to
therapy have experienced lack of sensitivity to their needs from their parents. This
may be one of the reasons why they have problems in the first place. And for many
parents who seek therapy for their child, the very reason for coming is that they don’t
know what is best. Certainly, as therapists, we don’t always know what is best either.
But therapy is a meeting-place where different views, stories and relationships are
being explored. Theories and research in child development may supply us with
challenging and highly useful ideas when we are negotiating the story of a child’s life
and problems.
A related issue arises in connection with defining therapeutic goals. The core of the
Solution Focused approach to therapy is creating or constructing solutions. An
important step in this process is setting goals:
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“That is, solution focused therapy is seen as a mutual endeavor involving therapists and clients
together constructing a mutually agreed upon goal.” (1991, p. 57).
This is generally fine when there is only one client, and this client is expected to be
responsible for himself and his choices. It is a bit more complicated when there are
two or more clients, because there might be disagreement among the clients about
what a desirable solution is. But this is a common problem, which can be solved in
two ways: (1) The therapist and the clients succeed through negotiations to agree
upon a common goal. Consequently, therapy can proceed until the mutually agreed
upon goal is reached. (2) The therapist and the clients do not (in spite of hard work)
reach a mutually agreed upon goal. The clients simply want different things out of
therapy, the logical consequence of which is to terminate therapy, eventually to
offering each of the clients individual therapy.
But in our case, the client identified with the problem is a child. Suppose this child
appears to have a developmental disorder, something the parents seem unable or
unwilling to accept. Their goals for the child are therefore well beyond reason. What
are the therapist’s options?
A formal assessment of the child together with some information from school or
kindergarten could help the therapist make a better judgment. But is a therapist
supposed to do that? Apparently de Shazer’s basic stance is that he is not. His only
material is what the child and parents present to him. Neither is he supposed to have
the kind of knowledge, which makes him competent in assessing the child’s
development and hence potentials for change. In other words he has no basis for
judging the realism in the parents’ expectations. So, the question is: How does this
influence practice?
Goals in family therapy can be defined in different ways. They can focus on the
relationship between people and/or on an individual person’s behavior. The client can
therefore be the whole family or a single family member. The identification of the
client(s) is not unimportant.
de Shazer addresses carefully everybody in the room as clients:
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“The general term “client” is applied to “visitors”, “complainants” and “customers”16 alike. It
would be a misreading to equate this distinction with ascription of “motivation” or “readiness” for
therapy or any other traits of the client. In other words, everyone in the room is clients and each
of them may have a special understanding of the situation and their own goals, expectations
and reasons for being there.” (1988, pp. 85-87).
One important difference between children and adults is, however, that children
rarely seek therapy on their own behalf. The younger the child is, the less is the
probability that he will do so. A general experience in child psychiatric services is,
furthermore, that the more serious the child’s problems are, the less likely it is that he
or she will ask for help. Accordingly, when a child is referred to therapy, it is usually
because some adults have found out that it is required. Often, this is the child’s
parents, but it may also be a school teacher, a social worker, or other professionals.
The fact that the child’s problem is, on the one hand, the very reason for seeking
therapy, and that the child’s presence, on the other hand, is not of his or her own
choice, demands a particular watchfulness from the therapist. He has to judge the
reasons for bringing the child, and he has to explore the child’s own ideas about
being there. However, even if the therapist succeeds in getting the child’s part of the
story, he cannot neglect the fact that the child’s presence is caused by the judgments
of someone else. When an adult wants to change a child’s behavior, it may be
because he or she is sensitive to the child’s needs. However, it may also be because
the referring person is primarily sensitive to his or her own needs and interests.
There is no necessary correspondence between a child’s needs and the needs and
expectations of the caregivers or other significant adults in the child’s environment.
So, who is the client? Is it the parents who have asked for help, or the child who is
supposed to have the problem? According to de Shazer, it may be both the parents
and the child. There is however a fundamental inequality between children and
adults, which is relevant to this question, adults are empowered to define and decide,
while children are not. This implies that the therapist must relate to these definitions

16

de Shazer (1988) distinguishes between three types of clients: the customers, who accept that they have
problems and want to change them, the complainants who accept that they have problems but believe that they
are unable to resolve them (they are caused by others), and the visitors who are sent to therapy by others but do
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and decisions, with the child’s needs and interests in mind. Taking responsibility for
the child’s needs and interests in therapy requires child-specific knowledge.
Certainly many adults too are referred to therapy without themselves being
customers. They may be forced to seek therapy by the court, or feel forced because
unless they do, they are afraid of loosing the care for their children, or loose
economic privileges. This is a related challenge to the therapeutic relationship, but
there is nevertheless a basic difference. Adults are expected to take charge over
their own lives.
The claim of this thesis is that therapy with children must be based upon ideas or
standards about what characterizes good (or preferable) development and supportive
relationships. Further, it is maintained that in therapy involving children, it is the
child’s interests and needs that must be in focus. The therapist has to make his own
independent judgments and take responsibility for them. These concerns are the
reasons for starting, as well as, for ending therapy.
Therapy is usually a limited resource. Also for this reason therapists should take the
responsibility of differentiating between those who need therapy and those who can
manage without.

Therapeutic communication
The basic idea of social constructionism, i.e. that knowledge and ideas are socially
constructed through language, has been transferred to the therapy-room and focused
dialogues and talk in general. de Shazer, for example, seems to pay little attention to
other forms of communication. He neither tries to describe nor to analyze nonverbal
behavior. His many transcripts from therapy sessions are purely verbal. There are no
smiles, no tears, no sighs, and in sessions with more than one client, we have no
indication of one person’s nonverbal reactions when another is talking (or crying,

not view themselves as having problems or requiring therapy.
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laughing, or sighing). The same critic can be raised against Goolishian and
Anderson’s approach (Førland, 1993).
Nonverbal signs and messages are important in all human communication.
Since the introduction of the double-bind hypothesis (Bateson et al., 1956), it has
been a central concern for family therapists. Children may be especially aware of
such expressions. Minuchin (1991) accordingly calls attention to the fact that people
communicate in lots of ways besides talking. He specifically questions the
constructionists’ distaste for behavioral and action oriented approaches, approaches
which he reminds us was one of family therapy’s main contributions. It was those
very characteristics that, according to Minuchin (ibid), made family therapy more
flexible, more specific, and therefore distinguishable from the traditional modes of
therapy, which it was meant to challenge. This objection is particularly relevant when
working with children, because children’s communication differs from that of adults.
Children will understand questions and comments otherwise. And they express what
they want to say in other ways. This is due both to cognitive and other developmental
characteristics, to the fact that children perceive and comprehend things differently
from adults, and to their more limited experience. Very often children are unable to
say anything except that they are bored, sad, afraid, or angry. They can’t even
imagine how things could be different.
In most therapies with troubled children, there is more nodding, head-shaking,
looking down and twisting hair, than coherent stories about what they want to change
or how things would be different if their problems were gone. To describe therapeutic
processes without considering non-verbal communication is to neglect children’s
contribution. Exclusive focus on linguistic exchange together with a strong refusal of
applying any "out-of-session" knowledge in the sessions thus endangers therapy to
be more like a game for adults on adults’ premises.
The emphasis that social constructionist therapists place on speech obscures the
fact that there is no necessary connection between social constructionism as an
epistemological stance, and an exclusive emphasis on verbal communication in
therapy. For example, both de Shazer and White and his colleges underpin that the
clients’ efforts need to be recognized and acknowledged. This can be done
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continuously during the sessions, or as rituals in the form of structured feedback by
the therapist and his theme (de Shazer), and by the use of a “legitimate audience”
(White). Evidently, such acknowledgement depends not only on verbal, but also on a
number of nonverbal signs. Many of the tools social constructionist therapists have
developed are in innovative ways being converted and adjusted to fit family therapy
with even very young children (Selekman, 1997; Freeman et. al., 1997; Berg &
Steiner, 2003).17

The emphasis on idiosyncratic narratives
There is, as we have seen, a close relationship between social constructionism as
idea and narrative approaches to therapy. It is a paradox, however, that this
perspective has brought about a tendency to embrace an individualistic narrative
understanding of human problems, and by so doing forgetting or rejecting contextual
and systemic influences (Bertrando 2000). Bertrando points out that many narrative
approaches are strongly individually biased, in the sense that they understand the
individual as oppressed by the family system, as representative of the dominant
culture, and thus needs to be liberated, i.e. becoming the author of his own story.
Bertrando’s critique clearly hits some narrative oriented practices, but he is wrong in
maintaining that the narrative view leads to an individualistic perspective, where the
individual is seen as the starting point for the relationships, rather than inscribed in
and inseparable from them (p. 94). As will be elaborated more thoroughly later,
narratives are not fixed stories, which are discovered or uncovered by the help of
another (the person to which the story is told). Rather they are created in a particular
context of people and mutual interpretations. As Bertrando himself points out, stories
told in therapy get their meaning from being told in a therapeutic context: It is told
within a two-person relationship, and this two-person relationship takes its particular
meaning within a therapeutic context. Family therapy represents yet another
contextualization:

17

How this fits with de Shazers original epistemological considerations is, however, not discussed.
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“The story which emerges in a family therapy session gets its meaning from being told within
the family, and for being told to a third person in the presence of the family, and for the fact that
the third person is considered a therapist, and so on.” (p. 97).
Perhaps this tendency to ignore the contextual embeddedness of narratives has to
do with the reentrance of a well-known ghost in psychological discourse: reification.
We forget that it is a metaphor and treat it as if it had an independent existence.
Minuchin (1991) represents another perspective when he argues that the
constructionists place far too much emphasis on the idiosyncratic story of the
individual family. He attacks constructionists for ignoring the degree to which
institutions and socioeconomic conditions determine what people do, and how they
live and think:
“Families of poverty have been stripped of much of the power to write their own stories. Their
narratives of hopelessness, helplessness and dependency have been cowritten, if not dictated,
by social institutions. When the institutional and societal co-authors of these stories are made
invisible, when family narratives are presented as if constructed by the families alone, family
members become even more depressed, potential helpers are confused, and everybody
become less effectual.” (p. 49).
Minuchin’s engagement is admirable, and his concern about what poverty and
socioeconomic misfortune do to people is important. In particular should therapists
working with children be attentive to his perspective. He is obviously right in that
individuals and families are not authoring their narratives alone. They are in a
fundamental way reflecting a cultural belonging. This is, however, one of the very
ideas of social constructionism, which, among others, is also strongly emphasized by
White (1993). In the same way as we “got help" to create our impoverishing and
oppressive narratives, we may, by the same logic, need help to get rid of them, and
create more functional stories. Inspired by White’s work, the Just Therapy Group in
New Zealand (Waldegrave, 1990, Tamesese & Waldegrave, 1993) has created an
approach, which involves a strong commitment to addressing issues of culture,
gender and socio-economic disadvantage. Minuchin’s critique may be appropriate
and relevant to some constructionistic practices, but not to the basic idea of social

85

constructionism. In fact considering our narratives as emerging out of some kind of
inner monologue or as a result of verbal interchange within the family is, at best, a
vulgar version of constructivism, and obviously misses the “social” part of social
constructionism.
Social constructionism addresses itself to the social origins of how we come to
understand the world in which we live; how we understand ourselves, other people,
and our relationships with others. It is therefore logical for social constructionist
therapists to be interested in the client’s narratives about their own narratives, e.g.,
what they believe have made them come to think and speak about themselves the
way they do. One of White’s (1993) key entries into a person’s or a family’s narrative
universe is to explore and question how they were recruited into this particular way of
self-understanding.
Minuchin’s objections seem to confuse the difference between how narratives are
being created, and what might be done to change them within the realms of therapy.
There are many other ways of changing narratives than therapy, for example may
disclosure of family secrets, or discovering new and unknown talents have powerful
effects on people’s stories about who they are and what they can achieve. Such
disclosures and discoveries can be the results of therapy, but not necessarily. In the
public domain, religious or political revivals may have similar powerful and enduring
effects. In therapy our options are limited. Usually we have only access to the client
and his family. When we as therapists relate to other agencies, as for instance
Minuchin does when he speaks to the court on his clients’ behalf, we are operating
outside the ordinary realm of therapy. This is a highly legitimate way of working.
When the client is a child, it is often even crucial to have contact with the school,
child protection agencies, or health services. There is no reason why social
constructionistic thinking should be limited to the therapy room. Furthermore, based
on the idea that problems as well as solutions are socially and culturally constructed,
we have seen many examples of how therapists opens the therapy room and the
therapeutic dialog for reflecting teams, audiences, witnesses, and definitional
ceremonies (Andersen, 1987, 1991; White, 1995; Waldegrave, 1990).
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Another objection related to this issue comes from Wenche Seltzer and her
colleagues (Seltzer & Seltzer, 1983; Seltzer, 1985, 1988; Seltzer et al., 2000). Seltzer
has over the years been a strong and persistent advocate for expanding the field’s
cultural perspective. Hers’ and her colleagues’ objections concern, among other
things, the primacy ascribed to ideas - that “ideas guide actions” - which is implicitly
or explicitly, advanced by many social constructionist therapists. Seltzer et al.,
(2000) draw attention to the reverse relationship that embodied practices, rituals and
other material elements of culture define, limit and shape ideas. Besides “imposing
unnecessary restrictions on what could be more fruitful and holistic framings of the
lifeways of families and other groups”, this obscures our understanding of other
cultural embedded practices:
“(….) power imbalances and other oppressive mechanisms, like routine violence, found in the
signifying practices of families and societies, tend to become obscured when attention is
focused primarily on sphere where meaning and “new truths” are created.” (Seltzer et al., 2000
p. 287)

Questions, acknowledgement, compliments and tasks
The emphasis on questions as therapeutic interventions seems to be one of the most
distinguishing hallmarks of social constructionist therapists. The therapist expresses
his expertise through conversational or therapeutic questions (Goolishian &
Anderson, 1992). Specific ways of asking questions have been described by Tomm,
(1987a/b, 1988), White (1993) and de Shazer (1988). Therapeutic questioning will be
addressed in more detail later. For the present purpose, it suffices to point out that
questions arise from curiosity, but also from knowledge. Knowledge guides the focus
of our questions and how the answers are understood and followed up. The miracle
question18 (de Shazer 1988) may serve as an example. It basically goes like this:

18

According to de Shazer (1999), it was an initial mistake to call it “the miracle question” since it has never been
just a simple question, but more of a way of shifting the conversation from the presence to the future.
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“Suppose that one night, while you were at sleep, there was a miracle and this problem was
solved. How would you know?” (de Shazer, 1988, p. 5)
In the solution focused approach the therapist is advised to use the client’s answers
to the miracle questions as a guide for goal setting. And it is a powerful therapeutic
tool. Yet it is a tool for creating new options, not for creating unrealistic expectations.
As therapists, we have to make judgments about the client’s responses in our
consecutive elaboration of the miracle question. The therapist’s job is to guide the
client’s ideas in directions that are considered advantageous. On the one hand, this
also seems to be accepted by de Shazer (1999), who refers to the miracle question
as a method for helping clients construct a useful response. Thus, the clients’ ways
of seeing things cannot be taken at face value, as de Shazer on the other hand
recommends. Quite to the contrary, it is the client’s narrative truths that are the
objects of our efforts in therapy. The insisting elaboration of the client’s answers to
the miracle question, which characterizes solution focused therapy, exemplifies this
point. The therapist is not supposed to be satisfied with the clients’ answers, but to
elaborate and challenge: “What else will be different?” “If so, how do you think your
mother will react?” That we in order to establish a common platform for therapy have
to start where the clients are, does not change the fact that therapists have an
agenda independent of the clients’.
To dispose a powerful tool like the miracle question only emphasizes the therapist’s
expert position. It does not exempt him from the responsibility of using his experience
and knowledge to judge the content of the client’s narratives and as a consequence
of this judgment, try to consider what the best options for the client and his family are.
So, by which standards do we judge a particular response as useful or not?
Social constructionist therapist emphasize public acknowledgement of the clients’
efforts through reflecting teams (Andersen, 1987, 1991), through audiences,
witnesses and definitional ceremonies, (White, 2002) or through compliments in the
presence of other significant persons (de Shazer, 1988, 1991). The client’s
experience of being seen, heard and understood characterizes most successful
therapies. In social constructionist approaches it is a point in itself that this
acknowledgment is shared in social community through language. For example,
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White seems to have become increasingly concerned with definitional ceremonies19.
The structuring of the therapeutic arena according to a definitional ceremony
metaphor is linked to a poststructuralist or non-structuralist account of identity. This
implies that identity is fashioned out of public achievement, shaped by cultural forces,
and dependent upon deriving a sense of authenticity that is an outcome of
acknowledging social processes (White, 2002). White presents four categories of
response that can be considered by reflecting-team members. Identifying the
expression, describing the image, embodying responses and acknowledging
transport. These can also be of assistance to therapists when they interview outsider
witnesses. They establish an experiential and emotional link between witnesses’ own
lives and that of the clients’. Embodying responses means for example to identify
what it is in your own life or work that accounts for why the client’s expressions
caught your attention. What aspects of your own experiences resonate with these
expressions? Even though it is not explicitly stated, this must mean that, what
catches witnesses’, team members’ or therapists’ attention and resonate with their
own experiences, in principle can be related to experiences from all domains of life:
strictly personal experiences, unique experiences from professional life, or publicly
acquired knowledge from books or articles. Yet, in practice it seems that White
prefers private experiences to publicly shared experiences. In light of White’s strong
emphasis on the public fashioning of identity, this may seem like a paradox.
The consequent and deliberate use of acknowledgments in therapy is interesting also
for other reasons. A solution focused therapy consists of three parts. First, an
interview with the client(s); then a brake in which the therapist alone or together with
his/her team constructs a feedback that is supposed to be helpful; finally the therapist
meets again with the clients, giving a response that contains compliments and, if
judged to be helpful, particular tasks.
Obviously, giving acknowledgments, compliments and tasks imply normative
propositions about people’s lives. Thus, the very structure of the therapy puts the

19

White has adopted the term definitional ceremony from Barbara Meyerhoff (1986). For a brief introduction,
see for example White (1995) or Morgan (2000).
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therapist into an expert position, that is, a person who knows something about what
is important for people to do and think. (The clients are not expected to give
compliments and tasks to the therapist). Although de Shazer carefully credits the
clients for providing the material used in the therapeutic interventions, there obviously
must be some kind of expert judgment behind the tasks and compliments given. At
least, the intervention must be judged as good or effective with respect to facilitating
change. Moreover, by giving compliments acknowledgements like:
“Since you found out what works for you, I can only suggest that you continue doing what you
did this past week (1991p.147).” (…) “Your plan to pursue school makes sense, a good idea for
you, and that finding a place of your own is probably a good idea.” (1994, p. 154.)
de Shazer also makes explicit value-based statements These are normative
propositions, intending to influence the client in a particular direction. Furthermore,
they are understood by the client, not as strategic moves to facilitate change, nor as
a way of implementing a shift from problem talk to change talk, but as qualified
assessments and advice from an expert in resolving human problems. When we give
credit to parents for what they do with and to their children, and advise them to
continue, we must also acknowledge the fact that this will be comprehended as a
confirmation from an expert.
If we accept that our compliments and suggestions can be understood literally as
confirmations and advice, we must also have very good reasons to believe that we
are right when we for instance suggest that "the plan to pursue school" is "a good
idea". (It might be that this is just the fastest way for the client to experience another
failure). Or, if parents tell us that they managed to control their son’s behavioral
problems last week, we have to know and accept how they did it, in order to suggest
that they continue to do what seemed to work. The fact that it works for the parents
does not necessarily mean that it is good for the child and in the long run will facilitate
his development and social skills. Again, what is desirable for the parents does not
have to be good for the child. As therapists, we have to make a normative judgment
of what they did to make him calmer. This presupposes knowledge about children
that goes beyond common sense. When we accept giving normative suggestions
about what to do, why not use available knowledge? This might prevent us from
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giving unrealistic advice or tasks, and from accepting exaggerated expectations from
parents.
Every therapist will have ethical reservations as to what are acceptable methods for
parents to use in order to control or influence their children’s behavior. For instance,
most therapists will reject physical punishment, or the use of not-prescribed drugs.
Most therapists will also have professional reservations about a particular parent’s
coping strategies, for instance because they know that in the long run, it will not work.
If parents try to treat their 6-year old child’s soiling problem by giving him a reward
every hour he is not soiling his pants, it may work for some days, but will definitively
not solve the problem. If the parents instead promise him a new bicycle when he has
been "clean" for a whole month, they will probably also fail. Helping the parents doing
the right things, demands some knowledge about the dynamics involved when a child
starts soiling20, included knowledge about the function of the muscles and nerves
involved.
This is not only a question about what is possible, but also about what is desirable
and to the best for the child. For instance, what kind of relational experiences and
interactional processes will enhance a favorable growth and development? Are there
developmental pathways that are more desirable than others? In other words, it
concerns fundamentally normative judgments, which it is hard to see how we can
avoid.

We cannot not make assessments
Based on the preceding line of reasoning, it can be concluded that we cannot do
therapy with children without making assessments about what are realistic, possible
or desirable solutions to their problems? To paraphrase Watzlawick et al. (1967, one
cannot not make assessments (even the decision not to make assessments is based
on an assessment). Every therapist implicitly or explicitly does that. More generally,
the therapists’ beliefs, his standards for what is good or bad and his judgment of the
20

Most often, secondary encopresis in children is associated with constipation and overflow incontinence,
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people he meets, will influence every move he makes in the therapy-room. They are
reflected in the questions he asks, the comments he gives, the themes he chooses to
focus, and not least, in all that he chooses to ignore. So, if we do that, on what beliefs
or presumptions are these judgments based: on our personal experience or on a
common pool of knowledge? The backbone idea of this thesis is that we have no
better place to turn than to the knowledge generated in developmental psychology.
This is not only a question about what is possible and desirable either. It also
concerns the fundamental ethics of therapy. A professional whose program is to help
other people change their lives should be attentive to and explicit about (and also
critical to) his own normative standards. Working with children without recognizing
the standards and beliefs by which we judge what is god, preferable or even critical
for their development is unethical and potentially harmful. It entails a disclaiming of
the immense responsibility involved when we are encountering a child and his family
in therapy.
To call for child-specific knowledge does not imply a disparagement of the
uniqueness of the individual case or the individual experience. The therapist is,
helpless if he has no access to specific information provided by the child and his
family, for example the soling pattern that he exhibits, or how he is being interpreted
by his parents. Accordingly, there is no contradiction between the general knowledge
that professionals are supposed to possess, and the specific knowledge that for
instance parents have about their own child. These are different kinds of knowledge,
which are of equal importance in therapy. The art of professional practices is to take
a convergent knowledge base and convert it into services that are tailored to the
unique requirements of the specific situation (Schön, 1983).

Hierarchical relationships
Most of the referred objections raised against social constructionist therapy
approaches bear relevance to, but do not specifically address themselves to children
which often demands rectal syringe, use of laxative in addition to specifically designed toilet training.
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and their unique situation in therapy. Focusing on children underscores, however,
some of the main points in the critique, for example the idea of non-hierarchical
client-therapist relationships and the lack of concern with power. For a child, the
therapist represents an authority both by virtue of being a professional, and by being
an adult. In family therapy the child will furthermore be exposed to the
complementary relationship (Bateson, 1972) between his parent and the therapist. A
structural therapist would consequently be concerned with the effects of his
interventions on the child parent relationship, and work consciously on strengthening
the parents’ authority. The complementarity in the client - therapist relationship is
multidimensional, i.e. helper vs. help-seeker, host vs. visitor, one who knows
something vs. one who seeks this knowledge, one who has the right to ask questions
and one who is expected to answer. Complementarity is embedded in the client –
therapist relationship and represents the very condition on which it rests. In family
therapy the complementary relationship between child and parents is often both a
means and a goal.
Due to their epistemological stance, social constructionist writers have been
particularly concerned with the knowing – not-knowing distinction. White has, as we
have seen, even developed strategies for undermining the idea of the therapist as
one who has a privileged access to reality. However, this does not exempt them from
considering other hierarchical aspects of the relationship. The entrance of children
adds a new and partly overlooked dimension to this discussion.
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CHAPTER 5
CHILDREN AND FAMILY THERAPY

CHILDREN’S ROLE
The presence of and the concern about children are not new issues in family therapy.
Nearly thirty years ago Montalvo and Haley (1973) wrote an article in which they
defended child-oriented approaches to family therapy. A year later Minuchin (1974)
called attention to family therapist’s lack of competence on children. His concern was
mainly their lack of skills in handling children in the therapy-room. Other writers have
more recently expressed the same concern (Combrinck-Graham, 1989; Korner,
1988; Wachtel, 1987, 1990; Zilbach, 1989; Førland, 1993; Gil, 1994; Selekman,
1997).
Why is it important to include children in family therapy? Keith & Whitaker (1981)
give two substantial arguments: First, because their developmental needs are best
taken care of when they are included, and second because the presence of children
gives the therapy an extra momentum:
“Families need the presence of children in therapy to stay alive. We find again and again that
families change less and more slowly when children are not a part of the therapy process.” (p.
244).
Keith & Whitaker hence argue that even if the identified patient is not a child, family
therapy processes will benefit from including the children.
The concern of the present work is children and their needs in therapy when a child’s
problems are the very reason for coming. However, this does not have to imply that
presence of children is always needed, neither that it is always preferable. There may
well be examples where children are being better cared for and better helped by
being let off the burden of meeting. It is not helpful for a child to meet together with
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his parents and siblings only to listen to negative characteristics about himself and
his behavior. Most therapists have experienced the frustration of not being able to
protect a child from being exposed to destructive interpretations and attributions from
other family members. It is important, however, to remember that what the child is
exposed to during the session may only be a mild version of what he or she is
exposed to in his or her daily life. It is generally easier to challenge and work on other
family members’ understanding when the child is present, when he is displaying his
anger, sadness or disturbances than when we are left with the parents’ observations
and interpretations. The presence of brothers and/or sisters generally contributes to
making observations and interpretations richer and more varied. In that way, their
presence enriches and stimulates the therapeutic process. Many of the tools that
family therapy has developed are best utilized when both children and parents
participate. In other words, we are in a better position to take care of the child’s
needs when we see him/her together with parents and siblings. Furthermore, the
presence of children (not only the identified patient) represents an important force in
the therapeutic process.

”John”
John was nearly six years old when he was referred by a GP to the clinic for examination and
treatment. He was his parents’ second child, adopted at three year of age. According to the
referral letter John very soon became a demanding and energetic motor in the family. The
GP’s tentative diagnosis was hyperactivity. John’s language problems included both a
general limited understanding and more specific speech-problems for which he received
treatment with a speech therapist.
Not much was known about John’s life before his arrival to Norway, except that he lived his
first three years in an orphanage without any contact with his biological parents.
John’s parents, both well-educated professionals, were married many years before their first
child, a boy four years older than John, was born. This boy appeared to be a quiet and a little
anxious child who shared his parents’ interests in peaceful activities at home. He also
behaved well when attending religious meetings with his parents.
John, on the other hand, was never able to concentrate on one activity for more than a short
span of time. The only exception seemed to be when he was engaged in some peculiar
repetitious activity, which was interpreted as self-stimulation. His activity level was generally
very high. He continuously and aggressively challenged his parents’ authority, disobeying
their demands and compromising them in front other people. He typically provoked anger in
them that they have not been aware of before. In the kindergarten John was also a problem
too, demanding continuous attention from the adults. He was regularly involved in conflicts
with other children because of his failure to adjust his behavior to the others’.
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Psychological testing at the clinic revealed that John’s intellectual development was
somewhat below average for his age, but still within normal range. His achievement was a
little better on the non-verbal than the verbal parts of the test. A neuro-psychiatric
examination indicated that John had a developmental disorder, possibly also an organic
brain dysfunction.
Most therapists working with troubled children have seen many cases like this. It
pinpoints some typical dilemmas we face as family therapists, one of which concerns
expectations, goals and direction in therapy. As in most cases, neither the referring
doctor, nor John’s parents had clear expectations about outcome. John himself did
certainly not have any. Of course, like other mothers and fathers, John’s parents had
dreams and wishes for him, many of which were probably not expressed to the
therapist. However, for both their own and his sake, they most of all wanted him to
behave better, a wish they wanted the therapist’s help to fulfill. But how much better
would be good enough? If we had been able to make a nice, well-behaved and welladjusted boy out of him, the therapy might have been regarded as a success. In
John’s case, however, this was hardly a realistic goal.
But let us try to examine this case from a "not knowing" position which as we
remember, implies, first that the therapist is not inclined to have any knowledge about
children that goes beyond his own personal and professional experience. Second,
that the only accessible information is what the parents and John himself bring into
the therapy room, and third, that the therapist is not supposed to influence the
conversation in a particular direction, in the sense of outcome or content. What
options does the therapist have? He could, and probably would, let the parents tell
their story about John and how he came to be a part of the family. Furthermore, he
could explore the parents’ understanding of John’s problems. Because John’s
parents were educated people, they would probably emphasize his experiences
during his first three years of life. But if they didn’t think this was significant for his
present problems, what would the "not knowing" therapist do about it? We have to
consider that the parents attribute John’s problems to their own shortcoming as
parents, to genetic dispositions or to an infinite number of other reasons. It is not
here suggested that there is one correct way of comprehending John’s problems,
neither that there is a necessary straightforward connection between the cause(s)
and therapeutic interventions. But it will be maintained that it is not indifferent to John
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how his problems are understood by significant others. For instance, the particular
form of understanding that one prefers, will influence, not only to what extent John’s
problems are regarded as changeable, but also which therapeutic means to choose.
What the therapist decides to focus in assessment and treatment, will elicit different
narratives about John’s life and problems. So, if the therapist highlights the
interaction between John, his parents and his brother, he also inevitably creates
ideas about the nature of his problems and expectations about how they can be
solved as well.
But what is guiding the therapist’s explorations? Following the "not knowing"
approach, it is not his expert knowledge, but what the clients, in this case John’s
parents, choose to inform him about. Because the therapist has no preferences
regarding content or outcome, he is completely dependent on the premises that the
parents provide.
When the therapist meets John, he might, depending on his knowledge and prior
experience with children, see a seriously disturbed child with an activity level well
above the normal. He might also notice that John’s attention span is short and that
his language is delayed. Together these observations might give the experienced
therapist more than a hint of a developmental disorder. What can he do about it?
Following the rules of the game, he has no other options than accepting the parents’
premises and try to help them get John better behaved.
Most therapists would have suggested a comprehensive examination of the child. In
order to arrive at the decision to recommend this, the therapist must use knowledge
(included in which is also an acknowledgement of the limitations of his own
knowledge) as frames for analyzing the unique behavior that John and his parents
present. The decision to do that and the judgment that preceded it inevitably places
the therapist in a knowing position. The same applies if the therapist prefers to
explore Johns problem as a lack of “fit” between his temperament and the parent’s
expectations, or in the light of his early attachment experiences, unless of course if
the parents themselves bring these themes up. Developmental psychology offers a
rich menu of alternative narratives relevant to John’s problems, of which
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developmental disorder, badly adapted temperamental characteristics, and nonoptimal attachment experience are three of the more obvious.
One may object that this is not a typical case for family therapy. One may even claim
that family therapy is not a suitable treatment in cases likes this, and that the above
arguments therefore are somewhat off target. This argument only underscores the
point, however. If we accept that family therapy is not an applicable approach for all
emotional and behavior problems in children, which of course may be right, we must
accept that someone has the expertise to make the distinction between those who
may profit from family therapy and those who don’t. The family therapist may of
course wring his hands and leave such judgments to other professionals. But no one
can take away his responsibility for deciding to whom he is ready to offer treatment.
Many parents seek family therapists for problems with their children (which they may
regard as a parenting problem) without prior contact with other experts. Thus, family
therapists can’t avoid making some kinds of diagnostic appraisals, which
independent of their “real” knowledge; place them into an expert position.
Is family therapy an unsuitable treatment in John’s case? Even though there are
reasons to believe that parental behavior has not played a major role in the
development of John’s problems, it is nevertheless important for him how they
understand their son and their own relationship with him, i.e. what kind of narrative
realities they construct about his problems and their own contribution to it. This story
will also contain ideas about how John, on his part, influences the rest of his family
and how he thus contributes to creating the particular reactions that he gets. The
parents’ narratives will hence be decisive for how they will interpret his behavior in
the future, and thus, guide their feelings and actions towards him. Family therapy is a
way of helping the parents construct a richer, more shaded and developmentally
more supportive description of John.
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THE IMPLICIT CONTRACT BETWEEN THE FAMILY AND THE
THERAPIST
The contract between the therapist and the clients rests on a mutual dependency,
which often is not made explicit. The client depends on the therapist’s expertise in
choosing the appropriate therapeutic approach and to make other expert decisions
and judgments. The therapist, on the other hand, depends on the client’s cooperation
in providing relevant information.

The therapist’s expertise
In child and adolescent mental health services clients do not primarily come for family
therapy. Family therapy is a particular choice of treatment approach made by the
therapist. The therapist’s choice is based on an assessment of the child, the problem
presented, family or network characteristics, and on the basis of his own therapeutic
training and general preferences. And, as already mentioned, most therapists in this
field tend to choose other approaches than family therapy. Parents or other
authorities that bring children to therapy seldom have strong opinions or
commitments regarding what kind of treatment they prefer. Even though we, mostly
due to easier public access to information via Internet, are witnessing an increasing
tendency for clients to question therapists’ assessments and to ask for specific
treatment methods, they have to trust the therapist’s expertise in choosing the
appropriate form of treatment.
Therapists are always met with some kind of expectations regarding competence,
knowledge or expertise. The implicit contract between the family and the therapist
rests in fact on the family’s’ acceptance of the therapist as a competent professional.
What these expectations consist of depend on the therapist’s profession and the
context within which he or she is working. But in child mental health services all
professionals are expected to have competence on children and child development,
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on mental health problems in childhood, and how to treat such problems. In addition,
like all professionals, we are expected to be able to critically examine the limitations
of our own knowledge and competence. How we handle such expectations in therapy
is a question that calls for ethical, as well as methodological considerations. It will not
be elaborated further here, but some related issues will be discussed later. Anyway,
we cannot meet such expectations by denying that we are experts. By so doing, we
are undermining our own legitimacy as professionals and people’s very reason for
coming to us.

The client’s contribution
The therapist’s position as an expert cannot be separated from the fact that he is
fundamentally dependent on his client’s contribution. His very expertise hinges upon
his ability to elicit relevant information and to make use of what the client brings into
the sessions: First, the information the clients convey, for instance, about the nature
and history of their problems, the contexts in which their problems occur, and about
themselves, their family and the social situation in which they live. Second, the
beliefs they hold and express about influencing factors and causes, their family
relationships, and their own and others’ contribution to the problem. Third, he
depends on the clients’ motivation for change, their confidence, trust and faith. How
to elicit information, explore beliefs and activate motivation and confidence,
represents the essence of therapeutic skill. Therefore most textbooks in therapy are
dedicated to such issues.
Most clients21 understand that in order to be helped, they have at least to answer the
therapist’s questions. Consequently, it is also a part of the implicit contract that
clients have to contribute with what they know and think. The therapist’s dependency
on the client’s contribution and cooperation does not, however, change the fact that
implicit in the therapy contract is a mutual recognition that he is responsible for
making professional and qualified judgments and decisions. A question therefore

21

Client here defined as the person(s) who seek help.
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arises: What kinds of knowledge are relevant for making such judgments and
decisions? This subject will be examined in more detail in the next subsequent part.

.
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PART II
THE RELEVANCE OF CHILD SPECIFIC KNOWLEDGE IN
FAMILY THERAPY
“Psychology as a whole, and child development in particular, gains its strength from
its importance as an applied science. We must never loose sight of that.” (Rutter,
2002, p. 15).
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CHAPTER 6
CHILD SPECIFIC KNOWLEDGE

BASIC KNOWLEDGE
No effort will be made here to present a broad comprehensive review of the research
literature in developmental psychology. The mere extent of research in this field
effectively prohibits such an ambition. The examination that follows is restricted to
three closely related areas considered to be of particular importance for the subject
of this thesis: Infants’ and young children’s early interaction with their caregiver(s),
child-caregiver attachment and temperament. The purpose is to demonstrate the
relevance of child specific knowledge for family therapy and to point out some
principles for how such knowledge might be applied within the family therapy field.
Those particular areas are basic to the discussion of the interaction between the child
and his environment. Attachment theory concerns general spices specific
characteristics, while temperamental studies explore individual differences and the
basis of individuality. The early child-caregiver interaction reflects both the child’s
maturation and individualization. Thus, they represent a breadth of approaches,
which acknowledge both the child’s uniqueness and general features that are typical
for children at different ages.

Early interaction
Child development is interesting in its own right, but even more so by what it points
forward to. Therefore, a main reason for studying child development and child caregiving is its future consequences. As for example the earlier referred ACE study,
(Felitti et al., 1998) points out, the consequences of adverse childhood experiences
may be vast, enduring, and cover different fields of human health and well-being. On
the other hand, there is no consensus, among developmental psychologist about the
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significance and the nature of continuities in development. In fact, one of the major
results of the search for continuities in behavior has been the recognition that
discontinuities in early development are far more evident than continuities (Emde &
Harmon, 1984; Zeanah et al., 1989). Furthermore, it has been argued that predictive
and longitudinal research’s strong focus on demonstrating stability over time, have
resulted in neglect of a more interesting question, namely that of conditions
accounting for change (Rutter, 1987). In a therapeutic context, change is a more
obvious concern than stability.
From birth on the human infant is surrounded by persons who take care of its needs
and who regulate and interpret its activities. The infant depends on its caregiver’s
commitment and accessibility in order to survive. The infant is, moreover, born with
capacities and characteristics that in a fundamental way influence the care and
stimulation it receives. Its perceptual capacity and the way its attention and activities
are organized seem intimately harmonized with stimulation that typically comes from
other human beings. Hence, the infant’s very biology restricts the options for what
can happen in the first interaction between the young child and its caregiver(s). Most
of the infant’s earliest activities, which parents and other caregivers interpret and
react to, are connected to neurobiological determined behavioral conditions and
affective expressions (Smith & Ulvund, 1991). These activities are, for instance,
distinct facial movements, vocalizations, arm- and body-movements.
Infants’ early activity and their inborn preferences for certain types of stimulation,
represent together with the caregivers’ interpretations the basic premises for early
interaction. In every culture the caregivers attribute meaning to the infant’s early
activities and responses. How they understand their children, determines the
caregivers’ reactions. The attribution of meaning and intention to the children’s
activities and responses is also a way by which they come to be a part of the
storytelling process about who they are and ultimately develop an understanding of
their own personal identity. Thus, from the very first moment – the first sound, the
first smile, the first gestures and later words - the child is surrounded by his
caregivers’ interpretations. They infer meaning from, and tell stories about what he
wants, thinks and feels, and thus about what kind of person he is. These
interpretations, or stories, are based both on the infant’s immediate expressions,
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what is experienced as typical for him, (for instance his level of activity or his
characteristic emotional expressions), the caregiver’s earlier experiences, and the
dominating stories in our particular culture about how children are or behave. We
have, of course, no access to the real meaning - if there is any - of the infants’ early
actions and responses. As suggested by Newson (1974) and Martinsen & Smith
(1989), parents attribute meaning to the infant’s activities even though there are no
reasons to believe that he has any intention of influencing his parents in the first
place. This process is also referred to as over-interpretation (Martinsen & Smith,
1989) and represents a necessary contribution from the parents to the creation of
meaning to the infant’s activities. Thus, sounds or facial expressions and gestures
have no distinct meaning before they have been interpreted. This also implies that
the social development goes from the "outside" to the "inside", and that the meaning
of an activity must first exist in an interactional context before it can be internalized
and hence become meaningful to the child (Vygotsky, 1978).
It is today hardly controversial to claim that infants’ behavior might be regarded as
evolutionary adapted. It is suggested that these activities originated because they
have had a survival function in the environment of evolutionary adaptiveness. The
child’s early activities increase the probability of continuous contact with their
caregivers, social learning and the development of mutual emotional bonding, which
again is regarded as a crucial condition for survival (Bowlby, 1982). The activities do
not have the same environmental importance for the survival of the species today
nevertheless; their role in the creation of social bonds between infant and caregiver
might be undiminished. In this sense, early species-specific characteristics are still
influential. They secure attention and interest and a continuous quest for meaning
and intention from the caregivers. And they form the basis from which the human
infant is brought into a particular culture’s way of interpreting and communicating.
Human interpersonal relationships require at least two participants. Early interaction
implies at least the presence of an infant and a caregiver, and both participants of the
dyad meet with some preparations in the baggage. In the following, the infant’s
contribution to the early interaction will be examined in some more detail.
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The child’s contribution
Interaction is generally characterized by the way participants reciprocally affect on
and react to each other. This is also a distinguishing feature in the early interaction
between the young infant and his parent(s). Contrary to what seems intuitively
evident, it seems to be the infant who plays the leading role in the interaction. Collis
and Schaffer (1975) found, for example, that the baby, by means of his visual
attention, controls the direction of the mother’s gaze. Likewise, Brazelton et al.,
(1974) has shown how the mothers of 4 - 20 month old infants adapt their activities to
that of their babies by awaiting the infants’ arousal (state) and attention before they
themselves start smiling, vocalizing and touching. The infants then "answer" their
mothers’ signals by increasing their activities, until they reach the peak of excitement.
When their activities start to decrease, the mothers follow by de-escalating their
activities faster than the baby. The session typically ends by the mothers becoming
still, immediately before the children turn their faces away. This is an example of
what Tiffany Field (1981) has named sensitive interaction. Even though this kind of
interaction is mostly initiated by the infant, there are many ways by which the
caregiver can initiate interplay with her baby. The adult’s initiatives are, however,
mostly linked to the baby’s behavior, i.e. to the baby’s readiness to accept the
parent’s stimulation (Smith and Ulvund, 1991).
Field, (1981), has suggested a model that in a particularly illuminating way, seems to
integrate the biological and the social dimensions of early interaction. Her model will
therefore be examined in some more detail. The integrative model that she suggests,
aspires to describe the multivariate relationships among arousal, attention and affect.
Field maintains that a problem with many early interaction studies is that they have
failed to consider these three factors simultaneously. Following Stechler and
Carpenter (1967) and Stern (1974), she considers gaze behavior as the "regulatory
background for affective behaviors" during early interactions:
“(…..) the infant can reduce his or her state of arousal by turning away from a stimulus that is
too intense, too complicated, or too discrepant from an internal mode. Similarly, turning away
from a redundant and boring stimulus to seek a new stimulus, can increase the infant’s state of
arousal.” (Field, 1981 p. 60).
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Furthermore:
“This characteristic alteration of gazing-at and gazing-away from the mother or other social
partners differs dramatically from the more prolonged visual fixations of objects.” (p.61)
Gazing away or gaze aversion is, accordingly, considered to be stimulation cut-off
behavior typically occurring when the infant experience information overload. The
function of this behavior is assumed to be that of providing an opportunity for
information processing and arousal modulation. Support for this notion is also found
in the temporal relationship between heart rate and gaze aversion. In addition, Fields
data suggest a curvilinear relationship between infant gaze aversion and the amount
of stimulation during interaction, and also between heart rate levels and stimulation.
High and low stimulation interaction was characterized by excessive gaze aversion
and elevated heart rate. Moreover, affective behaviors like smiling, laughing and
crying seems to be harmonized with the alteration of gaze and gaze aversion. The
function of positive affective behavior seems to be to release tension and,
consequently, maintain attentiveness without disorganizing affects and heightened
arousal levels. This view is supported by data demonstrating heart rate deceleration
prior to smiling and heart rate acceleration prior to crying.
On the other hand, as the above referred observations of Collis and Schaffer
indicated, the infant’s gaze seems to be one of the most important cues that
caregivers use to regulate and adapt their own behavior to the infant’s.
Consequently, gaze and gaze-aversion is, on the one hand, serving an internal
regulation function for the infant: It is a way of protecting himself from stimulation
overload or over stimulation. On the other hand, it has a communicative signal
function. It helps the caregiver to understand the infant’s readiness for stimulation
and interaction.
Field’s model predicts that an infant will show most attention and positive affect in a
context of moderate activation. A high level of activation is supposed to distract the
infant’s attention because of overreaction to irrelevant stimuli. Less surprising is
perhaps that a low level of activation is associated with low level of stimulation, and
consequently, that it also predicts disturbances in attention. Field finds support for
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this notion in one of her own studies (Field, 1977). She observed 3 to 4 month old
children’s interaction with their mothers in sequences where the mothers were
instructed to vary their stimulation. The babies showed more attention to the mothers
face, and also more smiling and other positive affects, when the stimulation was
moderate - that is, when the mothers were asked to imitate the infants - than when
the mothers’ level of stimulation was high or low. The registrations, moreover,
revealed that the infants’ heart rate increased before they turned their gaze away.
The gazing away was also synchronized with negative facial expressions, crying or
sobbing. On the other hand, when they started gazing at the mothers, as a response
to their stimulation, the babies’ heart rate slowed down. This indicates that both overstimulation and under-stimulation is unpleasant for the infants.
In interaction with his caregiver(s) the infant’s attention and positive affects generally
appear within a limited range of activation. In the lower end there is an arousalthreshold, below which the stimulation is too weak to activate the infant’s attention. At
the other end there is an aversion-threshold where the stimulation is perceived to be
unpleasant and therefore aversive. This is demonstrated by the infant turning his face
away or by limb-movements, sobbing or crying. The thresholds fluctuate according to
changes in the infants’ age and behavioral states. The activation band, i.e. the range
between the threshold for arousal and aversion, broadens as the child gets older,
implying that the infant is capable of perceiving and processing a greater range of
stimulation. It also means that the child gets increasingly capable of longer
sequences of attention.
There are not only fluctuations in thresholds according to infants’ state and age, there
also seem to be important individual differences. What is beneath the arousal level
for one child may be optimal for another, and what is experienced as aversive for the
second may be optimal for the first. Furthermore, Field (1981, 1982) presents
evidence that high-risk infants seem to have higher or lower thresholds, and narrower
ranges of responsivity:
“For example, pre-term and Down syndrome infants appear to have higher thresholds and postterm and autistic infants lower thresholds. Their narrower range of responsivity may contribute
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to the excessive gaze aversion and elevated heart rate noted in these groups. In turn, these
may affect their information processing and arousal modulation abilities.” (1981, p. 96).
Accordingly, high-risk also implies increased probability of becoming involved in
deviant interaction with the caregiver(s). Observing idiosyncraticies like this is helpful,
because it highlights how well tuned the early interaction between infant and
caregiver normally is. Furthermore, it bears direct relevance to the issue of continuity
in development by underscoring the importance of considering infant development
within its environmental context.
From a clinical point of view, Fields approach, and the evidence she presents, is far
from trivial. First of all, it means that infants and children are different with respect to
what kind of stimulation they need and profit from. What is optimal stimulation for one
child, may be just too much or too little for another. This is especially significant with
so-called high risk infants, who according to Field seem to have narrower range and
idiosyncratic thresholds for what kind of stimulation they are able to accept.
Accordingly, their attention and affective expressions are more difficult to regulate in
interaction contexts. This is even more significant because parents of high-risk
infants, for instance premature children, often are urged to stimulate their babies
(Smith and Ulvund, 1991). In many cases this is done without any further
specifications about what kind of stimulation the child needs. But too much controlling
influence from the caregiver may disturb the infant’s self-regulating activities. The
unhappy consequence may well be a kind of over-stimulation with effects contrary to
what was intended.
Second, the “causes” of interaction problems are rarely attributable to one person.
Retrospectively it may be very difficult to detect how the process started. Many
typical deviations in interaction may be conceived as a mismatch between the
parent(s) well-intended attempts to stimulate and facilitate the contact, and the
infant’s defensive responses. In particular are insecure parents with high-risk infants
in danger of jeopardizing the relationship by being too intrusive and controlling in
their child directed activities. Lack of sensitivity to the infant’s individuality may also
be seen in parent – child interactions were the child’s behavior and reaction pattern is
within normal range. Interaction difficulties may, for instance, originate from a lack of
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fit between the infant’s inborn temperamental characteristics and the way and
intensity with which the parents attempt to stimulate him (Thomas & Chess, 1977). In
its gravest form, this is a kind of maltreatment.
Third, the suggestion that, some infants have especially high or low thresholds for
attention and arousal and a narrower range of responsivity, implies that they in a way
create deviant conditions for their own learning and development. They give their
caregivers fewer options, and they challenge their sensitivity, understanding and
adaptability in very critical ways. The same is obviously true for children with other
kinds of limitations in perception and responsivity, for instance blind or deaf children.
Evidently, parents of such children must learn to adapt their communication and child
directed activities to what the child is able to perceive and receive. It is, furthermore,
acknowledged that this demands training.
Helping parents to cope with a sensory handicapped child is accordingly, a work that
requires competence and knowledge. The therapist’s competence must cover both
the difficult art of helping people change and the specific interaction problems that
are likely to follow this particular handicap. The parents’ contribution is evidently of no
less importance. They have the daily experience of relating to their child and,
therefore, competence on his particular, idiosyncratic ways of acting and responding.
Fourth, and what follows from the above: Relating to infants and young children has
to be an individualized endeavor. That is, the caregiver must adapt his child directed
activities to his infant’s specific behavior and reactions. Most often this kind of
interaction develops without major problems. The caregiver’s expectations, skills and
understanding are fairly well matched with the infant’s behavior. And the caregiver is
able to adapt his activities to the infant’s.22 They watch the infant’s rhythms and
expressions and, according to that, modulate the speed, pace and form of their own
acts. Nevertheless, as Field’s model indicates, the relationship can be jeopardized
both by lack of sensitivity from the caregiver’s side, by the child being difficult to
understand and relate to, or by transactional effects between child and caregiver
characteristics. This also implies that changing destructive interaction patterns
22

How parental skills are acquired is a very interesting issue, which falls outside the limits of this thesis.
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requires an individualized approach. The therapist must take the particularities of
each individual child, his particular caregiver and their specific relationship as his
points of departure, when trying to help.
Fifth, some forms of child abuse can be seen as extreme reactions to interaction
problems. Abusive parental behavior may often be linked to attempts to control the
infant’s upper or lower limits for activation, e.g. by trying to stop a constantly aroused
infant from crying, or by trying to activate a child who is inattentive. It is well
established that high-risk infants play an increased risk of being abused. Premature
infants, for instance are more likely than full-term infants to be susceptible of abuse
(Egeland & Brunquell, 1979; Goldberg, 1978). A probable reason for this is that they
are more difficult and demanding to care for. They may have reduced social
responsivity and are often characterized by a special outlook and intense crying
(Smith & Ulvund, 1991). Also children’s temperamental characteristics seem be an
important risk factor for being abused (Parke & Collmer, 1975). The interaction
dynamics behind this are probably the same: some children are more difficult to
interpret and care for.
Children that have been exposed to abuse seem on the other hand generally to be
less responsive to social stimuli than other children (Wasserman, Green & Allan,
1983). As a group, they are less cooperative, and their attention is more difficult to
direct. The same study also showed, however, that the mothers who had abused
their children were more ignoring, that they seldom initiated play activities with their
children and used less verbal instructions, compared to a group of non-abusive
mothers. However, as often in human relationships, it is difficult to retrospectively
distinguish between the individual participants’ contribution to a particular interaction
pattern.
Sixth, Field’s approach to the understanding of transactional processes obviously
requests that therapists and others, who work professionally to change parent-child
interaction, have general knowledge about child behavior and development. The
therapist should know what characterizes a "normal" or "ordinary" relationship, and
how children normally behave and react at different ages. He should also know
something about risk factors that may jeopardize the relationship and what function
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different reactions may have for the child. For instance, when the infant turns his
gaze away, this is usually to be interpreted as his way of temporary terminating the
interaction. The function of this reaction is supposed to be information processing
and arousal modulation. Accordingly, the parent should be advised to wait until the
infant indicates new interest.
Such advice or suggestions, based on general child knowledge, may on the other
hand be very wrong. Interaction is usually distinguished by contingent responses.
This means that the responses are temporally synchronized to a previous action from
the interaction partner. The activities are likely to resemble each other. The similarity
may, however, cross the sense modalities. For instance, a "long" facial expression in
the baby" may be followed by a "long" sound from the parent. Anyhow, what the
infants do, will be interpreted by the caregiver within a cultural realm of
understanding. Turning away indicates, at least in our culture, termination of contact
or lack of interest. Generally this is a plausible and safe understanding, which
logically should entail the caregiver to pause and wait for the infant’s next move.
However, as Martinsen (1972) has pointed out, if the infant is blind, the function of his
head movements may be completely different. Turning away, or more specific,
turning one of the ears towards the other, is what the blind infant will do in order to
hear better. It is a kind of attention behavior, which is completely reasonable, if we
take into consideration that his prime source for orientation and stimulation is sound.
Furthermore, and contrary to other infants who respond to contact by exited limbmovements, the blind infant will often stop moving his limbs when approached or
talked to. This is also a reasonable response, if we take into account that the blind
child, in order to identify approaching sounds, needs to eliminate disturbing sound
from his own body. Evidently, it is important that parents are made aware of this,
because an ordinary interpretation of the infant’s activities may seriously disturb the
relationship, and accordingly, inhibit the infant’s development.
A related example concerns a six-year old boy who was admitted to a daycareinstitution for autistic children. The main reason for his diagnosis was his "gaze
aversion" and his peculiar way of communicating. He talked loudly when he was
alone, especially when he was moving from one room to the next, and his speech
was characterized by repetitions. He talked more when moving away from people,
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than when he was approaching. And his speech seemed to increase with increasing
distance from other people. How come? Because of his autism, it was suggested.
However, during the visit of a specialist it was discovered that the child had a serious
vision deficit, which included both a generally reduced vision and a comprehensive
narrowing of the visionary field. His vision was, in fact, confined to a small area in the
left edge of his visionary field. Knowing this, the boy’s behavior suddenly became
understandable and reasonable: He had to turn his head away from what he looked
at, in order to see. Moreover, his special talking-habits were comprehensible as
orientation signals. In the absence of functional vision, he used the sound of his voice
and the way the sound was reflected in the room as his cues of orientation. The
answers he prompted from others helped him in the same way. There are of course
many different kinds of disturbances that may make children difficult to understand
and communicate with. These represent challenges, first and foremost, to a child’s
parents, but also to those of us who are trying to help.
Experience and knowledge govern what we see and look for. For instance,
knowledge about early interaction may, help us focus on the caregiver’s sensitivity to
the infant’s attentive or aversive signals, and the degree to which the parent’s
responses are contingent upon the child’s activities. However, as the above example
hopefully indicates general knowledge like this may also seriously blind our vision
and make us see just what we expect to see. Thinking that we know, when in fact we
don’t is a safe way of running into therapeutic trouble. So, we should better not be
too sure.
Let us stop for a moment and consider Field’s model, from a social constructionist
position. First, it is not difficult to recognize the observer’s influence both on what is
being observed, and also in the way the observations are being described and
interpreted. Second, the data presented are by no means "clean". They are
interpretations embedded in language, culture and our common ways of looking at
things. They are not reflections of some kind of objective reality. But why should
they? If an objective reality was attainable, what interest could it possibly have? An
observer of a human infant, without any individual and cultural bias, would
necessarily be a non-human. What interest could it have to observe an infant from a
position like that? Remember that the very thing we are interested in, is to
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understand the interaction processes between the child and his caregiver, a process
that in its essence is interpretative and biased. Even if it was possible, a "clean" and
unbiased study of such processes would be meaningless. When such trivial
assertions that "all knowledge retains the taint of our humanness" (Polkinghorne,
1992 p. 149) and that "our experience is filtered through interpretive schemes" (ibid)
is used as argument for "foundationlessness", it misses, the point. We are observing
human beings from a human point of view. And this is how it should be.
However, to acknowledge that our observations and interpretations are biased is not
the same as opening the field to free speculations. If Field’s model, like many others,
was based on speculations about what the infant thinks and feels when exposed to
different kinds of stimulation, it would have lost its particular interactional significance.
There are no substantial proofs of the model. Field’s model may well be found
altogether incomplete, but it has some features that characterize a useful theoretical
model. First, it turns our attention both as scientists and therapists into a new
direction. Second, it stimulates us to ask a new set of scientific and therapeutic
questions. These questions are of the greatest significance, since they center on
what is a main issue in child psychology: the difficult, but essential translation
between the biological and the social domains. Third, the specificity of the model
renders it possible to raise questions with a corresponding degree of specificity. In
other words, the value of the model should not primarily be measured by the degree
to which it represents "true knowledge", but by its utility; for example to what extent it
stimulates new and fruitful questions.

Attachment
The starting point for attachment theory was the general observation, emerging from
independent sources, that prolonged institutional care and frequent changes of a
mother figure during early years of life often had severe negative effects on children’s
social and emotional development. This was linked to observations about some
typical characteristics in the human child’s relationships to his caregivers: First, the
child’s negative reaction to being separated from his caregivers, referred to as
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separation anxiety. Observation of children being exposed to long-lasting separation
from their primary caregiver, have revealed a characteristic pattern of reactions both
on separation and upon reunion (Burlingham & Freud, 1942, 1944; Robertson, 1970).
Second, strong and lifelong emotional bonds, seems to characterize most parentchild relationships. Finally, secure and stabile early relationships seem to promote
exploration and independence.
During the last forty years, evidence from very different fields of research has
provided both support for the theory, and new insight into the processes involved in
the development of the children’s attachment to their caregivers:
1. Observations of infants and young children exposed to different kinds of
hardships (separation, sickness, and traumas) have demonstrated how
attachment behavior becomes organized by the end of the first year.
Attachment behavior becomes activated whenever certain conditions occur and
ceases when certain other conditions occur. A child’s attachment behavior is
activated by pain, fatigue and anything frightening, and most important by the
caregiver being or appearing to be inaccessible (Bowlby, 1988).
2. Cross-cultural studies have confirmed the universal nature of the phenomenon,
but important differences in the way it manifests itself has been described
(Ainswortworth,1967)
3. Longitudinal data have thrown new light upon the long-term consequences of
early attachment experiences (Grossmann & Grossmann, 1991). More recently,
Siegel (1998) has maintained that the long term consequences of early
attachment experiences must be understood as a neurobiological process.
4. Studies of children’s reactions to brief separation, specially the strange situation,
have documented individual differences in attachment behavior (Ainsworth et al.,
1971). Individual differences in attachment behavior are also influenced by the
child’s temperament (Kagan, 1994; Thomas & Chess, 1986).
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5. Observations of children who have experienced abuse and maltreatment or have
been raised by parents with serious psychiatric disorders, indicates that the
child’s attachment to caregiver is a relatively robust system (Crittenden, 1985;
Radke-Yarrow et al., 1985; de Lozier, 1982).
6. Studies of newborn infants and their motor, perceptual, vocal and cognitive
development in the first year of life indicate that human infants are behaviorally
and perceptually predisposed to interact with their caregiver(s) (Fantz, 1965;
Aslin et al.,1983 )
7. Observations of infants’ interaction with their caregivers emphasize that the infant
is actively influencing his caregivers. Inborn activities and preferences together
with the caregivers sensitivity, seems to be the relational basis for later
attachment. The character of the infant’s behavior depends, on the other hand,
on the caregiver’s sensitivity to his signals (Collis & Schaffer, 1975; Brazelton et
al., 1974; Fields 1981). The human infant must therefore from the beginning be
regarded as an active interacting participant; constantly influencing, and being
influenced by his caregivers. In that sense he is also an important contributor to
the interaction in which his attachment relationships are being formed.
8. Studies of atypical children, for instance children with Down’s syndrome, blind
children and children with cerebral dysfunction, suggest that their inborn
behavioral and perceptual idiosyncrasies may negatively influence their ability to
capture the caregiver’s attention. Consequently, it will also affect their chances of
engaging their caregivers in the mutual interaction on which the formation of
attachment relationships depend. (Cicchetti & Strouf, 1976; Emde et al., 1978;
Smith & Hagen, 1984). For instance, Smith & Hagen found that 6 months old
children with Down’s syndrome get less attention from their mothers than normal
children at the same age.
9. Studies of intergenerational transmission of attachment (George, Kaplan & Main,
1985; van Ijzendoorn & Bakermans-Kranenburg, 1997) have identified a close
connection between parent’s sensitivity and their ability to promote secure
attachment in their children and their own attachment experiences.
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10. Finally, through Ainsworth’s seminal research and the multitude of studies that
have followed, there seems to be a fair amount of agreement about the following:
• Individual differences in the quality of the baby’s attachment can be reliably
categorized on the basis of security or anxiousness about the mother’s
availability.
• There are fairly predictable links between quality of attachment and the history
of the mother-child relationship in the first year of life.
• Individual differences in the quality of attachment are chronologically stable
under stable family conditions, but they may shift when family circumstances
lead to change in maternal availability.
• Quality of attachment in infancy is a reasonable good predictor of socialemotional functioning through at least adolescence.
• The quality of care that the mother is able to provide, is greatly influenced by
the quality of marital or other family support available to her in raising the child
(Lieberman, 1997).
By the end of the first year, the normal child is clear as to whom he prefers to care for
him, a preference which is especially evident when he is frightened, sick or tired. A
year later, he is typically able to make small excursions from his secure base
(Ainsworth, 1967), but each time returning to the caregiver before new excursions
are being made (Rheingold, 1966). The ability to explore and play seems to be linked
to the presence of the mother figure. Sometime between the third and fourth year the
normal child is able to enter into what Bowlby calls a "goal-corrected partnership":
“The onset of simple cognitive perspective- taking enables the child to begin to grasp
something of his parent’s motivation and plans (...) the further improvement of the child’s
language skills help both child and parent better to communicate their plans and wishes to each
other. Confidence in the stability of this mutual understanding becomes built into the child’s
working model of his relationship with the mother figure and enables him to tolerate separation
from her for longer periods and with less distress.” (Ainsworth, 1991, pp. 33-34).
Later in life our ability to tolerate distance - in time and space - from the attachment
figure increases, and new attachment figures are likely to be sought e.g. bonds with
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other kin, close friendships and sexual partnerships. According to the theory,
attachment behavior is not limited to childhood, but is functionally present throughout
life. The availability of an attachment figure is thus held to be crucial for personal well
being also later in life:
“(...) attachment behavior is held to characterize human beings from the cradle to the
grave"(Bowlby, 1979, p.129). "All of us, from the cradle to the grave, are happiest when life is
organized as a series of excursions, long or short, from the secure base provided by our
attachment figure(s).” (Bowlby, 1988, p. 62).
There seems to be contradicting evidence regarding the stability of early formed
attachment patterns (Grossmann & Grossmann, 1991). The Grossmanns (ibid) found
high predictability in attachment patterns from infancy to six years of age. A follow up
at 10 years concluded that even though the behavior manifestations had changed23,
the typical pattern was still functionally present:
“(…) early security seems to be reflected in at 10 years in a general confidence in oneself, one’s
friends and in potential supporters.” (p. 106).
Bowlby (1982) has selected the term "inner working model" to describe the
individual’s internal representation of the world, his attachment figures, himself and
the relation among them (Main 1991). Furthermore Bowlby suggests that the spiral of
never-rested expectancies and the mechanism of self-fulfilling prophecies serve to
increase the stability of inner working-models. He also postulates the existence of an
internal psychological organization with a number of highly specific features, which
include representational models of the self and of attachment figure(s). As Bowlby
himself points out:
“(…) the theory proposed can be seen as having all the same basic properties as those that
characterize other forms of structural theory, of which the variants of psychoanalysis are some
of the best known.” (1988, p. 29)

23

Heterotypical continuity (Kagan, 1994).
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This describes exactly the very problem with this model, which seems to be one of
the weaker parts of Bowlby’s theoretical framework. In postulating internal
psychological structures as the basis for understanding a child’s behavior, one
inevitably gets caught in circular reasoning. The existence of an inner working model
is inferred from behavior characteristics. To explain the same behavior by referring to
the inner working model is clearly an example of circular reasoning. It is difficult to
see what can be gained by doing it.
Attachment theory holds that the child’s early affectional bonds to its prime caregiver
form a kind of prototype for later relationships (Hinde & Stevenson-Hinde, 1991).
Accordingly, a mother’s feeling for and behavior towards her baby are deeply
influenced by her own relational experience, especially those she has had, and may
still have to her own parents. On the other hand mother’s sensitivity to the child’s
signals early in life seems to play a crucial role for his later ability to react properly to
the distress of others (Bowlby, 1988). This implies a continuity and coherence in
people’s relational coping that if the evidence is clear would have major clinical
implications.
The scope and the pretensions of attachment theory are universal. It represents:
“(...) a search for basic processes of functioning universal in human nature, despite differences
attributable to genetic constitution, cultural influences and individual experience.” (Ainsworth,
1991, p. 33).
This grand narrative, about human development is inextricably linked to biology - or
more precisely evolution theory. It holds that some basic human characteristics,
particularly evident in infancy and early childhood, have developed, because of their
survival functions. Attachment behavior, defined as any form of behavior that results
in a person attaining or maintaining proximity to some other clearly identified
individual who is conceived as better able to cope with the world (Bowlby, 1988),
is conceived as an integral part of human nature and one that we (to a varying
extent) share with members of other species. Its biological function is to protect the
mobile infant and growing child from a number of dangers, amongst which in man’s
environment of evolutionary adaptedness the danger of predation is likely to have
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been paramount. (ibid). It follows from this that attachment behavior has its own
motivation, distinct from feeding and sex:
“The need for attachment is as basic as the need for food and water. There is no survival
without it.” (Hinde & Stevenson-Hinde, 1991, p. 108).
Not only has attachment research been theoretically closely linked to biology, it also
relies heavily on biological methods. From the ethological tradition it has adopted the
focus on the context and function of behavior and direct observation methods.
Together with a strong methodological reliance on prospective studies and
longitudinal data, this has produced amounts of interesting, though questionable,
results. Attachment theorists emphasize, however, that their frequent references to
biology do not imply that behavior is regarded as determined by genetic factors, but
rather by a continuous interaction between genetic factors and life experiences.
Research on human attachment has been criticized theoretically, methodologically,
and for the way data have been interpreted. Nevertheless, the basic assumptions of
attachment theory seem hard to repudiate. First, the fundamental biological premise,
i.e. evolution theory, on which its basic assumptions rest, stands stronger than ever:
“The fundamental core of contemporary Darwinism, the theory of DNA-based reproduction and
evolution, is now beyond dispute among scientists. It demonstrates its power every day,
contributing crucially to the explanation of planet-sized facts of geology and meteorology,
through middle-sized facts of ecology and agronomy, down to the latest microscopic facts of
genetic engineering. It unifies all of biology and the history of our planet in a grand story.”
(Dennet, 1995, p. 20).
Second, there is hardly a serious developmental psychologist of today who questions
the core assumption that the human infant is born with specific behavioral and
perceptual characteristics that stimulates social interaction with a caregiver. Third, it
is documented beyond doubt that the typical attachment-behavior is a universal
behavioral pattern activated by certain danger-provoking events. To prove its
evolutionary basis is, however, difficult:
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“There can be no proof that such properties of human behavior and development are the
products of natural selection operating in our environment of evolutionary adaptedness. All that
can be said is that in such cases, a wide range of otherwise apparently independent facts are
integrated better by the theory of natural selection than by any other.” (Hinde & StevensonHinde, 1991, p. 58).
However, linking psychology and psychotherapy to what Dennet (1995) calls "the
grand story of our planet" is, as attractive as it may be, an effort that places itself in
fundamental opposition to the dominating theoretical discourse in the family therapy
field.
The reason for including theory and research on human attachment into this thesis is,
however, its implications for family therapy. First, it represents a set of ontological
premises that therapists can dislike, or choose to be indifferent to, but should not be
unaware of. As an evolutionary based theory, it proposes that there is a true “human
nature”, that there are universal aspects of psychological functioning that have
evolved to solve relatively specific problems our ancestors faced in the environment
of evolutionary adaptedness (Bjorklund & Pellegrini, 2002). Furthermore, attachment
theory strongly emphasizes the crucial role played by the early caregivers to the
child’s development. By so doing, it provides a powerful argument for relating to the
child’s caregivers when doing therapy with children. This does not necessarily have
to imply family therapy, but it makes the child’s family an obvious port of entry in most
focused practices.
Even more important for therapists working with children, is perhaps the normative
understanding of psychological health or "well-being" which attachment theory
explicitly advocates. It describes what a good or desirable psychological
development is. It also specifies the conditions that have to be present for the child to
become "healthy, happy and self-reliant" (Bowlby 1988, p. 1), or to achieve "the
ability to appraise and express emotions, and to rely on close social relationships for
support in times of stress" (Hinde & Stevenson-Hinde, 1991, p. 61). Bowlby (1982)
puts it like this:
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“A young child’s experience of an encouraging, supportive and cooperative mother, and a little
later father, gives him a sense of worth, a belief in the helpfulness of others, and a favorable
model on which to build future relationships. Furthermore, by enabling him to explore his
environment with confidence and deal with it effectively, such experience also promotes his
sense of competence.” (Bowlby, 1982, p. 378)
On the other hand, lack of support, sensitivity and encouragement from the caregiver
tends to produce lowered resilience, defective control and vulnerability (ibid).
It can be argued, however, that the desirability of "psychological well-being"
"happiness" and "self-reliance" has to be relative to circumstances and should not
necessarily be regarded as the most adaptive qualities in any context, culture or
society. At least, it can be maintained that a society needs people with different
coping strategies. Certainly, lots of creative contributors to art, science and politics
have been far from possessing the above characteristics. However, as parents, most
of us want to see our children develop happily and with self-confidence. As
therapists, we may assume that parents who seek our assistance have the same
wishes for their children.
The relevance of theory and research on human attachment to family therapy does
not, however, have to depend on the acceptance of its ontological premises. As will
be spelled out in more detail in part IV, it is the idea- and question-generating
property of attachment theory and research that makes it most significant for the
family therapist.

Temperament
Researchers in the field of human temperament seem to agree that temperament
refers to characteristics in human behavior that:
(1) varies among individuals
(2) is moderately stable over time and situation
(3) is under genetic influence
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(4) appears early in life
(Kagan, 1994)
There is less consensus, however, as to what qualities are primary and how they are
best described. Different conceptualizations have been offered by, among others
Thomas and Chess (1977), Buss & Plomin (1984), and Kagan (1994). Researchers
have not either been able to agree upon a strict definition of temperament. There
even seems to be disagreement about whether this lack of satisfactory definition is a
serious limitation. McCall (1986), for example, thinks not:
"That disagreement does not bother me much. We don’t have a very satisfactory definition of
intelligence, although people seem to agree to a workable extend on which behaviors are
‘intelligent’ and which are not. As long as there is at least some agreement about which
behaviors are ‘temperamental’ and which are not, research can proceed and perhaps a
definition will emerge empirically." (p. 6.)
Stevenson-Hinde and Hinde (1986), on the other hand argues that temperament
applies better to a field of study than to a set of behavioral dimensions. They put
forward three reasons for this: First, genetic effects change with age and with context
of development; second, heritability estimates are notoriously difficult to quantify; and
finally, peri- and postnatal experiences, as well as learning potential, may confound
heritability.
Although studies in human temperament can be traced seventeen hundred years
back to Galen in ancient Greece, Thomas and Chess (1977) are commonly credited
for taking up systematic studies of temperament in childhood. Ever since they
introduced the concept “goodness of fit” the major focus of temperamental research
has been the relationship between individual characteristics and the interactional
context in which these characteristics appear. Thomas and Chess’ were impressed
by the fact that the adverse experiences from which children suffer seemed
insufficient to understand why some developed major problems while others did not.
Some children developed behavioral and emotional problems apparently without
having been exposed to environmental hardships, while others who had undergone
seriously adverse experiences appeared to remain unscathed. Thomas and Chess
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supposed that this reflected individual differences among children. Although often
ignored in psychological research, or merely, treated as error, individual differences
are often of far greater magnitude than group differences (Pike, 2002).
Thomas and Chess (ibid), suggested that stable individual traits, which they called
temperament, are identifiable early in infancy. Moreover they suggested that these
traits have a major impact both on who develops emotional and behavior
disturbances and what kind of problems they get.
Thomas and Chess originally described nine temperamental dimensions on which
infants and young children could be seen to differ, and which had an impact on their
subsequent development. These were approach-withdrawal, adaptability, quality of
mood, intensity of reaction, distractibility, persistence, rhytmicity or regularity,
threshold of responses, and activity. Out of these nine they created three abstract
categories: The "easy children", who are adaptable and regular in their habits,
"difficult children" who are characterized by withdrawal in new situations, irregularity
in biological functions, and intense and negative emotional reactions. Finally, there
are the "slow to warm up" children, who typically are quiet and withdrawn initially, but
when handled rightly gradually becomes able to cope with unfamiliarity. Thomas and
Chess also suggested that these three temperamental categories predisposed
children to develop certain kinds of psychiatric problems. While the easy child was
considered to be relatively invulnerable to stress, the "difficult child" and the "slow to
warm up child" have an increased risk for developing respectively aggressive or
antisocial behavior, and emotional problems and withdrawal. "Goodness of fit" was
introduced to account for the relationship between the child’s temperament and
parental expectations and coping style, emphasizing both the interactional nature of
development and the child’s own contribution to the interaction.
Even though attachment theory and theories on temperamental differences have
different origins and empirical foundations, some basic assumptions seem to be
shared by both: the human infant is born with qualities or characteristics that have a
major impact on later development. Attachment theory is concerned with general
characteristics, shared by all healthy infants. Temperamental studies highlight the
significance of individual differences. Hence, both fields rely heavily on biological
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premises. They also seem to share the same basic ambition, i.e., to contribute to the
creation of universal theories of human development.
For most clinicians with comprehensive experience with troubled children and their
families, the notion of basic individual differences makes intuitively sense. Mismatch
or lack of fit between a child’s behavioral style and his caregivers’ expectations are,
furthermore, a common clinical issue. Leaning exclusively to an environmental
position, one inevitably gets caught in a net of paradoxes. In a problem family, how
comes it that one and not the other of the siblings is recruited into trouble. Why do
some children survive traumas like severe abuse, losses, or exposure to death and
mutilation, apparently without lasting psychological disturbances, while other children
react to what seem like minor stress with long-lasting, or even chronic problems?
Why do some children respond well to therapeutic intervention, while others do not?
In short, why do children with apparently similar kinds of experience react and
develop so differently; and why do children with very different backgrounds develop
very similar kind of problems?
These questions cannot be answered without awareness of how biological
propensities interact with environmental influence. There is no such thing as identical
environmental factors or experiences. One reason for this is that every individual is
unique, as is also every experience a person makes. Although the biological
uniqueness is present from the start, this does not mean, that it provides a sufficient
explanation for why children develop so differently. Hence, searching for causes of
disordered behavior and personality organization in genetic markers and biochemical
defects will never provide the complete picture (Zeanah et al., 1989).
This point is highlighted by recent developments in behavioral genetics (Plomin et al.,
2001; Rutter, 2002; Pike, 2002). Genetic factors are not only important for children’s
outcomes because of their direct effects development and behavior, but because of
the way they mediate environmental aspects such as parent-child interaction.
Questions addressing how genetic propensities or biochemical dysfunctions transact
with experiential factors are not only empirical questions but also a question of how
to translate between two different scientific languages both telling overlapping stories
about human existence. There are no psychological experiences, without associated
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biochemical processes. And most biological processes with significance to
psychology have corresponding experiential parallels. Temperamental studies tell
their piece of the story.
Buss and Plomin (1984) have questioned Thomas and Chess’ both methodologically
and because factorial analysis have failed to confirm their categories. Their
alternative was to behaviorally define three temperamental dimensions: Emotionality,
standing for the likelihood of becoming intensely and easily upset, sociability, which
covers the propensity to prefer the presence of others to being alone, and activity
which means the tendency to be active and energetic. Buss and Plomin’s three
dimensions seem to have gained much support in the research literature. Prior
(1992) concludes in a comprehensive review that:
“Overall there appears most consensus on the three temperament factors of Sociability, Activity
and Emotionality. Moreover, heritability estimates, whilst very modest, appear to be greatest for
these factors.” (p. 253).
Sanson et al. (2002) likewise refer to three dimensions, two of which seem largely to
correspond with those suggested by Plomin, reactivity or negative emotionality,
approach/withdrawal, inhibition or sociability. The third, self regulation, referring to
effortful control of attentional and emotional processes, does not overlap with
Plomin’s third dimension i.e. activity. Graham and Stevenson (1987) have expanded
Buss and Plomin’s view by proposing that infantile temperamental characteristics are
minor variations of infantile psychopathology; a point of view that Prior (ibid), on the
other hand, finds no general support for in the literature. Her preliminary position is
that temperament in itself is not a risk factor but that it exerts its effects via
transactions with other significant biological relationships and environmental
variables. She maintains:
“Temperament by itself is only minimally predictive from infancy to later ages, whereas in
combination with other relationship factors such as mother’s perception of the child as difficult,
and early biological factors, it operates in an additive fashion to predict quiet strongly” (p. 265)
(...) “There is no such thing as pathological temperament since behavior disorder is very much a
function of the reactions and responses of significant others in the child’s environment to
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individual behavioral expressions. Nevertheless, there is broad agreement that some kinds of
temperament which are perceived as adverse or difficult may make a child more vulnerable to
poor outcome.” (p. 262).
What kinds of characteristics that are regarded as adverse depends, as we shall see,
on the child’s gender, parental standards and values, the particular behavioral
context, and variations across cultures.
The implicit assumption that temperamental characteristics are, by their nature,
continuous, has been forcefully questioned by Kagan (1994). He argues for a
category based approach:
“The preference for placing each individual on a number of continuous psychological (or
biological) dimensions, rather than assigning some people to categories, rests on the premise
that all the variation in a quality like sociability is derived from the same underlying processes. A
shy person is presumed to have less of whatever a sociable person possesses in abundance. I
favor the view that extremes of sociability and shyness are mediated by different processes.” (p.
276).
Reviewing evidence from sources like comparative biology, human anatomy and
physiology, studies of infants’ reactivity to stimuli, direct observation of children’s
behavior and parental reports, Kagan warns against over-simplification:
“It will be useful to relinquish, or at least hold in abeyance the twin ideas that there are only a
small number of temperaments and that each are displayed across a broad range of situations.
Cognitive scientists are beginning to appreciate the mistake of overgeneralization and are now
specifying the context the process that takes place.” (p. 40-41).
Recognizing the difficulty with differentiating temperamental from cognitive process in
development, Prior (1992) makes some other reservations:
“Thus it is difficult to conceive of temperament as pre-cognitive, or independent of cognition.
Even young infants cognate in observable ways, hence temperament and cognition develop in
parallel moderating each other.” (pp. 271-272).
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What is perceived as a good or desirable temperament seems, moreover, to vary
with respect to the child’s gender. This also influences the child’s social interaction
with others. Stevenson-Hinde and Hinde (1986) found that active four-year old boys
had positive sibling relationship, while active girls did not, and that active girls were
often disconfirmed by adults, while active boys were not. Activity was also associated
with positive interactions between fathers and sons, but with negative interaction
between fathers and daughters. With mothers, activity was correlated with negative
interactions for children of both sexes. On the other hand, shyness in boys was
correlated with fewer positive and more negative interactions, while the opposite held
for girls.
The vast majority of temperamental research has been done in the Western part of
the world and with children of Caucasian origin. There is evidence, however, that the
distribution of temperamental characteristics is different in children from other origins
(Kagan et al., 1978), and certainly that cultural and materiel differences influences
what kind of temperamental qualities are being rewarded (Super & Harkness, 1986).
A dramatic example is reported by deVries & Sameroff (1984). Studying Masai
families in Kenya, he found that the infants’ temperament was an important predictive
factor for survival when they were exposed to famine. Most of those whom he had
classified as "difficult" when they were 4 to 6 months old - fussy and irregular, not
adapting or approaching, intense in their responses - had survived when he saw
them 3 months later. Most of their more quiet, positive and accepting peers did not.
The hypothesis that difficult infants are more likely to be fed and therefore survive
was also supported by the observation that these children by the age of 4 to 6
months were larger than the "easy" ones. Differences to Western standards about
child "fitness", has been reported in a study of Brazilian mothers from a poor area
with high infant mortality (Super & Harkness, 1986), in Puerto Ricans living in New
York (Thomas & Chess, 1977; Korn & Gannon, 1983) and in Kokwet, a rural farming
community in Africa (Super & Harkness, 1983)
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In spite of conceptual, theoretical and methodological limitations24 the evidence for
inborn individual differences, commonly referred as temperamental are nevertheless
difficult to repudiate. Observing the physiological and behavioral reactivity of fourmonths-old healthy infants to different modalities of stimuli, Kagan and his colleagues
were able to distinguish between four distinctly different profiles. Two of which turned
out to be good predictors of later coping style. Those two were the high reactive
infants who constituted 20% of the group and the 40% who were scored as low
reactive. Observed again at twenty-one months when exposed to a fear-provoking
situation, there was a striking connection between fear-reactions and reactivity at four
months. The high reactive infants had a high probability of becoming fearful at
twenty-one months, while low reactivity at four months was associated with fearless
behavior. Seventy-eight percent of those who were consistently high fear or
consistently low fear had been classified appropriately as either high or low reactive
at four months. The consistency from four and twenty-one months to three and a half
years, although present, was far less striking. Kagan and his colleagues also found
some connections between selected physiological parameters and the child’s
reactivity and later coping style. But the predictive power was less robust than for
infant reactivity.
Nevertheless 40% of the infants were neither classified as inhibited nor uninhibited at
four months, but in two less extreme in-between groups. Furthermore, of the
classified ones, 22% "changed group" from infancy to twenty-one months and even
more of them had done so, when observed again fifteen months later. That means
that continuity was found for less than half of the children. For a therapist, it is
perhaps these changes that represent the most interesting challenge.
Difficulties associated with trying to isolate and specify different influencing factors in
human development are of course not confined to temperamental studies (McCall,
1983). It applies as much to, for instance, intelligence and seems to be a basic
problem in all developmental psychology. Writers in the field of human
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For comprehensive reviews see Plomin & Dunn,1986; Kostham et.al.,1989; Prior, 1992; Kagan,1994; Sanson
et al., 2002)
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temperament, vary, however, with respect to how optimistic they are on behalf of this
project. Kagan (1994) maintains:
“Progress in neurobiology will aid the discovery of new temperaments, for future scientists will
regularly gather information on central brain states while children are engaged in particular
challenges. When this time comes, biological variables will be more consistent features, along with
behavior, of an individual’s temperamental category” “(...) Thus the number of temperamental
types will increase in a major way.” (p. 284).
Stevenson-Hinde & Hinde (1986) do not share this view:
“(…) temperamental characteristics cannot be viewed purely as aspects of the behavioral style
of an individual. They vary, at least to some extent, with the content of behavior. And they are
affected by the social and physical situation, cognitive development, and by other aspects of the
individual (p.118) (....). We are concerned not with static entities whose effects appear as
invariant action, but with propensities whose interactions with each other depend on a variety of
conditions operating at the moment.” (p. 116).
Apparently, Kagan thinks of temperaments as some kind of pre-existing entities
which to a certain extent, can be discovered. This is a problematic position.
Temperament is a theoretical construct basically inferred from behavior. It describes
a set of more or less well-defined behavioral characteristics. For instance, when a
child seems to prefer his own company and reluctantly speaks in the company of
others, he is referred to as shy, inhibited or introvert. To explain the same behavior
by referring to temperamental characteristics, for example that he prefers his own
company because his is shy or introvert is circular. In a strictly logical sense, referring
to temperamental characteristics explains nothing. Yet, accepting that temperament
is a human made description and not a scientific discovery, does not mean that the
research data the field has produced is without scientific or clinical relevance.
Individual differences in human behavior are real and observable, from early
pregnancy to death. Therefore, to explore such differences has also extensive clinical
significance.
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Research in human temperament is a heterogeneous field. The question raised and
the data produced are both manifold and to some extent contradictory. So what do
we have? Or more specifically, what do we have that may be of relevance to the
family therapist? In general terms we can join Prior (1992) in that:
“(...) knowledge of a child’s temperament and its match with his or her family and wider social
environment can be helpful in clinical and educational settings in finding ways to reduce conflict
for families with problems.” (p. 266).
More important is perhaps that knowledge about temperamental differences will have
to influence the therapist’s thinking and behavior; for example the questions he asks,
the connections and meanings he negotiates and the solutions he will explore.
Temperamental studies represent a rich source for questioning reactions, patterns
and connections in a family. Moreover, interest for and knowledge about
temperamental differences will have an impact on the therapist’s attitude towards the
child. An implication of which is a greater respect for the child’s individuality and his
right to be different from what parents and other significant persons want or expect
from him. Most therapists accept that a child’s intelligence may limit his accessibility
to change. Perhaps we should be equally willing to accept that temperamental
characteristics may do the same.

SCIENTIFIC VERSUS NARRATIVE KNOWLEDGE
Constructionism has changed the conception of knowledge in many fields. In contrast
to objectivism which refers to independent realities - truths that can be discovered constructionism suggests that our reality is invented. According to constructionists,
objectivists are inventors who believe they are discoverers (Elsass, 1996).
Objectivists concentrate on the accuracy of their theories and findings, while
constructionist’s discuss utility. Thus, constructionism represents a shift from the
notion of truth to the notion of significance.
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Lyotard (1984) has pointed out that knowledge is not the same as science. Scientific
knowledge is composed of denotative or descriptive statements that, according to
specific rules, can be verified or falsified. Knowledge refers to more than that:
"knowledge is what makes someone capable of forming "good" denotative
utterances, but also "good" prescriptive and "good" evaluative utterances" (p.18).
Lyotard refers to this kind of knowledge as narrative. Its legitimization is consensus:
“The consensus that permits such knowledge to be circumscribed and makes it possible to
distinguish one who knows from one who doesn’t (the foreigner, the child) is what constitutes
the culture of a people.” (p. 19).
Science, however, has its own problems with legitimization:
“It is recognized that the conditions of truth, in other words, the rules of the game of science, are
immanent in the game, that they can only be established within the bonds of a debate that is
already scientific in nature, and that there are no other proofs that the rules are good than the
consensus extended to them by the experts.” (p. 29).
Thus, scientific theories have been described as particular refined narratives
(Howard, 1991) ultimately legitimated by consensus.
Bruner (1986) distinguishes between paradigmatic and narrative modes of thought
which are distinguished by having operating principles of their own, their own criteria
of well-formedness, and different procedures for verification and also by implying
different types of causality:
“(…) one leads to search for universal truth conditions, the other for likely particular connections
between two events – mortal grief, suicide, foul play.” (p. 12).

Truth versus utility
Evidently therapy is not primarily concerned with universal truth, but with the
particular; with meaningful connections, with practical value, with efficiency and
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utility; that is, what is recognized as good and helpful for people. Moreover, it
concerns what Lyotard describes as "know-how", for instance, knowing how to
arrange a conversation, how to talk with people, how to ask questions, and how to
listen. Therapeutic knowledge also refers to the capability of making "good"
prescriptive and evaluative utterances. This is in accordance with what White (1995)
refers to as skills and what makes de Shazer (1991) refer to himself as an expert.
Thus, following Lyotard’s and Bruner’s distinctions, therapy belongs primarily to the
narrative mode of thought or domain of knowledge. There are no reasons to regret
this. Narrative ways of thinking are in many ways superior to scientific knowledge in
making practical assessments and predictions:
“Predicting that someone will duck if you throw a brick at him is easy from an intentional or folkpsychological stance; it is intraceable if you have to trace photons from brick to eyeball, the
neurotransmitters from optic nerve to motor nerve and so forth.” (Dennet, 1995, p. 237).
Moreover, Lyotard holds that scientific and narrative knowledge belong to different
language games with their own particular rules. Any connection between them is
arbitrary: "moves judged to be "good" in one, cannot be of the same type as those
judged to be "good" in another, unless it happens that way by chance" (p. 26).
Accordingly, it is not possible to translate scientific knowledge, as "truths", into
therapeutic practice:
“There is nothing to prove that if a statement describing a real situation is true, it follows that a
prescriptive statement based upon it (the effect of which will necessarily be a modification of
reality) will be just.” (p. 40).
Bateson (1972) goes even further when he argues that to attempt to apply research
findings as bases for therapeutic conduct is an error of logic fraught with potentially
tragic consequences.
Does this imply that scientific knowledge is irrelevant to therapy? Not necessarily, but
it means that there is no direct connection between the "truths" of science and the
practices of therapy. But "truths" in a scientific sense are anyhow of limited value for
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therapy. It would hardly be helpful for anyone to just hear the "truth" (if these kind of
truths had existed) about oneself or one’s situation.
Following Medawar (1967) and Feyerabend (1978), Lyotard claims that the most
distinguished feature of science is not that it produces verifiable or falsifiable
statements, but that it generates ideas: "a scientist is before anything else a person
who tells stories" (p.60). Moreover, as alternative to what he refers to as the “grand
narratives” or “metanarratives” typical of modernism, Lyotard offers a position where
the multitude of small and local stories is being valued. Polkinghorne (1992)
accordingly argues that academic science and professional practice can be analyzed
as two separate epistemological systems. The first anchored in the scientific tradition
of modernism, which implies a search for general lawfulness in human thought and
behavior, the other, referring to a pragmatic and locally embedded knowledge, based
on practice and clinical experience and consistent with a postmodern epistemology.

Therapy-external knowledge and therapy-internal knowledge
In the following, an alternative approach to therapy will be explored. This approach
treats scientific knowledge, not as facts or truths, but as narrative sketches which can
supply the therapist and consequently the client with alternative ideas, questions and
descriptions. In this exploration a distinction will be made between what may be
called therapy-external knowledge versus therapy-internal knowledge.
Therapy-external knowledge refers to knowledge that aims at describing and
explaining general characteristics of human existence, development and deviation,
and which is not directly related to therapeutic processes. In child-focused cases, this
will for, instance, include knowledge about child development, children’s reactions to
traumas and child psychiatric diagnostics. As we have seen this kind of knowledge is
by many family therapists being regarded as either irrelevant (de Shazer, 1993;
Anderson and Goolishian, 1988, 1992) or restraining for the therapeutic dialogue and
relationship (White, 1993). Therapy-internal knowledge, which from this point of view
has been regarded as the family therapist’s only concern, is knowledge about
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therapeutic processes, for example what generates dialogue, self-reflection and
change, in other words what we have seen Lyotard (ibid) refer to as know-how.

SCIENTIFIC KNOWLEDGE AS A SOURCE FOR THERAPEUTIC
EXPLORATION
Essential to most therapeutic efforts is to explore and challenge the client’s beliefs,
experiences and behavior by means of therapeutic questions. Questions may or may
not be supplemented by suggestions, tasks or even advices. These questions and
interventions are not taken out of the air. So what are their sources? Obviously, one
is the client’s presentation of himself; the stories he tells, his complaints, his anger,
despair or suffering. Another source may be information and judgment from others,
for instance family members or referral persons. But all this information must in some
way be perceived, understood and framed by the therapist, the reference of which is
his prior experiences and knowledge.
Although most therapists rely heavily on his or her own personal experiences from
private or professional life a therapist is generally expected to make his observations
and judgments on the basis of some kind of expertise. Accordingly, his questions are
supposed to be grounded on his professional experience and knowledge. Even
though most family therapists claim that they represent some kind of expertise, it is
difficult to find any consensus across the field on the exact nature of this expertise.

Reflection in action
Therapists cannot operate without ontological premises. It is on these premises that
consecutive assessment and decisions in therapy are based. Two basic
assessments concern, as we shall see, what is supposed to be changeable and what
is judged to be right to change. Within the process of therapy, the most important
decisions we make concern what to explore and when and how to do it. The how
refers to the way we ask our questions, and how we formulate our comments and

136

propositions. The when refers to the timing i.e., when is it expedient for the process
of therapy to explore different themes or issues. All concern the difficult art of doing
therapy, in other words, what here is called therapy-internal knowledge. Every
therapist knows that how and when we choose to explore a particular issue may be
critical for the client’s experience of being understood and accepted. Therefore it is
also critical for the therapeutic relationship and the therapeutic process as a whole.
Although this kind of practice obviously is informed and influenced by the therapist’s
experiences from other life arenas, as well as his theoretical stance, it may
nevertheless be argued that it is an expertise on its own premises.
A brief visit has already been made (p. 41) to Schön (1983) and his analyses of how
professionals think and reflect in action. Schön’s main point is that practicing
professionals, when they reflect-in-action, become researchers in the practice
context. They do not depend on the categories of established theory and technique,
but construct a new theory of the individual case. What characterizes reflection-inaction, is that the practitioner approaches the problem as a unique case or a unique
entity, for which he must invent a uniquely appropriate description. He does,
however, not act as if he had no relevant prior knowledge. On the contrary, prior
knowledge represents a frame for analyzing the unique situation and also a base for
reframing situations which he doesn’t understand or within which he feels stuck. This
he does through a web of moves, discovered consequences, implications,
appreciations, and further moves. The individual moves yield new phenomena to be
understood, problems to be solved, or opportunities to be exploited. The degree to
which the reflection directs the process, or the process directs the reflection, can of
course be discussed (Ekeland, 1999). Anyhow, in reflection in action, the processes
that we intend to influence and the reflections that we make in order to understand
and influence them are mutually dependent.
Typically for practical problem solving is that the practitioner’s moves produce
unintended changes, which give the situations new meanings to which he has to
adapt. As Schön puts it: “the situation talks back”, which means that the practitioner’s
effort to solve the reframed problems yields new discoveries which call for new
reflection-in-action.
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“The process spirals through stages of appreciation, action, and reappreciation. The unique and
uncertain situation comes to be understood through the attempt to change it, and change
through the attempt to understand it.” (p. 132).
Schön argues that reflection-in-action may be analyzed as an experiment on-the
spot. Under the condition of everyday professional practice, however, the norms of
controlled experiments are achievable only in a very limited way. In practical life it is
often impossible to shield the experiment from the effects of confounding changes in
the environment. Moreover, the situation is often unstable, the variables inseparable,
and the intention is often to understand and change a situation at the same time.
The practitioner is typically in or a part of the situation that he seeks to understand.
He understands the situation by trying to change it and considers the resulting
changes, not as a methodological problem but as the essence of successful practice.
The practitioner will thus necessarily violate the cannons of controlled experiment,
which calls for objectivity and distance. The typical on-the-spot experiments, which
characterize practical problem solving are, according to Schön, exploratory and move
testing, while hypothesis testing experiments, which play the prominent role in
research, have a limited function.
An exploratory experiment is probing playful activity through which we get a feeling
for things. It succeeds when it leads to the discovery of “something there”. Movetesting experiments are deliberate actions undertaken with an end in mind. The move
is affirmed when it produces what is intended for and is negated when it does not.
The ultimate question in a move-testing experiment is: “Do you like what you get from
the action, taking its consequences as a whole?” (ibid, p. 146).
Reflection-in-action may, according to Schön, be rigorous in its own right. If we can
develop an epistemology of practice and thus link the art of practice in uncertainty
and uniqueness to the scientist’s art of research, we can also increase the legitimacy
of reflection in action and encourage its broader, deeper and more rigorous use.
Schön, furthermore, maintains that we can relate to knowledge embedded in
professional practice in principally two different ways: We can consider professionals
to know something worth knowing, something that is describable and understandable
by others and hence develop ways of describing it in understandable terms. Or we
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can make knowledge in practice more complex, more private and more closed to
inquiry than it needs to be. Demystification of professional knowledge implies,
according to Schön, not to disclose the falsity of the practitioner’s claims for
knowledge, but to open it for inquiry.
Transferred to the therapy field, reflection in action depends on the therapist’s skills
and flexibility in adjusting to and making use of what happens when the situations
talks back, for example when unintended changes are generated. How does he
proceed, how does he employ what happens in a therapeutically beneficial way? The
skill the therapist applies when he makes his moves in action is what here is referred
to as therapy internal knowledge. On the other hand, Schön emphasizes the need for
the kind of knowledge that here is referred to as therapy external, in order to frame
and possibly reframe25 what he sees and hears. A typical case calling for such
reframing would be, for instance, when the therapist begins to suspect that the
adolescent in the family not only is delinquent, but also has a serious drug problem.
Another case is when the child, besides appearing depressed, also presents
characteristics indicating a cognitive impairment which restricts his ability to interpret
other persons. How the therapist uses his knowledge about substance abuse or
developmental disturbances in order to challenge and reframe the family’s
dominating perception of the problem belongs, on the other hand, to the therapy–
internal domain of knowledge.

What to explore
Compared to when and how, the what-question has a more difficult status.
Obviously, the experienced therapist has collected amounts of knowledge about
themes or issues to explore. In child-focused cases this may, for instance, be the
history and development of the child’s problems, the parent’s families of origin, loss
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In the family therapy terminology reframing refers to a “therapeutic intervention which challenges a family’s
perception by not only calling the symptom or behavior also altering the context in which it is perceived” (Taks
Force, 1985, p. 21).
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or bereavement in the family, constraining beliefs about personal competence,
behavior or interaction patterns associated with the presented problem. Needless to
say, what the experience therapist has picked up cannot be separated from his
theoretical stance. Therapy is an interpretive activity. The same incident will be
understood differently depending on the therapist’s theoretical positions and how he
has understood earlier cases. And the therapist’s understanding of what has
happened in earlier sessions will, in turn, affect what he finds expedient to explore in
the sessions that follow.
Although some topics may be recognized as belonging more to family therapy’s
standard repertoire than others, there is nevertheless a striking lack of consensus in
the field when it comes to what is held to be important to explore. Therapists of
different schools will therefore not only differ with regard to the how and when, but
also in relation to what aspects of human lives and relationships they find relevant to
investigate. It may, of course, be argued that this diversity of approaches only reflects
an even greater diversity in human experiences, beliefs and life conditions.
Furthermore, as Polkinghorne (1992) points out, diversity in therapeutic practice
reflects a therapeutic stance, which emphasizes the uniqueness of each client.
However, as Polkinghorne also admits, therapeutic exploration must be worked out
within some broad guidelines of basic human needs. Although it is possible to identify
basic psychological needs at every age, their presence is more explicit in childhood.
More than anything else, the basic needs of childhood consists of supportive and
lasting relationships with other people. The main concern of developmental
psychology has been to specify what characterizes interactions and relationships
which are developmentally supportive and which are not. And the main concern of
family therapist in child-focused cases is to promote family interaction that supports
the child’s development. In what follows, a more specific investigation of the
relevance and application of modern developmental psychology for family therapy
will be made.
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CHAPTER 7
APPLYING CHILD SPECIFIC KNOWLEDGE

TWO KINDS OF THERAPEUTIC QUESTIONS

Hypothesis testing versus narrative questions
There are two fundamentally different approaches to therapeutic questioning. One
that can be referred to as hypothesis testing questions, which is built on the
assumption that there are facts "out there" to be collected or relationships, systems
or structures to be uncovered. The model of which is modernistic scientific inquiries.
Within this perspective the purpose for the therapists’ questions is to decide whether
a given assumption about how things are, correspond with a given reality. This
approach, also referred to as structuralistic, (de Shazer, 1991a) has been forcefully
criticized in relation to psychological inquires in general (Gergen 1985; Shotter, 1992)
and in relation to therapeutic exploration in particular (Efran, et al, 1990; de Shazer,
1991a, 1994; White, 1993). The second is to regard scientific knowledge - theories
and data - as stories or fragments of stories that can give rise to curiosity and
wondering about the aspects of human existence that are under investigation. This
approach may be called "narrative". It accepts that:
"(…) we must abandon the idea that: what is "really" available for perception out there is an
orderly and systematic world (potentially) the same for all of us - such that, if we really persist in
our investigations and arguments, we will ultimately secure universal agreement about its
nature." (Shotter, 1992, p. 69).
Questions based on scientific theories and data will in this line of thinking primarily be
valued because of their story generating quality. Good questions are "those that
generate additional options for living (Efran et al, 1990 p. 180).
What qualities are we looking for in therapeutic questions, or more precisely; what
kinds of questions are useful in generating options for understanding children’s
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behavior and development? Good questions are good first because they focus on
important themes or topics, secondly because they are being asked in a way that
generates reflexivity. At the present only the first quality will be addressed.
Based on the preceding visit to developmental psychology, three obvious themes for
therapeutic questions seem to appear: The first concerns individuality, and the
uniqueness of every child’s development, experience, and situation. Secondly, there
are questions examining the typical, i.e., what this child has in common with all
children or a particular group of children. The unique and the typical characterizing a
child is often most significantly demonstrated in the way the child relates to other
people, how it influences his relationships. A third kind of question derived from child
developmental research are questions that more specifically explore relationships, in
particular attachment relationships.

Child specific questions
The three areas of research, which have been referred, have this story- or options
generating quality. They represent sources from which a number of questions and
alternative stories can be derived. Studies in early interaction, human attachment and
temperaments are, however, not the only areas of research that have this quality;
rather they are presented as examples of how knowledge can be applied. Yet, they
have some common characteristics that seem particularly relevant for this purpose. It
concerns the territory in which they operate: First, between uniqueness and the
typical in a child’s development, experience, behavior and situation, and second in
the transaction area between the biological and the social domains. Paradoxically, it
is the ambiguous, fragmentary, and partly contradictory character of these theories
and findings that make them a particularly rewarding basis for therapeutic questions.
Based on these theories and findings the therapist can ask questions, not in order to
be confirmed about what he already knows, but for exploring what he doesn’t know
or understand.
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This point is perhaps better illustrated by some examples. Even though attachment
theory holds that all healthy children with a minimum of stability in the care-giving
system, will develop strong social bonds to a limited number of persons during the
first year of life, it is also recognized that this bonding gives rise to a variety of
individual expressions. These differences have been systematically explored by
Ainsworth and her colleagues (1971, 1978) in the so-called "strange situation", and
through a number of studies based on her landmark work. These differences have,
moreover, to varying degree been attributed to inborn characteristics, for instance
temperamental differences and experiential factors, like parental behavior. Fields
(1981) study referred to earlier (p. 97), illustrates how inborn characteristics in the
infant influences the relationship between the individual child and his caregivers.
Behavior genetics has to a considerable degree expanded our knowledge about
children’s unique influence on his caregivers (Plomin et al., 2001; Pike, 2002). When
we for instance meet a shy, dependent and anxious child in family therapy, we can
use our knowledge about this research to explore the parents’ and the child’s ideas
about the nature and origin of the problems. For instance, how situation dependent is
the child’s behavior? What does the child do when the distance between child and
parents increases? When he is left alone? When he is exposed to strangers? How
does his dependency vary according to what state he is in, i.e., tiredness and
sickness? To what extent is his anxiety related to the company of one or the other
parent? When does he appear most safe and confident? What do the parents do to
make him safe? How does the child react to different parental strategies? Which
strategies have been most successful? How do the parents understand his behavior?
How does this behavior fit with the parents’ expectancies? Is it more familiar or
recognizable to one, than to the other of the parents? Who is most concerned about
it? What kind of reactions does the child’s dependent and anxious behavior provoke
in each of the parents? Would it be different if the child was a girl and not a boy?
Remember that shyness in boys seems to be correlated with more negative than
positive interactions, while the opposite seems to hold for girls (Stevenson-Hinde &
Hinde, 1986). Moreover, has the child always been like this? When did it start? Has it
changed over time? What do they think about the future? What kinds of change do
they hope for? How probable do they suppose these changes to be?
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Probably every single one of the above questions could have been asked without
prior knowledge about attachment theory, temperamental studies, or any other
specific developmental psychology knowledge. However, in this approach they are
not only to be regarded at isolated questions, with their own story-generating quality,
but as a cluster of questions explicitly designed to direct attention towards themes or
topics that is held to be relevant for children with emotional or behavioral problems.
This is why they can be called child specific questions, as they turn our attention to
child specific matters. Because of their story- and hence option-generating quality
they possess a considerable change potential. Different narratives about the nature
of the problems also create different narratives about their solution. Moreover, they
can also, as will be demonstrated in the last part of this thesis, be combined with
questions more specifically design to create change or solutions.

ALTERNATIVE STORIES
Returning to John (p. 92) who was neither shy nor dependent, but on the contrary,
challenging, hyperactive and acting out. How can our knowledge about child
development be helpful in creating alternative stories about his life and problems?
Or, more precisely, how can we utilize our knowledge so that we, together with John
and his family, create a story that will be helpful to them?

John’s attachment story
Basically, there are an infinite number of stories that could be told. However, it seems
possible to suggest three main courses or plots. The first takes John’s early
childhood experiences as the point of departure. This could for instance include ideas
about how he in his first years of life, due to low caretaker/child ratio in the nursery or
lack of staff stability, failed to form attachment relationships or got his early
attachment relationships disrupted. Or/and that he, for the same reasons, suffered
massive under stimulation, perhaps even maltreatment. Several studies have shown
that children raised in scarcely staffed institutions are prone to developmental,
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behavioral and emotional problems (Goldfarb, 1945; Provence & Lipton, 1962).
John’s parents told us that he promptly and without any transitional period was
handed over to them when they arrived at the nursery. They got no opportunity to
prepare him and were even denied access to the room where he slept. They were
thereafter stuck alone with him in a hotel room for two weeks, waiting for the adoption
papers to be finished. John himself showed no immediate signs of anxiety or distress
when left with strangers, who didn’t even speak his language.
No questions can of course give us access to what John really experienced in his
first three years of life. And we don’t need to pretend that we will ever know this story.
Even if John had been able to remember and tell us about it, his present accounts
would necessarily be influenced by a variety of new experiences and the new
language in which his experiences had to be expressed. We may, however, ask what
possible consequences these experiences could have had for his later coping style
and relationship to other people, thus establishing a narrative link between the past
and the present. Does he seem to trust other people? What seems to influence his
trust in other people? Does John show selective preference in relation to people?
How does he behave when he hurts himself? When he is sick? When he is afraid?
What makes him afraid? Where does he seek comfort? To whom does he turn for
confirmation, for instance when he has achieved something he is proud of? To whom
and in what way does he show his affection?

A neurological impairment story
A second story about John’s life and problems could have his neurological and
developmental impairments as its main plot. A child psychiatrist concluded that
John’s problems are forming a pattern in which functional impairment in cognition;
expressive language and deviation in the regulation of attention and behavior are
included. His behavior problems were hence regarded as secondary to his cerebral
dysfunction. Drug treatment was suggested.
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What consequences will this plot have for therapy? How does it stimulate our
curiosity, what kind of questions will it produce? Even though neurological
dysfunctions are generally regarded as limiting factors when it comes to family
influence, it does not make the parents’ understanding of John’s behavior less
important. On the contrary, children with developmental problems are generally more
dependent of their parents’ understanding and commitment than other children.
Moreover, minor neurological dysfunction in children are only modestly predictive for
later functioning if the appraisals are not taking into account the child’s environment
(Shonkoff & Marshall, 2000). How his parents interpret John’s behavior, and what
intentions they attribute to it, is crucial for what they think and do when they are
together with him. It will also influence their feelings for John. Accordingly, the
parents’ interpretations represent the conditions under which John will learn and
develop.
Knowledge about neurological and developmental dysfunctions need not restrict our
options and possibilities in therapy. All we know about talking with people, exploring
ideas and creating change will be just as important here as with families with other
kinds of problems. But what we know, will influence the direction and focus of the
therapy. Thus, our knowledge about John’s language and attention deficits will turn
our interest towards aspects of parent-child interaction, with particular relevance for
the child’s further development. For instance is it possible to understand John’s
temper tantrums in relation to language problems? How is his capacity for
understanding other people, their wishes and intentions? Is it possible that John often
misinterprets other peoples’ intentions? What about other aspects of human
interaction, for example, turn-taking, games, jokes; is he able to understand what is
going on? How is his capacity for solving problems? In what way is this related to his
language deficits? What are the parents’ experiences in helping him solve conflicts or
in making him understand? How do they do it when they succeed? In what way do
his problems with regulation of attention and activity influence his interaction with
other children and adults? How do they affect his ability to understand or interpret
persons and situations?
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A story about lack of fit
Now, the third story: As we recall, John soon became an energetic and demanding
motor in his new family. He was described as hyperactive, impatient and unable to
comply with social rules. He also had a tendency to become persistently absorbed in
certain activities. In Thomas and Chess’ (1977) terminology John definitely qualified
to be categorized as a "difficult child". On Buss and Plomin’s (1984) dimensions, he
would have scored extremely high both on emotionality and activity. He was in a way
a sociable child, but unfortunately unable (or unwilling?) to adapt and be sensitive to
other people. Although we only know John’s behavior after he came to Norway, it
would hardly be an unfair assertion to suggest that he temperamentally belongs to
the extreme part of the scale.
How did these characteristics match the members of his new family? Both his
parents presented themselves as quiet and peaceful people who avoided conflicts
and only reluctantly went into confrontations with other people. Both preferred quiet
activities like reading. John had however provoked an, until then, unrecognized anger
in them. Moreover, both parents had personal complaints, the mother suffered from
social anxiety, the father from gastric ulcer, symptoms that appeared highly
influenced by the anger and guilt that John’s behavior triggered in them. His older
brother was asthmatic and a rather shy and anxious boy. As pointed out earlier, he
shared her parents’ interests for peaceful activities at home. He also obediently went
to church with his parents and joined them in religious meetings. John, on the other
hand, only caused them embarrassment in such situations. Thus, he also hurt them
by stepping on what they valued most. In other words, there was hardly a good "fit"
between John’s temperament, his activity, emotionality and social behavior and the
expectations, demands and reactions of his parents.
Certainly John’s mother and father also wanted to improve their interaction with John.
They were deeply unhappy because they more and more experienced a shortcoming
as parents. Hence, they also began to question their emotional relationship to him.
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It is not helpful, however, only to point out the lack of fit between the parents’
expectations, standards and values, and John’s temperament. Again the therapeutic
challenge is to apply this unfinished story in a way that makes a difference for the
parent’s understanding of John’s behavior, how they think and act, and thus change
the interaction between them and their son. Exploring how their expectations, values,
preferences and reactions match with John’s behavior, brings the attention directly to
what is most important to alter in this case, namely the interaction between parents
and child. Consequently, the therapist’s questions and comments should be directed
towards the parents’ own behavior and reactions and their interpretations of his
activities.
This line of reasoning also implies that any therapeutic intervention in this family must
be based on an assumption that there are limits to how much John will change. He
will not become a quiet, careful child like his brother. He will continue to be an active,
demanding, and to a certain degree, difficult boy to cope with. It would therefore be
significant to explore the parents’ expectations regarding change. That is, how much
would be enough. Furthermore, assuming that John’s high activity level and his
emotional intensity, although accessible to change, are relatively stable
characteristics, it also seems reasonable to question how the parents can adjust to
that.
Moreover, the double focus on John’s individuality, on the one hand and the
interaction processes in which he engages on the other, also entails recognition of
his own contribution to the present problems. In other words, it will reveal how he
becomes an agent in his own deviant development by being an active and persistent
contributor to the parents’ story of failure. Hence, it will probably also reduce some of
the guilt and pressure with which the parents have been struggling. A helpful retelling of this family’s story must, therefore, rest on an acceptance of John’s
individuality.
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A preferable story
Which one of these three stories that is the true one, is hardly a relevant question.
There are no ways of validating them, in the sense that any of them can be declared
true or false. Moreover, they are not mutually exclusive. They can all be true at the
same time. Their significance for the therapist is, however, not depended on whether
they are true or in accordance with a given picture of reality, but on the degree to
which they contribute to a richer description of the interaction between John and his
parents, and to what extent they create new options for their living together. This
does not mean, however, that any "good" story would do. Therapy is not the same as
inventing new stories out of the blue, but a story telling process, based on the first
hand knowledge of the clients, and the general knowledge about how humans as
living systems operate, which the therapist is expected to bring with him. When we
are working with children as clients, the therapist’s knowledge also has to include
child-specific matters. Hopefully, John’s case has illustrated why this knowledge is
significant and how it can be used.

John’s own story
What about Johns own story? Even though John’s behavior makes him an
influencing actor in his own development, this does not mean that he is authoring his
own story. Unlike most six-year-old children, he was neither to the therapist alone,
nor together with his parents, able to express verbally what he thought or felt, or
anything at all about what his intentions or motives were. Probably this was, at least
partly, due to his language impairment - perhaps also to the therapist’s lack of skill in
communicating with him. However, like other young children, John showed behavior
that was interpreted by significant others as expressions of anger, distress,
excitation, anxiety, sadness and so on. The prime readers of his behavior were his
parents. Like other parents, they attributed meaning and intention to what their child
did. By so doing, they created a partly self validating, and unfortunately, very limiting
story about him.
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CHAPTER 8
CONSEQUENCES OF APPLYING CHILD SPECIFIC KNOWLEDGE

RELATIVISM RECONSIDERED
The claim here is that the developmental characteristics that are assumed to be
common to all children on the one hand, and the specific properties attributed to the
individual child on the other, are ontological frames to which any therapist working
with children must relate. The descriptions used and the distinctions made will,
inevitably reflect a theoretical position. This problem is not unique to child
psychology, but is a general problem of science (Feyerabend, 1965, 1978). It is
therefore a challenge to the practicing therapists and the scientists alike. Thus,
according to Bruner (1990) scientific psychology will fare better when it recognizes
that its truths, like all truths about the human condition, are relative to the point of
view that it takes towards this condition.

Cultural and relativism
Some theorists and therapists have, as we have seen, used these limitations as
arguments for rejecting any reality claims. It is (correctly) held that human knowledge
and experience cannot transcend our existence as human beings and that we, when
it comes to knowledge and experience, are prisoners in our own humanness:
“For my central ontological conviction is that there is no ‘aboriginal’ against which one can
compare a possible world in order to establish some form of correspondence between it an and
the real world.” (Bruner, 1986, p. 46).
Our knowledge of the world therefore, is not an accurate representation of reality, but
a product of our cognitive operations and cultural embeddedness. It is filtered
through "interpretive schemes" (Polkinghorne, 1992) or "socially constructed
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narratives" (Anderson & Goolishian, 1992). Thus, it is declared that linguistic systems
stand between reality and experience (Polkinghorne, 1992). This rather trivial
recognition is, as we have seen, used to argue as well against reality claims and
outside expert knowledge in therapy alike. But do we need to have access to an
extra-human reality before we can know something general about human existence?
According to Bruner (1996) it is absurd to try to study human mental processes in
isolation from culture:
“Human functioning in a cultural setting, mental and overt, is shaped by the culture’s toolkit of
“prosthetic devises”. We are a tool-using, tool-making species par excellence, and we rely on
“soft tools” as much as on digging sticks and stone choppers - culturally devised ways of
thinking, searching, planning. Given this reliance on prosthetic devices, it seems absurd to
study mental processes in isolation from them, in a glass vat, in vitro. Whatever we devise as
the pure, culture free in vitro case for studying the “basics” of some mental processes will
always turn out to be a choice driven by theoretical preconceptions. Pure memory, pure
thought, pure perception, simple reaction time - these are fictions occasionally useful, but
fictions nonetheless.” (p. 168).
This cultural embeddedness does not imply a rejection of any quest for general
knowledge about human functioning. It means, however, that we have to examine
cultural embeddedness and cultural influences - in particular our own – just as
curiously and thoroughly as we examine individual characteristics. As Harkness
(2002) concludes, there are bound to be surprises in store when we collect data on
the environment of children’s development that is as detailed and precise as what we
collect on children themselves. Thus, the diversity of cultural influences that children
experience and the magnitude of different environment in which children thrive is not
an argument for relativism. Bruner (ibid) continues:
“All of which is not to say that there are no universals in mental functioning, no “psychic unity of
mankind”. It is surely a misbegotten claim, even an ideological agenda, that leads one from the
premise that since each culture is unique, therefore psychic universals must be bogus.” (p. 170)
Moreover, emphasizing the fundamental relativity of human experience, it seems that
family therapists have neglected another of its basic conditions, namely the biological
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embeddedness of human beings. Human meaning making cannot be understood
without reference to primate evolution, to neural functioning, and to the processing
capacities of human mind (Bruner ibid). Addressing the dilemma of what he calls the
“realization of man’s finitude” Varela (1989) likewise argue that:
“(…) neither knowledge nor action can be conceived outside the limitations imposed by human
dimensions(…), yet (that) both knowledge and action have to be given a foundation based upon
these limitations.” (p. 18).
The same must definitively apply to therapy. Therapy concerns understanding and
influencing human thinking, behavior and relationships in a particular cultural setting.
It is an interpretive domain where objective knowledge has limited relevance.

Judgmental relativism
A second implication for therapy, which has been drawn from social constructionism,
is what may be called judgmental relativism (Bhasker, 1989). As long as no one has
privileged access to reality, it is inferred that there is no foundation, from which to
make normative judgments in therapy either:
“In effect, what we take to be the real and the good are largely products of textual histories”
(McNamee & Gergen, 1992, p. 4).
An attempt to solve this problem is what Polkinghorne (1992) refers to as
neopragmatism:
“Neopragmatism shifts the focus of knowledge generation from attempts to describe the real as
it is in itself (theoretical knowledge and knowing that) to programs to collect descriptions of
actions that have effectively accomplished intended ends (practical knowledge and knowing
how)” (...). “The test for pragmatic knowledge is not whether it produces a picture that
corresponds to the real. Instead the test for pragmatic knowledge is whether it functions
successfully in guiding human action in fulfilling intended purposes.” (p. 151).
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The problem is of course to establish criteria from which to judge success from failure
and the fulfillment from the non fulfillment of intended purposes. This is particularly so
when it is argued for turning the focus away from ontology, to the pragmatics of doing
therapy. It is not surprising, therefore, that social constructionist therapists have
emphasized means at the expense of ends, and accordingly chosen judgmental
relativism. Bhaskar (1989) suggests an alternative position. He argues for reclaiming
what he calls transcendental realism, which:
" (…) entails acceptance of (i) the principle of epistemic relativity, which states that all beliefs
are socially produced, so that all knowledge is transient and neither truth-values nor criteria of
rationality exists outside historical time but it entails rejection of (ii) the doctrine of judgmental
realism, which maintains that all beliefs are equally valid, in the sense that there can be no
rational grounds for preferring one to another (...) Relativists have wrongly inferred (ii) from (i)
while anti-relativists have wrongly taken the unacceptability of (ii) as a reduction of (i) " (ibid, pp.
23-24).
As Maturana (1988) has commented, in science the notion of objective knowledge is
an interesting hypothesis, but it is not necessary for carrying out scientific work. Rorty
(1991) points out that the rejection of true or objective knowledge does not have to
imply relativism or solipsism. But the measurement of validity changes from a
preoccupation with truth to a concern with utility, i.e., the degree to which it can
collect and describe useful practices. Consequently we are left with the question of
how to validate useful practices.
The distinction between "knowing that" and "knowing how" proposed by Polkinghorne
is an attractive but also a seductive idea. It means that the skilled therapist may
continue with his work as long as it "functions successfully in guiding human action in
fulfilling intended purposes". First, as already noticed, this stance makes it
necessary to ask whose intended purposes we are talking about, the therapist’s, the
parents’ the schoolteacher’s, or the child’s. And second: On which ontological
assumptions do these intentions rest? What is regarded as success?
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It seems, however, also reasonable to question the validity of the distinction between
"that" and "how". Polkinghorne illustrates the usefulness of the distinction by
referring to the skill of riding a bicycle: Understanding how to ride a bicycle does not
demand knowledge of what laws of nature that allows it to remain upright. This is a
questionable position even when we are talking about such a relatively simple activity
as bicycling. We will always make some inferences about the laws and regularities
governing our operations and the things we are operating on (it is for example easier
to hold the bicycle upright when the speed increases), but they need not of course
have the status of scientific laws. Anyhow, the question here is whether the bicycle
metaphor is transferable to the skill of doing therapy with children. The "how" must in
this case refer to intervention methods and the therapist’s ability to implement
change; in other words, what has been referred to as therapy internal knowledge.
But what is the "that", the individual child, the family system, the therapy-system, or
the "problem- organizing system"? What is conceived as “that” depends on our
understanding and theoretical stance. We cannot operate without some assumptions
about what characterizes and regulates the phenomena on which we are working.
The "how" must in some sense be related to a "that".
If we once again recall John, we may ask ourselves if we can imagine how he and
his parents could be helped therapeutically without any suppositions about what
characterizes his perception and understanding of his surrounding world. Was it
helpful for him and his parents that the therapist contributed to the story about his life
and problems with "preheld theoretical narratives" about cognitive impairments in
children, attachment behavior, problems with "fit" between his temperament and that
of the other family members? In his individual case we cannot know, but the principle
argument of this thesis is that it is helpful.

Consensus and reality
On the other hand, it can be maintained that a knowledge-informed approach to
therapy with children is bound to be caught in a net of contradicting theories and
confusing scientific evidence. This is probably another reason why many therapists
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try to avoid this position entirely, arguing for cleaning the process of therapy from any
ontological biases. There are two kinds of answers to this assertion. The first one is
that it is only partly true. Despite major controversies, there is considerable
consensus within developmental psychology about some of its more fundamental
assumptions. This concerns, among other things, infants’ social and perceptual
competence and the nature of early interaction between the healthy infant and his
caregiver, the universal character of attachment behavior, and the existence of
certain kinds of inborn individual differences, generally referred to as temperament.
It follows from the discussion above that consensus, of course, is not the same as
objectivity or reality, and that it is never static. But consensus is what science is
based on. As Efran et al., (1990) put it: "Reality is not the anchor - consensus is"
(p.72). Thus, familiarity with basic theories and findings in developmental psychology
should be a minimum requirement for any therapist working with children. It’s a,
temporary and in many ways insufficient ontological platform, but it’s the best we
have got.
The second answer to the above argument against a knowledge based approach to
therapy is - so what? What are the alternatives? The fact that the world is
complicated, and in a sense intangible, does not exempt us from the responsibility of
making distinctions, judgments and choices. When we do that on behalf of other
people, as therapists inevitably have to do, isn’t it best to be aware and explicit about
the premises? The intention here is, however, not to argue for being explicit about
everything we do and say in therapy. This is hardly neither a realistic nor a desirable
pursuit. What we however should strive for is to be explicit about the basic beliefs
that are governing our assessments, priorities and choices. It is only in this way they
can be seriously and systematically examined.
Basically this position is in accordance with what the Just Therapy Group in New
Zealand refers to as “preferred knowledge” (Waldegrave, 1990). Knowledge is
relative, but for a variety of reasons we choose, prefer and value some kinds of
knowledge more and disparage others. Moreover, making our ontological premises
explicit also implies that we, as therapists, have to take responsibility for them.
Accordingly, it makes our responsibility as therapists more visible:
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“Asking the pragmatist’s question - How does this view affect my view of the world and my
commitments to it? - surely does not lead to ‘anything goes.’ It may lead to an unpacking of
presuppositions, the better to explore one’s commitments.” (Bruner, 1990, p. 26).
Even though there are well established consensus about some basic theories and
findings in developmental psychology, history has demonstrated the "truths" of
science as relative and temporary. This applies especially to the human sciences,
and has also to do with its ontological status. Human experience and
consciousness, is like social systems open, transformational and historical (Bhasker,
1989). Because of this it may be argued that it in one sense is untenable. Thus, like
social scientific theories, psychological theories may for ontological, as distinct from
purely epistemological reasons, be regarded as necessarily incomplete. The special
ontological status of social and psychological phenomena does not prevent us from
investigating them scientifically:
“(…) it is precisely its peculiar ontological status, its transcendental real character that makes it
a possible object of knowledge for us. Such knowledge is non-natural but still scientific.”
(Bhasker, 1989, p. 87).
There are limits, though; to how applicable our knowledge about children in general
is when we face the individual child, his family and the experiences they present in
therapy. After all, our knowledge about child development, neural functioning and
processing capacities only accounts for some basic condition for human functioning.
By the same logic as that we have to be careful when we generalize individual data,
we must be cautious about individualizing general knowledge. As therapist we have
to relate to our knowledge and prior experiences with a sound degree of uncertainty
and doubt.
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THERAPISTS’ PRECONCEPTIONS

Therapist’s preconceptions or biases have been of central concern to family
therapists almost from the start. One of Haley’s (1972) main arguments for being
skeptical to professionals in psychology and psychiatry was that they held
inexpedient preconceptions about the clients and their problems. Later, Anderson
and Goolishian (1988, 1992) and White (1993) have, as we have seen, expressed
similar concerns. Anderson and Goolishian refer to the therapists’ tendency to
emphasize (and protect) their own narrative coherence, referred to as "prejudices"
and "value biases”, rather than the client’s. White is critical to the way professionals
through their language practices and techniques create an illusion of having access
to an objective an unbiased account of reality.

From neutrality to irreverence
Gianfranco Cecchin, a member of the original Milan team and one of the last two
decades’ most influential teachers and writers in the family therapy field, has been
particularly concerned with therapist’s preconceptions (Cecchin, 1987, 1992;
Cecchin, Lane & Ray 1992, 1994). His starting point is, first, a deeply held conviction
that any idea has an equal right and dignity in a conversation. Second, that no matter
how well versed a therapist is in his model, or how well supervised he is - and
regardless of how much personal therapy he may have undergone – his personal
biases will always seep in. Third, that any bias or belief worth holding deserves to be
scrutinized and open to reconsideration depending upon the context.
Cecchin points out that the term neutrality, suggested by the Milan team as one of
the basic guidelines in family therapy (Selvini-Palazzolli et al., 1980), was originally
used to express the idea of actively avoiding the acceptance of any position as more
correct than another. He has, however, noticed that for many therapists neutrality
has instead been conceived as the cultivation of noninvolvement, i.e., as not having
strong opinions, and not taking responsibility (Cecchin, 1987). He proposes a redescription of neutrality as the creation of a state of curiosity:
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“Curiosity leads to exploration and invention of alternative views and move, and different moves
and views breed curiosity.” (p. 406).
According to Cecchin, human preconceptions are typically characterized by
descriptions that suggest a linear explanation. The problem with such explanations in
therapy is that they tend to terminate dialogue and make us give up looking for other
descriptions. Thus, curiosity is restrained. It is unavoidable to use linear descriptions.
What we must try to avoid, however, is the belief that our explanations are either true
or false. This is the only way to maintain curiosity.
Later, Cecchin introduces irreverence to our own as well as the clients’ beliefs as a
guiding principle in therapy (Cecchin, Lane & Ray, 1992, 1994):
“Now that we are no longer looking for the truth, or interested in the truthfulness of premises, we
have become more interested in the relationship between prejudices. Rather than search for
correctness, what is important is to consider how our own prejudice fit, are affected by, and
interfere with the hierarchy of prejudice and actions of our clients.” (1994, p. 15).
The foundation of therapeutic exploration is the tension between the specific stories,
ideas and experiences that the clients bring into the therapy room, on the one hand
and the general skills, knowledge, experiences and beliefs that the therapist brings
with him, on the other. Cecchin et al., (1994) thus, maintain that the tension between
the two sets of prejudice, those of the family members and those of the therapist,
represents the essence of therapy:
“So, from a systemic point of view, it is not the content of the prejudice, but the relationship
between prejudice of the client and the therapist that is the heart of the therapy.” (p. 17)

But how do we handle this tension or insecurity in therapy?

160

Transparency of the therapist’s premises
It is exactly the therapist’s pre-held ideas and the consecutive assumptions emerging
from therapeutic explorations that Michael White (1993) addresses in the practices
which he refers to as "deconstruction of knowledge practice" and the condition of
"transparency" i.e., submitting his thoughts and practices to the clients’ insight and
encouraging them to question his knowledge and practices.
The diversity between the therapist’s preconceptions and those of the client’s may
give rise to a shared wondering and curiosity over the phenomena being investigated
and, accordingly, contribute to create more nuances or a richer description of them.
Usually, however, only the client’s contributions to the story are explicitly explored.
The therapist’s remains safely invisible and unexamined. Thus, it is not difficult to
agree with White that the professional disciplines have been successful in the
development of language and techniques that encourage the belief that members of
these disciplines have access to an objective and unbiased account of reality and
human nature. Furthermore, that this prohibits a genuine dialogue over different
points of view:
"For members of the professional disciplines who are operating under the apprehension that
they have recourse to objective knowledge, critical reflection on their own position is not an
option. Thus they are able to avoid facing the moral and ethical implications of their knowledge
practices."(White, 1993 p. 56).
There are of course reasons why therapists are reluctant to submit their knowledge
to this kind of insight. The most obvious is perhaps the fear of losing one’s
professional credibility. Another may be the commonly accepted idea that "for
therapy to have its desired effects its workings need to be kept secret" (p. 58).
On the other hand, there are obvious advantages by also submitting the therapist’s
thinking and the limitations of his knowledge to open examination in therapy. First, as
White (1993) argues, it may contribute to a context in which persons are better able
to decide for themselves how they might take the therapists questions, comments
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and suggestions. Second, the client’s questions will reveal significant information
about how he understands his own situation or a given problem, as well as his
relationship to the therapist. Accordingly, it may be crucial for the therapist further
explorations. This examination can be done as a starting point in the first session as
well as continuously throughout the course of therapy.
One way of undermining the illusion of objective knowledge is, as White suggests,
"playing with open cards". Correspondingly, Cecchin (1992) recommends
irreverence to one’s own as well as the client’s beliefs as a guiding principle in
therapy. The best way to exercise irreverence is to have a team to consult with.
Cecchin et al., also advocate the use of one-way screen, to which they refer as a
mirror reflecting the prejudice of the therapist: Another advice is to utilize temporary
certainty as a way of avoiding the isolating of one’s ideas from the context within
which it makes sense. That is, to place a time limit around passionate beliefs, or to
recognize that if the context changes, the belief has to change to.
A similar irreverence may be applied to the knowledge that we adopt from science.
To play with open cards does not, however, need to imply indifference to the quality
of the cards played. And irreverence to one’s knowledge and experience does not
mean that anything is as good as the other. Holding the position that one opinion,
theory or finding is as good as the other, as long as it is open and accessible for the
clients’ insight, is only a new way of avoiding to face the ethical and moral
implications of our knowledge practices. This is, moreover, the same position that we
have seen Bhasker (1989) reject as a mistaken inference from social
constructionism. The very fact that every therapist is bound to be relating to his own
and the client’s biases makes it even more crucial that we are explicit about our own
premises. As Cecchin and his colleagues point out, acknowledging one’s prejudice is
an act of responsibility (Cecchin et al., 1994).
Depending on our relation to it, knowledge can be oppressive and limiting, but also
stimulating and question generating. Family therapy has been characterized by a
general tendency to highlight knowledge as oppressive and limiting. It may, however,
also be argued that the more you know about a subject, the more questions and
ideas will be generated about this subject. It is this story-, idea- or question-
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generating quality of knowledge that is highlighted throughout this thesis. This quality
of knowledge will be more explicitly explored in part IV. First, however it seems
appropriate to address a more fundamental concern.

THERAPEUTIC JUDGMENTS AND DECISIONS
Making decisions is a basic element in any therapeutic practice. Starting therapy is a
joint decision between the therapist and the client(s). The clients want something,
usually some kind of change that the therapist accepts to help them with. Moreover,
everything a therapist does and says in a session is based on decisions. He must
decide whom to ask and about what. He continuously has to make decisions about
what is relevant, what is important, which paths to follow, or which stories to explore.
In that respect, the art of therapy is also the art of making continuously wise
decisions. Needless to say, therapeutic approaches differ with respect to how active
and goal directed we as therapists are expected to be in our explorations. Yet,
however non-directive the therapist is, he "cannot not communicate" (Watzlawick et
al., 1967) what he finds interesting or relevant in the client’s story, and in that way
influence what the client’s do and say. By so doing, he also imparts to the clients
what he regards as valid experiences. What the therapist finds relevant and valid,
and what questions he chooses to ask are, as we shall see, strongly influenced by
his or her experience, knowledge and beliefs.
First, however, three more basic assessments that any therapist, explicitly or
implicitly, have to make about the client and his situation will be explored. The first
concerns what he believes is changeable through therapeutic means, the second is
about what kinds of changes he regards as desirable for the client and the third is
about who is to decide what kind of changes are desirable for the client. All these
questions concern the therapist’s responsibility for change.

163

What is changeable
Obviously, not every human problem is changeable through therapeutic means.
There is, however, no consensus across the field about the limits of therapeutic
influence. One reason for this may be that it is hard to define what we mean by
therapeutic change. Basically, to define change involves the same difficulties as
those with which we are struggling when we are trying to define what family therapy
is. Different approaches to therapy also differ with regard to what kind of changes
they emphasize, or even what they mean by the word change. We recall for instance
Watzlawick et al.’s (1974) famous distinction between "first-order" and "second-order"
change. Related distinctions have been drawn between structural change and
individual change, and between symptomatic and systemic change.
If we return to the three social constructionistic approaches, referred to earlier, we
will also detect differences in their relation to change. These differences seem closely
connected to those that we identified when exploring their relationship to knowledge.
For instance, Anderson and Goolishian (1992) maintain that:
“The therapeutic conversation is a mutual search and exploration through dialogue, a two-way
exchange, a criss-crossing of ideas in which new meanings are continually evolving toward the
“dis-solving” of the problems, and thus, the dissolving of the therapy system and hence the
problem-organizing problem-dis-solving system.” (p. 27).
There are two main objections that can be raised against this position. First, as
Wifstad (1997) has pointed out, Goolishian and Anderson have been unable to
account for the change potential in the not knowing approach26. Anderson and
Goolishian even claim that their intention is not to produce change, but to open space
for conversation. Statements like this have made some critiques question the
ultimate legitimization of Goolishian’s and Anderson’s approach (Wifstad, ibid).

26

Wifstad (1997) has argued that it is difficult to recognize what Goolishian and his colleges mean with
therapeutic change. He suggests that this vagueness is closely related to another and more basic problem in their
epistemology and their relationship to causality. For a more comprehensive account of his critique, see Wifstad,
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Second, the conception of mental and relational problems as meaning systems and
not, for instance, unwanted behavioral characteristics implies that the basic element
in therapeutic change is the creation of new meanings, rather than changing how
people behave and relate. Accordingly, success or failure in therapy can primarily be
measured against the degree to which the clients are experiencing new and for them
more satisfying meaning. In its extreme consequence, this means that whether the
problem which brought the family to therapy, let’s say their daughter’s bulimia or their
sons drug abuse, has disappeared27 is less important, as long as the therapeutic cocreation has supplied the family members with new meaning about their problem.
Goolishian and Anderson’s approach to therapeutic change has obvious advantages.
Most therapists will admit that there are limits to behavioral change. Such limitations
are less obvious and do not necessarily apply to change in meaning. You can’t, for
example, expect to eliminate the communication problems of an autistic child through
family therapy. Meaning, however, is always changeable. Regardless of the fact that
we cannot make an autistic child non-autistic, we can change the parents’
understanding of and relationship to the problem. If the parents through therapy are
made able to accept the child’s basic problems and even appreciate that he is the
way he is, that will probably also make a significant difference to the child.
Sometimes, this is the best a family therapist can do. On the other hand, if we are
primarily interested in changing or normalizing an autistic child’s behavior, there are
more effective methods available than family therapy. However, in order to imply any
difference to the autistic child, change in the parents’ understanding must be
converted into differences in behavior or communication.
If we take their considerations on face value, it seems that Anderson and Goolishian
(1992) regard therapeutic change as something that mainly happens in people’s
minds. The therapist’s task is to make people think and feel differently. As such,
therapeutic change is in principal invisible for any other than the client himself.
Therapists have, however, no access to people’s minds, only to what they say and

1997.
This is a parallell to early discussions in psychodynamic circles, referred in Dawes (1994), whether the mere
elimination of symptoms is irrelevant to the question of whether the patient is cured
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do. Therefore, like the rest of us, Goolishian and Anderson are depending on what
the clients tell and show them during the session. And, as Førland (1993) has
pointed out, they basically rely on what is being said. They do not make any issue out
of possible inconsistency between what people think, say and do. The therapist’s
moves and choices are based exclusively on what the client chooses to tell. This is
what legitimates therapy in the first place, and by the same logic, what legitimates
terminating it.
Again Goolishian and Anderson’s position is particularly challenged when we have
therapy involving children in mind. Starting and ending therapy with a child, for
example an anorectic young girl, merely on the basis of how he/she experiences and
describes his/her situation seems practically impossible and ethically irresponsible.
We have to supply the child’s statements with information from other significant
persons, and with our own independent assessments as well.
“Mental problems” are in a certain sense a personal matter, but certainly not entirely
so. Why should social agencies, like the court system, child-protection services,
insurance companies and so on support therapy if it didn’t have any behavioral
consequences? And why should any parents seek family therapy with their troubled
children if it didn’t produce observable behavioral change? Despite the fact that many
children are brought to therapy because of problems that usually refer to internal
states, such as anxiety and depression, it can nevertheless be maintained that it is
the observable signs that worry the parents and make them bring their child to
treatment. Consequently, it is the absence of these same signs that make them stop
worrying.
Furthermore, changes in the parents thinking and understanding only matters for the
child when these changes lead to, for him, noticeable differences in the way his
parents behave or relate. Another matter is, of course, that it is hard to imagine
enduring changes in meaning or understanding without corresponding behavioral
changes - or - enduring behavioral changes that are not influencing the meaningsystems of the persons involved. By defining therapeutic change as something that
happens in the minds of the clients, Goolishian and Anderson have joined the ranks
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of many of the therapeutic practices that family therapy started to challenge forty
years ago. In that sense their approach represents a step back.
Most therapists are concerned with the effects of their work. However sympathetic
one may be to a therapeutic approach, the legitimization of a therapeutic practice
rests on the probability that it works. This usually means that the client experiences
change in his life and situation. There are no other ways of demonstrating that
therapy works except by showing observable results28. If there are no external
criteria for distinguishing failure from success and if it, per definition, is impossible to
show that one approach is more effective than another, why bother at all to argue
about therapeutic practices.
It has been pointed out that Michael White seems to acknowledge a therapeutic
expertise that goes beyond that of Goolishian and Anderson. In relation to change,
White seems to operate both in the narrative and behavioral domain. Therapeutic
change is described as a three-step process. The therapist must first try to enable
the client to separate from impoverishing stories about himself and second, to help
him to challenge existing subjugating practices, and third, encourage re-authoring of
alternative stories and practices. In other words, change may be seen as a reciprocal
process between change in meaning and change in behavior. Moreover, in the
narrative approach the necessity of having one’s change recognized by a legitimate
audience, is particularly emphasized (Epston et al., 1992). It goes without saying that
change must be observed before it can be recognized by others.
In the narrative tradition of White and his colleagues, the deconstruction and “reauthoring” of self-narratives is regarded as the fundamental therapeutic process. But
alternative practice, recognized by others, is referred to as a necessary element in
legitimating the re-authoring of these narratives. Accordingly, behavior change is not
only an external manifestation of an inner re-authoring process, but a necessary
precondition for this inner process to take place.

28

There are many problems involved in proving the effects of therapy. For a more comprehensive discussion,
see for instance Dawes (1994) and Huble et al. (1999).
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Like White, and in contrast to Goolishian and Anderson, de Shazer (1991)
emphasizes behavior change, that is, what the client (says that he) does differently,
as a necessary element in constructing solutions. There is, in other words a close
relationship between the way clients construct their experiences and their behavior.
Thus, behavior changes are a prime focus both in the questions the therapist
suggests and the tasks he proposes. This is one of the features that make Solution
Focused Therapy so applicable with children. It is generally much easier to attract
children’s interest to observable behavioral differences than to thoughts and ideas.
No therapist can entirely avoid making assessments about what kinds of changes
that are possible or realistic to achieve. This is also recognized by de Shazer (1988).
For example when he asks: “Do you (the therapist) think there is a realistic solution?"
(p. 14), he also indicates that it is a part of the therapist’s responsibility to make
assessments about how realistic changes or solutions are. The choices that the
therapist makes about what to go for and, thus, how he uses his repertoire of
questions and interventions are based on such assessments.
A therapist cannot avoid the responsibility of making assessments about the degree
to which a certain problem is changeable through the means that he has at his
disposal. If he decides to offer a particular family treatment, it means that he regards
their problems to be treatable. On what bases does a therapist make such
judgments? There are two principally different answers to this question. Either we
must relay on our personal experiences, beliefs and values, or we can confer the
common pool of distinctions and experiences that science provides.
It is not unimportant for the client where the therapist chooses to look for his
ontological premises. If he relates to science, he might for instance be confronted
with some of the knowledge about biological influences. He might, moreover, get to
know some of the disorders which, regardless of what we choose to call them, will
restrict a child’s possibilities and therefore both therapists’ and the parents’ influence.
We must accept that there are factors of biological, experiential, and environmental
character, on which family therapists have very limited or no influence.
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The family therapy literature supplies us with an endless amount of successful casereports, which leaves the reader with an impression that there are practically no limits
to change. And if there are any restrictions, they are to be found in the therapist’s
mind, not in the clients’. The effect of which is potentially harmful in two ways: First,
the happy outcomes that apparently seem so easily available to writers and
workshop-presenters, but denied to the rest of us, only contribute in creating a
general feeling of failure in many therapists. Second, and this is the main objection, it
may create an impression that there are no limits to change and therefore lead to
over-optimistic and irresponsible therapeutic practices.

What is right to change
Most therapists will reserve themselves against accepting any kind of therapeutic
requests. Such reservations may be related to competence, priorities or ethical
considerations. Negotiations about whether a given request is acceptable or not
acceptable, is seldom addressed in the literature. de Shazer (1988) has, as we have
seen, discussed the clients’ commitment to therapy and change, describing three
different types of clients, “the visitor”, “the complainant”, and “the customer”. A
substantial discussion of criteria for accepting or rejecting client requests is, however,
a rare ting in the family therapy literature.
Children rarely seek therapy on their own. Therapy is mostly initiated on their behalf
by adults, by their parents, by schoolteachers, or by the child protection services.
When they come to family therapy, the child’s own voice may be easily over-heard. In
fact children are often defined as the prime client in family therapy without even being
there.
Working with children in family therapy demands particular watchfulness. One reason
for this is that children often come to assessment and treatment because they are not
fulfilling some kind of behavioral or developmental standards or expectations set by
adults. The therapist cannot avoid the responsibility of judging these standards, e.g.,
whether they are attainable and whether they are in accordance with what he thinks
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is good for the child. Adaptation to adults’ expectations is not necessarily in the best
interest of the child. Obviously, it is not right to try to change something that is
regarded unchangeable or beyond the limits of what family therapy can resolve.
Moreover, in any therapy involving children there is a potential tension between the
parents’ expectations and the child’s interests. This may be due to a lack of “fit”
(Thomas & Chess, 1977) between the parents’ expectations and the child’s
temperament or to lack of sensitivity from the parent to the child’s signals. It may also
be due to lack of knowledge about what is reasonable to expect from a child at a
given age or with a certain dysfunction, or to an underestimation of a given problem.
There are many ways of relating to unrealistic or insensitive parents in therapy,
without blindly accepting what they want. The point here is, however, the therapist’s
responsibility to judge and decide what he thinks is best for the child. If this is
acknowledged as one of the premises for doing therapy, then it follows that we as
therapists ontologically are in a knowledge position. Again the question arises: from
where does our knowledge come? The argument put forward here is that there is no
alternative to the knowledge that science provides. If therapists’ personal beliefs and
experiences are going to be the implicit ontological guidelines for our therapeutic
choices, we are facing ethical problems that are far more serious than the ones we
encounter when we are relating to a "scientific ontology". In this thesis it is therefore,
despite all embedded dilemmas and limitations, argued for a position that integrates
the epistemological curiosity of family therapy with an ontological reference to
scientific knowledge. This does not imply a complete belief in scientific knowledge, or
that scientific data represent objective truths, only that it is the best we have. The
ambiguous and contradictory quality of scientific theories and data will effectively
prohibit a blind application of scientific knowledge in therapy.
Hence, science represents no easy way of getting answers to our basic questions.
On the contrary, science may inform us that it is even more complicated and
unpredictable than we expected it to be. An example of which are recent findings in
behavioral genetics indicating that, to a substantial extent, differential parental
treatment of siblings reflects genetically influenced differences between the siblings.
The quest for non-shared environment has thus lead to the genotype-environment
correlation; for example that children select, modify, construct and reconstruct their
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experiences in part on the basis of genetic propensities (Plomin et al., 2001; Pike,
2002).
Even though scientific data have their obvious limitations when it comes to clinical
application, they do not have to limit our vision. On the contrary, they may help us to
hold on to the complexity of human affairs. In that way it can widen our scope and
options and therefore also prevent us to get stuck in premature interpretations.

CHANGE AND DEVELOPMENT
Change is inherent in the human condition. This basic acknowledgment is, however,
particularly challenging when we are working with children and their families. First,
change is imposed upon the participants by the force of development (Stern, 1995).
In a traditional therapeutic setting with adults, the creation and maintenance of the
motivation to change is necessarily a primary therapeutic focus. In contrast, therapy
with small children and their families often means contributing to identify, recognize
and catch up to intrinsic changes, rather than trying to initiate them (ibid). Thus, the
question is not necessarily how to put the relationship in motion, but where to direct
it. Following Stern, these developmental considerations will have impact not only on
our thinking about the therapeutic relationship, but on the structure and duration of
therapy as well.
Second, a realistic conception of change entails the ability to recognize the particular
components that are intrinsic to the child’s development. This applies for the normally
developing child as well as for functionally disabled children. For instance, what
characterizes a “normal” or expected development for an autistic child, a blind child
or a child with Downs’s syndrome? If we, for the sake of simplicity, make a distinction
between changes that are intrinsic to development and changes that are a result of
therapeutic interventions, there are two typical and rather common fallacies that can
be made: First, to underestimate the effects of therapeutic interventions because the
changes are more modest than expected or hoped for, second, to overestimate
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therapeutic effects by ascribing any change to therapy. Working with handicapped,
children, one can see examples of how professionals, with good intention,
exaggerate minor changes. For the sake of encouraging people involved and to
stimulate change-generating interaction, it is certainly important to identify progress
and to recognize what seems to have effect, however small it might be. The fact that
such “change talk” in a way is internal to the practices of intervention is, however,
either forgotten or not made explicit. Thus, many parents experience a provoking
disparity between encouraging assessments from professionals, and an increasing
developmental gap between their son or daughter and other children of the same
age.
On an individual basis, it is not possible to make valid distinctions between which
changes that are intrinsic to development, and those which are not, because
development is never independent of external influences. This is one of the reasons
why it is difficult to measure the effects of therapy with children. We are always
considering a developing and interacting organism29. It can be argued that this is true
at any age, but with children the developmental perspective is paramount.
The above reservations do not, however, prohibit an assessment of the child’s
development or assumptions about possible extent and directions of change. John
has, as we have seen, developmental characteristics that must be considered in
order to do a respectful and ethically based therapy with him and his family. And so
do some of the other children that will be presented here. This concerns attachment
patterns, temperamental characteristics, and at least in John’s case, developmental
deviations.

29

A related problem is that of distinguishing between deviations that are due to developmental idiosyncrasies
and the ones that more advantageously might be considered to be disorders. These issues are however beyond
the scope of this thesis.
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Defining therapeutic targets
What do therapists want to change? Choosing family therapy as the preferred
method of treatment also implies a choice with regard to what Stern (1995) refers to
as theoretical target, i.e., what the therapist ultimately wants to be changed. As Stern
(1995) points out, this element is largely determined by the therapist’s theory of how
change comes about. For a systemic oriented family therapist, the family system
represents the natural theoretical target, because the individual symptoms are
regarded as secondary to the systemic characteristics.
Family therapy represents a wide range of approaches that can be categorized
according to theoretical target. Carr (1999) distinguishes between approaches that
are contextually oriented, others that are oriented at behavior patterns, and still
others that focus on belief systems. Approaches focusing on context are for example
interested in family history or life cycle transitions, while behavior oriented
approaches will focus on the sequences of events that typically follow an episode of
problem behavior, patterns involving ineffective attempted solutions or enmeshed or
disengaged behavior patterns. Finally, family belief systems may, for example, be
constraining beliefs and narratives about personal competence, or beliefs and
narratives about the characteristics or intentions of other family members
Sameroff and Fiese (2000) make a distinction between the represented and the
practicing family30. The represented family is described as working models of
relationships that develop within the context of the family and guide the individual
behavior over time. It concerns family members’ internal representations of
relationships. To study the represented family, we must explore how families impart
values and make sense of personal experience. The practicing family refers to the
observable, often repetitive interaction pattern, which serves to regulate and stabilize
and provide a sense of coherence and identity. Family practices may serve as a
foundation for representations as interaction patterns become predicable, expectable

30

Related distinctions have been made by others; between the mythical and phenomenological Caillè & Hårtveit
(1982), The represented family furthermore seems to correspond largely with what Johnsen (2000) refers to as
family premises and Papp & Imer-Black (1996) call family themes.
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and a source of comment. Stories that families tell about their experiences aid in
constructing a meaningful picture of the family’s theory of how the world works and
their expectations of other members of the family. In addition to the thematic content,
the relative coherence of family narratives may impart to children that the world can
be understood and mastered.
According to Sameroff and Fiese (2000), family practice comes to have meaning
over time and become translated into the symbolic aspect as the represented family.
The represented family, in turn, may affect how the family regulates and interprets its
practice. The relationship between practice and representations is mediated by a
chain of reciprocal events that could lead to many other outcomes.
Children’s behavior and how they make meaning out of their experiences are more
than anything else, influenced by the continuous interaction with their prime
caregivers, i.e., how they are interpreted and reacted upon. To recognize this also
entails recognition of this interaction, and the story telling process accompanying it,
as a prime target for therapeutic change. Yet, this does not mean that the target
should always be addressed explicitly. It is important to remember that parents that
come to therapy with their children often have a more specific request. They want
their child’s behavior to be changed, but do not necessarily see a connection to their
own behavior. There are several ports of entry to the theoretical target. The child’s
manifest behavior is one of them.
A narrative approach, to family therapy with children entails an acceptance of the
intimate relationship between behavior and thinking. Hence, to change parents’
understanding may be both the result of, and the condition for behavior change. For
the child, it is not what the parents think and feel that matters, but what they say and
do. On the other hand, enduring behavior change is hardly conceivable without
accompanying change in thinking and feeling.
There is an additional reason why working with children as the identified client
demands a particular consciousness with regard to theoretical target. This is
connected to the therapist’s conception of what represents a sound and healthy
development. For the individual child such ideas will by necessity rest upon a
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judgment of his/her present situation, the child’s developmental resources, the
interactions in which he/she engage, and the way he/she is being understood by the
caregivers. Stern (1995) uses the following example:
“For instance one can try to alter a mother’s unrealistic representations of her baby (M.rep) by
showing her what the baby’s capacities really are, what he can do - that is, holding a clinical
focus on the infant’s overt behavior (B.act.). Or one can try to alter the mother’s representations
of her baby by exploring them directly - that is, making them the port of entry as well as the
theoretical target.” (Stern, 1995, p. 119).
It should be evident that in order to judge the mothers’ representations as unrealistic
and to show her what the child’s capacities really are, the therapist has to make
some qualified professional assessments. In other words, by choosing the mother’s
representations of the child as “the key element to be changed “Stern, 1995, p. 120),
one has already made some important clinical distinctions. Thus, the theoretical
target is not only depending on the therapist’s theory of change, but on his judgment
of the child, the caregivers and their mutual interaction as well. These are kinds of
judgments that call for ontological considerations, e.g. theories of development and
attachment relationships, an arena on which many family therapists seem to feel
rather uncomfortable.
A knowledge-based narrative family therapy with a child as the identified client may
imply a multiplicity of potential theoretical targets, most of them closely
interdependent. It concerns, for example, the child’s behavior, his understanding of
his own situation, his parents’ attributions, the parent child interaction, the parents’
mutual relationship, only to mention some of the more obvious ones. Which ones to
choose, depend on the therapists’ clinical judgment. This judgment must take into
account which problem seems to be the primary, and also which seems to be most
accessible to change. The two of them do not necessarily correspond. In John’s
case, for instance, it can be argued that his developmental and neurological
problems were the primary ones, while his parents’ problems with understanding and
adapting are secondary. There is, however, every reason to expect that John’s
problems have a permanent character and that the parents’ understanding therefore
is the most reasonable choice of target.
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Ports of entry
A theoretical target can be approached in different ways. For example, if we choose
the parent’s interpretations of the child’s behavior as theoretical target this target can
be approached both directly by focusing on the experiential and cultural basis for how
they understand their child’s behavior, or indirectly by using the child’s activities and
responses as port of entry.
Stern (1995) defines ports of entry as:
“(…) the technical, clinical focus, the basic element of the system that is the immediate object of
clinical attention. It is where or the element through which, she (the therapist) enters into the
clinical system. It is what the participants most talk or work on, and it provides the major source
of shared clinical information” (p. 119).
When a child is seen as identified client, the most accessible port of entry is usually
the child’s behavior, for instance his school refusal, his delinquent behavior, his
soiling problems, his eating problems, or obsession with exercise. These are the
elements with which the therapist mostly has to start.
Besides being the presented problem, and therefore a natural point of departure,
there is another argument for choosing the child’s behavior as port of entry, which is
connected to one of the basic concerns of this thesis: the child’s activities as
conditions for the parents’ interpretations and meaning making. By taking the child’s
behavior as starting point, we are exploring together with the parents the qualities
and characteristics that shape and maintain their understanding of the child. There
are, of course, other important shaping factors in the parents’ culture and individual
history. However, their present attributions must, regardless of how “unrealistic” or
badly adapted they seem to be to the child’s development, in some ways be nurtured
and maintained by the child’s behavior. Thus, even if we think of influencing parents’
understanding, as the critical factor for creating enduring behavioral change-which
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after all is one of the basic arguments for family therapy in the first place – this may
best be done by using he child’s behavior as the port of entry.
Stern (1995) has pointed out an additional reason for using the child’s behavior as
port of entry even when the therapists’ target is to change the parents’ attributions.
That is to secure an enduring alliance with family in treatment and thus, diminish the
probability for dropout. Stern’s argumentation is based on therapeutic work with
mother and infants: “the motherhood constellation”, and refers especially to
experiences with clients from a disadvantaged population. However, it may just as
well apply to families with older children. One reason for this is that many parents’
motivation for therapy is modest in the first place. Often they have not even come to
therapy by their own initiative. Rather, they have been persuaded, mandated or even
forced into therapy by other parts of the professional system. Such parents often
have had former experiences with the same system, characterized by lack of respect
and recognition. Their starting point tends to make them fundamentally defensive
with respect to their own ability as parents. Directing the therapeutic focus on their
parental behavior, can easily be perceived as blame, and thus reinforce their
defensive responses.
Dropping out of therapy is but one of many well-known reactions when clients with
low self esteem experience their parental competence questioned. It is also important
to remember that they share the vulnerability of most parents of children suffering
from emotional or behavioral disorders. This vulnerability might be even more
challenged if the therapist seems to be more interested in the parents than the child.
While family therapists may feel uncomfortable with discussing therapy external
premises like developmental normality, quality of attachment relationships and
temperamental characteristics, they seem to be on more familiar ground when the
issue is ports of entry. Some family therapists will deny that they really have a
theoretical target, only targets that are pragmatically defined together with the family
members. Ports of entry are, accordingly, regarded as something that the family
opens for them. They can be addressed pragmatically as a therapy internal question.
Some of the problems with this kind of pragmatism have been already addressed
earlier in this thesis, and will not be repeated here.
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Defining the most adequate port of entry is a critical therapeutic decision.
Therapeutic failure may well be a result of choosing an inadequate port. However,
loosing sight of the theoretical target, for example the child’s attachment
relationships, may in the long run be just as critical, because without it, both goal and
direction of therapy may get obscured.

Structure, format, and duration of therapy
One major objection against family therapy, has been its lack of ability to consider the
child’s particular needs and characteristics in the sessions (McDermot & Char, 1974;
Montalvo & Haley, 1973; Selekman, 1997). Especially, it has been pointed out that
the therapist’s “tool kit” is heavily verbally biased, and thus badly adapted to
children’s way of communicating. But indeed we have also witnessed approaches
that represent genuine efforts to accommodate to children’s cognitive and
communicative level of functioning and to introduce alternative ways of
communicating with children. (Wachtel, 1987, 1990; Zilbach, 1986, 1989; Selekman,
1997; Freeman et al, 1997; Berg & 2003).
Another weakness of the family therapy format, seen from a child perspective, is its
typical structure and duration. Sessions basically consisting of verbal interchange,
lasting for an hour or more, is a format to which no child should be expected to adapt.
And certainly, this applies even more to hyperactive, anxious or compulsive children
whose ability to concentrate is restrained in the first place. Some of the new narrative
approaches have, however, radically challenged the traditional format of family
therapy, by calling in witnesses, arranging definitional ceremonies and inviting to
playfulness (Freeman et al., 1997).
There is, however, an additional point to which Stern (1995) has drawn attention.
Again, it is based on his work with interaction problems between mother and infants.
He notices that even though therapy apparently has been successful, it is often
reapplied within the next 3-6 months because seemingly new or related difficulties
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have arisen. Stern regards this phenomenon as basically due to changes that are
inherent in children’s development:
“(…) the changes in topic are driven by the internal growth and development of the baby and
not necessarily by the exhausting of any particular subject matter. (p. 155)” “(…) Until the
infant’s capacity to operate in a new arena unfolds in time, it cannot be worked on or worked
through.” (p. 157).
Stern therefore advocates what he calls serial brief treatments, which entails serial
bouts of brief therapy that stretch unevenly over months or years. Recognizing that
the serial property of the treatment is based on developmental changes in the child,
he suggests that instead of closing therapy when a satisfactory goal is achieved, it
might be appropriate to “leave the door open for a later revisit or even plan for a
contact 3-6 months later, to see how things are going” (p. 155).
Even though, Stern’s argument is based on experiences from treating families with
infants, the developmental perspective that he adopts, is applicable also to families
with older children. There are two reasons for this: First, the child’s development,
however “normal” it might be, brings with it new, and sometimes unexpected,
challenges to the caregivers’ understanding and adaptability. Hence, parents who
have successfully managed to cope with their child at one developmental level may
find themselves facing new interaction problems a year later. This applies, of course,
even more for children with more enduring disorders. For instance, children with
developmental disorders will, as a consequence of their deviant development, create
particular conditions for parental understanding and mutual interaction that rarely can
be solved once and for all. Second, special properties that a child may possess, be it
temperamental characteristics, or a developmental disorder, will create new
challenges as the child becomes exposed to not previously experienced
environmental demands. Both for the shy, the hyperactive, and the congenitally blind
child, new arenas on which to operate, like school or kindergarten, will produce new
reactions that can neither be foreseen nor worked on before they actually happen.
What has been experienced at one stage of the child’s development is not
necessarily transferable to another. In addition, some parents will, for different
reasons, find it more difficult to cope with their children at one developmental level

179

than at another. Finally, changes in parents’ social situation, for example divorce,
may influence their ability to handle their children’s difficulties, and hence cause them
to seek new contact with the therapist.
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PART III
IN SEARCH OF A NARRATIVE APPROACH TO FAMILY
THERAPY FOUNDED ON KNOWLEDGE

“When we enter human life, it is as if we walk on stage into a play whose enactment
is already in progress - a play whose somewhat open plot determines what parts we
may play and toward what denouements we may be heading. Others on stage may
already have a sense of what the play is about, enough of a sense to make
negotiations with a newcomer possible.” (Bruner, 1990, p. 34).
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CHAPTER 9
THE ROLE OF NARRATIVES IN HUMAN LIVES

NARRATIVE AS BRIDGE BETWEEN CHILD DEVELOPMENT AND
FAMILY THERAPY TRADITIONS
A main purpose of this thesis is to demonstrate how child specific knowledge and
family therapy can be combined for the benefit of the services for troubled children
and their families. The following part addresses in more detail the basic arguments
for integrating child specific knowledge and family therapy. It will be suggested that a
narrative understanding is a means by which an adequate integration can be
achieved. The main arguments for this suggestion can be summarized in eleven
points:

1. Human experience is given meaning through narratives. Our understanding of ourselves,
other people, and the social contexts in which we operate is basically narrative
2. Narrative competence and understanding develop in linguistic interaction with other people.
It emerges
• as an integrated part of children’s linguistic and cognitive development
• is based on qualities in the early interaction between children and their caregivers
• is imparted, maintained and changed through conversation with significant adults
3. Parents and other significant adults base their narratives about children on remembered
events in the particular child’s history, on qualities and characteristics they observe in the
child, on observations of the child’s interaction with its social environment, and on their own
cultural knowledge and beliefs.
4. Experienced problems trigger narration. People with problems – both children and adults –
often have dysfunctional narratives about themselves and their experiences. A basic
therapeutic effort is, therefore, to help people to construct more functional narratives.
5. The meanings and beliefs that families and individuals bring to therapy cannot be
understood without attention to their cultural origins
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6. Three characteristics of narrative seem particularly relevant for addressing problems in
therapy, its canonical property, its sequentiality, and its factual indifference.
7. Developing effective approaches for contributing to more functional narratives in people’s
lives has, during the last two decades, been the central project of family therapy.
8. A narrative approach to family therapy implies to acknowledge and emphasize the
therapist’s influence and responsibility
9. Knowledge about narrative development counts as child specific knowledge and is relevant
for therapy involving children
• by pointing out some central therapeutic concerns
• by informing the therapist about children’s qualifications for participating in a
conversation
• by informing the therapist about how to assist children in their narrative efforts
10. Family therapy that integrates child specific knowledge and that, furthermore, aims at
contributing to narratives that are functional for the child and positive for the whole family, is
a powerful tool for improving the life quality of the individual child, as well as the family as a
whole.
11. This presupposes that:
• family therapists undertake to acquire broad knowledge about normal and deviant
development
• family therapists apply methods and techniques that are effective in changing narratives.
To integrate the therapeutic and the developmental perspectives does not, however,
need imply any new approaches to therapy. First, the field of family therapy has
developed a range of effective and sophisticated therapeutic approaches. Some of
which will be presented in more detail later. Second, as Cecchin et al. (1994) and
McLeod (1997) point out; to search for new therapies is a futile and purposeless
effort. There are no new therapies:
“It is inconceivable that anyone could devise or be trained in, a supposedly new therapy without
being aware of the multiplicity of therapeutic concepts and practices already in existence. Even
ideas that may seem novel in the context of the therapy literature are in fact drawn from broader
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and richer cultural traditions. Claims to originality in the therapy field can only be made through
ignorance of sources.” (McLeod, 1997, p. ix).
This is, therefore, a limited integration effort, which tries to unite knowledge that is
already present in the child development research literature and therapy literature
respectively, but which has originated within different discourse traditions. These two
discourse traditions seem to have lived and evolved in mutual ignorance of each
other.

NARRATIVE – CHARACTERISTICS AND FUNCTIONS

Human experience is given meaning through narratives. Our understanding of ourselves, other
people, and the social contexts in which we operate is basically narrative.

What is narrative
Narrative may loosely be defined as a story-based account of happenings (McLeod,
1997). People structure, define, value and make sense of their experiences, and
communicate meaning through narratives. It is a social activity, not a mental
structure. As Fogel (1995) puts it: “Narratives unfold as a part of the interpersonal
process of telling a story” (p. 120). It is the transactional embeddedness of narrative
that makes it particularly relevant for understanding the human child’s entrance into
meaning and culture. These characteristics have also made it an attractive tool for
describing therapeutic processes. Hence, in the last two decades, has narrative, as a
means of organizing and making sense of experience, received increased interest
both in the therapy literature in general (Schafer, 1981; Spence, 1982; Gergen, 1985;
Russell & Wandrei, 1996; McLeod, 1997; Lundby, 1998), and in the family therapy
field in particular. It also seems to unite the theorists most frequently referred to in
previous sections (White & Epston, 1990; White, 1993; de Shazer31, 1991, 1993;
Anderson & Goolishian, 1992).
31

de Shazer (1991) refers to texts and stories, not narratives.
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At the same time, has narrative become to be a central concept in developmental
psychology research for describing the processes involved when children learn to
organize and make meaning out of their experiences (Bruner, 1986, 1990, 1996a;
Hudson & Shapiro, 1991; Fogel, 1995). Narration is, in this line of thinking, a
meaning constructing devise. Acquiring narrative competence, therefore, parallels
the child’s acquisition of meaning.

Characteristics
Different ways of describing, categorizing and analyzing narratives have been
offered. Fisher (1984), for example, outlines typical characteristics of the narrative
paradigm, as an alternative to what he calls a rational paradigm. Russell and van der
Broek (1988) have presented a three-dimensional model which is claimed to be
testable: (1) the structural connectedness, (2) the representation of subjectivity; and
(3) the elaboration/complexity of narratives. Referring to Grimes (1975, 1978),
Peterson and McCabe (1991) highlight three recurrent themes that seem to
characterize narratives, content, cohesion and staging.
Bruner (1990) describes three basic properties, which make narratives an especially
viable instrument for social negotiation: its unique way of managing departure from
the canonical, its sequentiality, and its factual indifference, all of which seem to be of
particular relevance for therapy.

The canonical property of narratives
According to Bruner (1990) the cultural canons is what summarizes how things in a
given culture are interpreted and categorized, in other words how things are or are
believed to be - implicitly also how they should be. They are, moreover, taken for
granted and as such they need no further explanation. Deviations or exceptions, on
the other hand, need a reason. And this is what narrative provides. Bruner (1996b),
thus, refer to trouble as the engine of narrative. Narratives are designed to:
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“(…) give the exceptional behavior meaning in a manner that implicates both an intentional state in the
protagonist (a belief or desire), and some canonical element in the culture.” (Bruner, 1990, p. 49).

Experienced problems trigger, in other words, narration. Problems represent
deviations from expected or appreciated standards, norms or expectations. We
ascribe meaning to these deviations by referring to the person’s intentional states; his
anger, sadness, addiction and so on. Narratives, therefore, involve both cultural
conventions and deviations from it that are explicable in terms of individual’s
intentional states.

The sequential property of narrative
The most distinguished property of narrative is its inherent sequentially, also referred
to as “linearizing”, or the “grammar” of narrative (Bruner, 1990). That is, a unique
sequence of events, mental states and happenings involving human beings as
characters or actors. But these events and intentional states, which constitute a
narrative, do not have a life or meaning of their own. “Their meaning is given by their
place in the overall configuration of the sequence as a whole” (Bruner, ibid, p. 43).
Narratives are often organized around what Hudson and Shapiro (1991) refer to as
high points. High points may, for instance, be events that are believed to be of
particular significance for the basic content of the story, for example, the
consequence of a dramatic event for the onset of a particular problem. In
combination with the emphasis on high points, the sequential character of narrative
creates an impression of causality. When an event - and specially a high point-event
- is preceding another, the first one is easily regarded as the cause of the second.
This tendency, for human beings to attribute causation to temporally organized
information has been regarded as an evolutionary adaptive preference, which
purpose it is to modify behavior in ways that increase desired outcomes and reduce
undesirable ones (Crittenden, 1997).
Ideas about causality are often a central part of the fixed and subjugating narratives
that we encounter in therapy. For example, parents of a child born with neurological
impairments may insist on linking the child’s disorders to specific preceding events:
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an accident that has happened, pills that were taken, or an unwise action committed.
This also illustrates what Bruner (1990) calls the power of non-canonical events to
trigger narration. Parents seldom search for causes for having a healthy child, or ask
for what they have done right when the child is normal. This tendency is, however,
not unique for clients. A related example is the tendency for professionals to ascribe
causality to single events in clients’ past. If a child has been traumatized in some way
or the other, professionals seem to have a strong tendency to adopt it as the single
cause of the child’s problems and to design treatment programs exclusively for these
kinds of victims.
The close connection between sequentiality and causality can be observed in
children in the way they start mastering grammatical and lexical forms for binding the
sequences they recount, by the use of temporals like then and later and, eventually,
by the use of causals, like because and therefore.
Besides being an important tool for memorizing and processing experience, and
creating a sense of stability in life, a central feature of this sequentiality is that it is
organized around human beings as persons and intentional actors. The child is from
the beginning an actor in what Bruner (1990) has termed the “quotidian family
drama”. The child soon masters the linguistic forms of referring to sequences of
actions and consequences as they occur. Entrance into culture and meaning
depends on the child learning that: “what you are doing is drastically affected by how
you recount what you are doing, will do or have done” (Bruner, 1990, p. 87). Hidden
in the sequential order of an account are, therefore, also canonical ideas about how
things correspond.

The factual indifference of narrative
The third feature of narrative is that it can be ”real” or ”imaginary” without loss of its
power as story. This property is closely connected to sequential organization of the
story:
“The story’s indifference to extralinquistic reality underlines the fact that it has a structure that is
internal to discourse. In other words, the sequence of its sentences, rather than the truth or
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falsity of any of those sentences, is what determines its overall configuration or plot.” (Bruner,
1990, p. 44).
Spence (1982) makes a distinction between narrative truth and historical truth.
Historical truth represents an account based on an assumption that what is told is
what actually happened. Narrative truth is, on the other hand, an account of events
that is coherent and consistent, but not necessarily true in a historical sense.
According to Spence, once a given construction has acquired narrative truth, it
becomes just as real as any other kind of truth. Every reader or film-lover knows that
a fiction can be just as real, moving and shocking as any “true” story, a striking
example of which, was recently referred in a Norwegian newspaper. The Danish film
“The Celebration” (Festen) directed by Thomas Vinterberg was based on an
allegedly true story, a radio interview with a young man who chooses his father’s 60years celebration to disclose how he and his twin-sister, who recently had committed
suicide, had been sexually abused by their father. A journalist later traced the story
and the person who told it. She was able to expose the whole story as fabricated
(Dagbladet, 27.11.02). Did this disclosure make the film, and the story upon which it
was based, less convincing or powerful? Hardly, the reporter concludes: “for me the
movie still sticks, four years after I first saw it.”
The problems we are working with in therapy are basically narrative truths. They are
accounts of events and emotional reactions to these events that may be coherent
and consistent, but not necessarily factual. For example, studies indicate that the
best predictor of the pattern of attachment that will emerge between a 12-month old
child and his mother, is the way the mother currently talks about her own mother and
her own experience of being mothered as a girl. It is not the factual truth of the
mother’s narrative that counts, rather its coherence, consistency and emotional
balance (Fonagy, et al., 1991; Zeanah, Mammen & Lieberman, 1993). This very
property, the factual indifference of narrative may, as will be addressed in the next
chapter, be applied as a “tool” in therapy.
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Narratives and meaning construction
Narrative unfolds in social activity. It works as a meaning constructing devise, by
which perspectives are signaled, ideas and beliefs are communicated, and meanings
are negotiated. Narrative presupposes a social context (Bruner, 1986, 1990). In other
words, the use of narrative is embedded in the process of creating meaning through
joint social activity.
“Trough narrative, we construct, reconstruct, in some ways reinvent yesterday and tomorrow.
Memory and imagination fuse in the process” (Bruner, 2002, p. 93).
The fundamental function of narratives in human life is, therefore, not to report a
chronological sequences events, but to signal a perspective on the events and to
create a satisfying pattern of themes that the person draws from his own cultural
background:
“Semantically deciphering a narrative is only a superficial and relatively trivial task of a listener
in the case of real narratives. The listener’s main job is to recognize and respond to a
perspective (attitudes, values, beliefs) and pattern within the context of its larger narrative,
historical and social setting.” (Gee, 1991, p. 20).
Accordingly, narrative has both a reference and evaluative function. (McCabe &
Peterson, 1991; Hudson & Shapiro, 1991). It is the evaluative function that is
primarily highlighted in therapeutic conversations.
The perspective that narratives are not just – or not even primarily - means by which
beliefs, messages and perspectives are being transmitted, but meaning constructing
linguistic structures refers to the general philosophical position that language
constitutes rather than reflects reality (Russell & Wandrei, 1996):
“From this perspective, people do not first come up with ideas about the world and then invent
words to describe their internal concept with everyday language (…). The expression and
articulation of sense data are what make an object real to a person or a community; language is
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therefore necessary to all higher forms of thought and memory. Thus, narratives are not
fashioned out of veridical experience; rather, experience is fashioned out of narratives.” (pp.
311-312).
Experiences become meaningful as narratives. This also means that the particular
meaning of an account is a function of the way it is told. On the other hand, we
connect events and happenings in ways that are experienced as meaningful. Thus,
meaning enters into the causal chain and helps determine events. Meaning promotes
and creates stability, and may be regarded as a one of life’s principle tools for
accomplishing coherence and stability (Baumeister, 1991).
It is narratives’ function as a meaning constructing devise and its interactional
embeddedness that will be explored and emphasized in the following. In therapy we
are more concerned with how meaning is being constructed through narration than
how a certain story is structured.

Narrative and concepts of self
In the literature, narrative seems frequently to be referred to as a linguistic unit, which
can be examined as such. Researchers have consequently been focusing on
identifying its constituents and analyzing its structure. Stam and Egger (1997) have
criticized that position, i.e., the tendency to refer to narrative as a cognitive structure,
a unity of purpose, control, and organization, a human universal category not unlike
other structures of mind:
“Sometimes narrative is just a property of being human, at other times a characteristic of human
life “discovered” by the social scientist. In the first case, narrative functions to give structure to a
life lived pre-narratively; in the second, narrative is a way of “doing” psychology”. In either case,
narrative takes on the decontextualized and formal character of the representational cognitive
accounts they were meant to replace.” (p. 70).
The perspective forwarded here is that narrative refers to a contextually and culturally
embedded social activity, an interactive process between people, which content is

192

shaped and purpose-built for the occasion. The status of narratives as a social
activity and not a particular way of organizing and storing experience echoes
Bateson’s notion that mind is social and non-represential conceptions of self (Rochat,
1995). From this perspective language is not represential. As Bruner (2002) puts it
“the world does not present events to be encoded in language” (p. 73). Experience is
filtered through language and:
“(..) what we call “reality” resides and is expressed in one’s descriptions of events (…) These
descriptions, in turn, evolve through social interactions that are themselves shaped by those
descriptions.” (Sluzki, 1992, p. 219).
Fogel (1995) seems to follow a parallel line of arguments when he criticizes what he
refers to as ”nonrelational” theories of self. He argues for a relational notion of the
self, based on narrative processes, rather than on representations32. It is through
narrative that we create and re-create selfhood:
“(…) self is a product of our telling and not some essence to be delved for in the recesses for
subjectivity.” (pp. 85-86).
This stance also seems to be shared by White’s (1995) who explicitly places his
approach in opposition to “representationalism”.
The above non-representational perspective on self therefore seems fundamentally
different from that advocated by, for instance, Bowlby, (1988) and Stern, (1995).
Bowlby postulates:
“(…) the existence of a an internal psychological organization with a number of highly specific
features, which include representational models of self and of attachment figure(s).” (p. 29).
Stern places schemas and representations in the center of his therapeutic approach
to troubled mother-infant relationships and refers both to schemas, representations
and narrative in his accounts of how parents seem to transfer their own attachment
32

The notion of mental representation of external experiences has been a central issue in philosophy since Kant (Janik &
Toulmain, 1973), and in the last fifty years in cognitive science. For a more thorough discussion see e.g., Varela, (1989),
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experiences as children to their own children. Schemas are particular remembered
experiences, for example, “the interactive experience of being-with a particular
person in a specific way” (p.19) Representations are defined as ”the amalgam of
remembered history and personal interpretations” (p.12),”a network of many specific
schemas, tied together with a common theme or feature” (pp.19-20), in other words,
a structure of stored experiences, situated in the person. When he refers to
narratives, he seems to mean how these representations are typically structured,
organized and accounted for.
While these distinctions obviously are important from an epistemological point of
view, research findings which presupposes internal representations, for instance
Bowlby’s assumption of an ”internal working model”, may nevertheless be of
relevance for the present discussion. The existence of cognitive representations e.g.,
patterns of attachment is in fact derived from narrative accounts as illustrated by the
Adult Attachment Interview (Main et al.,1985), which will be described in more detail
later.

THE EMERGENCE OF NARRATIVE COMPETENCE

Narrative competence and understanding develop in linguistic interaction with other people. It
emerges as an integrated part of children’s linguistic and cognitive development, is based on
qualities in the early interaction between children and their caregivers, and is imparted,
maintained and changed through conversation with significant adults.
Two conditions seem critical for acquiring narrative competence: first, that the human
child, through his natural repertoire of activities and preferences, is prepared for
engaging in interaction with his caregivers, and second, that these activities and
preferences are perceived and interpreted by the caregivers. However, even though
there are a great variety of developmentally supportive ways of giving meaning to the
Maturana and Varela (1987) Varela et al., (1991).
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diversity of activities that children display, it is not indifferent to the child how he is
understood. Thus, some ways of understanding and responding to children’s
activities and preferences promote narrative competence, and as such, promote
mental development more generally.

Developing narrative capacity
There is convincing evidence of narrative capacity early in life and of its increasing
complexity throughout childhood. According to Hudson and Shapiro (1991) can
three-year-olds narrate central or core actions for familiar events in their correct
temporal order. With age children’s accounts become more complex as they mention
more optional and alternative information and organize the report in a hierarchical
fashion.
Most researchers seem to agree that a basic element of narrative competence, a
verbally accessible memory system, and the ability to make temporally organized
accounts of familiar events, can be identified somewhere between 30 and 36 months
(Fivush, Gray & Fromhoff, 1987; Hudson & Shapiro, 1991). Hudson and Shapiro
(1991) conclude their review, that 2-year-olds rely heavily on cues and prompts from
parents in order to recall information. Not before around 30 to 36 months of age are
children able to independently report memories of past episodes without a great deal
of support in the form of specific questions and cues. Moreover, by the age of three,
most children can verbally report scripts, that is, accounts of what happens in events
they are familiar with, such as getting dressed in the morning, going to a birthday
party, going grocery shopping, and so forth (Hudson & Shapiro, 1991). Older children
are, however, more likely to explicitly sequence their scripts, add more optional
information, and provide clear endings. Thus, by age six, children are less dependent
on context and more capable of producing relatively complex and coherent
narratives:
“(…) 6-year - olds oriented their listeners to who, what, where and when something happened,
gave complicating action building to a climatic event that was evaluated in some way, went on
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to resolve the action, and sometimes provided a coda updating the events in the narrative.”
(McCabe & Peterson, 1991, p. 218).
However, only 35% of the longest narratives produced by 6-year-olds in a study by
Peterson and McCabe (1983) followed a typical pattern of personal narratives.
Hudson and Shapiro, (1991) found a considerable increase in personal narratives
and storytelling between the age of 6:7 and 8:7, indicating a developmental leap
during this period.

The child’s contribution
How is this capacity acquired? Numerous studies have revealed a preferential
responsiveness in the infant for human over non-human stimuli. People and their
actions dominate the human infant’s interest and attention. According to Bruner
(1990) this is the first requirement of narrative. Together with studies demonstrating
the “communicative” nature of the infant’s early actions and expressions and his
ability to engage in communication-like dialogical sequences with their caregivers,
this highlights a variety of child-specific preconditions for parental narration. As such,
these conditions may also be recognized as a necessary starting point for later verbal
communication.
The primarily dyadic quality of the early “prototypical” communication between the
infant and his caregivers is a well-documented phenomenon (Bateson, 1975, 1979;
Trevarthen, 1992; Murray & Trevarthen, 1986; Hansen, 1991). It has even been
argued that the human infant exhibits a natural ability for intersubjectivity (Trevarthen,
1992; Stern, 1995; Bråten, 1992; Fogel, 1995), and an innate and primitive
disposition for narrative organization (Bruner, 1990), also referred to as a
metacognitive pursuit (Bruner, 1996b). Moreover, there have been suggestions
about the existence of a universal narrative grammar (Labov, 1972). Referring to
Ricoeur (1991), Stam and Egger (1997) argue that personal narratives emerge out of
a pre-rational, pre-reflective but intentional embodiment, which Ricoeur has called
the “pre-narrative quality of human experience”:
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“They are first encapsulated in “joint action”, wherein participants in everyday conversation have
socially shared identities of feeling (…) which give rise to the common possibilities of common
reference in the moment to moment movement of social activity.” (p. 71-72).
Which preconditions are innate is not crucial for the basic argument of this thesis,
and will not be pursued any further here. The processes involved when it develops
are, on the other hand, of utmost importance.
Narrative capacity concerns the structuring and understanding of experiences, the
mastery of language and the realization of oneself as a relational person. Bruner
refers to 2-year old Emily, (described in Nelson, 1989) to illustrate his points:
“First, there is the world of people and things, activities in which Emily participates, past
episodes and future anticipations. All of these she must understand if she is to take her part
successfully within that world. Second, there is the task of mastering the language itself through
representing and interpreting in linguistic and narrative form. And third, there is the discovery of
herself as a thinking feeling, acting person in the world of other people who think, feel, act and
interact with her” (Nelson, 1989, p. 20).
Accordingly, it is perhaps not surprising that there appears to be a close relationship
between language acquisition and narrative competence:
“It became plain to us that the course of this lengthy study that the act of self-accounting -- at
least, short-term accounting – is acquired almost with the acquisition of language itself” (Bruner,
1996 p. 165)
Neither should we be surprised by evidence of the young child’s dependency of
parental support in producing narrative accounts of experiences.

Contextual support and event knowledge
There is, a growing body of evidence suggesting that children learn how to construct
verbal reports of past events through conversation with adults (Fivush, Gray &
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Fromhoff, 1987). Narrative structure seems to develop as a response to others,
mostly mothers (McCabe & Peterson, 1991). Therefore, the presence of a sensitive
and questioning caregiver seems to be a critical factor for the development of
narrative competence (ibid). However, in order to tell stories about experienced
events, the child also has to have some kind of event knowledge33. Thus, children’s
narratives tend to be more elaborated with age also because of increased familiarity
with events. The development in children’s script narratives should therefore be
regarded as a result of both increased event knowledge and increased narrative
skills (Hudson & Shapiro, 1991).
The refinement of narrative skills during the early years of schooling is, according to
Hicks (1991), related to different developmental influences:
“First, the range of social interactions that children experience is greatly expanding during the
primary school years, calling for the use of more widely differentiated forms of discourse.
Moreover, children experience cognitive development during the 5- to 7- year range that is
unique, consistent with their expanding social worlds (White, 1970; White & Siegel, 1984).
Finally, during the early years of schooling, children make the important transition to the use of
second-order symbolic systems: writing, drawing, and dramatic enactment.” (Gardner, 1982;
Vygotsky, 1978).
The more general picture of children’s narrative development as a steadily increasing
skill is complicated by two factors. First, the structural coherence of children’s
personal narratives is very much affected by the elicitation context (Hudson &
Shapiro, 1991). Second, individual children develop repertoires of narrative skills
that reflect the discourse patterns of their communities (Hicks, 1991).

33

According to Hicks (1991), event knowledge refers to “repertoires of knowledge about routine events in their lives: eating,
playing, sleeping, grocery shopping. Such event knowledge become the basis for the linguistic representation of past and
present events” (p. 58).
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ATTRIBUTION OF MEANING
Parents and other significant adults base their narratives about children on remembered events
in the particular child’s history, on qualities and characteristics they observe in the child, on
observations of the child’s interaction with its social environment, and on their own cultural
knowledge and beliefs.

Parents’ interpretations
The interpretative and story-telling process, in which we have seen John’s parents
engage, is a typical and well-documented parental activity. It is recognized as a
necessary condition for the child’s acquisition of communicative skills, and for the
development of narrative competence as well.
The attribution of meaning, intention and individuality to the child’s behavior regularly
starts with the parents’ first experiences of him, even before he is born, and in John’s
case, upon their first meeting. The parents’ interpretations surround the child and
create meaning out of his activities and responses. Hence, they form an
interpretative basis for the child’s understanding of himself as a person and actor:
“Indeed, in time the young entrant into the culture comes to define his own intentions and even
his own history in terms of the characteristic cultural drama in which he plays a part - at first
family dramas, but later the ones that shape the expanding circle of his activities outside the
family.” (Bruner, 1986, p. 67).
Even though certain communicative functions are biologically prepared, the child’s
acquisition of language and the culture-specific communication and interpretation
practice, require assistance from, and interaction with a competent caregiver. The
human infant is, as far as mental development is concerned, dyadically embedded
and dialogically operative (Rommetveit, 1992).
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Rommetveit, (1992) has, moreover, pointed out how language-user dyads negotiate
their everyday sense of meanings as they build conversations and narratives about a
common “lifeworld”. Hence, the human child is brought into the particular cultural way
of communicating, interpreting and making sense out of what is experienced. There
is no consensus about the details by which narrative capacity is acquired. Bruner
(1990) even insists that it is impossible in principle to establish any formal continuity
between earlier preverbal and later functionally equivalent linguistic forms. There
seems, however, to be agreement about its significance in human experience, its
universality and some of its most distinguished constituents and features.
For most infants and young children this interpersonal story telling process is
interwoven into the parents’ care-giving practices. As a child gets older, other authors
enter his life, but for most children, the parents are the first significant storytellers.
Thus, even though the child’s own activities and preferences is the material on which
these interpretations are built, young children are fundamentally dependent on how
they are understood by their parents, i.e., what kind of stories the parents construct
about them, their actions and their mutual relationships. These stories are, as among
others Bruner (1986, 1990); Pare` (1996), and McLeod (1997) have maintained,
highly dependent on cultural context and tradition, as well as the individual parent’s
particular experiences.
Hence, we may identify two basic premises for parental understanding and
storytelling: First the variety of individual, idiosyncratic and partly situation determined
characteristics, activities and responses a human child may express, second, the
cultural background conditions, and the narrative structures, in which also individual
experiences, beliefs, preferences, and reactions of parents and other significant
others’ are embedded. This is reflected in the way in which the child’s behavior is
understood and responded to by his caregivers. Or as Bruner (1986) sums up:
“It would be a warranted conclusion, then, that our “smooth” and easy transactions and the
regulatory self that executes them, starting as a biological readiness based on primitive
appreciation of other minds, is then reinforced and enriched by the calibrating powers that
language bestow, is given a larger-scale map on which to operate by the culture in which
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transactions take place, and ends by being a reflection of the history of the culture as that
history is contained in the cultures’ images, narratives, and tool kit.” (p. 67).
And furthermore:
“To understand man you must understand how his experiences and acts are shaped by his
intentional states, and (…) that the form of these intentional states is realized only through
participation in the symbolic systems of the culture. Indeed the very shape of our lives - the
rough and perpetually changing draft of our autobiography that we carry in our minds - is
understandable to ourselves and to others only by virtue of those cultural systems of
interpretation.” (1990, p. 33).
This view of human experience as embedded in, and inseparable from culture, is
radically different from dominating cognitivistic approaches, where culture is more or
less regarded as a source of error (cf. Kvale, 1998). In relation to the present
discussion, it implies that a knowledge-informed therapeutic exploration must take
into account not only the individual, but also the cultural premises.

Cultural background conditions
Human action and experience cannot be understood without taking account of its
biological roots. The infant is evolutionary prepared for human interaction. Our
understanding of child specific characteristics rests upon biological premises.
However, biology accounts only for one part of the picture. In addition, we need to
consider the cultural embeddedness of human lives and relationships. There are no
natural minds:
“In brief psychology must not only address the constraints on mental activity imposed by man’s
biological evolution, but also must bear constantly in mind the one overwhelming discontinuity in
that evolution: the emergence of human culture through which man creates a symbolic
representation of his encounters with the world. I argue further that as a result of this
enculturation of human mental activity, mind cannot in any sense be regarded as “natural” or
naked, with culture thought of as add-on.” (Bruner, 1996, p. 173).
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Thus, to understand the quest for meaning and the way the child’s actions and
preferences are understood we must search in the interpretive system of the culture.
Culture, understood as a group of persons who share particular interpretations of the
world (Parè, 1996) is a plural phenomenon. Each of us belongs to different cultural
subgroups that exhibit a multiplicity of influences upon us. Although the term culture
is not typically applied to families, it can be argued that each family, in small scale,
possesses the basic properties of a culture. Bruner (1990), refers to the family as
"the vicar of the culture, as well as a, a microcosm of it” (p. 122). Thus, for all their
differences, family members experience and interpret the world from highly
overlapping vantage points (Parè, 1996).
The caregivers’ interpretations represent the basis from which children’s narrative
capacity develops. Even though there are a variety of ways a particular act or gesture
can be interpreted, it would be a misunderstanding to conceive of the interpretations
they make of the child’s acts and responses as choices between different
alternatives. The firmly shared cultural background conditions on which
communication and mutual interpretations are based tend to become objectified and
acquire the status of shared social realities (Rommetveit, 1992). Accordingly, they
will also restrain the child’s possibilities with respect to communication and selfunderstanding. In general there is no reason to regret this. Such cultural
embeddedness is the very condition on which human communication is based. The
fact that parents routinely and automatically make attributions to their children based
on culturally shared beliefs and premises, are essential for the child’s healthy
development (Lieberman, 1997).
Culture is transferred through narratives. Bruner (1990) maintains that the cultural
base for interpretation and creation of meaning should be folk psychology, which is
narrative essentially, rather than conceptual. It is this narrative quality that is the most
significant characteristic of culture. Bruner’s perspective seems to be in line with
Hayden White (1981) who refers to narratives as metacodes:
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“(...) narrative is a metacode, a human universal on the basis of which transcultural messages
about the nature of shared reality can be transmitted (…) And it would follow, on this view, that
the absence of narrative capacity or a refusal of narrative indicates an absence or refusal of
meaning itself.” (White, 1981, p. 2).
Narratives are, in other words, viewed, not only as one way among many by which
culture is transmitted, but the universal metacode for the transmission of meaning
and shared interpretation principles within the culture.
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CHAPTER 10
NARRATIVES AND FAMILY THERAPY

DYSFUNCTIONAL NARRATIVES
Experienced problems trigger narration. People with problems – both children and adults – often
have dysfunctional narratives about themselves and their experiences. A basic therapeutic effort
is, therefore, to help people to construct more functional narratives.
In its essence therapy is concerned with deviations and exceptions from accepted
norms and standards. In fact, such deviations are the reason for people to seek
therapy. The potential meaning that people attribute to them becomes the focus for
our therapeutic explorations. How can we understand that 13- year old Julie
becomes compulsively dedicated to starvation and physical exercise? What makes 8
year old Tom repeatedly lie, cheat and steel without any apparent advantage for him.
Any attempt to account for their problems, “scientific” or not, will include direct or
indirect references to standards that hold canonical status, mostly also a reference to
intentional states.
As we have seen Bruner (1990) emphasize, it is the exceptional, i.e., the departure
from the canonical, that triggers narration. Its purpose is to give the exceptional
meaning. According to Bruner (1990), the function of the story is to:
“(….) find an intentional state that mitigates or at least makes comprehensible a deviation from
a canonical cultural pattern.” (pp .49-50).
The way the deviations are categorized, conceptualized and accounted for will, thus,
inform the therapist about what the clients regard as valid and acceptable ways of
making them comprehensible.
People come to therapy with dysfunctional narratives about themselves and their
experiences. Their ways of being and thinking, about themselves, other people, or
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their relationships to others are impoverishing and subjugating, offers limited options
for living, implies lack of developmental support, or are in other ways experienced as
problematic for them. In a clinical population, for example of parents and children
with severe disorders of attachment, parental attributions are characterized by the
lack off flexibility and change according to the child’s age, personal characteristics,
and life circumstances:
“Babies become the recipients of pervasively negative or developmentally inappropriate
parental perceptions. Rather than flexibly attuned to the characteristics of the child age,
personality characteristics and situational factors, parental attributions are rigid, constricting and
not amenable to change.” (Lieberman, 1997, p. 283).
Negative attributions and lack of interpretative flexibility in the parents are, of course,
not restricted to children with attachment disorders, but can be observed also in
parents of children at all ages and with a variety of psychological and relational
difficulties, a typical example of which is John. To explore the origins of such
attributions are of course of considerable clinical significance and will be pursued in
more detail later on.
In therapy the main concern is to change or reinterpret people’s ideas about
themselves, their experiences, their understanding of others, their relationships to
other people, and, hence, to create new ideas about who they are and what they can
do. In order to do so, we need to explore people’s dysfunctional ideas about
themselves and their relationships and how they have come to believe what they do.
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THERAPY AND CULTURE
The meanings and beliefs that families and individuals bring to therapy cannot be understood
without attention to their cultural origins.

The cultural origins of meanings and interpretations
Experiences are, in their nature, interpretive. They are from the very start restricted
by our biology and shaped by earlier experiences and the principles of interpretation
characteristic for the culture in which we are born and raised. The meanings that
families and individuals bring to therapy cannot be understood without attention to
their cultural origin. Rommetveit (1992) has, as we have seen, pointed out that the
firmly shared cultural background conditions, on which communication and mutual
interpretations are based, tend to become objectified and acquire the status of
shared social realities:
“Such firmly shared background conditions constrain the range of possible human perspectives
on states of affairs in everyday communication, yet themselves as a rule remain
unacknowledged as long as they stay fixed” (p. 22).
Fixed, shared, and unacknowledged cultural embedded premises guide the
caregivers’ interpretations and limit their possibilities regarding how to understand a
particular child’s behavior. On the other hand, it is also such fixed, shared and
unacknowledged realities — or what Bruner (1990) calls cultural canons — that we
are exploring and challenging in therapy. However, as Bruner (1990) has pointed out,
they primarily become recognizable and subject for negotiation in relation to their
deviations.
Narratives refer, either directly or indirectly to cultural canons:
“For stories define the range of canonical characters, the settings in which they operate, the
actions that are permissible and comprehensible. And thereby, so to speak, a map of possible
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roles and of possible worlds in which action, thought and self-definition are permissible” (Bruner,
1986, p. 66).
In therapy, cultural canons are embedded in the problem description, as standards or
references for what is regarded as preferable, normal, sane, or healthy ways of
being. The “problem story” represents a description of a departure from the
canonical. Second, the canons are present in the way the problem is referred to, for
instance as a disease to which a diagnosis and a particular treatment are attached,
or as morally unacceptable behavior, which needs punishment. Third, the cultural
canons are present in the implicit causality which is more or less hidden in the
sequences of the events that contains the story, for instance the mother’s death, the
entrance of a stepmother, or school failure. Finally, what is regarded as canonical
will also pervade what is imaginable, in terms of outcome or alternatives. Needless to
say, this accounts for the therapist as much as for the clients.

Families as cultures
With regard to therapy this means that the meanings that families bring to therapy
emerge from similar origin; their stories are rooted in shared soil. The problem that
the client presents is a story, a narrative truth that is collectively performed by that
person and other people who are closely involved in his life. It is as though the
person become his story (White & Epston, 1990). Because of the “organic
relationship” between meaning and culture, Parè (1996) advocates a position that
“embrace the former by situating itself in the latter - a therapy that views families as
cultures” (p.26). This entails a departure from the traditional systemic view, which
tends to downplay historio-cultural context in favor of analyzing the recursive internal
dynamics of the family. Parè accordingly advocates a cultural perspective on family
therapy, which means to focus on relationships between cultures, the therapist-client
relationship, the relationship between family culture and other cultures, the ones
between members of the family culture, and the relationship between interpersonal
cultures. This is basically the same position as that of Wenche Seltzer (1985, 1988).
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Culturally shared modes of discourse
However, in order to explore clients’ cultural starting points, we have to acknowledge
the significance of, and to incorporate knowledge about how people tend to construct
and categorize their lives and experiences, i.e., to know what characterizes
narratives. Our culturally adapted way of life depends, not only upon shared
meanings and shared concepts; it depends as well upon shared modes of discourse
for negotiating differences in meaning and interpretation (Bruner, 1990). Negotiating
differences in meaning and interpretation is, of course, a central element in any
therapeutic conversation. Therapy has to be situated in and informed by the culturally
shared modes of discourse. Thus, in almost every therapeutic school or approach the
therapist is recommended to start with some kind of social talk, i.e., to talk about
something that the clients are familiar with, and to talk about it in a way they master.
For the therapist, social talk is also a means by which he can be informed about a
particular person’s or family’s beliefs, values, and specific ways of communicating.
Further, social talk can also be a means for the therapist to signal back to the family
his acknowledgment of their beliefs and values. This is one of the reasons why e.g.,
de Shazer (1991a) advises therapists to take notes about characteristic words and
expressions used by family members and to use them as therapeutic tools.
On the other hand, in order to be effective, to represent something new and different
in people’s lives, therapy has to make a departure from shared modes of discourse.
First, the actual context, the gathering of a family with one or two therapists within a
relatively fixed time schedule is unfamiliar for most people. The departure from the
familiar will, moreover often be emphasized by the presence of one-way screens,
video cameras and the entrance of reflecting teams. But what, hopefully, makes
therapy most different from other conversations is the way things are talked about.
The questions asked, the comments made and the tasks suggested have all a
common intention: to influence people to think and/or act differently. Therefore, they
also have to be different from the questions, comments and advice people meet
elsewhere. The ability to engage the client in a different kind of conversation is what
White (1995) refers to as the definition of therapeutic skills. A typical way by which
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White practices his skills is to “exoticize” domestic experiences, objectifying them and
engage the clients in an externalizing conversation.

USING NARRATIVE PROPERTIES IN THERAPY

Three characteristics of narrative seem particularly relevant for addressing problems in therapy,
its canonical property, its sequentiality, and its factual indifference.
How can our knowledge about what characterize narrative; it’s sequentially, its
factual indifference, and its unique way of managing departures from the canonical,
be helpful for exploring and challenging stories told in therapy?

Cultural cannons
First, it points to the significance of exploring the cultural cannons, i.e., the ideas and
beliefs, around which narratives are constructed. These ideas and beliefs can
sometimes be expressed explicitly, but just as often they are implicitly embedded in
the specific sequences of events that constitute the story. For example, ideas about
cause and effect, and consequently about responsibility, guilt, victimization and
power, are typically embedded in how events are sequenced in relation to each
other.
“(…) when you encounter an exception to the ordinary, and ask somebody what is happening;
the person will virtually always tell a story that contains a reason (or some other specification of
an intentional state).” (Bruner, 1990 p. 49).
To explore and question the cultural cannons within which the client’s problems are
situated, therefore implies to examine the sequences of events that constitute the
story and the ideas about meaning, and causality that are embedded in the way the
story is composed. Most therapeutic interventions will start with a more or less,
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thorough exploration of the clients understanding of the problem. Typically this
involve question about sequentially: When did it start? To which other events can its
appearance be related? How has it evolved? Has it become better or worse? Has it
changed in other ways? How and when does the problem express itself to day?
There is usually a close connection between how events and happenings follow each
other in a sequence and ideas about causal relationships. Thus, exploring the
sequences that compose the story also implies to identify canonical elements around
which the story is built.
Questions about these deviations may disclose unrecognized intentional states and
generate new and alternative narratives. Exception questions and the miracle
question (de Shazer, 1988), which were briefly mentioned in chapter 4 and will be
described in more detail later, may serve as special examples of ways of
investigating deviations. The clue with these questions is that they explore deviations
- real or imagined - from the problem pattern. What does, can, or will happen when
the problem is absent? Like other deviations these have their own story generating
power. The difference, according to de Shazer, is that they generate stories
containing preferred possibilities of change, instead of failure. As such they are also
more effective in creating the kind of changes the clients are striving for.
Now, let us once more consider a clinical example:

”Sandra”
Fourteen years old Sandra came to therapy together with her parents and her three-year
younger sister Else. Sandra’s mother, who had initiated the consultation, was also the one
who explained their errand: Sandra had from her preschool years more or less been excluded
from the company of other children. She had never had a close friend and the ones who now
and then sought her company had only been interested in taking advantage of her. The last
couple of years Sandra’s situation had become increasingly worse. She was actively being
bullied by her schoolmates, she regularly cried when she returned from school and she mostly
refused to leave the house in the afternoon, which she instead spend in front of the TV. She
had daily fights with her younger sister about trifles, and never ending conflicts with her
parents about her homework. The parents regarded Sandra’s intellectual abilities to be good,
but due to her social difficulties she also had attention problems. Consequently, her grades
were well bellow what could be expected. Lately she had been heard saying that she did not
see any point in living. The bullying problem was also confirmed by her schoolteachers,
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although they, according to the parents, underestimated the extent and the seriousness of this
problem.
Sandra herself, though rather reserved, was able to make a relatively coherent account of
how she experienced the situation. Basically, she confirmed the parents’ story although she
also tried to minimize some of their more humiliating descriptions. In contrast to her parents,
Sandra expressed little emotions when she was interviewed. Her descriptions and reflections
were surprisingly “flat” and disengaged even when she talked about her ideas about
committing suicide. Her language was characterized by relatively advanced and
“intellectual” concepts, which, however, by the way she used them revealed a limited
understanding. This was most striking when she used metaphors to describe feelings and
social relationships.
Else was daily witnessing her sister being bullied and excluded. She was also the one who
reported back to her parents what she was exposed to. She felt helpless and said she tried to
avoid being around her outside the home.
From her first days in nursery school Sandra was reported to have difficulties in adapting to
other children. Because of this she was not a chosen playmate for others. Her parents were
already then concerned about her aloneness in play. Before that, in infancy and early
childhood years they had regarded her as an ordinary child. In retrospect they could,
however, remember that they spoke of her stubbornness and that she did not easily
accommodate to new situations. However, they never thought of it as a major problem. After
they become aware of her problems in play and social activities, they consciously tried to help
her by inviting playmates home to encourage play and companionship. They also talked with
the adults in the nursery school about how Sandra could be engaged in interaction with other
children. Although they saw that she did not succeed, it was hard for the parents to grasp
what her relational problems were all about. As they saw her, she was a normal child - not
even a particularly shy one.
Later, the difference between the ordinary girl they still saw at home and the badly adapted
one that she allegedly was outside the house only grew bigger. Especially, they wondered
about the fact that it seemed so difficult for her to preserve friendship with others. When the
parents talked with Sandra’s teachers about it, they were told that Sandra was regarded as an
outsider. It seemed as if she had a tendency to say the wrong things at the wrong time, often
in a precocious way and that she somehow seemed to miss the point when she tried to adapt
to the jargon in the peer group. It was also said that she did not seem to understand jokes.
The parents’ comment to this was that her lack of social experience also implied lost
opportunities in learning how to behave and communicate. As they saw her, she first and
foremost was a sensitive and vulnerable girl.
It goes without saying that this account is but one of many that could have been told
about Sandra and her family. This does not mean that it is arbitrary. Both the family’s
telling and my retelling reflect certain personal and cultural preferences. As pointed
out by McLeod (1997) and Spence (1986), cases used and analyzed in clinical
literature tend to be sampled and “smoothed” to fit the interpretations that are based
on them. This also applies for the above presentation of Sandra. It has been chosen
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and "smoothed” in order to illustrate two important features of narrative. First, which
is one of Bruner’s main points, the story is basically about deviation and the family’s
strive for giving meaning to it. And second, the recognition of Sandra’s current
deviation is used to reinterpret observations from her early childhood. As such, it
depicts the recursive and dynamic quality of a narrative. What we know today has
impact on how we interpret earlier experiences, which again gives new meaning to
the present:
“The theme of narrative function as an organizing principle in structuring the plot and serves as
a criterion for highlighting certain events as more relevant than others. Story themes and
psychological motives, bring coherence and direction to events that are otherwise fragmented
and dispersed over time and place.” (Hermans & Hermans-Jansen, 1995, p. 13).
The above story is not typically coherent, though. On the contrary, what strikes us is
the lack of consistency over time and place. Sandra’s parents are primarily occupied
with how to understand the discrepancy between the girl they observe at home and
the one she is reported to be elsewhere. However, as most parents they are
influenced by the cultural canons of our time. One of which is to search for
explanations for present emotional or behavioral problems in early childhood. Like
many other clients Sandra’s parents did so without being particularly lead in this
direction by the therapist. Hence, the case illustrates how general ideas about the
causes and processes involved in creating psychological problems influence clients’
narratives in the first place. The parents’ story, tell us how they interpret the
relationship between the general and the particular in their lives (Chase, 1995).
The cultural canons are however not stabile systems of beliefs and preferences.
They are continuously influenced by for instance theories and descriptions emerging
from the scientific and professional domains. The preoccupation with early childhood
experience as the ultimate background condition for understanding emotional and
behavior problems is but one example. Every day language is filled with words and
concepts that have their origin in scientific or professional communication, an
example of which is the way diagnostic categories have become integrated in
people’s everyday language and culture. This is what Russell and Wandrei (1996)
refer to as definition of event categories. Labels like anorexia, hyperactivity, and
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depression is in ordinary language frequently ascribed to certain well-known
individual deviations. Furthermore, theories about their origin are increasingly
becoming a part of common knowledge. Because of the authority attributed them,
they will inevitable influence how clients give meaning to their own experiences:
“Theories of human development, once accepted into the prevailing culture, no longer operate
simply as description of human nature and its growth. By their nature, as accepted cultural
representations, they rather, give a social reality to the process they seek to explicate and to a
degree to the ”acts” that they adduce to their support.” (Bruner, 1986, p. 134).
If Sandra had been dramatically loosing weight, or been uncritically active, the
account of her development and her present problems would probably have been
even more interwoven with some present theoretical (and cultural) canons. But since
Sandra’s problems appeared more diffuse and inconsistent, they were not so readily
attached to a particular label or causation. It may, however, be argued that the very
incoherence of observations and accounts would contribute to the generation of a
variety of alternative stories and a general caution with respect to labeling. Whether
this should be considered a disadvantage or luck for Sandra will not be discussed
here. At this point we may just imagine what impact it would have had on this story
telling process if for instance diagnostic categories like Asberger’s Syndrome or Non
Verbal Learning Disorder had been introduced during the interview, or if the therapist
had been dedicated to a certain theory concerning causality.
As therapist, we regularly meet clients whose stories express a definite conception
not only about what kind of disorder they or other significant persons are suffering
from, but also the cause of it. They have read about similar cases in papers and
magazines, they know it from television, Internet, or directly from someone who has a
similar kind of problem. Often, their ideas correspond with beliefs that have a
canonical status; for instance that hyperactivity is primarily a neurological impairment
which first and foremost calls for medical treatment. Certainly, they may also be
idiosyncratic to prevailing professional truths, for example by insisting that a
particular diet has drastically reduced their son’s hyperactivity.
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There is a particular characteristic with personal narratives that point in the same
direction. That is its tendency to be organized around what Hudson and Shapiro
(1991) refer to as high points. High points may, for instance, be events that are
believed to be of particular significance for the development of a problem, frequently
also what the teller believes is the cause of it. Typical high points in client narratives
are for instance traumatic experiences and developmental milestones. Such
accounts are easy to accept because they basically are in accordance with canonical
ideas in the professional culture.

Sequentiality and mutual influence
Any person is an actor situated in an interpreting culture. This rather trivial point is of
crucial importance for therapy. First, it implies that clients must be encountered and
understood as actors influencing their environments. They are not only, or even
primarily, victims of misfortune and other people’ oppression, but agents in their own
lives. This does not imply a rejection of the existence of victims of for example
poverty, abuse or oppression. It means, however, that therapy has limited power to
change what the clients are exposed to outside the therapy room. If a client wants to
change it through therapy, the only tool is the client himself. Thus, we have to
encourage the client’s ability to recognize his own contributions to it.
Second, the conception of the client as an actor points directly to the reciprocity of
interpretations in which we all engage. This means that our ability, on an individual
level, to predict outcome and make causal inferences, is limited. It is the meaning
attributed to the act that determines its consequences. This also means that our
therapeutic exploration must focus on what Bruner (1990) refers to as the heart of the
matter:
“(…) the interpretative and meaning-generating process: For there are no causes to be grasped
with certainty where the act of creating meaning is concerned, only acts, expressions and
contexts to be interpreted.” (p. 118).
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Third, the sequential ordering of events that characterizes narratives is heavily
influenced by what the culture defines as canonical relationships. To deconstruct the
sequences of events may also mean to question what is accepted as canonical in
relationships. And to question the canonical may imply new ideas about the order of
sequences. For instance, if we question when the parents first experienced their son
as compulsive and ritualistic, before or after the ”accident”, we also question the
sequential order between the two events. At the same time we question the idea that
his problem has to be rooted in a particular event or experience in the past. If we
more directly question the probability of a causal connection between the two events,
we create space for alternative sequences.
Some questions seem particularly suitable for exploring mutual influence, for
instance, exception questions, (de Shazer, 1988) about the bulling problem: What
happens when the problem is absent? What is different when Sandra is not being
bullied? What do others do? How does this make her feel? How does it make her
behave? Or another version of the same question: Who does not bully her? What do
they do? Has she ever experienced any support from somebody? Does this influence
her feelings or behavior in any way? If it does, in what way? Or exception questions
more directed towards her depressive thoughts: Are there times when she is not
depressed? Does she ever feel happy and confident? How does this affect her
behavior towards others? How does she think this affects others and their relation to
her? What about her sister, what has she observed? Does everybody bully Sandra?
Who does not? Has she noticed times when Sandra appears content and confident
together with her peers? How can she tell? Who is she together with? What has she
observed others do when Sandra behaves like that?
Landscape-of-action questions (White, 1993), is a related way of questioning
subjugating or dysfunctional narratives. In the present case it could for instance be
formulated as follows: If you decide to fight down the bullying problem, how could you
get yourself ready for it? How could you know that you were ready? Does anyone
else have to contribute? If so, who and in what way? What else must happen before
you can make this decision? How do you think this can help you to start fighting the
problem? As parents, when did you decide to take action with Sandra’s sadness and
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isolation? What experiences and events led up to it? Was there anything Sandra did
or said that made you more convinced that this was the right thing to do?
Indirectly, these questions challenged Sandra’s, as well as her family’s story about
her being a victim, and hopefully they contributed to restore her as a relational actor
in her own and her parents’ eyes.

Factual indifference
The third property of narrative, its factual indifference, tends on the one hand to fixate
established ideas and beliefs. Stories that people tell are tempered by dominating
ideas about how things work, what is important, and what things mean. We
remember and report “facts”, events and happenings in ways that are adjusted to fit
those beliefs. On the other hand, this very property may be used as an effective tool
for challenging established beliefs. There are, as Bruner (1986) has observed,
always feelings and lived experience not encompassed by the dominant story. And
narratives seem to be designed to give the exceptional behavior meaning that implies
both an intentional state in the protagonist and some canonical element in the culture
(Bruner, 1990).
“The function of the story is to find an intentional state that mitigates or at least makes comprehensible a
deviation from a canonical cultural pattern.” (Bruner, 1990, pp. 49-50).

This can, as we shall see, be effectively utilized in therapy. By exploring the unique
and exceptional, new connections and alternative meanings can be identified and
examined.
Factual indifference also implies that the story almost invariably will be an account of
a potential world in which the encountered exception is somehow made to make
sense or to have meaning. This can be utilized to stimulate imagination and
playfulness in therapy. Children are generally easier to engage in such playful and
imaginative activities than adults.
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A specific way to utilize the factual indifference of narrative is de Shazer’s miracle
question. Here the clients are invited to leave the domain of what has actually been
experienced and enter the world of what is imaginable: What would be different if a
miracle happened and the problem that brought you here suddenly disappeared
while you were asleep? de Shazer (1988, 1992, 1994) has demonstrated the
applicability of the miracle question in creating alternative stories, and its power as
tools in generating change. Selekman (1997) and Berg & Steiner (2003) have
recently shown how the miracle question can also be modified and applied with
young children. The miracle question is particularly applicable when working with
children, because they even more than adults are used to operate in fantasy and in a
continuous interchange between the real and the imagined. One particular strength
with play therapy compared to family therapy, is that it has generated tools for
communicating with children on a play and fantasy level, while family therapy only
recently seems to have taken this seriously (see for example Gil, 1994; Freeman et
al., 1997; Berg & 2003). It seems reasonable to ascribe this shortcoming of family
therapy to the general lack of interest for child-specific matters.
The miracle question is a powerful tool in creating change. Accordingly, it is a good
example of what Bruner refers to as the factual indifference of narratives. It creates
images and generates stories with great impact on the storyteller, as well as the
listener:
“Through the use of the miracle question, the therapist and client are able to have as clear a
picture as possible of what a solution will look like even when the problem is vague, confused,
or otherwise poorly described.” (de Shazer, 1988, p. 6).
However, to make use of fantasy and imagination also challenges the therapist’s
position as an expert, i.e., a person who is obliged to assess, guide, judge and
decide.
Let us briefly explore two ways in which the miracle question might be helpful in
Sandra’s case: How would she know that the miracle had happened and that the
problem had disappeared? What would be different? How would her parents know?
And her sister?
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Sandra’s suggestion was that after the miracle her mood would improve. She would
have a couple of good friends. She would be more relaxed at school and,
consequently, achieve better. Finally, she also expected that her parents would be
more satisfied with her, and therefore, nag her less. Her parents foresaw that after
the bullying had stopped Sandra would be less depressed and more satisfied with
herself. Her sadness and aggression would bee replaced by kinds of behavior that
they had seen in periods when Sandra appeared more satisfied. Hence, she would
be more relaxed and smiling. She would be more open towards them and engage in
less fight with her sister. Further, they suggested that Sandra would initiate more
activities on her own, and more contact with other people. Probably she would also
be more dominant and demanding, as they also had observed her to be in periods of
confidence and well being. Her ability to concentrate would improve and along with it,
her schoolwork. The first difference that her sister would observe was that Sandra
was no longer alone in the schoolyard. And when she saw her sister together with
others, she did not have to suppose that she was teased or bullied. At home the
sister expected that she would be less angry with her, and that she would fight less
with her parents.
This compressed version of the family members’ first responses to the miracle
question, does not pay justice neither to the nuances in what was communicated, nor
to how it was communicated in the interactional process. And indeed, the full
potential of the miracle question is often revealed only through meticulous
elaboration. Nevertheless, even these responses might serve to indicate how
effectively the miracle question may generate information about the clients’, hopes,
wishes, and their understanding of the nature of the problem.
First, the family members’ responses tell us what they regard as the primary problem.
Based on the introductory account of the family and their situation, the answers cited
are hardly surprising. It is evident that Sandra, her parents and her sister all consider
the bullying to be the primary problem. Her other problems, i.e., her depressive
behavior, her aggressiveness and quarrelsomeness, and her attention problems at
school are all regarded as secondary to the fact that that she for many years has
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been the victim of bullying. If the bullying stopped, the other problems would
consequently disappear.
Second, the responses indicate what is regarded as preferable solutions in this
family. As such they serve as guides to the general direction in which clients want to
change their lives. For Sandra, a happy outcome implies having friends, achieving
better at school and the parents being more satisfied with her. For the parents, it
would mean a more confident and happy daughter, a better relationship with her,
improved school achievements. In addition, a preferable solution for them would
imply that she would initiate more activities and social contact with other youths.
Third, the responses to the miracle question reveal the degree of coherency in the
family members’ understanding of the problem and how they wish it to be resolved.
In Sandra’s family there seems to be a high degree of coherency, but that is not
always the case.
A solution-focused therapist would, however, not be satisfied with these rather
general answers to the miracle question. Follow-up questions would typically include:
•

What would be the first thing to notice that would tell Sandra that the miracle had
happened?

•

Who would be the first of the other members of the family to notice it?

•

What would be the first thing each of the other members of the family would
notice?

•

What would you do differently if the miracle had happened?

•

What would the other members of the family (mother, father and sister) do
differently?

•

What else would be different in the family?

•

Outside the family, who would notice first that the miracle had happened?

•

What would he/ she/ they notice?

It is important to notice that the miracle question and the follow-up questions may be
addressed both directly to the one it concerns, and circularly (Selvini-Palazzolli et al,
1980, Penn, 1982). For instance, can each of the parents and the sister be asked
what they think they would do differently after the miracle had happened. Each

219

member may, however, also be asked what he or she expects the three others to do.
Thus, the mother may be asked what she thinks the father would do differently and
how she believes this will affect the relationship between father and daughter. The
sister might, accordingly, be asked what the parents will do differently, and what
impact that would have on their relationship. The miracle question may also be
supplemented with other questions developed by de Shazer and his colleges (de
Shazer, 1985, 1988, 1991). Scaling questions, for example, are very applicable if we
want to elaborate the clients responses: “On a scale of 10 to 1, with 10 meaning that
you have every confidence that the bullying can be stopped, and 1 meaning no
confidence at all, where would you put you self today?” Or the same kind of question
framed circularly: “On a scale of 10 to 1, how confident do you think your husband
is?” In this way a number of partly different and partly overlapping stories may be
created about how the problem affects the family and its individual members, what
kind of solutions that are imaginable, and the degree to which these solutions are
regarded as possible. Even though the miracle question and scaling questions are
not primarily designed for family therapy, they have potentials that are best utilized in
the context of a family therapy.
Sandra’s family’s answers to the miracle question made it clear that the bullying
problem was regarded as the primary one. Thus, the miracle would make the bullying
stop. If the bullying disappeared, they expected to see a happier girl, better
relationships in the family, and more successful school performances. In the solution
focused approach the therapist is advised to use the client’s answers as a guide for
goal setting. A problem arises however, if the therapist views the problem differently
from the clients. In this case an experienced clinician would probably hesitate in
accepting the bullying as Sandra’s basic or primary problem. The first interview
indicated that Sandra could have a more fundamental communication problem. On
this background it also seems reasonable to question the family narrative and the
realism of the solutions they foresaw. An important question therefore arises: Is it
helpful to retain a family story that defines the bullying problem as the primary one,
and the others as caused by it? If the therapist’s judgment is that it is not helpful, it
also implies a reassessment of the therapeutic goals. Was it, for instance, realistic to
expect better school performances? If the bullying could be brought to an end, how
likely would it be that her ability to form friendships would be enhanced as a
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consequence of it? What else must happen in order to increase Sandra’s social
competence and confidence in other people? As will more thoroughly be discussed
later, there are different ways of introducing alternative ideas in therapy, for example
embedded suggestion questions (Tomm, 1987).

A preferable story?
Of the many possible stories that could have been produced about Sandra, her
family and their mutual relationship, are there any preferable ones? And if there
were, what would characterize them? Some suggestions can be made.
First, preferable stories have to be tenable. That means that they can stand across
time and context. Therefore, the observed events, on which a certain story is built,
must be recognizable in different situations and at different times in a person’s life.
Such a story may be hidden in the way events are sequenced, or as White (2002)
puts it, be “visible only as thin traces, which are full of gaps” (p. 5). But it is
recognizable when family members’ attention is specifically directed to it. Moreover,
in order to survive in a family context, it is important that these observations are, or
become, shared between family members. In order to be shared and acknowledged
they need in addition to be interpreted in accordance with basic family values, or with
what here is referred to as cultural canons.
A second characteristic of a preferable story is that it contains an account of persons
as actors. Sandra and her parents first and foremost saw her as a victim of other
children’s scapegoating, and of the teacher’s indifference. Neither Sandra herself nor
her parents were able to recognize her contribution to the destructive patterns of
interaction in which she engaged. There was no doubt about Sandra and her family’s
suffering. Neither was there any doubt about whether the girl was bullied or not. To
reduce her difficulties, it was certainly important to direct the attention to the school
and its way of handling what had to be regarded not only as a relational problem at
that particular school, but also as individual conduct problems among some of it’s
pupils. This was in fact done, and the school gladly collaborated in an intervention
program. But, unfortunately, however “true” this part of the story was, this approach
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didn’t manage to solve Sandra’s more basic problems. Are there other options, or
other truths?
The parents understood Sandra as a vulnerable child who had been denied the
experiences necessary for developing her social skills. It is a story that points out
social experiences and social skills as one critical factor for problem resolution. As
such it is a story that indicates something about what Sandra needs to do and
experience, in order to overcome her problems, and also, what her parents could try
to help her with. In that sense it might be productive. However, it is also a
problematic story. The parents had tried to help her by inviting playmates and
arranging company with other children, unfortunately, only to experience that she
was rejected the next time. A further move could be to explore, together with Sandra
and her family, what Sandra’s vulnerability consists of? Indeed, it was about her
emotional reactions upon being rejected and bullied. But had it also something to do
with how she interpreted social signals, how she reacted, and how she behaviorally
contributed to the destructive interaction with other children? This can be done by
exploring and questioning the sequential order of events (who did what and when),
and hence, suggest alternative causal relationships. Turning the focus to Sandra’s
own behavior and its consequences might contribute to establish her as an
influencing actor. But it is also a delicate move, because it can be comprehended as
a way of giving her the responsibility for the problems. It is hardly helpful for Sandra
to establish her as responsible for her own misfortune. On the other hand, in order to
help her it is also important to identify alternative ways of behaving. Preferably these
alternatives already exist as neglected experiences in Sandra’s life.
In a “re-authoring conversation” (White, 2002) people are assisted to identify more
neglected event of their lives — exceptions or “unique outcomes”— as starting point.
Through questions about their occurrence in near and distant history these “thin
traces” are thickened and enlarged. A “counterplot” is identified and named and
connected to the person’s identity. Finally, the future significance of the “new identity”
is explored.
However, even though it was possible to identify “unique outcomes” and exceptions
in Sandra’s life, (she did, for example, once have a friend) and to use these
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exceptions to explore further the relationship between Sandra’s own and other
person’s behavior, it also became clear that her repertoire of social skills was limited.
In addition to being assisted to identify, thicken and enlarge experiences connected
to the unique outcomes in her life, it became evident that she, in order to develop a
more functional social behavior probably, also would profit from more specific
assistance.
Sandra’s story was mainly a story about being victimized, and subjugated to other
people’s behavior. In that respect it resembles the stories of many other clients. And
it turned out to be closely connected to a more comprehensive family narrative with
subjugation and lack of recognition from other people as common denominators. A
story about being without power to shape ones own life and future is hardly a
favorable starting point from which to create therapeutic change. Furthermore, even
though oppression exists as a real phenomenon in many people’s lives, as therapists
we need to believe in people’s own power to influence their environment. Otherwise
we must look for alternative ways of intervening than therapy. That people
continuously influence and are being influenced by their own environment applies, as
we know, for the newborn infant as it does for older children and adults. It is the
therapist’s responsibility to make this visible for his clients and to mobilize their belief
in and capacity for change.

DECONSTRUCTING NARRATIVES
Developing effective approaches for contributing to more functional narratives in people’s lives has, the
last two decades, been the central project of family therapy.
Michael White (1993) uses the term deconstruction for all kinds of therapeutic
practices that undermine a client’s subjugating self-narratives:
“(…) deconstruction has to do with procedures that subvert taken-for-granted realities and
practices: those so-called “truths” that are split off from the condition and the context of their
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production; those disembodied ways of speaking that hide their biases and prejudices; and
those familiar practices of self and relationship that are subjugating of persons’ lives.” (p. 34).
It can be argued that any effective therapy will have this quality. As will be addressed
more specifically shortly, there are, however, questions and intervention methods,
which are more explicitly designed for this purpose by promoting experiences of
separation from the problem saturated stories and by generating alternative stories.
These include, for example, externalizing conversations, unique outcome questions
(White & Epston, 1990; White, 1991, 1993); landscape of action questions,
landscape of consciousness34 questions (White, 1991, 1993. The same seem to
apply for questions that de Shazer and his colleagues have developed, the miracle
question and exception questions (de Shazer, 1988, 1991)
On the other hand, as de Shazer points out, the usefulness of a given question can
only be judged on the basis of the answers it elicits:
“It is only when the answer is useful that we can say that the (so-called “great”) question was a
useful one. In fact, we frequently find that what the question actually meant can only be known
by the answer it triggers. That is, we can tell more about what kind of question a question was
by looking backward from the answer. A question can only become “great” when it precedes a
“great answer”. A “great answer” is judged to be “great” when and only when it is useful to the
purpose of therapy” (1994, pp. 97-98).
For the present argument it may suffice to define the purpose of therapy as
generating alternative and preferred stories to those in which the clients are
imprisoned. The purpose is, accordingly, to extend the range of possibilities for the
clients, when it comes to action, thought, and the way they define themselves and
their relationships.

34

Michael White has in his latest writing and teaching referred to Landscape of identity, as an alternative to
Landscape of consciousness (White, 2002).
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Deconstruction and narrative properties
How can we exceed the limits of our clients’ narratives? First, by recognizing that
narratives are never fixed, although the stories that clients tell sometimes appear to
be. Narrative is not a particular story, but the process of telling a story. What we
remember, and how we remember it, is heavily influenced by new experiences we
make and the context in which the account is made. If that were not the case,
psychotherapy would make no sense.
“If memories were unchanging pictures in mind, reflecting the cognitive state of the individual
when she took the picture, we would expect that adults would report memories from early in life
in quite different terms than they do those from later in life. But they do no such thing. Rather
memories are rehearsed and reshaped continuously through narrativization, and are thus
saturated with one’s present and future.” (Gee, 1991, p. 19).
Personal memories that are unrehearsed disappear, but to rehears them means to
retell them in a narrative fashion (Gee, 1991). The retold narrative will be shaped by
the narrative context of the person’s ever-changing past, present and future. It will
also be changed by narratives that others tell.
Self-narration is therefore an active shaping processes influenced by the context in
which it is told and the listener’s reactions. It is this rehearsing and reshaping through
dialogue that characterizes narrative. This applies for the individual client’s narrative
and even more for those told in the context of family therapy. One obvious
advantage with family therapy is that the therapist has access to various storytellers
whom by necessity will produce different versions of a common story. No matter how
concordant the individual members of a family seem to be, there will always be
differences to explore. Thus, one basis for changing narratives is to be found in the
narrating process itself. Many questions and intervention procedures in family
therapy are especially designed to elicit and emphasize differences in the clients’
own accounts, or between the accounts of individual family members. Circular
questioning (Selvini-Palazzolli et al., 1980) miracle questions and exception
questions (de Shazer, 1988), unique outcome questions (White, 1993), are but a few
examples.
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Narratives are, as we have seen, sequential in their structure but have an evaluative
function. Change depends on the evaluative function of narrative. Like other
conversations, therapeutic conversations imply a continuous shift of roles between
being the speaker and the listener. It is also a shift between the reference and
evaluative function of narrative. Consequently all participants undergo changes. As
Anderson and Goolishian (1992) put it:
“We live in and through the narrative identity that we develop in conversation with one another.
Our “self” is always changing.” (p. 28).
Given that the therapist must contribute with something different in order to enhance
change, our interest will be directed to what the therapist’s contribution is, in other
words to the therapist’s knowledge, experience and skills. The responses of the
listener are, in other words, also situated within a larger pattern of narratives from his
own life and experiences. The main focus here has been the therapist’s knowledge
base, i.e., the foundation, or the points of reference, on which the therapist’s
practices (questions, comments and tasks), are based. In other words, what he,
based on this knowledge, thinks is helpful for the client.
A distinction has already been made between therapy-internal knowledge which is
concerned with therapeutic processes (for instance, what generates dialog, self
reflection and change), and therapy-external knowledge, which is basically occupied
with describing general principles in human existence, development and functioning.
What has here been referred to as child specific knowledge, belongs to the therapyexternal domain.
Yet, as we have seen, child specific knowledge also refers to what we know about
how a child learns to think and talk about himself, his life, experiences and
relationships, i. e., the child’s narrative development. Thus, child specific knowledge
is also knowledge about how the human child’s entrance into meaning take place
within a context of interaction, mutual interpretation and narration, and how culture is
transmitted through narratives. It addresses itself more specifically to therapy
because it concerns the child’s qualifications for participating in the kind of mutual
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exchange of perspectives that characterizes therapy. Accordingly, it concerns our
understanding of the child and how we talk or interact with children in a
therapeutically helpful way. Therefore, it is also a therapy-internal matter.

Deconstructive practices
Let us now move to another case example:

”Thomas”
Thomas was ten years old the first time he came to therapy, together with his parents and a
baby brother. In addition he had two younger sisters whom he did not want to be present. His
parents were in their mid thirties. His father worked as a truck driver, his mother as a teacher
at the same school as Thomas went to.
As presented problem, it was told that Thomas from early childhood had been a very anxious
boy. He was afraid of being alone in the house or even alone in a room. He was anxious
about everything new he was expected to do, and he spent much time brooding and preparing
for it. He had trouble with falling asleep at night, and frequently woke up during the night. He
could not sleep alone. Thomas and his parents seemed to have a relatively coherent
understanding of his anxiety. In addition, the parents were very concerned about his eating
habits. Much of the ordinary food on the family’s table was unacceptable to Thomas. He ate
only fresh white bread. He had also special demands about cleanness and how the food
looked. Fish for instance, had to be prepared so that it was without spots, before he could eat
it. Consequently, all food that he ate was specially made for him. Thomas did not share his
parent’s concern about his eating habits. He was, however, tired of his parents worrying
about it.
According to the parents, Thomas had always been a shy and anxious boy. He did not rush
into new situations, but was reserved and preferred to observe other children from a distance.
He consequently avoided physically challenging play. In retrospect Thomas’ mother dated the
beginning of his eating problems to the period after he was weaned from the breast. The
parents did not, however, think of Thomas’ behavior as unusual or deviant, before his sisters
were born, so that they could observe the difference.
Besides Thomas’ anxiousness and eating problems, his parents were also concerned about his
lack of contact with other children. Thomas did not play football, he did not like skiing, and
he was just an observer to the play in the schoolyard. Instead, he preferred the school
library. His school performance was, however, very good. He did especially well in subjects
where he could apply the factual knowledge he had acquired through his own reading, for
instance biology, geography and history. At home Thomas spent most of is time reading and
looking at TV, but he also loved cards and other kinds of play. When he was unable to sleep
at night, one of his parents - mostly his father - used to play cards with him. His parents also
remarked that he could be obsessively attached to certain objects and became easily very
upset when something was missing. In one of the therapy sessions Thomas was obviously
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very tired, something the parents attributed to the fact that he and his father had spent most of
the night searching for a lost video-tape which meant much to him. The misplacement of a
book, could also trigger his anxiety.
The last months, before his baby brother was born, the situation had become increasingly
difficult. According to Thomas’s mother he had to be forced to go to school, and she regularly
left him crying outside the teachers’ room. He lay awake until late at night, had frequent
nightmares and had to have eye contact with his parents when he was in bed. Because of his
lack of sleep, it was very difficult for Thomas to get out of bed in the morning. Inquiries about
school revealed no special experiences, which could explain his resistance.
During the therapy sessions Thomas presented himself as a talkative and creative boy with
exuberant fantasy. As therapy progressed he brought with him stories and written comments
to the homework he received from the therapist, which bore evidence of exceptional fantasy
and imagination. He could enthusiastically talk about the inner worlds that he had
continuously created, and which he called “Thomas’ world”.
Thomas made it clear that he came to therapy because he needed help to get rid of his
anxiety, which he experienced as very troublesome. He made it correspondingly clear that he
did not need or want help to change his eating habits. Neither did he need help to engage in
more activities with other children. This was how he wanted it to be, and he did not think it
was a very good idea to try to persuade him to change his mind about it, because, as he said,
he could be very stubborn. His anxiety could be divided into three sub-categories. The first
was characterized by frightening figural images, for instance aggressive animal faces. The
second he described as something he did know what was. He likened it a river running trough
him. Finally, he had frightening fantasies about the future and about death.
The parents seemed very understanding and patient with Thomas. They were also very
consonant in their description of him. In spite of the problems both, characterized their family
life as caring and harmonious. They described themselves as calm and patient. However,
both of them reported having been rather anxious as children. Therefore, they could easily
understand what Thomas was wrestling with. They regretted, however, the way his anxious
and compulsive behavior prevented themselves as well as Thomas from taking part in
activities they appreciated, e.g., skiing. Thus, they admitted that they were tired of how
Thomas’ problems influenced their family life. Especially the mother expressed feelings of
being worn out. In addition to the problems with Thomas, she had recently given birth to new
baby, and had been sitting at the bedside of her dying father. The terminal illness of his
grandfather entailed that Thomas and his father a couple times came to therapy without the
mother. The parents and Thomas were in agreement that the father seemed to cope best with
Thomas when he had his anxiety attacks.
So far Thomas and his family. Their story contains many psychological and systemic
issues, which all could deserve a more thorough exploration. Depending on one’s
theoretical stance, one would e.g., prefer to emphasize the early mother-childrelationship or Thomas’ experience of having a sister when he was two and a half
and another one two years later. The more recent birth of a baby brother and the
terminal illness of his grandfather, which both implied lengthy absences of the mother
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away from home, might also be emphasized. The way Thomas’ anxiety was
reinforced by his parents, how it gave him a privileged position in the family, and how
his difficulties kept the family together, represents another obvious focus. An
interview with the family from another position than mine might, furthermore, have
created a story different from the above and thus given rise to other ideas about the
nature of this Thomas’ problems. This is how it has to be.
The parents’ story about Thomas’ problems was coherent, consisting of a continuous
chain of events. It started with recognition of his inborn shyness and worriedness and
continued with observations about his reluctance towards new stimuli, especially food
and physical challenges, but also social ones. They understood him as a shy and
anxious boy and not, for instance, as stubborn, controlling and spoiled. His other
problems were understood as secondary to this basic characteristic.
The accounts of his reactions, when challenged were, moreover, correspondingly
coherent and predictable: resistance, anxiety, compulsivity and dependency.
What has been pointed out as the characteristics of narratives in general may, direct
our attention to particular aspects of the story that has been created about Thomas,
for example inherent beliefs about the nature of the problem, causality and possible
outcome. Thus, it seems reasonable to assume that to help this family implies
helping them question these taken-for-granted beliefs.
This story also demonstrates another point: canonical elements are embedded in
client’s ideas about outcome. Which solution is regarded as favorable? What
changes do they expect? Thomas’ parents felt sorry for him. They wanted him to get
rid of his anxiety, they wished that he could go to school without shrinking, and
because they were worried about his health, they also wanted him to eat proper food.
But they did not express expectations about him being radically different from how he
was. Evidently, they partly attributed his problems to stable personal characteristics,
which they neither expected nor wanted to change. As noticed, Thomas’ own
expectations were even more modest. He just wanted to get better control over his
anxiety.
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On this background, let us examine some of the answers and alternative stories,
which were created in the therapy with Thomas’ family. Thomas and his parents were
respectively asked about what name they thought would best fit the problem (an
attempt from the therapist to introduce an externalizing conversation). While the
parents answered rather conventionally that they thought of it as anxiety, Thomas
suggested three different names corresponding to three subjectively very different
experiences. Thus, he had not one problem, but three: the first was called “the
faces”, the second “the river”, and the third, which (for lack of a better word), he
finally choose to name “the future”. Not only were the three problems different in their
expression, each of them had their own dynamics. As for “the faces”, for instance,
Thomas had developed strategies to handle himself, while he needed his parent’s
help to achieve control over “the river” and “the future”.
With Thomas in the lead, it was quite easy to engage the family in an externalizing
conversation, which included:
•

Mapping the influence of the problem(s) in their lives and mutual relationships.

•

Mapping their own influence on the problem(s) and describe how they from time
to time managed to counteract and control it (them).

•

Reflect upon the ideas that this success generated about of how to influence the
problem(s) in the future.

The answers revealed for instance that for Thomas the problems were mostly
conveyed to unpleasant feelings. He expressed an intense fear of “the faces”, “the
river” and “the future”, which also made him afraid of going to bed at night. Because
of his reluctance to go to bed, and his problems with falling asleep, he was very tired
when he was wakened up in the morning. That was a nuisance for him. But he
denied that his problems hampered him much in other arenas of life. The reason for
not taking part in physical activities at school and refusing to go skiing with the rest of
the family, he said was because he did not want to. Similarly, he declared that he did
not fear any kind of food, he just didn’t like it. The father’s comment to this was that it
was difficult on the basis of Thomas’ reactions to distinguish between what was due
to fear and what was due to stubbornness. Furthermore, Thomas expressed little
worry about how the problems affected his relationship to his parents, his sisters or
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other persons. Neither had he any ideas about how it could influence the relationship
between the parents.
The later was, however, something that worried the parents. They thought of
Thomas’ problems as something that influenced all parts of their family life and all
relationships within the family, including their own as man and wife. For his mother it
also affected her in the way that she began to question her own capacity to be a
good mother and her professional role as a teacher. She was very embarrassed by
some of the episodes at school, which were witnessed by her colleagues.
When the miracle question was asked, it became correspondingly clear that the
parents foresaw quite different and more far-reaching consequences of the problems’
disappearance than did Thomas.
Neither Thomas nor his parent could give any examples, of having been able to
outsmart ”the face”, ”the river” or ”the future”. However, there were many others
examples of unique outcomes, of them having been able to control and even “defeat”
them. As the conversation went on, Thomas returned to the possibility of being able
to outsmart the problems. Not surprisingly perhaps, to this intelligent but also very,
prudent boy the idea of being able to outsmart his anxiety appealed much more than
ideas containing metaphors of fight and control. Anyhow, he pointed out his father as
the most competent person to help him deal with the attacks and tricks that he was
exposed to. Both the parents confirmed that the father also previously had been the
preferred and secure base when Thomas felt overwhelmed by his anxiety.
The miracle question and exception questions were also used in the therapy with
Thomas’ family with a significant effect. Both Thomas and his parents confirmed that
there were times when the problems were absent, although they disagreed about
how often that happened. In fact, there were exceptions to the eating habits and his
physical engagement as well, but because Thomas did not accept them as problems
these areas were temporarily put aside. We agreed to concentrate on his fear of the
“the face” “the river” and “the future” which mostly appeared when he was about to
fall asleep.
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So, what was different when the problem was absent? According to Thomas, he just
fell asleep and did not notice anything, before he woke up the next day. His parents
could not say much either. Because none of them could predict when the problem
appeared, they prepared themselves for it every night: The father always sitting
within eye contact range from Thomas, usually watching television, while the mother
was occupied with other matters in the house. Often Thomas fell asleep within half
an hour and the father could leave the room. But more often Thomas was unable to
sleep because of the images that scared him. When that happened, the father had to
be available to talk with him, play cards with him or let him watch television together
with him. The extent of his father’s interventions, were dependent on how and to
what degree his fears manifested themselves. Sometimes it was enough for the
father to affirm him about his presence. Other times it could take many hours before
Thomas would fall asleep.
Interestingly, a more thorough investigation of the exceptions, using observation
tasks and scaling (de Shazer, 1988, revealed a more complex picture. Thomas had
for instance often difficulties attaining sleep without being scared or anxious. The
following quotes are from the diary notes that he was asked to take the following
morning about his thoughts and feelings before he went to sleep:
”March, 23rd. 4 on the scale. The future. I had a nasty feeling inside me while thinking about the
future”. Couldn’t sleep until late”
”March, 24th. 9 on the scale. Had a feeling of a line in my chest which became a circle that burst
and became a line again. Calmed down while talking and joking with my sister. Fell
asleep”.
”March, 25th: 0 on the scale. Couldn’t sleep. Wasn’t scared of anything”.
”March, 26th. 0 on the scale. Couldn’t sleep. Wasn’t scared”.
”March, 27th. 8 on the scale. Feeling that something is behind me.
NB. Written while I am afraid.”
”March 28th. 0 on the scale. Not afraid. Felt that I was about to become
afraid but fell eventually asleep out of exhaustion.”
”March 29th. 7 on the scale. Death. I calmed down. Daddy talked to me.”
”March 30th. 7 on the scale. Thinking about school, worried, feeling
bad. Talked with daddy about it. We found out: School trip, long
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way from home. The recesses, boring.”
This kind of observation tasks has two purposes. First, they produce new
descriptions of the problem and its exceptions. By so doing, they also point to new
possible solutions. Thomas’ notes not only revealed that there was no simple and
direct relationship between, being scared and the sleeping problems they also
expanded the story by introducing new problem descriptions like worry for school and
“the line which became a circle and burst”. His notes also tell us that it is not only his
dad that can help him overcome his distress. Talking and joking with his sister could
have a similar effect. Through repeated observations, it became clear that “the face”
and “the river” were far rarer than indicated in the first sessions. In fact they did not
turn up at all during the 4 weeks of observations.
For the therapist, these new pieces of information meant new connections to explore.
For instance, what is the difference between being scared and being worried? Are
the parents able to tell the difference? And if they do, how can they tell? Are their
reactions towards Thomas different too? If so; in what way? Or, when he was talking
and joking with his sister, what was it that made the scaring image loose its grip?
Had it happened before in the same way? Moreover, the recognition that his sleeping
problems were related to different emotional states: being very and moderately
scared, being worried, and not being neither scared nor worried broke the sequential
order of his story, and hence the canonical ideas about causality. Thus, we had to
search for alternative connections. Could it even be reasonable to talk about his
sleeping problems and anxiety as two different problems, although often, but not
necessarily connected?
The second purpose of giving observation tasks is that it is an effective tool for
stimulating externalizing practice. When Thomas was asked to take morning notes
the, he had to have these notes in mind when he went to bed. He had to prepare for
it by observing himself and the immediate effects of the problem. In order to do so,
he had to make a separation between “himself” and his emotional reactions. This
way of observing ones own emotional reactions is, of course, a well-known
therapeutic splitting technique, frequently applied in e.g., hypnoses and
hypnotherapy. And it often works very well with children.
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Thomas’ preparation for the morning notes also implied that he had to formulate
aspects of his problem and his own reactions verbally. The scaling task, moreover,
implied that he had to evaluate his reactions. Not only did he have to formulate it
verbally, he even had to prepare it as a written text, a distinction which according to
Ricoeur (1991) is far from trivial. Once written, a text gains a life of it’s, own or as
Ricoeur puts it is “freeing itself, not only from the author, but also narrowness of the
dialogical situation” (p. 536). Thus, its meaning can be explored both by the author
and other readers as something unknown or, in Michael White’s words, “exotic” and
“rendered strange”. In that way it is also gains a special power in triggering narration.

THERAPEUTIC NARRATIVES AS JOINT PRODUCTS OF EXCHANGE IN
THE SESSIONS
A narrative approach to family therapy implies to acknowledge and emphasize the therapist’s
influence and responsibility.

Narratives as instruments for social negotiation
Narratives are instruments for social negotiation. The stories that come out of these
negotiations are joint products where both the teller and the listener have their share.
Stories produced in therapy are no exceptions. They are, joint products, where the
outcome of a therapy session is neither the therapist’s nor the client’s alone (Stam &
Egger, 1997; de Shazer, 1991a). The therapist exerts his influence by the way he
asks, by which themes he chooses to focus on, and by including certain topics in the
talk. According to Stam and Egger (1997), claiming that such talk creates selfnarrative or self-understanding is to miss the dual nature of narration. Narratives are
not the creation of one person, but the joint action of two or more persons in
conversation:
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“If there is a narrative psychology here, it is not one that requires us to posit the coherence of
”storied lives” as much as storied interactions (…) We are confronted then not with meaning per
se but with the work of creating meaning out of the multivocal, multiple and inchoate possibilities
which present themselves in talk as well as the constraints on such talk by the activities and
social circumstances of our lives (… ) just as there is no one narrative to “finally” tell, the
question of the narration of the self is also a social activity.” (pp. 80-81).

The relationship between client and therapist
The relationship between therapist and client is a complementary relationship where
the basic roles as helper and help seeker are defined in advance. Therefore, it is also
defined in advance whose perspectives it is that will be on the agenda. It also means
that, regardless of who talks most, the therapist’s role is that of the listener, whose
job it is to recognize and respond.
However, the recognition and responses from the listener to the perspectives of the
speaker have to be situated within a larger pattern of narratives (Gee, 1991). Applied
to therapy, this means that the therapist’s comments and questions to some degree
must be informed by and in understanding with the client’s values, attitudes and
beliefs. It is not helpful to be recognized for something you don’t value or believe in.
The “social talking” that most therapists engage in at the beginning of therapy, is one
way of being informed by the family’s narrative universe.
This, of course, does not mean that everything the therapist says and does have to
be in accordance with the clients’ perspective. In order to enhance change, the
therapist’s comments and recognition must represent something different or new; or
as Bateson, (1972) famously put it: “a difference that makes a difference”. It must
add to, reinterpret and “thicken” the client's narratives (White, 2002), negotiate and
elaborate differences (de Shazer, 1991a) and open opportunity of new agency
(Anderson & Goolishian, 1992). In fact, the transformational power of narrative rests
in its capacity to re-relate the events of our lives in the context of new and different
meaning (ibid).

235

There is an inherent duality embedded in the therapeutic interview, which is also
related to the main concern of this thesis: The therapist as an expert - one who
knows - and at the same time one who does not know and who therefore is
depending on being informed by the client. The client’s story informs, on the one
hand, the therapist about how the client categorizes and gives meaning to his
experiences. On the other hand, it is the same narrative within which the client is
stuck. It defines what is thinkable, permissible and possible:
“For stories define the range of canonical characters, the settings in which they operate, the actions that
are permissible and comprehensible. And thereby they provide, so to speak, a map of possible roles and
possible worlds in which action, thought and self definition are permissible (or desirable).” (Bruner, 1986,
p. 66).

If we believe in therapy as a way of changing people’s feelings, thoughts and
behavior, it follows that we must also believe in the possibility of changing people’s
stories about who they are and what they can do. This is basic to all psychotherapy.
On the other hand we must accept their story as a “true” account of how the client
interprets his experiences:
“The truths inherent in personal narrative issue from real positions in the world - the passions,
desire ideas, and conceptual systems that underlie life as lived. People’s personal narratives
are efforts to grapple with the confusion and complexity of the human condition” (Josselson,
1995, p. 32).
It ought to be said, however, that this does not imply that our knowledge as therapists
should be confined to the narrative as the client tells it. According to Josselson, it is
our intellectual task as therapists to write a superordinate narrative that
encompasses them.

The therapist’s influence on the narrative process
Therapists are not exempted from cultural influences. Responses that therapists
make are always situated within an overarching pattern of ideas and beliefs. These
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overarching patterns of beliefs, within which the therapist’s responses are situated
may be basically internal to therapy i.e., they are concerned with what works
therapeutically. They are informed by the therapist’s own experiences as therapists,
or by textbooks. However, they may also, explicitly or implicitly, refer to therapy
external concerns, for example theories of human development, or diagnostic
categories.
However, to embrace the therapist’s position as a responsive listener makes it
important to acknowledge the therapist’s role in the clients’ narratives. He is the
person to whom the stories are told. The therapist is, as any participant in a
conversation, a part of the storytelling process:
“Narratives are creative activities in which the speaker can alter the story in collaboration with
the listener, or in which groups creatively co-construct joint narratives.” (Fogel, 1995, p.120).
The above description of narratives as a collaborative process fits with most general
descriptions of therapeutic change. The outcome of a therapy session is neither the
client’s nor the therapist’s product alone, but a joint product of both participants as
they respond to one another’s utterances and speak into a context creating the
possibilities for further conversation (Stam & Egger, 1997). Therapists of different
schools and beliefs will, of course, use different approaches in order to promote this
process. But as recent studies in psychotherapy demonstrate, specific therapeutic
techniques account for only a small part — about 15 % — of the total effect of
treatment, while common factors, like the therapeutic relationship and expectancy,
accounts for 45% (Asay & Lambert, 1999). This also highlights another characteristic
of the client – therapist relationship: The therapist is not an ordinary listener or
conversational partner, but a professional helper to whom certain expectations are
ascribed. These expectations will influence the storytelling process. The therapist’s
status as an expert and a representative for a special narrative culture will influence
the client’s accounts in a non-arbitrary direction, mainly towards the canonical. To a
certain degree clients will tell the therapist what they expect him to find important,
relevant or interesting. Accordingly, the more the clients “know” about their particular
kind of problem beforehand, the more influenced their understanding tends to be by
canonical or conventional ideas. The fact that the client enters therapy with
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expectations about what the therapist will find relevant only emphasizes the
therapist’s influence on the client’s narrative and therefore his responsibility for the
content - what is talked about - as well as the storytelling process itself.
The fact that therapists influence their clients’ narratives is the very basis for
psychotherapy as an assisting effort. According to Gergen and Kaye (1992) both
traditional (modernist) approaches and many of the postmodernist approaches to
narrative therapy share an emphasis on replacing a client’s narrative with one which
is considered “better”. Within modernist therapy, the client’s self-narratives are
judged as inaccurate, dysfunctional or as a distortion of reality. The therapist is
viewed as a scientist, with access to an empirically based professional discourse.
The therapist’s responsibility is to replace the client’s flawed account with an
improved, more accurate and therefore more functional one.
In postmodern approaches, on the other hand, the therapist is not in the same way
confined to a single, fixed, pre-formulated narrative, nor does the therapist, as we
have seen White (1993) emphasize, work toward replacing the client’s narratives with
a professional discourse. Instead the therapist and the client are said to jointly
construct an alternative story. The therapist’s narratives represent only some of the
many culturally available narratives that the participants might use. The goal of
therapy, however, remains the construction of a single overarching narrative that
guides the client’s understanding of his life, his actions and his interaction with other
people.
This notion of therapy as a replacement or reconstruction of a client’s dysfunctional
narrative with a “better” one is criticized by Gergen and Kaye (1992). They
emphasize the ongoing narrative construction, which makes up everyday activity,
and which also characterizes therapy. Therapy, like all dialogue, is one of joint action.
Utterances are formulated in response to other utterances, not out of a clearly
formulated plan or representation, rather within a context, which are not exclusively
one’s own. The other participants determine what we think, do and say, as much as
do our own plans and intentions.
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Bruner (1986, 1990) has as already mentioned emphasized the interactional
embeddedness of narrative development in children. Describing therapy as a
narrative process entails a corresponding understanding of narratives; i.e., as a
primary social endeavor, where the respective contributions from the client and the
therapist are inseparable. This is one reason why therapists ought to be conscious
about how they contribute to the story telling process. The conception of the therapist
as ”not knowing” and ”being informed by the client” (Anderson & Goolishian, 1992)
only serves to conceal the therapist’s influence and the duality of the therapy
process. The view favored here is instead that that the therapist should be more
explicit about his preconceptions, intentions and efforts.

NARRATIVE DEVELOPMENT: BASING QUESTIONS AND
INTERVENTIONS ON THE CHILD’S NARRATIVE SKILLS
Knowledge about narrative development counts as child specific knowledge. It is relevant for
therapy involving children by pointing out basic therapeutic concerns, by informing the therapist
about children’s qualifications for participating in a conversation, and accordingly about how to
assist children in their narrative efforts. Family therapy that integrates child specific knowledge
and that, furthermore, aims at contributing to narratives that are functional for the child and
positive for the whole family, is a powerful tool for improving the life quality of the individual
child, as well as the family as a whole. This presupposes that family therapists undertake to
acquire broad knowledge about normal and deviant development and apply methods and
techniques that are effective in changing narratives.
Obviously any therapeutic work with children must take into account how children at
different ages think, talk, memorize and make meaning out of their experiences.
Family therapists working with children will have to adapt content and language to
what they expect the child is able to understand and talk about. Family therapists’
skills in communicating with children are, however, rarely rooted in specific
knowledge about linguistic and narrative development. More typically, they are based
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on personal experiences from one’s private or professional life, or from consultation
with other colleagues. As pointed out earlier this lack of reference to theory and
research, seem not only to apply to family therapists, but across different clinical
practices.
Emphasizing the need for specific knowledge about children’s narrative development,
need not disparage other sources of experience. Yet, as Selekman (1997) argues, to
have a good grasp on developmental theory may aid us in determining how best to
communicate with the child, and with designing and selecting therapeutic tasks that
the child is capable of understanding and performing. Knowledge about narrative
development is therefore knowledge about basic premises for therapy with children.

The child’s cognitive development
What does this mean in practice? Among others things, it implies that the therapist
should have knowledge about what children at different ages are able to understand
and communicate, and how to talk with young children in order to stimulate narrative
production. Summarizing clinical implications from cognitive research, Selekman
(1997) points to “four important findings” related to children’s narrative capacity,
which he maintains therapists working with children should have in mind. First, the
age of the child determines his or her cognitive capacity to retrieve, identify and
interpret the content of his or her memories. Second, younger children’s capacity to
retrieve memories can be enhanced through contextual support. By using puppets,
dollhouses, drawing and painting the therapist may help them express their
interpretations of their family stories. Third, children are highly susceptible to
suggestions and ideas offered by parents and other significant persons, including the
therapist. Subsequently, when listening to children’s stories about critical events in
their lives, we may be hearing children echoing someone else’s voice or
interpretations.
From a narrative point of view, Selekman’s (1997) fourth “finding” may seem more
questionable:

240

“When remembering past events, young children are more likely to make errors of omission; therefore,
therapists need to be careful not to accept children’s stories as complete and accurate accounts of
reality.” (p. 42).

It is tempting to ask whose stories can claim to be accurate accounts of reality. As
McCabe, Capron and Peterson (1991) maintain, the idea that we can assess the
truthful content and adequacy of an adult’s or child’s personal account by reference
to some external set of “facts” is an illusion. When someone has a personal
experience, what are the facts? The narrative approach to therapy rests on the basic
assumption that accurate accounts of reality are nonexistent, and, moreover,
basically without interest.
Selekman should be credited for his efforts in systematically taking the child’s
developmental characteristics into consideration. His references to developmental
psychology are, however, questionable. If we take a closer look at the four “findings”
referred above, it becomes evident that they are based on the assumption that
experiences and memories have an existence independent of the story and the
language in which they are situated. Contrary to that view, a narrative approach will
insist that “words do not describe or report things or events so much as they create
them” (Russell & Wandrei, 1996, p. 313). Moreover, children’s narratives (and
adults’ as well) are always, on one level or another, echoing others’ ideas or
standards. What children have learned to be valid, significant or interesting will not
only influence their account of an event, but their very experience of it in the first
place. Evidently, helping children to identify and interpret memories and experiences
by for example using contextual support like toys, drawings or fairy tale, will
necessarily imply that the therapist engages in a shaping, creative process together
with the child.35 It underscores the therapist’s responsibility for the content as well
and for the structure of the stories told in therapy as well. Furthermore, the coconstruction of narratives together with adults gives the child access to a broader
repository of information and knowledge, which should be one of the main purposes
of therapy in the first place.
35

During the last couple of years a multitude of new and creative techniques for engaging children in therapeutic dialogue
have emerged both from the solution focused and narrative tradition. See for example Freeman et al., 1997; Morgan, 1999,
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What characterizes children’s narratives
Anyway, it is important to recognize that children’s accounts differ from those of
adults: For instance, preschool children’s narratives typically lack many of the basic
structural units of a story and more closely resemble event descriptions or scripts. On
the other hand, children as young as four years of age are able to use such basic
structural units or story schemas, as an aid in story comprehension (Hudson &
Shapiro, 1991). McCabe and Peterson (1991) summarize a study of over 1000
personal narratives of 96 children aged 3 ½ to 9 ½ as follows:
“There was an age-related development of overall narrative structure, with children moving from
temporally disorganized lists of actions at age 4 to narratives that followed the temporal
sequence of experienced events but that ended in prematurely high points of the story at age 5.
By the age of 6, most children told narratives that conformed to Labov’s (1972) description of
what makes a good narrative (…). In other words 6 -year-olds oriented their list to who, what,
where and when something happened, gave complicating action building to a climatic event that
was evaluated in some way, went on to resolve the action, and sometimes provided a coda
updating the events in the narrative.” (pp. 217- 218).
Narrative production is, furthermore, dependent on contextual factors. Nelson (1989)
emphasizes, for instance, children’s event knowledge as a cognitive context
influencing the narrative structure. Older children will have more generalized
knowledge to support their accounts than younger children. Accordingly, the
increased narrative complexity of older children is associated with their superior
event knowledge (Hudson & Shapiro, ibid). They found, for instance, that third
graders’ personal narratives were significantly longer than those of both
preschoolers’ and first graders’, and that they also included more types of structural
elements. In particular, they included more statements related to setting, sequencing,
background information, high points and endings.

Berg & Steiner, 2003.
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Transferred to the clinical arena, this means that small children’s lack of general
knowledge concerning the events they are interviewed about will restrain their
narrative production. For example, telling about sexual abuse or the death of a
grandparent is difficult for a small child who has no prior knowledge about sexuality,
or any references to what death means.
Of clinical relevance is also the emphasis on considering the social context of
narrative production. The development of children’s narrative skills seems, as we
shall see to be highly associated with parental scaffolding strategies.
Therapy is, furthermore, a special social context where the prime function of narrative
is evaluative rather than referential. This means that one is more interested in how to
understand a particular event, what it means for the participants, than in what
happened. Certainly, the meaning attributed to an event will also be reflected in what
is reported. But the therapeutic explorations will mostly be concerned with creating
evaluative or meaning making narratives. The questions and intervention procedures
referred to earlier, function primarily to stimulate evaluative narratives.
Knowledge about the development of narrative skills in children is of clinical
relevance for a number of reasons. First, it provides the therapist with some basic
guidelines about what to expect with regard to narrative content, structure and
coherence from a child. Second, it brings forth suggestions about how to stimulate
children’s self-narratives. Third, by emphasizing the parents’ influence on the
development of children’s self-narratives, it again directs our attention to the
meaning-making interaction between parent and child. Finally, what we know about
influencing factors in a normal population — the dependency of language, knowledge
and parental scaffolding (Bruner, 1990) — gives us reasons to expect some delays
or deviations in narrative development in a clinical population. In the following,
possible therapeutic guidelines that might be derived from research on narrative
development will be examined in some more detail.
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What to expect of narrative competence in children
One issue concerns the child’s role and position in the therapeutic process. When is
it for example reasonable to bring the child into therapy and when is it more adequate
to work with the parents alone. The issue can be discusses in relation to what
problem we are facing, to the age and development of the child, and to our judgment
of the parents. Is for example the child’s presence more important in some kind of
disturbances that in others? How decisive is the child’s age and development? Are
there ages beneath which we will choose to relate solely to the parents? Is our
judgment of the parents’ competence a relevant factor? Will intelligent and welleducated parents be approached differently from those who are not? Such questions
can, of course, not be answered without reference to a particular therapeutic method
or theoretical position. In some approaches they will even be rejected as irrelevant.
Solution-focused therapists will, for example, maintain that this is not up to them to
decide. They will leave the decision to the clients, who in child-focused cases in
reality means the parents, and meet whoever shows up in their office. Other
approaches, for example Webster-Stratton and PMT, are more or less defined by a
particular relationship between the method and whom they choose to meet in
therapy.
On a more general level, these questions challenge our conceptions of what family
therapy is, and what it isn’t. When for instance Stern (1995) works with the parents’
understanding of their infants as port of entry to changing interaction processes
between parents and their infant, is he doing family therapy? What if he uses the
infants’ behavior as port of entry? In the first case, the therapist will be focusing on
the parents’ narratives, which does not necessarily require the presence of the child.
In the second, he will observe the infant together with the parents, and must
therefore have access to both parties.
Neither of these approaches presupposes, however, narrative competence in the
child. The focus is the parents’ understanding and the parents’ part of the interaction.
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If we, on the other hand, are interested in the child’s own experiences, and see these
experiences as the most adequate port of entry for bringing about desired change,
we are depending on some kind of narrative competence in the child. The child must
be able to tell us about them, some way or another. Many of the specific questions
and interventions that have been developed in family therapy may be regarded as
means for stimulating and scaffolding (and changing) personal narratives and can, as
we have seen in the case of Thomas, work, just as well with children as with adults.
At the same time, these questions and interventions evidently presuppose a certain
level of narrative competence.
Given the premise that it is important for family therapists to help the children in the
families to make account of their experiences, it follows that knowledge about the
children’s narrative competence is a crucial therapeutic skill. Research on narrative
development yields insight into the child’s qualifications for participating in a therapy,
but not into concrete answers regarding when their presence and active participation
is necessary.
This leads us to the second reason why knowledge about narrative development is
relevant to family therapy. It may inform the therapist about how to generate narrative
activity at different ages. When is it, for example, realistic to involve the child in
circular questioning? And when is it adequate to ask reflexive questions, miracle
questions, scaling questions? How can we judge the child’s capacity to understand
and carry out specific tasks or homework assignments? Eventually, how can
questions and interventions be adjusted and transformed to fit the child’s cognitive
level and narrative competence? Ideas and valuable experiences in that respect
have emerged from the clinical field, for instance Selekman (1997), Freeman et al.
(1997), Morgan (1999), Berg & Steiner (2003), but they are not specifically discussed
in relation to child’s age and narrative capacity.
The more general picture of children’s narrative development as a steadily increasing
skill is complicated by two factors, both of which are of direct relevance for eliciting
the child’s experiences in therapy. First, the structural coherence of children’s
personal narratives is very much affected by the elicitation context (Hudson &

245

Shapiro, 1991). Second, individual children develop repertoires of narrative skills
that reflect the discourse patterns of their communities (Hicks, 1991).
Our knowledge about narrative development stems from research on normal children
in their own homes, usually in communication with their parents. It is not necessarily
transferable to the therapy room and a clinical population. Therapy is a special
context, characterized by the presence of anxiety, shame, blame, loyalty and secrets,
which will necessarily influence the child’s narrative performance. Moreover, we must
assume that in a clinical population, we will meet families with idiosyncratic discourse
patterns.
Children’s ability to account for their experiences is also studied in relation as to how
reliable accounts they are able to make about their own experiences. One reason for
the increasing interest for this subject is the court system’s need to judge children’s
reliability as witnesses, for example to distinguish between true and false accounts
by children believed to be physically or sexually abused. The main conclusion from
this field of research is that children are reliable, but the younger they are, the less
detail are they able to provide. A probable explanation for this is young children’s lack
of event knowledge. Young children are also very vulnerable to influence from adults.
Different scaffolding tools have been developed. An example of which is the
“cognitive interview” (McCauley & Fisher, 1995). This kind of interview is interesting
from a narrative point of view because it offers a narrative structure to the account:
First, by examining the child about what happened, the child is encouraged to
provide as many details as possible, or to demonstrate it, if they are unable to
describe what happened. Second, the child is asked to situate what happened in a
sequence of events: What happened just before, and what happened afterwards?
There is a fundamental difference, of course, between an interview whose purpose it
is to reveal what actually happened, and a therapeutic interview which primarily
focuses on how the child experiences, understands or interprets an event or a
relationship. With witnesses we are interested in the factual truths. Inconsistency,
lack of coherence and differences in perception and understanding between people
in a witness position will be regarded as a problem and an indication of unreliability.
In therapy, on the other hand we are exploring narrative truths (Spence, 1982),
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which, as Bruner (1990) points out, are indifferent to facts as such. From a
therapeutic point of view the psychological reality is the essential. Lack of
consistence and coherence may only be regarded as productive differences in order
to negotiate new meaning. However, regardless of the differences in aim and focus
between a therapeutic interview and a witness interview, there seem to be some
fundamental similarities that can be regarded as principles for eliciting stories from
young children36.

Consequences for therapy
Based on what we know about narrative development, it might bee tempting to
conclude that children younger than 4 to 5 years of age are difficult to involve in a
family therapy conversation, simply because such children are unable to give their
experiences the narrative form that this particular format demands. It is also
questionable whether younger children are able to benefit from participating in this
kind of narrative exchange. The basic arguments for a family therapy approach are,
however, no less valid for very young children than for older ones. So, how can we
work with young children in family therapy?
As already indicated, there are basically two different answers to this question: We
can accept the child’s age and narrative development as an inherent limitation, and
concentrate on the parents’ understanding as ports of entry for facilitating change.
Or, we can try to extend the format by exploring alternative ways of scaffolding
children’s narrative production. In the first case, we can rely on established
therapeutic techniques, either by seeing the parents alone, or together with their
children. If the children are there, they must be taken care of, but not expected to
contribute with their own experiences. In such approaches the child’s behavior and
the parents’ understanding of this behavior will be the basic therapeutic focus. Our
responsibility as therapists is to provide developmentally supportive ways of
understanding the child. This thesis offers three wide interpretative categories based
36

For a more comprehensive presentation of “memoir–enhancing techniques”, see Fisher & Geiselman (1992).
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on which a developmentally supportive therapeutic exploration can be made:
attachment behavior, expressions of individuality, and agency. More specific ways of
exploring attachment relationships, individuality and agency will be addressed in part
IV. Here they are mentioned only to emphasize that, with the youngest children, we
have to relate more to what they show us than what they tell us. Second, in order to
relate therapeutically to what they show us, we need principles for interpreting their
behavior, i.e., to intervene directly in the parental part of family narratives.
If we, on the other hand, want to challenge the limits of the child’s narrative capacity,
we must identify and develop approaches that scaffold and stimulate children’s
narrative efforts. That is, as we will see, exactly what some newer approaches to
family therapy with children do.

Creating meaning
There is an additional reason for emphasizing the latter. Narrative is not only a
means by which we communicate our experiences to others, but also the way we
give structure and sense to our own experience. To give experiences a narrative
form is, thus, to construct meaning. This perspective is in line with the one adopted
by Gee (1991) that the fundamental function of narratives in human life is not to
report chronological sequences of events, but to signal a perspective on events and
create satisfying coherence and meaning. Helping young children to make a
narrative account of events and experience, or helping parents more effectively to
elicit narratives in their children, will according to this line of thinking, be regarded as
basic therapeutic efforts. This is even more important because narrative skills may be
seen as expressions of a more general social competence:
“I adopt the perspective that speakers’ abilities to enter into conversation, narrate past and
present events, and engage in story telling and word play are linked to their repertoires of social
knowledge. As children move within ever-widening circles of social interaction, they develop
multiple ways of representing their knowledge through language. The development of a
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repertoire of narrative skills can thus be viewed as dimensions of children’s increasingly
sophisticated use of language in a variety of social contexts.” (Hicks, 199, pp. 57-58).
From this point of view, narrative therapy with children may entail creating narrative
accounts where there were none before, in other words to help children to create
meaning.
From what has been said, it seems possible to identify three different theoretical
targets (Stern, 1995) for family therapy with young children. Each of these targets
may be emphasized, according to the therapist’s understanding of the family’s
problem and his judgment of the participants, and also in relation to the particular
stage of the therapy process.
1. Parents’ ability to stimulate narration in their children. That is, to turn the parents’
focus to the child’s narrative accounts, and to increase their ability to scaffold
narrative production.
2. The children’s own narratives. That is, within the context of their family, to help
children structure, give meaning to and negotiate their own experiences through
narrative accounts.
3. Parents’ narratives about their children and their mutual relationship. That is, to
explore and challenge how parents conceptualize and conceive the child’s
behavior and their own interaction with him. This thesis suggests that attachment
relationships and the child’s expressions of individuality and agency should be in
focus for the therapist’s explorations.
Therapy may be qualitatively evaluated in relation to changes in each of these three
domains.
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Deviations in narrative development
Therapists working with children regularly emphasize the need to consider the child’s
age and development. The narrative approach calls, however, for more specific
reflections regarding the child’s developmental qualifications for participating in and
profiting from therapy. As we have seen, one of the main concerns in research on
narrative development is children’s acquisition of narrative competence. That is, how
they acquire narrative competence and when they usually are able to give
experiences a narrative structure.
Many children coming to therapy, also older ones, seem, however, unable to make
meaningful accounts of events and relationships. Often this is interpreted as
resistance against reactivating painful experiences. And, indeed, many children deny
abuse, maltreatment and bullying, which we know they have been exposed to.
Others explicitly refuse to talk about such painful events. However, some of the
children we see in therapy are characterized by a lack of social and event knowledge
and by limitations in linguistic skills that are not solely related to age. This may be
due to inadequate social experience, constitutional impairments or both. John
belongs to this category. These children constitute a more fundamental problem; they
lack the skills necessary to give their experience structure and meaning.
Such lack of narrative skills represents not only a therapeutic problem, limiting the
therapist’s accessibility to the child’s experiences, but a more fundamental problem
concerning the child’s ability to structure experiences and attribute meaning to
events. We might, for instance, hypothesize that John’s problem was not primarily
that he was unable to tell his parents and the therapist about his early experiences,
but that these experiences did not exist in a form that could be accounted for. There
was no story to tell.
We are not only facing a closed port of entry behind which we will find a hidden room
if we use the right key. In such cases the very language for describing the content of
the room is missing. The theoretical target may, therefore, be to invent this language.
Accordingly, therapy is not only to provide the necessary eliciting support to the
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child’s efforts to account for experiences, but to provide tools for structuring and
giving meaning to these experiences. This may imply the introduction of a narrative
structure, for instance to help the child identify actors and events, and to sequence
the elements in time and space (who, what, when and where). Even more basic is,
however, to provide the necessary content knowledge. For as Hudson and Shapiro,
(1991) maintain:
“A narrative is more than just a piece of connected discourse; it is an account of an event. In
order to produce a narrative, one must have knowledge about the event that is the topic of the
narrative.” (p. 90).
A typical example of this is Martha, a sexually abused young girl who seems to lack
the basic content knowledge necessary to account for sexual acts and events:

”Martha”
6-year-old Martha had a long history of sexual abuse and maltreatment, when she eventually
was placed in a foster home. Assessments before this decision was made also concluded that
she was mildly retarded. In particular her verbal performances were well below the average
for her age. Martha’s obsessive sexualized behavior, which worried and embarrassed her
foster parents, was also acted out in play with the therapist. Although she was unable to
account for what was happening, it was obvious that her behavior reflected explicit
experience with sexual activities. For an adult observer, the intensity, and repetitive manner,
with which she undressed the dolls, explored their bodies, searched for genitals, simulated
intercourse, including penetration, left no doubt about the nature of her efforts.
Characteristic for the play was, moreover, that it was not accompanied by any verbal or
contextual support. The play was, however, coherently sequenced, as it always started with
an exploration of the dolls bodies, especially the genitals. This was followed by undressing
and a simulated intercourse ending with Martha exhibiting a trance like posture lasting for
about one minute.
A necessary narrative element may be said to be present in what Martha performed.
What she did can be interpreted as “recounting events that follow each other in time”
(Peterson & McCabe, 199, p. 30). She did not account the events verbally though,
and it is questionable, of course, whether this kind of repetitive play qualifies as a
recount or account, and, thus, as a narrative effort. This issue will not be pursued
here. It is important, however, to remember that there is a long tradition both within
the clinical field and in culture in general to attribute meaning and communicative
property to children’s play. Accordingly, also Martha’s foster parents interpreted her
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play as accounts of events that she had experienced. What we cannot know for sure,
however, is whether Martha intended to communicate something, and in that case
what she possibly wanted to tell.
It seems obvious that in order to play her game coherently, Martha had to possess
some script knowledge, about sexual interaction, i.e. knowledge about what usually
happens (Hudson & Shapiro, 1991). It seems, moreover, reasonable to interpret her
play as a personal narrative, that is, “an account of specific events that have been
personally experienced” (ibid, p. 95). Her play was, therefore, interpreted as referring
to events that had actually happened, much in the same way as if she had been
talking about it. If it hadn’t happened, she would not have been able to play in this
way. As pointed out earlier, the referential function is one of two important functions
of narratives. The other is evaluation, which according to Peterson and McCabe
(1991) is the provision of emotional information about the narrative:
“It lets the listener know why the narrative was told, what its point is, what the narrator thought about the
events, and so on.” (p. 42).

What was most striking in Martha’s case, was the total absence of evaluative
statements or markers. Martha’s play contained no dialogue or emotional
expressions between the participants, indicating what they might think or feel about
the activities in which they participated. Nor did she supply the listener with
contextual or evaluative comments, which we typically see in children’s play. Her play
appeared alienated and decontextualized. This might, off course, be interpreted as a
protection against painful memories. But an alternative understanding is that she did
not have sufficient knowledge to give it a more advanced narrative form. A retarded
6-year-old will in any case have limited knowledge about what characterizes sexual
activities, and the magnitude of social meanings attributed to their different
expressions. A child who has been continuously abused will, in addition, lack
references to ordinary standards for relationships between a child and an adult. It is
widely recognized that sexually abused young children often think that what they
have been exposed to is “normal”. So, on what basis can Martha make evaluative
accounts? For the therapist it looked as if she was trying to refer something
incomprehensible and therefore “untellable”.
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Martha appeared as a developmentally retarded and massively traumatized young
girl. For the therapist she represented challenges on two different levels. The first
concerned theoretical target or treatment goals: What is important to see happen?
What kinds of experiences are believed to be helpful for her? What are realistic
therapeutic goals? The second challenge concerned port of entry: How to approach
Martha therapeutically. How to intervene in her efforts to make sense out of her own
experiences? How to talk or play with her in ways that might be helpful? How to
involve her foster parents in a helpful way? The second challenge will be left open for
a moment, and picked up again in more general terms later.
Based on the preceding discussion about the role of narratives in human experience
and interaction, it seems natural to suggest two basic therapeutic goals: First, to help
Martha make a more coherent account of what she had experienced, second, to
supply her with the contextual support and content knowledge necessary to evaluate
these experiences. Whether this should be done by direct contact between the
therapist and Martha alone, by seeing Martha and the foster parents together, or
indirectly by means of her foster parents is a how-question, whose answer will
depend on various considerations, only one of which is our judgment of the foster
parents’ understanding and competence. Anyhow, it is important to recognize that
Martha in her daily interaction and in the future will be fundamentally dependent on
her foster parents’ support, sensitivity, and scaffolding skills. Thus, a third therapeutic
goal should be to increase the foster parents’ support, understanding and ability to
scaffold the child’s narrative efforts.
Narrative development unfolds and evolves in dialogue. Parental scaffolding is a key
factor in any developmentally supportive child-parent interaction. The ability to
scaffold the child’s narrative efforts is, moreover, a basic therapeutic skill for
therapists working with young children, be it in the context of their families or
individually. Knowledge about children’s acquisition of narrative competence and
how to support children’s attempts to tell about their experiences counts as child
specific knowledge and as such represents a fourth domain of research to which
family therapists may turn for guiding principles.
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Some general guide lines for conducting therapy with young children can be inferred.
However, children’s narrative competence is, as we have seen, not only related to
age, but also to individual differences and a variety of contextual factors. In that
respect, it has the same status as most knowledge of child development. We can
only make tentative inferences. Yet, such tentative, research based inferences can
on the other hand be good starting points for therapeutic exploration.
Children’s presence and participation in family therapy is often taken for granted.
There is no available research, however, that specifically informs us about children’s
ability to understand and profit from some of the most applied intervention tools in
family therapy, for example circular questioning or externalizing conversations. What
is available is a multitude of experiences, suggestions and case reports emerging
from the clinical field.

Parental scaffolding
When working with small children, it is of particular importance to focus on the
parents’ ability to elicit narrative accounts from the child. As Bruner (1990) has
continuously argued, the young child’s entrance into culture and meaning is
dependent on the presence of a sensitive and competent parent who attributes
meaning to his activities. McCabe and Peterson (1991) recommend sensitive
questioning, for instance relating follow-up questions to something the child has just
said, as an effective strategy for developing narrative capacity. Their study of ten
middle class children showed that parental topic extension was predictive of longer
child narratives over time, whereas topic-switching was associated with subsequent
relatively shorter narratives in 3 ½ -year-olds. Second, different narratives serve
different communicative functions and the structures that define a particular narrative
genre are a result of those communicative functions. Hudson and Shapiro (1991)
conclude:
“Narrative skill cannot be considered as a general skill applicable to all narrative genres and elicitation
context; nor can we treat narrative genres as static schemas that children do or do not have available for
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narrative production. Rather, different narrative genres can be viewed as different frames for rendering
experience into narrative.” (p. 127).

It seems reasonable to hypothesize that the increased risk for developmental,
emotional and behavior deviance in children of parents with psychiatric disorders,
substance abuse and mental retardation, may partly be attributed to lack of parental
scaffolding in the child’s meaning making efforts. Evidence of this comes, as we shall
see, from research on the developmental consequences of postpartum depression.
Consequently, contributing to increase parental competence in eliciting narrative
accounts may be regarded as an explicit target for therapeutic intervention. Because
of parents’ continuous and enduring influence on their children, it can be argued that
it is more important for the therapist to increase their competence in this respect
outside the therapy room, than to influence in-therapy narrative accounts. In order to
do so, it may be helpful to know more about how parents can influence their
children’s narrative production.

What kind of parental strategies seem to be the most effective in eliciting narratives
in young children? In a study of ten 2 ½ -years-olds in conversation with their
mothers, Fivush and Fromhoff (1988) found that talkative mothers, also termed
elaborative, because their communication with their child was characterized by
elaborative questions, had children who recalled more than less talkative mothers,
also termed repetitive. Elaborative mothers differed from the repetitive mothers when
their children indicated willingness to talk about a topic or an event, but did not
succeed in recalling anything about it. They continued questioning at such points in
the conversation, whereas the repetitive mothers tended to drop the topic. They also
provided more information about the topic discussed. These findings were basically
confirmed by McCabe and Peterson (1991), who in their study of ten 25 to 27-monthold children, in addition, concluded that parental topic-extension proved predictive of
longer child narratives over time, whereas topic-switching was associated with
subsequent relatively shorter narratives. They, furthermore, found that prompting for
unshared experiences was more successful than prompting for shared experiences.
Pratt, Kerig, Cowan and Cowan (1988) investigated the way in which parents of 3years-olds intervened in a story-retelling task. The most common parental strategy
was to ask general story questions (“Tell me what happened.”) followed by specific
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information questions, (“What was the dog doing?”), and the even more structured
tactic of suggesting information by means of yes/no questions. The children’s stories
were generally uninformative and incoherent, but they provided most information in
response to the suggested information questions (“Was the bike broken?”), least in
response to the vague general story questions. Parents of more advanced story retellers made significantly more use of the intermediate level of intervention than did
other parents. Relatively uninvolved parents tended not to provide their children with
the support they needed.
It may be concluded from the above that interference and scaffolding by the parents
or other caregivers, are essential for the young child’s ability to tell a coherent story.
On a more general level, it seems that such support represents an important
condition for the acquisition of narrative skills. Children, whose parents are sensitive
to their child’s abilities and adjust their questions and comments to the child’s level of
development, seem to have more advanced narrative skills than children of parents
who do not provide such support.
The extent of scaffolding provided by the sensitive and involved parent, moreover,
suggests that such support not only is an important condition for eliciting a story, but
that parents through their active interference heavily influence the structure and
content of their child’s narrative accounts. Thus, the parents must be regarded as
active contributors to their child’s self-narratives. They are the most influential
storytellers in the children’s lives, and they represent the cultural context by which a
certain account of events and relationships is given meaning.

Therapeutic scaffolding
In relation to therapy, the above findings emphasize the importance of stimulating
parental scaffolding and involvement in the child’s narrative efforts. They also
suggest what kind of endeavors from the parents that should be encouraged.
Assisting parents to increase their scaffolding practice and competence seems to be
a shared concern among several family based therapeutic approaches to troubled
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children, for example, Aarts, M (2000), Øvreeide, (2000), Patterson et al., (1992),
Webster-Stratton & Hammond, (1997). The present interest for narratives in family
therapy can be regarded as a promising starting point for a more substantial
discussion of the knowledge base on which therapy with young children and their
families should rest.
The research cited, moreover, indicates some principles for therapeutic questioning
of young children, e.g., that we may have to suggest certain information in order to
stimulate the child’s account of what has happened or how they feel about it: “Did
you tell her that you were afraid?” “Did you just tell her or did she first ask you about
it?” “Did she look happy or unhappy, when you told her?” “Did that make you feel
good or bad about it?” Evidently such questions make the therapist an important
contributor to the evolving narrative. The child’s answers to the therapist’s questions
will not only influence the child’s account, but his very experience of what has
happened. But isn’t that what therapy is about? We want to influence children’s
understanding of what has happened to them, their ideas about cause and effect,
their experiences of responsibility, guilt and shame. If we accept that therapy is a
collaborative effort, we must not only accept, but also welcome the therapist’s and
other participants’ influence on what is told and how an event is experienced. A main
argument for family therapy is that it involves other influential persons in the child’s
life.
In therapy with young children a chief concern is how we, despite their cognitive and
linguistic limitations, can help them construct meaningful accounts of their
experiences. That is, how we, for example, can facilitate reflection upon the meaning
attributed to certain events. If this can be done by means of, for instance, suggesting
information (yes- or no-) questions, we may be able to construct reflexive strategies
for children that are inaccessible for ordinary reflexive questions. Knowledge from
research in narrative development may be helpful in constructing such strategies.
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Playful approaches
Therapists cannot (and should not) avoid influencing the people we encounter in
therapy in certain directions. In fact, this is what therapists are for. In order to
influence, we first have to stay close to peoples’ experiences. That is:
“(….) to find ways to motivate and inspire children in relation to the problems they face: How
can children and adults each be fully engaged in family therapy? How do we invite children to
bring forth their playfulness, imagination, and inventiveness in the face of serious problems?”
(Freeman, Epston & Lobovits, 1997, p. xiv).
This also implies that the therapist has to have a firm grasp on how children organize
and express their experiences. Secondly, it means that the therapist has to contribute
with active and extensive scaffolding37.
The narrative metaphor is central in some recent approaches to family therapy with
children (Freeman et al., 1997; Morgan, 1999). In these approaches questions
represent the basic way of scaffolding the child’s narrative efforts. Hence, in addition
to other functions of questions, discussed earlier, they provide important linguistic
resources to a child by offering possible ways of talking about a situation or an event.
“If the questions are not consciously used to co-author meaning with the young person, the child
may lack the framework to develop a convincing alternative account of his or her relationship
with a problem” (Freeman et al., 1997, p. 19).
The therapist’s active contribution is unequivocally stated:
“Our usual guideline is that our activism increases in proportion to the degree of oppressiveness of a
problem. In other words when a child feels silenced and powerless in the face of the problem, we may
need to take an active and even leading role in an inquiry that may lead to an alternative story. In doing
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Lately Michael White (2002) has come to use the term scaffolding for different aids and supports applied by
the therapist in order to assist client’s narrative efforts.
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so, we offer our imagination and energy, formulating ideas and questions that open space within which
new possibilities can be imagined.” (p. 20).

Narrative therapy employs different tools and techniques in order to scaffold the
child’s story telling efforts. Some of them are well known from other therapy
traditions, for example the use of dolls, painting and drawing. This is, however, not
what makes narrative therapy narrative. And the use of dolls and drawing does not
guarantee playfulness. The heart of the matter is the way one negotiates the
relationship between the child and the problem. This is done by employing a linguistic
practice, referred to earlier as externalization, which implies separating persons from
problems. Separating the problem from the person relieves the pressure of blame
and defensiveness, and puts the children in a position in which they can have a
relationship with the externalized problem:
“It has continued to astonish us how resourceful, responsible and effective children can be in
facing problems! Externalizing language allows a lighthearted approach to what is usually
considered serious business. Playfulness enters into family therapy when we narrate the
relationship between a child and a problem.” (ibid p. xv).
Referring to the problem as something external to the person makes a thorough
investigation of it possible. For example, one can try to expose, explore or spy on the
problem’s way of operating, its tactics, its plans, its purposes, its allies and so on. By
the same logic the problem can be fought down, tamed or outsmarted. Once a
conversation is opened whereby the problem is named and separated from the
person, the therapist asks questions that inquire into the history of the problem and
its influence on the person’s life.
Exploring the history of a problem, implies asking questions about the first time a
person noticed, how things were before the problem entered his or her life and the
relative influence of the problem at different periods. For example, the therapist may
draw a line representing a scale from 0 – 10 and ask the child to indicate how much
of his life the problem now involves. The relative influence of the problem may be
indicated by marks on different lines for different periods in the child’s life.
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Another typical externalization practice is to explore the effects of the problem on the
child’s life, for example how the problem has affected his or her thoughts about himor herself, moods and feelings, relationship to other people, hopes and dreams. The
effect of the problem may also be explored in relation to the different contexts in
which the child operates.
Problems are always embedded in meaning. As Morgan (2000) puts it, they can only
survive and thrive when they are supported by particular ideas, beliefs, and
principles. Thus, externalization practice also implies to investigate and identify
cultural context, the often taken for granted assumptions, truths and beliefs in which
the problems are situated. This practice is, as we have seen, also referred to as
deconstruction.
Why does externalization work so well even with young children? An important part
of it is that it relieves the pressure of blame and defensiveness. Children are as we
know inclined to put themselves in the center of what ever happens and thus feel
guilt and responsibility. Externalization offers a way of bypassing guilt and blame.
Here, however, another feature, with more direct relevance to the present discussion
will be emphasized: Externalization represents a very effective way of scaffolding
narration. First, it organizes the dialogue in the triadic – you, me and an object or an
event – pattern, which is a typical and developmental supportive communication in
early ages (Smith, 2001). Øvreeide (2001) calls this practice triangulation. Second, it
structures the way these object or events are talked about, by sequencing them
historically and suggesting high-points, plots and counter plots. Furthermore,
externalization practice makes use of communicative tools that we know, from
research in narrative development, typically triggers narration. Elaboration is perhaps
one of the most distinguished characteristics of an externalizing conversation. An
example of which is the practice referred to as thickening the alternative story.
Which means that the therapist through questions and comments, letters, rituals and
other means, tries to assist the client in holding on to the emerging alternative story
and to create a richer description of it. Topic extension is typically applied when the
therapist and the child jointly explore the effects of the problem on the child’s life, and
when investigating and identifying the assumptions and beliefs in which the problem
is embedded. Prompting and suggestions are also frequently and consciously
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applied. Externalizing the problem represents in itself a basic way of prompting the
child’s accounts. More specifically children are for example invited to name the
problem. They may, as we have seen, be encouraged to fight down, tame, or
outsmart the problem. And sometimes concrete names and descriptions may be
offered to them: “Would you like to hear some ways of describing your relationship
with the problem that other kids and families have used, or would you rather keep
thinking about it yourself” (Freeman, et al., 1997, p. 59).
Playful approaches have also entered Solution Focused Therapy (Selekman, 1997;
Berg & Steiner, 2003). As in narrative therapy, the explicit intent is to use children’s
playfulness to construct alternative stories with preferred solutions or outcome to the
child’s or the family’s problems. Therapists are thus, encouraged to explore and
apply scaffolding tools like dolls, hand puppets, drawings and storytelling. They
advise therapists to find representative names and/or symbols for the problem and its
solution: “the fear-monster”, the “anger crocodile”. Alternative ways of introducing
the miracle question e.g., — “miracle stick”, “crystal ball” — and scaling questions
e.g., building “success tower”, filling or emptying balloons and drawing smiles - are
suggested. In the same way, a lot of effort has been invested in developing
alternative ways of elaborating the solution to the problem, which is the crucial
element in solution focused therapy, for example by naming it, visualizing it, or
constructing stories about it.
It is no surprise that many of the new techniques that have been introduced by
narrative and solution focused therapists in order to scaffold children’s narratives
overlap extensively. For most of them, one can hardly claim originality either. The
obvious reason for this is that they seem to be in accordance with what is known to
trigger narration in children, from research and from other practices as well.
Effective ways of relating to children in therapy demands deliberate and active
engagement from the therapist. It means to judge, to choose, to guide and to
influence. The therapist’s knowledge is expressed in the way he scaffolds the child’s
narrative efforts, in the way he helps the child to think and talk differently about
his/her life and relationships, and by the direction in which he guides the child and

261

the family. By so doing he influences the very way the child experiences his life and
his relationships, and the way he is understood by significant others.

Externalizing and reification
Before closing this subject, it may be appropriate to pay a brief visit to a particular
issue in the relationship between Michael White’s and Steve de Shazer’s
approaches. As the above examples hopefully indicate, the miracle question,
exception questions, and scaling questions can all be applied as a part of an
externalizing conversation in basically the same way as unique outcome questions.
Also, it seems as if de Shazer’s questions and intervention methods without much
difficulty can be incorporated into the more general framework that White has
proposed. This is also reflected in Michael White’s (1993) efforts to build a bridge
between the two approaches. But does the same apply the other way around? de
Shazer (1993) apparently thinks not. He sees the externalizing metaphor as a way of
reifying the problem:
“He (White) confirms to them that anorexia is powerful and it needs continued «anti»-practices
to keep it in its place, i.e. under control. It is not a “both/and” practice but an “either/or” practice:
Something is either “pro-anorexia” or it is “anti-anorexia”…That is externalizing the problem and
the unique outcome, objectifies and reifies them: In practice anorexia exists as a real thing. In
contrast, as I see it,”e xceptions” point to a start of a new life without the problem i. e., with
neither “pro-anorexia” nor “anti-anorexia”. Thus, once exceptions have been depicted, we will
begin to refer to the problem as “it” and situated in the past.” (pp. 118-119).
Obviously de Shazer has a point. There is a danger of reifying already narrowly
“taken-for-granted” problem descriptions inherent in White’s approach. If the
externalizing conversation with Thomas and his family was confined to talking about
how the anxiety affected him, the parents and mutual relationships in the family, and
how they in turn could influence Thomas’ anxiety, it would only have entailed a
reification of the anxiety, as the “thing” or the “object” governing this family’s life.
Furthermore, to establish “anti-anxiety” strategies as the therapeutic means, would
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contribute even more to leaving the concept of anxiety and, thus, the idea of it as the
dominating causal factor intact.
There are at least two factors that may influence therapists and the clients in the
direction of reifying already established social realities and thus reduce therapeutic
options and possibilities. The first has to do with the therapist’s knowledge. Like
many other methods, externalizing conversation is, at best, useless, but potentially
also harmful in the hands of an unskilled therapist. It is important to remember that
externalizing conversation is not primarily about externalizing, but about
conversation. That is, the therapist has to possess conversational skills in order to
ask the good questions in a suitable manner and with the right timing. It takes skills
and knowledge to elicit the child’s own experiences and to elaborate them into
alternative stories. Although Thomas was an easy child to engage and talk with, it
nevertheless demanded specific guidance to make him tell the therapist and his
parents how “the face”, “the river” and “the future” invaded him, how predictable they
were, how their presence influenced him and how he could protect himself against
them. These stories were new to the parents as well. They certainly existed as real
experiences for Thomas. Their complexity and the way Thomas continuously retold
and changed them prohibited, however, in a very effective way their reification.
The second factor that may influence the therapist and the clients in the direction of
reification instead of deconstruction, has to do with the canonical property of
narratives. The cultural canons to which most clients’ stories are related are often
formulated as global categories, like aggression, delinquency, depression, or as
psychiatric diagnoses. In the above quotation de Shazer uses anorexia as an
example. Thomas’ parents refer to his anxiety. Sandra and her parents were, as we
remember, basically occupied with the bullying. This reference to global and
culturally accepted categories contributes to generalize the specific individual
experiences. Merely externalizing “the aggression”, “the anxiety” or “the anorexia”
without the meticulous, individualized elaboration of their ways of operating, is clearly
a way of reifying them i.e., the opposite of what makes White refer to externalizing as
deconstruction. His purpose is to ”render strange the everyday taken-for-granted
realities” and “exoticize the domestic”. Client’s stories, their experiences, actions and
responses, must be individualized not generalized. Thomas’ anxiety was transformed
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into, at first, three different stories with their own history and dynamics. Further on,
these three stories were subverted by his own telling, and the parents’ comments.
For instance, “the river” was differentiated into a night- and day form. Or more
precisely, it was transformed into two different experiences. At night it was still “like a
red river in his head, streaming and winding around in a terrible speed”. He also
compared it with “being in the Amazon at night during rainy season and to nearly
drowning in the dark”. In the daytime, on the other hand, it was more like “walking in
a desert”, the danger is not so close, but he has no water and might “thirst to death”.
Externalizing might obviously be an effective way of triggering the story telling
process, but is it therefore necessarily therapeutic? Was the telling of all these
“exotic” stories helpful for Thomas? Could it be that Thomas’ particular skills in
creating and telling vivid stories about how the scaring images threatened to
overwhelm him, was even a part of the problem?
de Shazer (1993) has a good point when he questions the power of the externalizing
method to change a problem saturated story into an alternative one, not dominated
by the problem. Externalization is no guaranty for eliciting a therapeutically helpful
conversation. It is not even a guaranty for triggering narrative processes. It is
unfortunate that narrative therapy has become so closely associated with
externalization practices. Externalizing may be a helpful, but not a sufficient condition
for creating change. de Shazer’s advice is to emphasize more the split between the
solution and the problem, and especially by the use of exception questions and the
miracle question, to engage the client in solution focused talk.
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Part IV
CHILD SPECIFIC KNOWLEDGE AND THERAPEUTIC
NARRATIVES
“Biology and culture both operate locally: however grand the sweep of their
principles, they find a common path in the here and now: in the immediate “definition
of the situation,” in the immediate discourse setting, in the immanent state of the
nervous system, local and situated” (Bruner, 1996, p. 167).
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CHAPTER 11
THEORIES OF DEVELOPMENT AS NARRATIVE STRUCTURES

To integrate child specific knowledge into family therapy entails, first, an awareness
of the individual child’s developmental characteristics and, second, a recognition of
how intimately the growth of these characteristics are embedded in the interpretive
and meaning-making culture in which he lives and develops.

THE GENERAL AND THE PARTICULAR
What counts as valid interpretations, beliefs, preferences and attributions in a given
culture are first represented in the parents’ and significant others’ care-giving
practices. This does not mean that every child in a given culture is understood and
influenced by largely the same cultural standards. First, as Pare (1996), maintains,
culture is basically a plural phenomenon, and every family involves a meeting of
different cultures and a creation of new ones. Second, as Bruner (1996) has pointed
out, you cannot understand human action without considering how and where it is
situated. Knowledge and action is always local: “always situated in a network of
particulars” (p. 167).
One set of particulars is individual characteristics in the child. Behavioral genetics
has demonstrated that the way parents treat their children to a substantial extent
reflects genetically influenced characteristics in the child. Another is the parents’ own
experiential history. An extensive quantity of research indicates that the individual
caregiver’s experience and understanding of his or her interaction with the child
seems to be based on and built up from their own particular interactive experiences
Stern, 1995; van Ijzendoorn, 1995; van Ijzendoorn et al, 1995; van Ijzendoorn &
Bakermans-Kranenburg, 1996, 1997). Special significance in this regard seems to be
attributed to the caregiver’s attachment history, i.e., the mother’s current
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representation of her own “mother-as-mother”. According to Stern (1995) one of the
more striking suggestions from research in this area is the following:
“What seems to be most predictive of the current pattern of attachment between mother and
child, is not necessarily the kind of attachment experience that the mother herself had as a
child, but rather the nature of the narrative that she tells about her own “mother as mother”
(…).The predictive power is not whether the mother’s representation is true or distorted or
dominated by a particular theme. It is the coherence, comprehensibility, continuity, plausibility,
and emotional balance of the narrative told - that is, of the representation as narrative.” (p. 37).
Besides underscoring the factual indifference of narrative, these findings highlight the
clinical significance of exploring parents’ own attachment experiences as well as their
attributions and narratives about their children. In a clinical population we often see
parents with attributions that are both badly attuned to the child’s development,
temperament and to contextual factors in the child’s life, and also characterized by
lack of flexibility. Instead of reflecting the caregivers’ pride and pleasure in the child’s
positive characteristics, such attributions often reflect their fears, anger, or other
dissociated or unacknowledged feelings (Lieberman, 1997).
However, in order to explore properly the relationship between parental attribution
and developmental characteristics in the child, the therapist needs child specific
knowledge, that is, standards for assessing individual characteristics in the child and
also parental attributions. For example, to what degree are they attuned to and reflect
a realistic judgment of the child’s temperament, attachment behavior and other
developmental characteristics? Such standards also entail realistic conceptions of
change.

PSYCHOLOGICAL THEORIES AS NARRATIVE STRUCTURES
Schafer (1981, 1996) has pointed out that psychoanalytic theories can be described
as a set of interpretative principles or narrative structures, which account for ways of
doing analysis and telling about it. These narrative structures are not secondary
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narratives about data, but provide primary narrative structures about what is to count
as data. Two coordinated accounts are presented or implied:
“(…) one, of the beginning, the course, and ending of human development; the other, of the
course of the psychoanalytic dialog (…) Once installed as leading narrative structures, they are
taken as certain in order to develop coherent accounts of lives and technical practices.” (p.
189).
The data and techniques exist by virtue of two sets of practices:
“(...)first, a set of practices of naming and interrelating that is systematic insofar as it confirms to
the initial assumptions; and second, a set of technical practices that are systematic insofar as it
elicits and shapes phenomena that can be ordered in terms of these assumptions.” (p. 190).
According to Schafer, one of Freud’s primary narrative structures begins with the
infant and young child as a beast, and ends with the beast being domesticated and
tamed by frustration in the course of development in a civilization hostile to its nature.
“(…) if all goes well, one moves from a condition of frightened and irrational helplessness, lack
of self - definition, and dominated by fluid or mobile instinctual drives toward a condition of
stability, mastery adaptability, self-definition rationality, and security. If all does not go well, the
inadequately tamed beast must be accommodated by the formation of pathological structures,
such as symptoms and perversions.” (p. 190).
As Schafer also points out, other psychoanalysts have developed their own primary
narrative accounts, each with a more or less different, beginning, course and ending.
In other words, there are specific narrative structures embedded in different
psychoanalytic theories. They are primary in the sense that they establish what is to
count as data. Once installed as leading narrative structures, they are taken for
certain in order to develop coherent accounts of lives as well as therapeutic
practices. Those narrative structures, embedded in which are assumptions about
what characterize human development and therapeutic processes and relationships,
thus, govern the therapist’s interpretations and interventions. According to Schafer
psychoanalysis can, from a narrative point of view, be regarded as a means for
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recreating self-narratives, which has earlier been inconsistent, contradictory and
unconvincing, and replace it with more satisfying narratives.
However, as Schafer notices, the diversity of theoretical approaches implies that
there can be no single, necessary, definitive account of a life history and
psychopathology, of biological and social influences on personality, or of the
psychoanalytic method and its results. The data of psychoanalysis must therefore be
regarded as constituted, rather than simply encountered. In this respect Schafer’s
position is in line with social constructionism and the basic assumption, on which this
thesis is built.
In light of the last four decades of child development research it is, of course, hard to
maintain the Freudian notion of the human child as a beast. Research into early
interaction, temperamental research, and attachment theory, leave us instead with a
picture of the human infant as an actively, interacting and relating individual,
biologically prepared for entrance into social human life.
The reason for citing Schafer here is, however, that his position can be useful for
analyzing also therapeutic implications of other theoretical approaches and empirical
findings. The three areas of research which have been referred to here, can very well
be examined in terms of how they might structure and stimulate narrative processes
in therapy. This is the main purpose of the next chapter. It will be suggested that
each of these areas represents leading narratives or “metanarratives” (Lyotard, 1984)
that represent a certain way of formulating issues in research, as well as principles
for interpreting and organizing research findings. Used in therapy, they represent
ways of interpreting and organizing what we see and hear, and also what we ask and
look for in our meetings with troubled children and their families.

PSYCHIATRIC DIAGNOSES AS NARRATIVE STRUCTURES
In child psychiatric services we are surrounded by theories and concepts
representing certain ways of interpreting and organizing what patients do and say.
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To some degree they also inform us about what counts as data. Consider for
instance some established diagnoses:
“F 50.0 Anorexia Nervosa: Anorexia nervosa is a disorder characterized by deliberate weight loss,
induced and/or sustained by the patient. The disorder occurs most commonly in adolescent girls
and young women, but adolescent boys and young men may be affected more rarely, as many
approaching puberty and older women up to menopause. Anorexia nervosa constitute an
independent syndrome in the following sense:
(a) the clinical features of the syndrome are easily recognized, so that diagnosis is reliable with
high level of agreement between clinicians;
(b) follow -up studies have shown that, among patients who do not recover, a considerable number
continue to show the same main features of anorexia nervosa, in chronic form. Although the
fundamental causes of anorexia nervosa remain elusive, there is growing evidence that
interacting sociocultural and biological factors contribute to its causation, as do less specific
psychological mechanisms and a vulnerability of personality. The disorder is associated with
undernutrition of varying severity, with resulting secondary endocrine and metabolic changes
and disturbances of bodily function. There remains some doubt as to whether the
characteristic endocrine disorder is entirely due to undernutrition and the direct effect of various
behaviors that brought it about (e.g. restricted dietary choice, excessive exercise and
alterations in body composition, induced vomiting and purgation and the consequent electrolyte
disturbances), or whether uncertain factors are also involved.” (WHO, 1992, p. 176)
“F94.1 Reactive attachment disorder of childhood: This disorder occurring in infants and young
children, is characterized by persistent abnormalities in the child’s pattern of social relationships,
which are associated with emotional disturbance and reactive to change in environmental
circumstances. Fearfulness and hypervigilance that do not respond to comforting are characteristic,
poor social interaction with peers is typical, aggression towards the self and others is very frequent,
misery is usual, and growth failure occurs in some cases. The syndrome probably occurs as a direct
result of severe parental neglect, abuse, or serious mishandling. The existence of this behavioral
pattern is well recognized and accepted, but there is continuing uncertainty regarding the diagnostic
criteria to be applied, the boundaries of the syndrome, and whether the syndrome constitutes a valid
nosological entity.” (WHO, 1992, p. 279).
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Other diagnosis could have been chosen; for example F90.0 Disturbance of activity
and attention or F 44 Dissociative disorders. Common for these and other diagnoses
is that the diagnostic criteria may be regarded as narrative structures, which heavily
influence the clinicians’ search for meaning and coherence. By influencing the
clinician’s foci, questions and reflections in action, they will, on the individual level,
heavily influence also the content of the client’s stories and the ways in which they
are told.
According to Bruner, (1996b) trouble is the engine of narrative. The kinds of trouble
associated with child psychiatric diagnoses are no exception. Stories are generated
about the origin of the present trouble, as well as its future outcome. Diagnoses
represent ways of organizing the stories. What counts as relevant information for the
diagnoses, will influence what kind of information we choose to collect and how we
interpret our data. Once established, future behaviors will be understood with
reference to the diagnosis. The tendency to use the diagnosis as an interpretive
category for future behavior is emphasized by the fact that a diagnosis also implies
certain suggestions about prognoses. The diagnoses may thus be used to explain
what happens, and even to justify it, for example when parents, teachers and the
hyperactive young boy himself alike choose to explain his trouble in relation to other
children with reference to his particular diagnosis.
Diagnoses may be also regarded as typical examples of linear explanations. They
“explain away”, and make us give up looking for other and perhaps more productive
descriptions and relationships. Thus, they also tend to make us give up our stance of
curiosity because we believe we have discovered a description that fits (Cecchin,
1992). Descriptions that fit are seductive because they have a tendency to fixate the
story of a person’s life, and thereby, shut down other possibilities prematurely. The
more fixed one’s self-concept, the more difficult it is to manage change” (Bruner,
1996b)
Saying this doesn’t, however, imply a general rejection of diagnoses. As argued
before, we cannot do without some principles for focusing our attention and
organizing what we see and hear. Yet, as a way of categorizing human phenomena
psychiatric diagnoses are problematic for a variety of reasons. In family therapy
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skepticism to diagnoses has been a hallmark almost from its beginning. A more
comprehensive discussion of applying psychiatric diagnoses in family therapy
exceeds, however, the limits of this work. What is necessary to underscore here is
the importance of being aware of how a client’s narratives are influenced by the way
we collect and categorize his accounts of his life and experiences. It can well be
argued that we supply clients with “meta-narratives”, into which the trouble that they
experience in their lives can be organized. Furthermore, as Cecchin (1992) has
argued, we must be aware of how such entities influence us as therapists. For
example, how they affect our curiosity and our ability to go on with the dialogue.
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CHAPTER 12
THERAPEUTIC FOCUS INFORMED BY CHILD SPECIFIC
KNOWLEDGE

This thesis offers three wide interpretative categories, based on which it is argued
that developmentally supportive therapeutic explorations can take place. These
categories may also be regarded as metanarratives (Lyotard, 1984). In the following
the three categories will be addressed and elaborated in some more detail.

EARLY INTERACTION: FOCUS ON THE CHILD AS AN AGENT
If we should draw out one major contribution from the last thirty years of studies in
early interaction, it must be the insight into the extent to which infants and small
children influence their own environment and the various ways by which they do so.
This influence has two sources, first the child’s own activities and preferences, and
second, the meaning that his caregivers attribute to them. From the very start
children’s activities and preferences are understood as intentional. That is, agency is
ascribed. According to Bruner (1990), agency implies “the conduct of action under
the sway of intentional states” (p. 9). He furthermore, maintains that the attribution of
agency to people’s behavior is one of the conditions for narrative:
“It requires, first, a means for human action or ‘agentivity’ - action directed goals controlled by
agents.” (Bruner, 1990, p. 77).
Moreover, agency, intentionality and purpose are main criteria of self (Bruner, 1996;
Neisser, 1995). Bruner (ibid), thus, refers to “agency, acts of free choice, voluntary
actions and initiatives freely undertaken in pursuit of a goal”, as a main indicator of
selfhood. Thus, there are two closely related reasons for making agency a central
therapeutic concern when working with children and their families. First, ascribing
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agency to the child’s behavior seems to be a crucial condition for a healthy
psychological development. Caregivers’ interpretations of children’s activities as
intentional and goal directed represent a necessary support to the child’s
psychological development. Breakdown in this interpreting and meaning making
practice, for instance, due to idiosyncratic signals from the child or lack of
engagement from the caregivers, may spell hazard to the child’s psychological
development. Examples of which are retarded children and children of severely
depressed mothers. Any analysis of parent child interaction, or the child’s relation to
other significant persons, should therefore consider the intentions and goals that are
ascribed to his behavior by the caregivers.
Second, helping people to make sense out of their lives in terms of narrative also
implies to create a sense of agency. This entails an understanding of how they
influence other people and the interaction in which they engage. In Sandra’s case, for
instance, a more favorable self-narrative should contain an account of herself not
only as a victim, but also as an interacting, influencing agent.
What can a family therapist, more specifically, learn from studies in early interaction?
In what follows, this question will be approached by exploring what happens to
children who, for different reasons, become deprived of their agency. In particular,
some findings will be examined regarding children whose signals and activities are
difficult for their caregivers to interpret and children whose caregivers’ ability to
ascribe agency to their behavior is dramatically reduced. Children whose
development is atypical belong to the first group. Children who live together with
depressed mothers belong to the second group.

Maternal depression
The effect of maternal depression on the child’s development has concerned
developmental psychologists, both because of its frequent occurrence — its
prevalence is estimated to be between 11 and 13 percent (Murray, 1992) — and
because of evidence of its dramatic impact on the child’s emotional and cognitive
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development. Studies involving infants (4 to 6 months old), report significant
differences in communicative behavior of infants of depressed mothers, compared to
infants of non-depressed mothers. Infants of depressed mothers manifest behavior
that resembles the distressed response of infants in normal population exposed to
“blank face” perturbation (Field, 1984; Field et al., 1988; Cohn et al., 1990). “Blank
face” refers to an experimental situation where the mothers are instructed not to
respond verbally or non-verbally to their children in a face to face situation. Field and
her colleges, furthermore, found that the more withdrawn and distressed behavior of
infants with depressed mothers generalizes to interaction with other, non-depressed
adults, and even causes these adults to behave in a depressed-like fashion (Field et
al., 1988). Thus, these studies also demonstrate the children’s own contribution to
the interaction. This view is supported by Zuckerman et al. (1990) who noted that
newborns of depressed mothers are more difficult to console. More dramatic
evidence of the child’s contribution to the interaction with their caregivers is
presented by Lynn Murray and her colleges (Murray, Stanley, et al., 1996). They
found that neonatal irritability and poor motor functioning were significantly predictive
of postnatal maternal depression. Longitudinal follow-up of such samples shows that
the quality of mother-infant communication is strongly predictive of the infant’s later
development (Murray, 1992; Murray, Hipwell, et al., 1996; Murray, Fiori-Cowley et al.,
1996). Reddy et al., (1997) conclude their review:
“Thus, although infants do, in fact, make their own important contribution to interactions with
their mothers, and those interactions thereby qualify as mutually regulated, continued
development of interactional as well as cognitive skills seems to depend on the mother’s active,
non-depressed participation and scaffolding of the infant’s developing abilities.” (p. 258).
It is important to notice, however, that it is the interaction quality that predicts, not the
depression per se. Hence, factors like gender, and social and economic conditions
seem to intervene. Boys are generally more affected38 by their mother’s depression
than girls, and socially disadvantaged depressed mothers seem to have more
adverse effect on their children than mothers with a more advantaged background. In
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Whether this increased vulnerability in boys most productively can be regarded as reflecting,
adding to, or transacting with the well documented increased biological vulnerability in males compared to
females, (Kraemer, 2000; Moe, 2002) is an interesting question.
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fact, Murray, Fiori-Cowley, et al., (1996) were, contrary to earlier studies, unable to
find evidence for a general effect of postpartum depression. The significant factor
seems to be how mothers relate to and interact with their children whether they are
depressed or not.
What are the critical aspects of active non-depressed participation and scaffolding?
Murray et al (1996b) found a significant association between the extent to which the
infant became actively engaged in communication with the mothers at 2-months and
their 5-year cognitive performance:
“(…) the way in which the mother engages with the infant’s in the postpartum months comes to
influence the general nature of the infant cognitive performance. In particular it appears
important that the mother adjusts her communication sensitively to infant experience, so as to
enlist, and then sustain the infant’s active involvement in the interaction. The effect of this style
of maternal communication on infant cognitive performance is striking at 18 months.
Furthermore, where maternal interaction has been significantly impaired, not only is the infant
likely to have poor cognitive outcome at 18 months, but the infant‘s subsequent development
trajectory up to 5 years, is markedly constrained by their cognitive functioning in late infancy.
Thus, the continuity between 18 months and 5-year cognitive outcome was largely confined to
the group of children whose mothers’ speech was little focused on infant experience.” (p. 934).
Murray (1998) has suggested the ascription of agency to the child’s activities as a
central factor in the mothers’ infant focused speech. Evidence of which, is the
significant relationship found between mothers’ ascription of agency to the infants’
behavior at 2 months and behavior problems in their children at 5 years. In addition,
there seems to be a significant association between ascription of agency at 2
months, behavioral problems and lack of “self agentfull” utterances at 5 years. Thus,
although the evidence is far from conclusive, it seems possible to trace the effects of
the mothers’ interpretative and meaning making practices on cognitive development,
as well as on the development of behavioral problems in later childhood.
As we have seen Murray and her colleagues emphasize, it is important that the
mother adjusts her communication sensitively to the infant’s experience, so as to
enlist, and then sustain the infant’s active involvement in the interaction. Ascription of
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agency to the child’s activities is a crucial factor in this kind of child focused
interaction. Some of the depressed mothers showed particular impairment in this
respect.
Maternal depression is an example of temporary parental characteristics that
interfere with the caregiver’s ability to engage sensitively with her child, and to
ascribe agency to his behavior. Others, like mental retardation and substance abuse,
may be more enduring and even permanent, and therefore affect the caregiving
practices throughout the child’s development.

Atypical children
A similar interference with the parent’s ability to engage in a sensitive and
developmentally supportive interaction with their child, can also be a result of
characteristics in the child. Atypical development in the infant may strongly influence
the caregiver’s responses and adjustment. An example of which is the earlier
referred evidence (Field, 1981) indicating that some high-risk infants appear to have
higher or lower thresholds for arousal and narrower range of responsivity than normal
ones. Hence, more than other children they are challenging their caregivers’ ability to
adjust, interpret, and sustain active involvement.
Related evidence can, moreover, be drawn from studies of communicative behavior
of children with Down’s syndrome, suggesting that these children have specific
communicative impairment (Smith & Hagen, 1984; Smith & von Tetzchener, 1986;
Smith et al., 1988; Mundy et al., 1988). For example, as early as in the second half of
their first year, children with Down’s syndrome display deviant eye contact. Mothers
of children with Down’s syndrome seem, generally, to be more active than other
mothers in natural interaction with their child. As a consequence, these children
respond by showing less affectional reactions and less smile, compared to other
children (Smith, 1996). In Smith et al.’s (1988) study it was concluded that while
normal children readily explore toys and other objects as part of an ongoing
interaction with their parents, children with Down’s syndrome tended to explore
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objects as a solitary activity, when the parents were occupied with something else.
Furthermore, these children were typically stimulated without the use of objects.
Parents of normal children, on the other hand, were more engaged in talking about
objects and encouraging them to do something with the objects. Whether this
difference is caused by different expectations between parents of children with
Down’s syndrome and parents of normal children, or is related to specific
characteristics in the child, or both, is of course difficult to decide. Anyhow, it
demonstrates that children with Down’s syndrome experience different kinds of
parental engagement compared to other children. Evidence for a specific
communicative impairment in children with Down’s syndrome also comes from
Mundy et al. (1988), who found that children with Down’s syndrome displayed a
significant deficit in nonverbal request for objects or assistance with objects,
compared to normal children.
By requesting objects and assistance with them, normal children strongly
communicate the intentionality and goal-directedness to their caregivers i.e., what we
have seen Bruner refer to as a requirement for narrative. Exploring objects without
the caregivers’ attention, which was pointed out as typical for children with Down’s
syndrome, on the other hand, does not have the same impact on the parents. This is
also demonstrated by the fact that parents of normal children are talking about
objects and encourage the use of them, while parents of children with Down‘s
syndrome tended not to refer to objects in their interaction with the child.
What can we infer from this? First, it implies that children may differ with regard to
how they influence the probability that their parents will ascribe agency to their
behavior. There are other groups of children who functionally display some of the
same characteristics as children with Down’s syndrome, in creating impaired
conditions for parental interpretation, for example blind children. In other words,
atypical children have an increased risk of experiencing a similar lack of parental
participation and scaffolding, like we have seen in children of depressed mothers.
Second, it indicates how difficult it is to differentiate between the child’s and the
parents’ contribution to the interaction.

281

There is no doubt that children with Down’s syndrome are atypical from birth.
Nevertheless, what characterizes these children’s interaction with their parents when
they are six months or 2 years old, expresses a history of transactions between the
child’s characteristics and the way he has been interpreted and reacted to by his
caregivers. In that respect, these children do not differ from any other child. There
are no indications that children with Down’s syndrome, or other handicapped
children, are being less influenced by the quality of their parenting, compared to other
children. On the contrary, most evidence points to an increased vulnerability in these
children when exposed to unsatisfactory parenting (cf. Smith, 1996, Shonkoff &
Meisels, 2000). Third, which is the main point here; the references to studies of
interaction between atypical children and their parents, on the one hand, and children
of clinically depressed mothers, on the other, both turn our focus to the caregivers’
ascription of agency to the child’s behavior as a critical factor in the child’s
development. Thus, evidence for the importance of caregivers’ attribution of agency
to children’s behavior comes from two sources: First, from the study of narrative
development, where agency is referred to as a basic constituent. Second, from
studies in parent-child interaction, emphasizing the developmental consequences of
impaired parental abilities or possibilities in ascribing agency to children’s activities
and preferences.
Given the following premises: (1) That narrative is the basic human way of organizing
experience. (2) That agency is a central narrative constituent. (3) That parental
interpretation and scaffolding (including ascription of agency) is a condition for
children to acquire narrative competence. (4) That deficiency in the parents’
interpretative practices has measurable ill-effects on children’s development. Then it
follows that the parents’ interpretations of the child’s behavior - in particular ascription
of agency - should be a crucial concern in any therapeutic inquiry with children.
Family therapy is the therapeutic context in which such interpretative practices best
can be explored. Focus on agency may therefore be suggested as one major
guideline for family therapists working with children. More specifically, this means to
explore, challenge and influence parents’ attributions, so that a conception of the
child as an intentional actor can be established.
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The ascription of agency to the child’s behavior is, in this line of thinking, a basic
parental competence. It is a necessary, but not a sufficient, condition for promoting a
developmentally supportive parent-child relationship. Parents may, indeed, attribute
intentions and meaning to what the child does and says but only in a way that make
them stuck in destructive interaction patterns. An example of which, is John’s parents
whose interpretations increasingly seemed to be driven by a conception of him as
evil. However, when ascription of agency specifically is on the agenda, such ideas
can more easily be made explicit and challenged.
The importance of focusing on agency is not a new recognition in the therapy
literature it is implicitly or explicitly present in many of the interventions and questions
referred to earlier. Anderson and Goolishian (1992) state for instance:
“(…) problems we deal with in therapy are actions that express our human narratives in such a
way that they diminish our sense of agency and personal liberation (...) change in therapy is the
dialogical creation of new narrative, and therefore the opening of opportunity for new agency.”
(p. 28).
What this thesis is trying to do is, however, to point out how this focus can be
regarded as situated in developmental psychology. To explore and challenge
caregivers’ attributions of agency is, therefore, not only an effective way of facilitating
change, but also a fundamental developmental concern.

TEMPERAMENTAL STUDIES: FOCUS ON INDIVIDUALITY
Focus on the child’s individuality will be suggested as a second major guideline for a
child oriented family therapy. The argumentation for using temperamental studies as
a starting point for this suggestion will be far less comprehensive than the one just
presented for focusing on agency. The reason for this is that the connections are
more obvious. In fact, an important impetus for the growth in temperament research
has been increasing interest in individual differences. A second one, which also links
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this field of research to studies in early interaction, has been the growing recognition
of the child as an active, transacting partner with his environment. Hansen (1991)
points out how variations in infant temperament, influence their attention in
interaction with their mothers. According to Bates (1989), the term temperament is
becoming a major way to acknowledge the individual child’s contributions to the
social matrix in which they live. As such, it is an acknowledgement of the child’s
contribution to his own developmental conditions.
The significance of the specific parent - child relationship for the development of later
problem behavior has also been highlighted by Reiss et al. (1995). In a major study
of 708 families with mono- and dizygotic twins and similarly aged full siblings, half
siblings and stepsiblings, they demonstrated that the environment predictive of
conduct problems was not typically shard between siblings. Rather, the specific
behavior of the parent with the specific child constituted the critical environmental
contribution.
Consequently temperament research points to an increased awareness of
individuality in child development. Awareness of, and knowledge about individual
differences, have also some basic implications for family therapy, first, by directing
our focus, and second by generating questions. The aim here is to try to suggest how
this knowledge more specifically can be applied in a therapeutic context. In particular
it will be emphasized how focusing on the child as an individual triggers the parents’
narration.
It has been argued that a real and radical acknowledgment of individuality means
that every person is unique, also in the sense that it is impossible to establish general
and valid knowledge about human existence and development that are relevant for
our understanding of the individual person. Research data is therefore repudiated as
irrelevant. This is one of the reasons why social constructionist family therapists have
confined their interest to therapy internal matters. Arguments against this position will
not be repeated her.
Different aspects of temperament research may be regarded as relevant to family
therapy. Its very focus will direct the therapists’ interest and attention in particular
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directions: on the one hand to the individuality of experience, on the other to the
individuality of influence. Plomin and his colleagues (2001) have demonstrated a
genotype – environment correlation. That is, children select, modify, construct and
reconstruct their experiences in part on the basis of genetic propensities.
Consequently, it influences the individual child’s self-narratives. Furthermore, they
(Plomin et al., 2001) have pointed out that individual differences in children’s
perception of events are an important source of nonshared environment, which they
refer to as the effective environment in influencing children’s development. To give
meaning to experience, to construct and reconstruct what is perceived, is what
narrative is about. The individual child’s narrative efforts, how he gives meaning to
his experiences, can therefore be regarded as a crucial constituent of nonshared
environment. On the other hand, temperamental research directs our attention to the
individual ways by which children are being understood by their caregivers. It reminds
us to examine the narrative realities based on which the child’s individuality is
conceived. In family therapy, exploring individuality cannot be separated from
exploring the family members’ mutual interpretations and meaning making practices.
By focusing on the child’s individuality and the parents understanding, the family
therapist manages to impart two things: First, an interest and respect for the child’s
uniqueness and second, a fascination about the complex mutual influences between
the child and his prime caregivers, both of which have a possible triggering effect on
the reflexive and story telling processes that we want to enhance.

Individuality and parent-child interaction
Although the evidence is far from conclusive, temperamental research indicates a
close association between childhood temperament, deficiencies in the parent-child
relationship and adjustment problems in childhood. What is the evidence for linking
problems in parent-child interaction to temperamental characteristics? Bates (1989)
concludes:
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“Do adverse qualities of temperament in a child produce or even simply co-occur with
deficiencies in the parent-child relationship? Based on a moderate amount of research, my
current conclusion is no, in the first year or so, but maybe in later years.” (p. 211).
Most reviews seem to conclude that temperament in and of itself is not a risk factor
for maladjustment. The mediated and interactional effects can however be farreaching (Sanson et al., 2002). Prior (1992) thus summarizes that it is in
combination with other significant biological, relationship and environmental variables
- such as the mother’s perception of the child as difficult - that temperament may
have its significant impact. Rutter (1987) refers to “the social meaning” ascribed to
the child’s behavior as predictive for disorders, not temperament per se. Emphasizing
the mother’s perception of the child and the social meaning of the child’s behavior,
Prior and Rutter explicitly direct our attention to the relational significance of
temperament and the importance of investigating the interpretative practice of the
caregivers.
Striking evidence for the transactional effects of directing the parents’ attention to the
child’s individuality, come from the Vermont Intervention Program for Low-Birth
weight Infants (Achenbach, et al., 1990). The intervention - designed as the MotherInfant Training Program (MITP) - was applied in order to enhance parent’s
adjustment to the care of their premature infants. This was done by emphasizing the
mothers’ interpretations and responses:
“a) enabling the mother to appreciate her baby’s specific behavioral and temperamental
characteristics; b) sensitizing her to the baby’s cues, especially those that signal stimulus
overload, distress and readiness for interaction; and c) teaching her to respond appropriately to
those cues in order to facilitate mutually satisfying interactions.” (p. 1673).
The MITP was implemented in seven daily sessions during the week prior to the
infant’s discharge from the hospital and four home sessions at 3, 14, 30 and 90 days
after discharge. Follow-up studies showed that the children of parents who attended
the program performed significantly higher on cognitive development assessments,
compared to a matched control group. Even more striking was that the difference
between the two groups became statistically significant only at age 3 and that the
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divergence increased as the children grew older. The intervention’s apparent effect
on cognitive scores was not only statistically significant, but was also large enough to
be of considerable practical importance. The difference between the two groups on
the Kaufman Scales was close to one standard deviation.
First of all the study demonstrates how powerful the transactional effects of early
intervention can be. The findings, thus, add to the accumulating evidence that the
cognitive development of children at risk for either biological or environmental
reasons can be facilitated by environmental interventions (Lazar & Darlington, 1983;
Breitmayer & Ramey, 1986; Scweinhart et al., 1986). Methodologically it
underscores the need for long term follow up studies in order to trace these effects.
The delay in the manifestation of significant effects until the age of three is consistent
with other findings that environmental effects on cognitive ability measures tend to
become significant about that age (Yeates, MacPhee, Champell, & Ramney, 1983).
There are at least three ways of explaining the observed delay. It may be an artifact
due to measuring problems, for instance that the cognitive measures used are less
sensitive before age 3 than after. If there is a real delay in manifestation of effects, it
can be due to an increasing environmental influence on cognitive development as the
child gets older. It can, however, also mean that the effects of the intervention
program accumulated throughout the children’s development and that the difference
between the two groups didn’t reach a statistical significant level before the age of
three. In either case the intervention program must have had an enduring impact on
the mothers’ interaction with their children.
How can we understand such an enduring effect? The interaction between a mother
and a three-month-old is very different from that between mother and a three-yearold. What the mothers may have learned about specific child focused behavior,
adjustment and interaction during the first months of the child’s life, is not necessarily
applicable when the child is three. These mothers must therefore have learned
something that they were able to generalize and transform to fit the developmental
level of a three-year-old. And that is what makes this study particularly relevant for
our present approach. It demonstrates the close connection between transactional
processes and meaning making. The “port of entry” in Achenbach et al.’s study was
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not the immediate interaction between mother and child, but how to understand the
child’s behavior. The focus was not on how to respond, but how to interpret. The
specific responses suggested were secondary, in the sense that they were based on
interpretations of the child’s actual state and his individual and developmental
characteristics. This distinction is important because it has to do with the ability both
to differentiate between situations and to generalize across time and context.
Parents who learn to interpret will also have to learn how to adapt to the child’s
developmental changes and adjust their responses to what is judged as appropriate
for this particular child in a given state and situation. Furthermore, by focusing on
interpretation rather than specific responses, the parents were made able to adjust
their responses, not only to the child, but also to what suites them, their personality,
their standards and their beliefs. In other words, it may imply recognition of, rather
than a break with, the parents’ perspectives and values and, hence, an integration
with a larger narrative (Gee, 1991). It should not surprise us that the mothers of the
infants in the intervention program were reported to score significantly higher on selfconfidence, satisfaction with the mothering role, and maternal perception of the
infants’ temperament, than mothers in the control group. It seems reasonable,
therefore, to suggest that the enduring and even accumulating effects of this
intervention program must be ascribed to the fact that it contributed to increase the
mothers general interpretative competence and, hence, their ability to adjust their
behavior to their particular child.
Achenbach and his colleagues seem dissatisfied, however, with the fact that they are
unable to describe the details involved in the transactional process and that they
have to stick to “mediating factors”:
“At a molar level of analysis, the intervention, thus, appears to have worked as intended by
changing maternal attitudes and behavior…… However, as with these other interventions it is
difficult to pinpoint very molecular mechanisms and processes that are involved.” (Achenbach et
al., p.1680).
If the authors by “molecular pinpointing” mean that it is possible, or even desirable, to
analyze and fully understand the transactional processes in terms of observable
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interaction sequences they may be on the wrong track. It’s unlikely that it is possible
to trace such processes at a “molecular” level.
This point has been vividly demonstrated in a series of studies of interaction
processes between young children and their caregivers in every day family life,
conducted by Hanne Haavind and colleagues (Haavind, 1984, 1987; Haavind et al.,
1984; Andenæs & Haavind, 1987). In theses studies, the caregivers were interviewed
in detail about what they did together with their child during the day and how they did
it. They were, moreover, asked if these ways of doing things was typical, why they
chose to do it in that particular way and how they had arrived at this way of doing
things. What was demonstrated was that parents usually could give adequate
reasons for their choices and priorities. Thus, parents’, often implicit, standards and
beliefs were embedded in their behavior and responses in their daily interaction with
their child. How the caregivers responded and what they did reflected their
interpretations of the particular child’s behavior. Partly this reflected shared standards
and beliefs in our culture about children’s needs and about what are regarded as
good and developmentally favorable demands and scaffolding procedures at different
ages. Others were typically adjusted to the child’s individuality. Parents of
handicapped and chronically ill children, for example, typically made more individual
adjustments. Compared to parents of ordinary children, they also accepted a greater
responsibility for scaffolding their child’s development. What was regarded as
something that arrives unawares in ordinary children, had to be consciously
challenged and stimulated in these children. The interview exposed beliefs and
interpretations, by which the individual child is surrounded, that hardly could have
been revealed only through observation at a “molecular” level.
A secondary effect of the interview was that many parents became aware of
competences they had not recognized before. The caregivers were usually more
reflected in their child oriented activities than they themselves had believed in
advance. The interview contributed to give unacknowledged meaning to what they
did together with their child. Because of the scaffolding that the interview
represented; they also remembered more of what had happened the preceding day
than they had imagined. Like in the MITP program it seemed like these interviews
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contributed to increased self-confidence in the caregivers and made them recognize
their own competence as caregivers.
As Bruner (1990, 1996) has repeatedly argued transactional processes are
embedded in meaning, and must be studied as meaning generating processes.
Mutual interpretations represent the dynamics of the transaction model (Sameroff &
Chandler, 1975). The implications and the strengths of this model become
conceivable only when the meaning dimension is included.

Individuality as a starting point for exploring parents’ assumptions and
expectations
In a family therapy context, focus on the child’s individuality may also be a starting
point for discussing the family’s expectations about therapy outcome. Thomas’ case
may serve as an example. Although his parents obviously wanted him to become an
ordinary child without his typical hang-ups and social inhibitions, the reflection they
were invited to make about his individuality made them realize that his potentials for
change probably were limited. They could therefore terminate therapy with an
acknowledgment of — even an appreciation of — him as a special boy, as long as he
himself appeared satisfied and not oppressed by his anxiety.
In the same way, although it took them a long time, John’s parents evidently came to
realize that their son probably had enduring difficulties, a recognition to which they
had to adapt, both with regard to their daily interaction with him, and with regard to
their future expectations. Because his problems had so far reaching consequences
for the whole family, this realization was accompanied with much grief and anger.
The inherent sequentiality of narrative, which we have seen Bruner (1990)
emphasize, entails that the meaning of the unique sequences of events, mental
states and happenings “is given by their place in the overall configuration of the
sequence as a whole - its plot or fabula”. (p. 43). Accordingly:
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“The act of grasping a narrative, then, is a dual one: The interpreter has to grasp the narrative’s
configuring plot in order to make sense of its constituents, which he must relate to the plot. But
the plot configuration must itself be extracted from the succession of events.” (pp. 43-44).
The succession of events, of which the child’s behavior, preferences and reactions
are parts, are, thus, given meaning as constituents in an ongoing story.
What seems to characterize many stories about children is that their conclusions
eventually will be revealed in the future. The meaning attributed to the events and
happenings in which the child is involved, is therefore also based on their possible
future significance. Risk and prognoses are central concerns in child and adolescent
mental health services. It has become an intrinsic part of our culture to regard
experiences and developmental characteristics in childhood as conditions for adult
functioning. Problem behavior in children must therefore be considered in relation to
what kind of future consequences that are ascribed to them. Of special importance in
this respect is the degree to which they are understood as stabile individual
characteristics.
Thomas’ parents were highly concerned about his present situation and wished, both
for his and their own sake that his problems would disappear. What concerned them
even more was how his future would turn out. The way they chose to interpret his
present problems was partly based on ideas about their future significance. When his
mother found him alone in the school library, she not only saw a lonely boy, but also
a lonely, anxious, dependent and unhappy adult. She did for instance not see a
dedicated, independent scientist. Therefore, to explore the meaning ascribed to a
child’s activities and reactions also entails exploring ideas about their future
significance.
Exploration of individuality is a way of stimulating the narrative process in family
therapy. Most parents that come to therapy with their troubled child have worrying
stories to tell about his or her behavior. Sometimes their worries are confined to a
few, specific, infrequent, but nevertheless significant situations; other times the
child’s behavior is regarded as deviant in almost every sphere of life. The child’s
reactions may be viewed as characteristic for him, or as atypical and unexpected.
Children’s behavior will, moreover, to varying degrees be understood as
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environmental and situation determined, or as a typical expression of stabile
individual traits, sometimes also as a symptom of disease. Thus, the therapist will be
informed about the degree to which the child is regarded as, for example, vulnerable
or robust, dependent or independent, flexible or compulsive, impulsive or stabile,
patient or impatient, open or shy, active or passive, sick or healthy. This will also
inform him about the families’ attributions regarding what is learned and what is
inborn and about their ascription of intention and responsibility to the child as well.
Exploring the relationship between the child’s characteristics and environmental
influences is, therefore, one of the therapist’s main entries into family’s interpretations
and narrative practices.
A main purpose of therapy is to challenge the “social meaning” attributed to the
child’s behavior and, hence, stimulate alternative understanding of it. How can
focusing on individuality stimulate alternative understanding? Sandra and her parents
came to therapy with an understanding of her as a rather accidental victim of other
adolescent’s bullying. By focusing on what typically characterized her behavior and
pattern of reactions, the therapist helped both Sandra and her parents to gain new
insight into her way of interacting with other people. In the first place this lead to a reauthoring of the story about the bullying problem. In the alternative story, she
became a relating, influencing individual, responsible for her own behavior. Therapy
could proceed with a different content: What could Sandra herself do in order to
change the destructive patterns of interaction in which she engaged? Second, it lead
her parents to reinterpret their interaction problems with her, not as secondary to the
difficulties experienced outside the family, but as primary ones, whose solution had to
be sought in the family interaction pattern itself. Thus, the parents had to find
alternative ways of relating to their daughter.
Many objections can be made to the example just given. It may, for example, appear
as if Sandra was made responsible for what others did to her. However, accepting
that children influence their own environment does not mean that they are
responsible for other’s contribution to the interaction problem. It is well established
that premature infants are more prone to experience interaction problems than other
children (Smith, 1996). It is also recognized that the increased risk probably is due to
properties that characterize these infants, for example, delayed processing of and
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responses to stimulation from the caregivers. This does not, however, mean that we
make the children responsible for the interaction problems. But if we want to prevent
such problems in premature infants, it is crucial to be aware of how these infants
contribute to the interaction problems.
Contrary to the case of an infant, Sandra’s self-understanding and behavior could be
influenced by talk. However, in therapy, we have direct access only to a very limited
part of a child’s environment. Thus, the only opportunity therapy gave with regard to
changing the destructive pattern of interaction in which Sandra engaged at school,
was to help her increase her awareness of how she contributed to it, and engage her
and her parents in a discussion about alternative behavior. In addition, by increasing
her awareness of how she influenced her environment, therapy could also help her to
avoid similar problems in other kinds of situations.
It is important to underscore, however, that emphasizing children’s individuality and
their unique ways of influencing other people, does not entail a rejection of the fact
that many children experience abuse, repression, and harassment. These children
usually need other kinds of interventions before, or in addition to therapy. Therapy
can, however, as in Sandra’s case, contribute to redefinition of the way the problem
is understood and, thus, point to alternative possibilities of action.
The main purposes for exploring Sandra’s individuality was to challenge and extend
her own and her family’s way of understanding her and, thereby, create new
relational opportunities. An important advantage with family therapy, compared to
individual therapy, is that it gives us access to the most significant persons in the
child’s life i. e., her parents, brothers and sisters.
However, to recommend therapists to focus on individuality may also contain obvious
risks. For instance, it may appear that it represents a return to an individualistic
understanding of emotional and behavior disorders in children. By linking a particular
problem to individual characteristics of the child, one may also create a conception
the problem as situated in the child, a consequence of which is that problems are
rendered fixed and inaccessible to change. In a way this is right, there are limits to
change, and some of these limitations are related to the child’s individuality. Yet,
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focusing on the individual child’s characteristics and how his particular way of acting
and responding influences those persons on whom his development depends, does
not represent an individualistic understanding of how problems in children evolve and
are being maintained. Rather, the other way around: highlighting the child’s influence
on his caregiver’s and considering the circularity of influence between the child’s
behavior, the caregivers’ interpretations and how the child eventually understands
himself, is to adopt a real interaction perspective.
The ascription of individuality to a child never happens in a social and cultural
vacuum. Which meaning is attributed to the child’s behavior and, and how it is
valued, depends on a magnitude of cultural premises. From temperament research
we know that what is regarded as favorable or adverse qualities in children, and
therefore are either highlighted or concealed, suppressed or rewarded, vary
considerably across cultures (Super and Harkness, 1986). It also varies according to
gender. Stevenson-Hinde & Hinde (1986) found, for example, that high levels of
activity in boys predicted positive interaction with their fathers and negative
interaction with mothers. High levels of activity in girls predicted, on the other hand,
negative interaction with both parents. Contrary, shyness seemed to be a social
advantage for girls and a risk factor for boys. Thus, it is not surprising that the
association between high levels of activity and conduct disorders depend both on the
child’s gender and the family’s cultural background (Super & Harkness, 1986;
Stevenson-Hinde & Hinde, 1986). Findings like these underscore Rutter’s (1987)
point that the crucial factor is the social meaning that others people attribute to the
child’s behavior, and not the behavior itself.
Although, the larger culture’s standards, beliefs and values are reflected in the
family’s meaning making practices, every family also has its own interpretive
references. A child’s behavior may for instance be recognized as familiar or alien.
One of John’s problems was the lack of familiarity his family was able to recognize in
him. He did not resemble his father, his grandfather, or any of his uncles. His looks,
his reaction pattern, his preferences, and his interests were as different from his older
sister’s, as it was almost possible to be. It was therefore not surprising that his
problems were understood as something inflicted upon the family from outside. He
carried them with him in his genes, his nervous system, or as learned behavior
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originated in his earlier life. Besides, making the parents insecure and inconsistent in
their interaction with him, his alien way of being also touched upon some crucial
emotional strings. Thomas’, and partly also Sandra’s, parents were able to recognize
some of their own family characteristics in their child’s difficulties; these were
characteristics with which they could, identify and basically sympathize with. Their
problems emphasized their family belonging, while John’s did not.
The interpretation of individual features as familiar and recognizable may, however,
also contribute to limit the family’s scope, and make them unable to acknowledge the
variety of different interpretations that a child’s behavior can generate. Hence, it will
also restrict their ability to see options and possibilities. For example may the
occurrence of serious psychiatric disorders, criminal records, or drug or alcohol
abuse in the nearest family easily trigger such ideas. Indeed, in most families there
are members or relatives with characteristics that are difficult for others to approve. A
mother may well recognize exactly those features in her son that she most dislikes in
her husband or her own father. Exploring different ideas about whom the child
resembles, and how different persons think about it, is a very effective way of
approaching and triggering the narrative practices in the family. It is also a way of
exploring emotional bonds and attachment relationships.
But do we really need knowledge about temperamental differences and temperament
research in order to explore individuality? Not necessarily, but this field of research
does represent a repository of approaches, hypotheses, questions and research data
that, in more or less modified form, may be productively applied on an individual level
in therapy.

Questions
What kind of clinically meaningful approaches and questions may studies in human
temperament generate? First, and most basically, it triggers a general curiosity about
individuality, a curiosity that can give rise to a variety of possible stories. Second, the
research literature may serve as a useful starting point from which to explore ideas
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about the nature of individual characteristics, for instance, what causes are being
attributed to a particular problem. An example: A major concern in temperamental
research has been to try to estimate the genetic contribution to individual differences.
However, different approaches for establishing a genetic basis for temperaments
have, more than anything demonstrated, the complex relationship between genes
and behavior (Hinde, 1989), and as such, created more questions than answers.
They have also brought insights, which turn many established ideas, about genetics,
stability, and environmental influences upside down. For instance:
“(…) influences on development may be genetic, but not heritable; (d) perinatal influences may
be neither;(e) the biological contribution includes constraints on and pre-dispositions concerning
what is learned, as well as more direct influence on behaviour (…) behavioural differences
resulting from environmental influences can be just as stabile as those resulting from genetic
differences.” (Hinde, 1989, p. 38).
The same questions concerning (what is believed to be) causes, influencing agents,
how different influences manifest themselves, and how stabile individual
characteristics are, seem, from a narrative point of view, both therapeutically
relevant, and of significance to the prevailing issues in current temperamental
research. Behavior genetics is of particular interest because of the complexity of
mutual influences it exposes. It represents powerful evidence of transactional
processes and correspondingly strong evidence against linear causality in explaining
human thought and action.
The therapist’s stance, according to the line of thinking suggested here, is “not
knowing” in the sense that the therapist asks his questions on the basis of genuine
interest for something he doesn’t know: the different family members’ ideas,
interpretations and stories. His interest is, however, based on knowledge. He
explores the family narratives, because he acknowledges them as a port of entry for
understanding the family’s present situation, and as a means for influence and
change. Moreover, and this is a main point, his questioning is informed by his
knowledge, about theories and findings from temperamental research. The therapist
takes a convergent knowledge base and converts it into professional services that
are tailored to the unique requirements of the specific situation Schön (1984).
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John’s therapist may well accept that there is no absolutely right story about the
boy’s life and development, but he can nevertheless use his knowledge to challenge
oversimplified ideas about, for instance, cause and effect, or about biological versus
environmental influences. The therapist’s responsibility is to contribute to an
understanding of John, which will promote his development and improve his
relationship with the other members of his family. Updated knowledge from
temperamental may make the therapist better equipped to do so.
Another group of questions that can be derived from temperamental research are
related to differences in cultural standards, beliefs and preferences. Two findings
relevant to this issue have already been mentioned. There seems to be considerable
cultural variance with respect to the functional value ascribed to individual
characteristics (Super & Harkness, 1986). Thus, in some cultures stamina and
enterprise are being rewarded, while quietness and acceptance are preferred in
another. Such cultural variances are emphasized by findings that the degree to which
a high level of activity is associated with behavior problems, depends on both social
class and gender (Super & Harkness, 1986; Stevenson-Hinde & Hinde, 1986). It
seems reasonable to suggest that the gender-differences found are primarily related
to different cultural standards about what is preferable behavior in boys and girls.
Variation in what is regarded as desirable behavior will also be found between
families within the same culture and between members of a given family. In order to
point out the effects of various parental standards on different children, and how this
again may influences the parent-child interaction, Thomas and Chess, (1977)
introduced the concept of “goodness of fit” between temperaments and
environmental expectations and demands. Although it contributed to calling attention
to the clinical relevance of temperament research and its interactional consequences,
Thomas and Chess’ model has obvious weaknesses. Most important for the present
discussion, is that it fails to account for how environmental expectations and
demands assert their influence. For instance; how come that an active and energetic
father has problems relating to his shy and inhibited son? Or, what made Johns’
behavior so problematic for his parents? It is hard to see how one can approach such
questions without considering the parents’ values and preferences, and their

297

interpretations and meaning making practices. As Rutter (1987) emphasized, the
significance of a given temperamental characteristic lies in the social meaning
attributed to it. Values ascribed to individual characteristics will necessarily influence
the narrative process. In one family a high level of activity may mean stress,
proneness to conflicts and trouble, while in another it may be associated with
initiative, strength and independence.
Culture is not a source of error in research on temperament. Individual differences in
activity, emotional expressions and social behavior can only be investigated in
relation to the interpretative systems that give them meaning. The cultural
perspective points to a variety of equally valid values, preferences and
understandings. Yet, this must not make us infer that how an individual child is
understood by other family members is indifferent to him, or that the therapist can
remain neutral to the interpretations that surround the child. These concerns will be
the more elaborated in what follows.

ATTACHMENT THEORY: FOCUS ON FAMILY RELATIONSHIPS
Bowlby was continuously concerned with the clinical relevance of his research. In
fact, clinical material constituted an essential part of the basis from which attachment
theory was built. This thesis examines the relevance of attachment theory for family
therapy. It suggests focus on family relationships as a third major guideline for the
child oriented family therapist. The perspective on family relationships that is offered
is, however, a specific one.

The relevance of attachment theory for family therapy
Suggesting that family therapists should focus on family relationships is hardly
controversial. In family therapy one is per definition - implicitly or explicitly - working
with family relationships. The field was, actually, founded on a shift in perspective
from an individualistic and pathology oriented perspective to a relational one. Thus,
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many of the intervention methods, and questions developed have had a specific
relational focus, emphasizing, for instance, hierarchical structures in the family,
boundaries, alliances, or the way some members can be understood as delegates for
other family members – or for the family system as a whole. Attachment theory has,
however, a specific contribution to offer. Not only are attachment relationships
pointed out as fundamental developmental conditions, attachment theory also
represents a specific way of understanding how these relationships affect later
development and mental health. In addition it specifies circumstances and states
under which clinically significant behavior is likely to occur. Attachment theory
represents, in other words, a normative basis from which human relationships can be
qualitatively evaluated. This specific way of understanding human relationships has
also received considerable empirical support (Rutter, 1997; Belsky & Cassidy, 1994).
Family relationships are still family therapist’s dominating concern, even though the
influence of narrative ideas, to some degree, has turned the focus from people’s
relationships to their “stories about their relationships” (Zimmerman & Dickens, 1994,
p. 235). This shift has, as we have seen, been paralleled by a more general shift
with regard to what is emphasized as relevant knowledge. It is the stories about what
happens — the meanings attributed to it — that should interest us. Humans are
regarded as meaning seeking and meaning constructing beings. Therefore, human
interaction and relationships can only be understood in connection to how the
interaction and relationships, in which they are involved, are interpreted by the
interacting persons. When it comes to human relationships, there are no meaningindependent realities “out there” that can be discovered. Accordingly, therapists don’t
observe people and their relationships, but ask questions about their beliefs and
interpretations. The knowledge or skills favored by these new approaches are
internal to therapy. The emphasis is on how to elicit, explore, elaborate and
challenge people’s interpretations and beliefs, rather than pursuing specific qualities
in the relationship.
While not opposing the fundamental idea that, human interaction must be understood
as meaning generating processes, this thesis maintains that we, anyway, need
standards, based on which we can judge what for instance represents a
developmentally favorable parent-child relationship, and what characterizes
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relationships that represent risk-factors in children’s development. As therapists, we
need knowledge that can inform us about what kind of relationships, and what kind of
understanding we should pursue for our clients, and what we should try to avoid. In
particular this applies for therapy involving children. Among other things, this is what
theory and research on human attachment offers.

Consequences for therapy
“A typology of non-optimal relationships”
The basic premise of attachment theory is that humans are primarily relational beings
and that the child’s development of attachments to his caregivers must be placed
within the contexts of normal developmental processes. A core finding, replicated in
different contexts and with different specific measures, is that the caregiver’s
sensitivity and contingency of response predicts the child’s security of attachment,
whereas the caregivers’ unavailability is associated with different kinds of anxiety and
insecurity in the child (Lieberman, 1997). Contingent emotional communication
between child and caregiver, within an attachment relationship, influences in a
fundamental way the neuro-biological development in infancy and childhood (Siegel
1998). It is fairly well established that the quality of attachment in infancy is a
reasonable good predictor of social emotional functioning through at least
adolescence, because it promotes or restrains security, and thereby encourages
independence or dependence (Atkinsen, 1997). Consequently it has a wide-reaching
impact on development.
Attachment relationships were originally classified as secure (B), insecure-avoidant
(A) and insecure-resistant (C) (Ainsworth et al., 1978)39. However, some
relationships seem not to fit readily into any of these three patterns. This has lead to
the development of an avoidant/ambivalent or disorganized category (Crittenden,
1988; Main & Solomon, 1990). Avoidant/ambivalent behavior is characterized by
immature clinging and whining that may be accompanied by hostility, resistance and
passivity (Greenberg et al., 1997).
39

For a review see Rutter, 1997.
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Because of its impact on development, behavior, interaction, mutual trust, and
independence, attachment experiences are of considerable clinical significance. It
represents an ontological basis for understanding children’s and their caregiver’s
behavior. In the clinic, attachment theory offers, as Goldberg (1997) puts it, “a
typology of non optimal early relationships”. They represent a way of making
otherwise contradictory and incoherent behavior, e.g., ambivalence, comprehensible.
In therapy, we will naturally search for an optimal relationship between the child and
his caregivers. Therefore, the identification of non-optimal early relationships i.e.,
what characterizes such relationships, and what separates them from optimal
relationships, is essential for making wise clinical decisions. This point is underlined
by Fonagy (1998) who in a very thorough overview argues for family and parent
focused approaches to early childhood intervention. He regards the attachment
relationships as the most central aim for prevention and therapeutic intervention.
Attachment and mental health
Attachment theorists, since Bowlby, have pointed out the securely attached child as a
product of optimal early relationships. These children have the typical characteristics
that we convey to psychological health. Insecure attachment, on the other hand, has
correspondingly been conceived of as a result of non-optimality in early relationships.
This is also due to the fact that insecure attachment has been associated with a
somewhat increased risk of later emotional and behavioral problems. Several studies
have shown that insecure attachment in infancy is associated with a higher
proportion of malfunction in the socio-emotional domain during preschool years
(Bretherton, 1985; Strouf, 1988; Greenberg et al., 1997). Greenberg and his
colleagues found for example that 16% of the children in a clinical group of children
with “externalizing psychopathology” were classified as secure, compared to 72% in
a control group. Second, a large proportion (32%) of clinical boys were categorized
as insecure- controlling compared to (4%) in the control group. It has been suggested
that such controlling pattern is a developmentally advanced version of infant
disorganization (Main et al., 1985).
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Although attachment relationships were not directly focused in The ACE study,
referred on page 23 (Felitti et al., 1998) its results are certainly of interest from an
attachment perspective. The ACE categories, psychological, physical and sexual
abuse, parental substance abuse, parental mental illness and violence and
criminality in the household will also affect attachment relationships between parents
and child. Deviant attachment relationships may well be a mediating factor between
exposure of adversity and the consequential psychological problems that were
documented.
However, about one third of the child population is classified as insecurely attached
(van Ijzendoorn & Bakermans-Kranenburg, 1997), and in some samples even more.
Furthermore, only about 50% of the children maintain the same attachment pattern
from infancy through 4 years of age (Goldberg, 1997). It would therefore be a
misunderstanding to assume that only secure attachment is normal (Rutter, 1997). It
has also proved difficult to show any systematic association between type of
attachment and type of psychiatric disturbance (van Ijzendoorn & BakermansKranenburg, 1997). There seems, however, to be disorders in which abnormalities in
attachment features seem to constitute the predominate characteristics. This is also
reflected in the fact that both ICD-10 and DSM-IV include attachment disorders of
childhood as diagnostic categories in their classification systems. According to Rutter
(1997) it appears as though these disorders take two main forms:
“First, there is a variety that tends to be associated with parental abuse and neglect. There is a
combination of strongly contradictory or ambivalent social responses that may be most evident
at times of partings and reunion; there is emotional disturbance as evident in misery or lack of
emotional responsiveness, withdrawal, or aggression, and there may be fearfulness and
hypervigilance. Secondly, there is a pattern that is more commonly associated with an
institutional upbringing (see Chrisholm, Carter, Ames & Morison, 1995) in which the child shows
an unusual degree of diffuseness in selective attachments during the preschool years
accompanied by generally clinging behavior in early or middle childhood. Usually there is
difficulty in forming close confiding relationships with peers.” (pp. 29-30).
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These characteristics and developmental patterns should be familiar to any
experienced clinician, and they often call for other intervention approaches in addition
to therapy. Fonagy (1998) argues, as we have seen, for prevention as the most
appropriate approach. Because of its common occurrence and its impact on how we
understand a child’s problem, it is, nevertheless, important that practicing therapists
have the knowledge necessary to recognize attachment disorders in childhood.
Even when attachment problems do not represent the dominating picture, attachment
pattern may, nevertheless represent important additional information. Studying the
role of attachment processes in young children with externalizing problems,
Greenberg et al., (1997) suggest that sometimes treatment decisions may be better
based upon the additional information provided by child and parent attachment
patterns than by clinical diagnoses alone:
“Attachment assessments within the family may provide another level of analysis by which to
formulate subgroups, that is, relationship based patterns that may have differing prognoses and
varying levels of treatability.” (p. 217).

Therapeutic focus
The most direct implication of attachment theory for psychotherapy is the shift of
attention, from the intrapersonal to the interpersonal domain (Rutter, 1997).
Recognizing the most typical signs of serious deviations in attachment relationships
is of obvious relevance to any therapist working with children: First, because it is
important for assessing whether therapy is indicated, in the first place. It might well
be that other intervention methods are more appropriate. Secondly, because the
ability to recognize deviant attachment relationships will also influence our judgment
about what kind of therapy is indicated. Even though attachment theory points out
family relationships as an obvious target, family therapy is only indicated if we judge
the family relationships as reasonably accessible to change, and if we feel confident
that we can protect the child sufficiently during the sessions. However, these
questions can hardly be answered without seeing the family together. In addition, for
any kind therapy, it applies that we need to be reasonably sure that the child will not
be suffering from serious abuse between the sessions.
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Attachment theory will direct the therapist’s focus to those particular aspects of family
interaction that are regarded as especially significant for the development of
attachment relationships, for example the child’s and the parents’ behavior during
separation and reunion, or what happens when the child is upset, scared, or sick. In
a review of risk factors in early attachment for the development of later behavior
problems, Greenberg et al. (1997) emphasize the caregiver’s responsiveness to the
child’s need during situations of high emotional arousal:
“All children regardless of their degree of attachment security, experience these emotions.
When the parent is able to respond to the child’s emotional expression with empathy and
labeling, they teach the young child that emotional expressions will not overwhelm the parent,
and that these affects are shareable and tolerable experiences.” (p. 200).
In contrast, citing the findings of Campbell (1990) and Patterson (1982), they ascribe
the following characteristics to relationships in the families with children presenting
behavioral or emotional problems:
“(...) children often express negative affect, however, these expressions usually are interpreted
by the parent as intolerable and/or frightening and they often are stimuli for the elicitation of
coercive cycles.” (p. 200).
In both cases, the labeling and interpretations made by the parents are emphasized
as a crucial factor. Consequently, it brings the matter back to the caregivers’ meaning
making activities, which every child is surrounded with, and which also are the
interactional basis from which attachment relationships develop. The parental
responsiveness, sensitivity and contingency, which have been identified as the key
factors in this development, are always based on interpretations. Responsiveness
has been defined as the “ability to perceive and interpret accurately the signals and
communications implicit in the infant’s behavior and given this understanding, to
respond appropriately and promptly” (Ainsworth, Bell, & Stayton, 1974, p. 127).
Accordingly, it is the parents’ interpretations of the child’s activities and preferences
that make them able to act and respond in sensitive, consistent and developmentally
supportive way. And by the same logic, it is interpretations made by the caregivers
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that make some children in a clinical population, recipients of pervasively negative
and developmental inappropriate parental perceptions:
“Rather than flexibly attuned to the characteristics of the child’s age, personality characteristic
and situational factors, parental attributions are rigid, constricting, and not amenable to change.”
(Lieberman, 1997, p. 283).
It is important, however, to recognize that an environment that predisposes to
attachment insecurity usually includes a wide range of risk features that may have
nothing to do with attachment as such (Rutter 1997). Nevertheless, it underpins the
main point, i.e., that it is the specific relationship between a troubled child and his
family that should be the focus of treatment.

Attachment and individuality
Some children make, as we have seen, the interpretative process particularly hard
for their caregivers. Thus, the quality of attachment does not only depend on the
caregiver’s sensitivity and responsiveness, but also on the child’s responses and
preferences. Grossman et al., (1985) found for instance that infants’ readiness for
attending to incoming sensory stimuli was an independent second predictor of secure
attachment, in addition to maternal sensitivity. Crockenberg (1981) was able to
predict insecure attachment pattern at 12 months from neonatal irritability, but only
for infants whose mothers were relatively unresponsive to their infant’s crying at 3
months and who had little social support available to them. These findings are
mentioned only to underline once more the importance of remembering that focusing
on the relationship means to recognize the share of both the parent and the child.
The child’s contribution, while evidently significant for understanding the parent-child
interaction, seems to be of secondary importance for attachment development. In a
meta-analysis of the relative effect of maternal and child problems on the quality of
attachment in clinical samples, van Ijzendoorn et al., (1992) conclude that there were
few demonstrated effects of child problems on the attachment distribution. An
apparent limitation with their study is, however, that the clinical sample of children
consisted of exclusively deaf children and children with Down’s syndrome.
Elsewhere, van Ijzendoorn (van Ijzendoorn & Bakermans-Kranenburg, 1997) admits
that some children make it difficult for parents to respond sensitively to their
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attachment signals, because these children’s severe physical handicaps or highly
irritable temperament impair their communication.

Attachment and therapeutic relationships
Bowlby (1988) also applied attachment theory to understanding the therapeutic
relationship. In particular he was concerned with the therapist as an attachment
figure - a secure base – which may provide conditions for the patient to explore his
relationships to other significant people in his life and his representational models of
himself with others. This perspective has been carried on and adapted to family
therapy by, Bowlby’s successor at The Tavistock Clinic in London, John Byng Hall
(1991, 1995a/b). It will not, however, be pursued any further here.

Intergenerational transmission of attachment relationships
The main impetus for the growing concern with how attachment relationships are
transmitted across generations is experience from the clinical field e.g., data which
indicate that abused children are likely to become abusive parents, and that in
general troubled parents look back on a troublesome childhood (van Ijzendoorn &
Bakermans-Kranenburg, 1997). Because this field of research has been primarily
occupied with how parents’ own attachment experiences influence their interaction
with their children and, hence, the attachment relationship, it should be of particular
interest for family therapists. Of special relevance are different approaches to
breaking the “intergenerational cycle of insecure attachment” (ibid). This issue will
therefore be addressed in some more detail.
While the scientific estimates of the intergenerational transmission of abuse vary
widely, there seems to be a growing consensus about the processes involved.
Recent studies have shown that parental sensitivity and children’s attachment are
both associated with parents’ mental representations of attachment, that is, the
parents’ present understanding of their own attachment history (Main, Kaplan &
Cassidy, 1985, van Ijzendoorn, 1995). Thus, from being primarily focused on
describing possible direct links between early attachment experiences and parenting
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- which for the most part has proved impossible – there has been a shift in attention
to the parents’ current representations of these experiences, and from the content of
autobiographical memories to the form in which this autobiography is presented.
Central in this shift has been the Adult Attachment Interview (AAI), a semistructured
interview originally introduced in an unpublished manuscript by George, Kaplan and
Main (1985). By now AAI seems to have been widely accepted as a valid, reliable
and applicable instrument for measuring attachment patterns in adults. For a more
thorough account of AAI, and its psychometric properties, see van Ijzendoorn &
Bakermans-Kranenburg (1997).
According to van Ijzendoorn & Bakermans- Kranenburg (1997) the AAI is based on
two assumptions:
“(…) (1) autobiographical memory is the ongoing reconstruction of one’s own past in the light of
new experiences; and (2) repression, dissociation, and idealization of the past — especially of
negative childhood experiences — exist and can be traced by studying form and content of the
autobiographical narrative separately.” (p. 138).
In other words, one is primary interested in the current understanding of what has
happened in the past, not what actually happened. Accordingly, the search for roots
of current attachment relationships starts “in the parents’ minds - not in their pasts”
(ibid).
van Ijzendoorn & Bakermans-Kranenburg (1997) describe AAI in the following way:
“After a warming up question about the composition of the family of origin, the subject is asked
to present five adjectives that describe their childhood relationships to each parent and they are
also asked the following: (1) why they chose these adjectives;(2)to which parent they felt
closest;(3)what they did when - as a child - they were upset hurt or ill;(4) what they remembered
about separations from their parents; and (5)whether they have ever felt rejected by their
parents. In addition to questions about experiences in childhood, subjects are asked how they
think their adult personalities are affected by these experiences; why, in their view, their parents
behaved as they did; and how their relationship with their parents has changed over time. In
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addition, some questions are asked about the subject’s experiences of loss through death of
important figures, both as a child and as an adult.” (p. 139).
A coding system has been worked out, comprising three classifications, and
indicating three types of attachment representations: dismissing, autonomous, and
preoccupied. These are to a large extent suggested to correspond with Ainsworth’s
original classification of child attachment; insecure-avoidant (A), secure (B), and
insecure-resistant (C). Autonomous (F) subjects are characterized by open and
unbiased reflections on their own attachment representations. They value attachment
relationships and consider them important for their personal development. They are
also able to present them coherently, whether they are regarded as positive or
negative. Dismissing (Ds) subjects minimize the influence of early attachment
experiences on their adult personalities. Their narratives are often incoherent, and
are typically characterized by internal contradictions. Preoccupied (E) subjects are
still preoccupied by their childhood experiences or the present relationship with their
parents and are therefore not able to describe them coherently. Passivity and
vagueness tend to characterize their descriptions. An analogy of adult and infant
strategies is, thus, suggested:
“(…) showing, as it were, two sides of the same coin: the manifestation of the strategy in the
parent (at the level of verbal representation) on the one hand, and that of the infant (at the level
of attachment behavior) on the other hand.” (van Ijzendoorn & Bakermans-Kranenburg, ibid, p.
151).
A meta-analytic search suggests a distribution of 24% Ds, 58% F, and 18% E
classifications in a normal population (van Ijzendoorn & Bakermans-Kranenburg,
1996). Compared with normative data on child-mother attachment, the E
classifications are slightly underrepresented. There nevertheless seem to be a fair
distributional match between the two classifications in a normal population. The
distribution also seems relatively independent of cross-cultural variations and the
parent’s sex. Parents with very low SES-background, seem, however, to differ in that
the Ds category is overrepresented and the F category underrepresented. In a
clinical population, that is, parents of children with disturbed socioemotional
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development, van Ijzendoorn and Bakermans- Kranenburg found a very divergent
picture:
“(…) the parents classified as F are a minority (14%), whereas 41% of the parents were
classified as DS, and E parents are also strongly overrepresented (45%).” (ibid).

The intergenerational transmission of attachment is primary explored by investigating
the correspondence between parents attachment representations, classified as F, Ds
or E, parental sensitivity, and parent-child attachment, classified as B, A, C. Even
though there seems to be a relatively robust correspondence between how parents
are classified on AAI, and how their relationships with their children are classified,
there are considerable “transmission gaps” (van Ijzendoorn & BakermansKranenburg, 1997). In van Ijzendoorn’s (1995) review, this is reflected in the finding
that in about 25% of the families, there was no such correspondence. One reason for
this might be that intergenerational transmission of attachment is not context-free,
and that it may be blocked by for instance cultural child rearing practices, or other
environmental influences. A study of mother-infant dyads from kibbutzim (Sagi et al.,
1994) suggests that the influence of secure maternal attachment representation may
be overruled by an insensitive context. In the group of children who had communal
sleeping arrangements, the correspondence between mothers and infants
classifications was only 40%. Intergenerational transmission of attachment may also
be discontinued by major life events, such as loss of attachment figures or family
breakup (van Ijzendoorn & Bakermans-Kranenburg, 1996). Thus, continuity of
attachment from infancy, through childhood and adolescence seems to depend on
continuity in environmental circumstances (ibid). These findings are in accordance
with Bowlby’s (1973) contention that attachment is environmentally labile.
The mediating factor between parental attachment representations and parent-child
attachment is suggested to be parents’ sensitive responsiveness to the child’s
signals. Efforts to measure the relation between AAI classifications and sensitive
responsiveness have, however, revealed only a modest (r= 33) association between
the two (van Ijzendoorn, 1995), indicating that the crucial interaction factors are not
satisfactory captured.
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What is the relevance of this field of research for family therapy? First of all, it
reinforces the arguments for a family oriented approach when working therapeutically
with children. Second, it points out the relationship between parental experiences, as
expressed by their narrative accounts of their own attachment relationships, and their
ability to produce optimal conditions for the development of attachment relationships
with their children. Consequently, it directs the attention to the parents’ narratives as
an obvious port of entry when trying to change family relationships.
The weakest part of the AAI research seems to be the association between the
stories parents tell about themselves in the AAI, and how they interpret and respond
to their children. Many of the explanations put forward so far, are both vague and not
particularly convincing (see van Ijzendoorn et al, 1997). One question is whether the
quantitative, meta-analytic approach of van Ijzendoorn and his colleagues has
reached a limit, and that more qualitative and individually oriented methods should be
applied in order to reveal more insight into the processes involved. Anyhow, it seems
counterintuitive that there should be a linear connection between the stories parents
tell about themselves and how they interpret and react to their children. Intervention
studies indicate the same. It seems possible to change parent’s sensitivity without
changing their own attachment representations. Furthermore, changing the
attachment pattern by focusing directly on the parents’ insensitivity to their child’s
signals, seems more effective than to approach it indirectly i.e., focusing on parent
narratives. It should also be noted that short-term behavioral oriented interventions
seemed to be more effective than long-term intensive approaches (ibid).
There are many ways of interpreting these findings. With regard to therapy they yield
strong arguments for seeing the child and his parents together. That will give the
therapist access to the parents’ narratives - both the one that they tell about their own
lives, and the one they tell about their child. Moreover, it gives the therapist access to
the interaction between the child and his parents, and the specific characteristics of
the child on which the parents’ attributions are being built.
Within this tradition, different approaches to breaking the intergenerational cycle have
been tried out and evaluated (Anisfeld. et al., 1990; Lieberman et al., 1991; van
Ijzendoorn et al., 1995). Basically, they can be grouped into approaches directed at
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parental sensitivity, that is, at the behavioral level, and those that focus on parents’
mental representations. As already noticed short term behavioral oriented
approaches seem to be more effective than long term approaches focusing on the
caregivers own attachment representations. Common to both approaches is,
however, that they try to change the attachment relationship by changing one of the
parents (primarily the mother), and that the samples studied consisted of only infants.
It seems reasonable to suggest that effects might be different in older children i.e.,
when verbal interaction has become the dominating means of interchange. An even
more fundamental objection could be made against the way these approaches split
the mother-infant dyads from the rest of the social context in which they are situated.
One might suggest that the observed effects would be different if the intervention
program was directed towards the whole family.

Questions to be asked
To establish lawful and reliable connections, which is an ultimate goal of science is
not necessary from a therapeutic point of view. Scientific data may be useful more
because of the questions they generate than by the answers they give. Data from
attachment research are no exception. An intriguing group of questions have to do
with the intergenerational transmission of attachment relationships, and the
“transmission gap”, i.e., how some parents seem to be influenced by their own
attachment story in a way that makes them transfer their own pattern of attachment
to their children, while other parents do not? To what degree is this influence contextand situation dependent? What are the interaction processes involved? How can
they be turned? This is just as much a concern for the therapist on a single case level
as for the scientist on a general scientific level. Asked in a therapeutic context, these
questions will, off course, have another aim, namely to create change by activating
reflexivity. (Tomm, 1987b, 1987), deconstructing self-narratives (White, 1993),
creating new narratives (Anderson & Goolishian, 1992) creating alternative solutions,
de Shazer, 1988, 1991). This can be done in a therapeutic conversation with a father
or a mother alone, or in a family therapy context. The advantage of family therapy is,
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however, that questions activate reflexivity among the family members, and thus,
also activate the mutual influence that characterizes family dynamics.
Research in human attachment is clinically relevant also because it directs the
therapist’s focus too a particular relationship between parent and child, which
frequently is disturbed in a clinical population. It also identifies some situations in
which this relationship is likely to be expressed. Furthermore, it points out the
interaction between the child and his caregivers as the context in which this
relationship develops. Finally, it specifies the mutual meaning-making activity, and its
connections to the parents’ own attachment history as an important factor in the
development of parent-child relationships. Again, it seems that narrative processes
play a most significant role. Given such basic premises, a whole range of questions
and interventions developed in family therapy can be productively applied.
Attachment theory, thus, contributes with focus, direction and ideas; family therapy
with questions and intervention techniques.
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CHAPTER 13
A REPOSITORY OF IDEAS: THE QUESTION GENERATING
PROPERTY OF KNOWLEDGE

THERAPEUTIC QUESTIONS
Questions are now recognized as the family therapists’ most applicable and powerful
tool and regarded as interventions, possessing their own change-generating power.
Thus, asking good questions is by most therapeutic approaches considered to be an
essential therapeutic skill. Anderson and Goolishian (1992) refer, for example to
questions as the primary tool that the therapist uses to express his expertise. Not
only are they necessary for collecting information about the client and his problems.
As the Milan team (Selvini Palazzoli, Boscolo, Cecchin and Prata, 1980) pointed out
more than two decades ago, change also occurs solely through the interview
process. The Milan team’s description of circular questioning is widely recognized as
a milestone in the history of family therapy. Today circular questioning is accepted as
belonging to the basic repertoire of family therapists. Particular attention has been
called to its applicability in exploring differences, individual perspectives, and the
uniqueness of individual experiences in family relationships (Johnsen, 2000).
More generally, this has lead to an acceptance that no statement or nonverbal
behavior can be assumed, a priori, to be inconsequential. Questions are asked, and
should be asked, with definite interventive intent:
“(…) interventive interviewing refers to an orientation in which everything an interviewer does
and says, and does not and does not say, is thought of as an intervention that could be
therapeutic, nontherapeutic, or countertherapeutic.” (Tomm, 1987, p. 4)
The twin ideas that people are making sense of their lives by organizing their
personal experiences into stories and that questions can be used to generate
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experience (Freedman & Combs, 1993), seem to be the common basic premises of
all narrative oriented therapies:
“The idea of using questions to generate experience, reminds us to ask questions that require
internal involvement and exploration to find their answers. The narrative metaphor guides us in
asking questions that invite amplification of answers so that the experience generated has a
past and a future, characters, a context and meaning — in other words, so that it is a story.”
(Freedman & Combs, 1993, p. 295).
The “narrative turn” in family therapy has, in other words, in particular emphasized
questions that are expected to generate reflexive storytelling processes. Accordingly,
questions and principles for questioning have been developed with the explicit
intention of facilitating the reflexive, story telling and meaning making process, for
examples see de Shazer 1985, 1988; Tomm, 1987a, 1987b, 1988; White, 1993;
White & Epston, 1990; Freedman & Combs, 1993, 1996.
What is a therapeutic question? According to Sluzki (1992) an encounter can be
defined as therapeutic when:
“(…) in its course, a transformation has taken place in the family’s set of dominant stories so as
to include new experiences, meanings , and (inter)actions, with the effect of a loosening of the
thematic grip of the set of stories on symptomatic-problematic behavior.“ (p. 219).
If we take this definition as our point of departure, therapeutic questions can be
described as questions, which challenge the family’s dominating story and by so
doing generate new experiences, meanings and (inter-) actions. It is, of course,
impossible in advance to know for sure if the questions asked will have such an
effect, or to predict which meanings, experiences or (inter-) actions they will
generate. For example, a question asked with pure diagnostic intent may have a
therapeutic effect, while a therapeutically intended question may not. Thus,
diagnosis may often have an unintended narrative power. For a 10-year old
receiving an ADHD- diagnosis, the story will be radically rewritten, backwards as well
as forwards. The diagnosis represents a new “plot”, implying an alternative
understanding of earlier actions and events. At the same time it represents new
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premises for interpreting future behavior. Whether this has a positive or negative
effect on the child’s development and interaction with others depends on several
interacting factors, unpredictable in advance.
Now, returning to the distinction between what to ask about, that is, the questions’
basic intention or focus and how to ask questions in a way that facilitates change.
The therapeutic reason for asking about a particular topic or issue, for instance
child’s attachment behavior, is that we regard it as significant in relation to the child’s
problem, wellbeing, development, or interaction with others. The topics chosen
represent the focus for our therapeutic interest, and are informed by therapy-external
knowledge. When it comes to therapeutic work with children, our exploration needs
to be guided by more general knowledge about what promotes development, and
what impedes it. However, some ways of asking questions are more effective than
others in exploring family interaction, challenging family member’s understanding of
themselves and their mutual relationships, and in opening up for more adequate
ways of relating.
It is the ambition in the following to try to knit the different threads together: First, by
adopting from the field of family therapy some of the ways of asking questions that
seem promising, second, by letting these questions be informed by relevant research
in developmental psychology, that is, to examine further how such knowledge can be
applied therapeutically. The common denominator in this effort is to facilitate and
enhance benign narrative processes within the family.

KNOWLEDGE INFORMED QUESTIONS

Focus on the child as an agent
An explicit joint concern between contemporary developmental psychology and
family therapy is, as we have seen, how meaning is created by the way we attribute
purpose and intention to each other’s activities. The fact that children’s behavior is
interpreted as intentional seems to be a central condition for facilitating their
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psychological development (Murray, 1992). Understanding one’s own and other
people’s activities as purposeful is, moreover, a basic premise for the construction of
narratives (Bruner, 1986, 1991; Polkinghorne, 1988). For children to be understood
as agents also means being understood as active contributors to the social
interaction in which they are a part. Even though this should be common knowledge
today, most family therapists still seem to direct their main focus to the parent’s
contributions. Consequently, children’s behavior is usually interpreted as a reaction
to others. To ask questions that direct the attention to the child as an intentional
agent is a way of emphasizing his or her distinctiveness as a person. For a child to
understand himself as an influential actor is, furthermore, an important social
competence, which may contribute to prevent later interaction problems.

”Stein”
Stein was 13 years old when he was referred from the school psychologist. The reason for the
referral was that Stein repeatedly got into conflicts with other children at school. The school
saw him as a difficult child, always engaged in defending himself. He easily misunderstood
other people and typically reacted with suspicion and anger. He saw himself as bullied by the
others, a view that was shared by his parents. When Stein and his parents came to therapy,
they where, not surprisingly, primary concerned with the bullying. They explained that he had
been bullied since he started kindergarten when he was 4, and that this problem had persisted
since then. His anger and frustration was at its most intense when he came home from school.
The conflicts that arose at home, with his younger brother and with his parents, were
understood to be a result of this frustration. It appeared that both Stein himself and his
parents looked upon him as a victim and the other children as hostile actors.
Again it is important to underscore that this is not an attempt to question the negative
effects of bullying and other kinds of harassment on self-esteem and well being. Yet,
there were weighty reasons for questioning the family’s understanding of Stein. First,
the boy exhibited peculiarities indicating that alternative interpretations could be
made. Second, in order to challenge established ideas in the family, it was necessary
to constitute him as an intentional actor in his own life, i.e., to contribute to an
understanding (and self-understanding) in which Stein was perceived as an agent
and that the interactions in which he took part were also influenced by himself.
What might we ask about in order to create an image of Stein as an influencing
agent? First of all, by questioning his understanding of the things he does and says
and how he understands other people with whom he interacts, secondly, about how
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other significant persons understand Stein. Which intentions and meanings are
attributed? And why is his and other’s behavior understood in these particular ways?
Therapeutic questions will, accordingly, be questions that challenge the parents’
interpretations, as well as their sensitivity and flexibility. Furthermore, we will be
interested in how the parents understand their own contributions to the interaction:
what they do, how they understand what they do, how they think their acts are
perceived, and how they interpret each other. Therapeutic questions should also
address how Stein himself sees his situation, how he understands what he does and
says, and how he interprets others.
These are examples of what we would ask about. But how do we ask? What kind of
questions will contribute to increase the parents’ sensitivity and flexibility and
challenge their way of interpreting their child’s behavior? It is hardly a coincidence
that many of the question-based interventions developed in family therapy during the
last two decades turn out to be particularly applicable for this purpose.
Tomm (1988) has described four major groups of therapeutic questions,
distinguished precisely with regard to their intent: lineal questions, with investigative
intent, strategic questions, with corrective intent, circular questions, with exploratory
intent, and reflexive questions, with facilitative intent. He suggests that therapeutic
questions can be differentiated on two continua, the first with the respect to intended
locus for change that lies behind the question, and, second, with respect to
assumptions about the nature of mental phenomena. The questions that the therapist
chooses to ask will, thus, necessarily reflect his ontological position.
The “narrative turn” in family therapy has in particular actualized reflexive questions
defined as:
“(….) questions asked with the intent to facilitate self-healing in an individual or family by
activating the reflexivity among meanings within pre-existing belief systems that enable family
members to generate or generalize constructive patterns of cognition and behavior on their
own.” (Tomm, 1987, p. 172).
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Tomm underscores that reflexive questions are not defined semantically or by their
syntactic structure, but by the nature of the therapist’s intention of employing them.
The process of asking them is referred to as reflexive questioning. Although there are
a great variety of questions that could be employed reflexively, Tomm distinguishes
his examples in eight somewhat overlapping groups. They are briefly described here
because some of them will be applied more specifically at a later point in the
discussion:
•
•
•
•
•
•
•
•

Observer-perspective questions
Future-oriented questions
Unexpected context-change questions
Embedded-suggestion question
Normative- comparison questions
Distinction-clarifying questions
Questions introducing hypotheses
Process-interruption questions

The purpose of observer-perspective questions is to increase the ability to observe
oneself in interaction with other people. They are based on the assumption that
becoming an observer of a phenomenon or a pattern is a necessary first step toward
being able to act in relation to it:
“Observer-perspective questions are oriented toward enhancing the ability of family members to
distinguish behaviors, events or patterns that they have not yet distinguished, or to see the
significance of certain behaviors and events by recognizing their role as links or connections in
ongoing interaction patterns” (p. 175).
As Tomm (1988) also points out, it is impossible to empathize with another person
when one is unable to make some observations of the experiential condition of the
other.
Tomm distinguishes between four sub-groups of observer-perspective questions:
(1) Questions that enhance self-awareness: “How did you react when the others
began to laugh?” “What was your first impulse?” What do you think made you
react in this way?”
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(2) Questions asked to encourage “other” awareness: “What do you think daddy’s
reaction was?” “Did you notice how Håvard reacted?” “Just what did he do?”
(3) Questions asked to explore interpersonal perception: “What do you imagine
Håvard thinks when you get into fights with other children?” “What do you think
makes him see it that way?” “And what is he thinking when you and he are
alone”? ”What makes him think otherwise about you then?”
(4) Question asked to explore interpersonal interaction: “What does mammy do when
you are angry and frustrated?” “What do you do when mammy doesn’t answer
you?”
Although Tomm argues that reflexive questions intentionally and epistemologically
can be distinguished from circular questions (Selvini-Palazzoli et al., 1980) there are
apparent overlaps between them. Thus, the examples of questions asked to
encourage other awareness and to explore interpersonal perception presented
above, are also examples of circular questions. Moreover, questions asked to
explore interpersonal interaction might just as well be asked circularly, for instance:
“What is daddy’s reaction when mammy begins to interrogate you about what
happened at school”?
Exception questions (de Shazer, 1988) represent another way of challenging self
understanding and interpretations of others. By asking about what happens when the
problem is absent, the attention is directed to individual and contextual conditions by
which behavior, thoughts and emotions are influenced. For example: “Does it ever
happen that Stein is happy and confident when he returns from school?” “Can you
remember the last time it happened?” “When Stein is happy and content, what does
he typically do?” Or directed to Stein: “Does it ever happen that you enjoy being with
your schoolmates?” “Can you remember the last time it happened?” “Who was
there?” “What did you do?” “When you have a good time together with others, what
do you do then that you don’t usually do?” “What do you think must happen to make
you do that more often?” Exception questions may also be posed circularly in order
to explore interpretations of others: “What differences do you think your mother
notices when you and Håvard are together?” “What do you think Håvard discovers
about you then that he doesn’t notice ordinarily?”
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Exception questions direct our attention towards acts and activities that represent a
break with what has been regarded as behavior patterns or regularities. Even when
the questions because of the nature of the problem, for instance anxiety, have to
focus on emotions and thoughts, they will be followed up by questions about how this
can be observed and interpreted by others. In other words, when the problem is
absent or less pronounced, what are the observable behavioral signs. How can other
people tell that the anxiety is absent? In Stein’s case the questions may, as we have
seen, be about what he does when the problem is absent, and furthermore, how
others then interpret his behavior. The goal is to make him aware of himself and his
own behavior, and even more to help him discover how his behavior is interpreted by
others. The main virtue of the miracle question is the insisting elaboration of other
peoples’ observations and interpretations. Even when there are no other people
around, one can always pretend: “If Håvard had been there, what differences would
he have noticed?” Embedded in the questions is an understanding of Stein as an
actor who is not only influenced by other people, but who himself actively influences
others by the meaning and intentions they ascribe to his behavior. Exception
questions can only be answered by referring to him as an actor.
The main purpose of exception questions is to provoke and emphasize descriptions
of situations and patterns where the problem is absent. The same purpose applies to
questions about unique outcome (White, 1993). Both emphasize actions and how
they are observed and interpreted. Unique outcome questions are questions that
inquire about events that seem to contradict or stand outside the dominant problem
story, or about events that stand against the problem’s influence. The family is invited
to reflect upon what lead up to the unique outcome. Who contributed to it and in what
way? This way of asking emphasizes, on the one hand, individuals as actors; on the
other hand it challenges the participants to sensitive and flexible reflections about the
context – interpretative and historical – of which the behavior is part: “Stein, what
made you invite Håvard home that day?” “Did anything else happen that day that
made it easier for you to ask him?” “In what way did that make it easier for you?”
“When you think about it now, did you notice anything else about yourself that made
you more confident that day?” “Did anyone else do or say anything that was helpful?”
To the father: “Did anything happen ahead of this that you think made Stein more
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confident” “In what way do you think that was helpful for him?” Did anyone else do or
say anything that you think was important for him?”
Observer-perspective questions, exception questions and questions about unique
outcome can be asked either directly or circularly. They are all examples of questions
that emphasize action and interaction as the interpretative basis for how people
understand each other. Therefore, they are also particularly applicable for generating
narratives in which individuals emerge as actors.

Focus on the child as an individual
There were many elements in Stein’s history and in his present behavior and
communication as well, that gave reason for a more formal assessment of his
problems and his level of mental functioning. This was done. His results on the
WISC-R showed at huge split between the verbal the non-verbal part of the test. The
scores were 81 and 128 points respectively, and gave clear indication of specific
cognitive deviations.
It should be remarked that the testing of Stein raises some principle questions, which
are too comprehensive to be discussed thoroughly here; questions that concern both
the legitimacy of applying these kind of assessments within a family therapy context,
and how the results of the assessments can be applied in a therapeutic discourse.
However, there can be no doubt that applying such assessment methods implies that
a new plot is being introduced into the narrative about Stein, which will also alter the
dominant understanding of his problems in interaction with other people. For
example, may his tendency to misunderstand, his inability to take jokes and irony and
his “literal” way of perceiving messages well be understood as a more
comprehensive language problem? That kind of understanding will, moreover, alter
the premises for future interaction with Stein. To some degree it will also inform the
therapist about Stein’s linguistic and cognitive capacity for participating in the
therapeutic conversation.
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The purpose of using Stein’s case as an example here is that it demonstrates how
important it is to focus on the child’s individuality if we want to contribute to change
the child’s way of interacting with other people. It is possible that Stein’s particular
characteristics could have been identified in other ways than through formal testing,
but it is hard to see how a favorable development can be promoted without taking his
cognitive capacities into account. What this case also illustrates is that new or more
knowledge tends to create more questions than answers. The results on WISC-R
offer relatively valid information about the fact that Stein suffers from specific
cognitive and linguistic problems. However, it gives no more than hints regarding the
way and the degree to which it tends to influences his interaction with other people. It
primary tells us what is relevant to ask about.

Questions exploring differences
Focus on individuality implies focus on differences. To ask individual family members
about their experiences and views is a way of exploring how important such
differences are for interaction and mutual understanding. At the same time it
communicates that the therapist tries to consider all family members as individuals.
Circular questions (Selvini-Palazzoli et al., 1980) have come to belong to the
communal property of family therapy. They were originally developed from Bateson’s
(1972) principle of double description. Peggy Penn (1982) refers to double
description in the following way:
“(…) in order to get from one level of description to another, an act of double description is
required, or views from every side of the relationship must be juxtaposed to generate a sense of
the relationship as a whole” (Penn, 1982, p. 287)
Thus, as Penn points out, responding to the circular questions compels family
members, to experience the circularity of their family system. At the same time
circular questions explore and emphasize differences, individual perspectives and
each separate person’s experience of his family and the relationship between family
members (Johnsen, 2000). An example is questions of classification and comparison
(Penn, 1982): “Do you think Stein feels more or less comfortable when he and
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Håvard are alone or when they are with other children (comparison)?” “Who is most
worried about his behavior”? “Who is the first to notice when he is sad or upset
(classification)?” Once a classification or comparison has been established, the
therapist asks about its historical and contextual embeddedness: “Is that always the
case?” “Was it different when he was younger?” Accordingly, these questions not
only explore differences between people and perspectives, but differences across
time and context as well. They are as Cecchin et al. (1994) point out one of the most
useful, non-confrontational ways for bringing forth biases and prejudices. Indirectly,
they will also reveal exceptions and unique outcomes. Other examples of circular
questions are agreement questions: (“Who in the family agrees with you in that Stein
needs to learn more about being together with other children?”), gossiping in the
presence, i.e., asking one member of the family to comment on the relationship of
another two, and explanation questions, to which we shall shortly return. Circular
questions represent a change in perspective, which can be applied in combination
with series of other questions.

Questions exploring causal attributions
Temperamental research has already been referred to as a source from which
knowledge about children’s individuality can be sought. A central issue in this field of
research is the degree to which individual differences can be explained genetically.
More than anything else, however, this research has demonstrated how complex the
relationship between genes and behavior in fact is. Established ideas about the
relationship between genes and environmental influences have been turned upside
down, for instance, that differences caused by environmental influences can be just
as stabile as are those with a genetic origin.
The same questions that on a general level are asked as hypotheses in research for example about causes, influencing factors, how these factors work, and how
stabile individual characteristics are – may also be asked about individuals in the
course of a therapeutic exploration. Explicit or implicit attributions to connections and
causes are, moreover, core elements in narratives. Narrative therapy is more than
anything else about questioning and challenging people’s ideas about causes,
connections and continuity, and to explore how these ideas are related to time and
context.
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Explanation questions (Penn, 1982) — “What is your explanation for Stein’s lack of
trust in himself?” — is a simple and straightforward way of questioning a person
about his causal attributions, either by beginning with explanations and work toward
the present, or if he has begun in the present, by using the present as a starting point
for working toward the past.
However, as therapists, we should not only be interested in causes people attribute
to their problems. Just as important is causes they ascribe to the absence of the
problem. The connections between unique outcomes in the present and its historical
roots are systematically utilized in White’s (2002) Re-authoring Conversation Map.
The clients are encouraged to identify a unique outcome as a singular phenomenon,
then they are encouraged to identify unique outcome as one of a sequence of events
unfolding through recent history. Subsequently, after naming the counterplot, they
are guided to find roots of this counterplot in distant history, and by so doing, connect
it to the person’s identity.
Tomm (1987) has proposed a group of questions which he calls “distinction-clarifying
questions” which seems especially applicable to explore causal attributions and other
key distinctions in families’ or persons’ belief systems:
“A therapist could ask a series of questions with the intention of helping to clarify causal
attributions that are already held by family members, but are inconsistent or unclear. (…)
questions may be used to clarify members’ assumptions about the degree to which various
biological, psychological, or social factors are operating in the maintenance of a variety of
problematic behaviors. Different assumptions do, of course, have different implications for
problem solving.” (p. 179).
Distinction clarifying questions may for example be about the degree to which the
cause and maintenance of problem behavior is ascribed to biological, psychological
or social conditions. Assumptions about causes will necessarily be important for
problem solving.
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In family therapy we are often confronted with strong ideas about cause and effect,
ideas that in their consequence impose responsibility and guilt on one or more family
member. Distinctions like inherited vs. environmental, or acquired vs. congenital, are
mostly implicitly or explicitly present. They can be expressed as ideas about the
child being exposed to harmful experiences (loss, trauma, bullying), other harmful
influences (birth injury, influences from drugs during pregnancy), or as fear of
hereditary diseases, but also as humorous references to family characteristics with
regard to behavior or appearance. For the therapist, it is important to focus on, and
investigate such ideas.
Focus on the child, as an individual does not imply, however, that the child’s
problems should be understood as individual characteristics. Yet, family members’
assumptions about cause(s) of the child’s problems represent a port of entry into
their narrative universe. In therapy it is, as Tomm (1987) points out, important to help
people clarify causal attributions that are already held by the family members, but
that are inconsistent or unclear. Therapy means, however, also to challenge such
assumptions and the implications they are believed to have for problem solving.
There are good reasons for doing that, especially when the attributions are centered
on individual characteristics of the child. According to Carr (2000b), coercive
interaction cycles are associated with belief systems in which parents attribute the
child’s difficult behavior to internal characteristics of the child rather than external
characteristics of the situation.
Parental ascription of the child’s problems to influences outside their own control, for
instance in school, is another typical restraining idea when it comes to problem
solving. Sometimes, of course, it is at least partly true. As Harris (1998) has argued,
many of the most significant experiences — good ones as well as the bad ones — in
childhood and adolescent are gained in interaction with other children and
adolescents. This does not imply, however, either, that parents cannot influence their
children’s experiences outside the family, or that experiences outside the family are
unrelated to what happens at home.
Restraining ideas about what influence a child’s behavior can be effectively
challenged by for example focusing on the relationship between the child’s
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individuality and the problem(s). Does Stein possess any characteristics that make
him particularly vulnerable to bullying? How do these characteristics typically express
themselves in interaction with others? When do they typically appear? And when are
they typically absent?
Focusing on the child as an individual may also help to distinguish between the
person and the problem. Externalization (White & Epston, 1990; Freeman et al.,
1997) is a specific and productive way of exploring the relationship between a child
and a problem. As we have seen, it is also an effective way of scaffolding children’s
narrative efforts. According to Freeman and her colleagues (i1997) it has,
furthermore, the advantage that it allows a lighthearted approach to what is usually
considered serious business. “Playfulness enters therapy when we narrate the
relationship between a child and a problem” (p. XV).
Still another alternative is to focus on the relationship between the child’s problems
and his interaction with others. When John gets temper tantrums, is it because of his
ADHD, or can it be related to environmental influences for example what other
people do or say. Exception questions may also be effective tools: What is different
when John’s temper tantrums fail to appear or when Stein is not bullied?
Every family has its own references for judging individual characteristics as familiar
or alien. Family members may recognize something of their own or of other relatives
in the child’s problems. These may be traits with which they can identify and
sympathize, but of course, also be provoked by. The child’s difficulties emphasize in
a way a family belonging.

”Erik”
14-year old Erik had been treated with Ritalin for his hyperactivity since he was 6. His
parents’ frustration with his behavior was a recurrent theme in the therapy sessions.
Basically Erik’s problems were understood as caused by his ADHD. His mother could
nevertheless comment on his activity and restlessness in the following way: “(…) but after all
he is a typical Haugen”, referring to her own family, her father and brothers, whom Erik
resembled not only in behavior, but also in appearance.
One of the adopted child John’s (p. 92) problems, on the other hand, was lack of
recognition from other family members. Appearance, reactions, preferences and
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interests were experienced as strange. Besides making his parents insecure,
inconsistent and angry, it touched upon something else; his difficulties emphasized
clearly his position as an alien in the family.
To investigate and challenge who a child resembles and what kind of feelings this
typically triggers, can be an effective way of generating narrative processes in the
family. Obviously, it makes a big difference whether a particular characteristic is
thought to be a heritage from a dear grandfather, rather than from an abusive father
who deceived the family when the child was three. As indicated above, exploring
resemblance and identification can moreover be a port of entry for exploring
emotional bonds and attachment relationships within the family.

What does the child’s behavior indicate about the future
Bruner (1990) has pointed out the inherent sequentiality of narratives. The unique
happenings and experiences of which narratives are made acquire meaning as
elements in something bigger, referred to as the narrative’s plot or fabula.
A central issue in contemporary temperamental research concerns how stabile or
changeable individual characteristics are. Prior (1992) concludes, that temperament
by itself has only minimal predictive value from infancy to later ages, whereas in
combination with other relationship factors, like the mother’s perception of her child
as difficult, have a fairly strong predictive power. In other words, here we have a new
reminder of the significant effect caregivers’ interpretation may have for the course of
children’s development.
Stability and continuity is also a central clinical concern. More than in adults we
understand children’s characteristics and their unique experiences as something that
points ahead, into the future. They are developmental premises, the consequences
of which will appear some time in the future. Many problems in childhood would have
been acceptable and bearable had it not been for the worry that they arouse for the
future. Consequently, many children would not have been brought to treatment, if it
wasn’t for this worry. To examine how children’s characteristics are interpreted by
their family, therefore, also implies an exploration of what kind of future significance
family members ascribe to them. In a clinical context this means that the child’s

328

symptoms should be explored according to what consequences they are expected to
bring.

”Lars”
The parents of Lars, an adopted child, were well aware of the fact that his biological parents
were criminals, and that he, in fact, was born in prison. When Lars at the age of 10 was
caught shoplifting, it therefore generated an enormous narrative force. His parents pictured a
criminal scenario with Lars in the leading part. The bottom line of this narrative was, of
course, conception of criminal dispositions as hereditary.
Tomm (1987) has developed a group of questions called future-oriented questions, to
explore and challenge individual family members’ conception of future
consequences, an example of which is questions to explore anticipated outcome, i.e.,
to ask family members about how they expect the problem(s) to evolve in the future.
Will the problems disappear, become reduced or get worse? What about the social
consequences, will they be more or less serious for the child or for the family as a
whole? Natural follow up questions will be about reasons for anticipating
improvement or worsening. These are questions that might just as well be directed to
the identified patient as to other family members. They can be asked directly or
circularly.
Another example of future-oriented questions is what Tomm (1987) has termed
questions to explore hypothetical possibilities: What conceptions of the future are
evoked by the fact that Thomas, up to this point, has been absorbed by books about
birds and insects and totally uninterested in playing football with his peers. What do
his parents or Thomas himself think he will be doing 5 years from now, or when he is
25? How people respond to questions like this reveals important information about
values and preferences in the family. Besides its general effect of “activating the
reflexivity among meanings” this particular question format can, according to Tomm,
even be used to introduce stories, pose dilemmas, and to instill hope and trigger
optimism.
The main intention behind landscape-of- action questions (White, 1993) is to locate
events, for example unique outcomes, within particular sequences of events that
unfold through time. These events may be interpreted in accordance with, or in
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contrast to, certain plots or dominating conceptions about a person’s identity.
Landscape-of-action questions, thus, represent an effective way of challenging taken
for granted ideas, for example about the relationship between behavior, identity and
events:
“Landscape-of-action questions can be reference to the past, present and future and are
effective in bringing forth alternative landscapes that stretch through these temporal domains.”
(White, 1993, p. 40).
An even more specific way of challenging peoples’ conceptions about the future is
the miracle question (de Shazer, 1988). This particular question has been referred to
earlier because it demonstrates the factual indifference of narratives and because of
its apparent appeal to fantasy and playfulness. When family members are asked to
imagine that the problem(s) suddenly disappeared, it creates images about possible
solutions and opens up for new insights into both personal and contextual factors that
impede or reinforce change. What would be different, and what would they do that
they don’t do now? The miracle question is a powerful tool for generating new ideas.
It also comprises an element of play, which makes it particularly applicable to
children. To imagine that something is totally different is a kind of wishful thinking that
is typical for children, and with which most children are familiar. Factual indifference
is one of the key properties of narratives (Bruner, 1990). Moving away from the
factual to the world of imagination is, in this line of reasoning, also a way of
stimulating narration.
In addition, and more important for the present discussion, is that the miracle
question represents an invitation to reflect upon stability and change. This means, on
the one hand, to reflect upon the degree to which a certain human behavior or
personal characteristic is believed to be stabile, or changeable, and on the other
hand, to explore the desirability of possible changes. When an alternative scenario is
introduced, it will be followed up by questions about beliefs in probability and
desirability of change. For example, by scaling questions: “On a scale from 0-10,
how likely do you think it is that Thomas in a year’s time will manage to go to sleep
on his own?” Or circularly: “Thomas, if I asked your mother about this, how likely
would she say it is that you would manage this?” “On the same scale, how important
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is it for you to see just that happen?” “How important do you think it is for your
mother?” “If this happened what would you do that you don’t do today?” What would
your husband do that he doesn’t do now?” “How important do you think it is for him to
be able to do that?”
Indirectly, most future oriented questions will reveal clients’ expectations about
treatment results. More directly, this can be done by exploring anticipated outcome
(Tomm, 1987). By inviting family members to reflect upon what future prospects they
attribute to the “problem child’s”, established ideas about what can be achieved in
therapy may be challenged.
Future oriented questions represent a way of introducing alternative stories,
demonstrate dilemmas and contradictions, and to generate hope and optimism. The
main point is what Tomm (1987) refers to as activating the reflexivity among
meanings within pre-existing belief systems. We may just as well describe them as
tools for activating narrative processes.

The family’s standards and preferences
The meaning attributed to a child’s behavior, and how it is valued, depends on the
family’s cultural references. The desirability of certain behavioral characteristics
varies, as we have seen, from culture to culture. It certainly varies according to
gender. Every family has their particular preferences and interpretations. In one
family a high level of activity may be associated with stress, conflict and discord,
while in another it is appreciated as an indication of initiative, strength, and capacity
for getting things done. Johnsen (2000) refers to the basic ideas by which perception
of reality in families and interaction between family members is structured as family
premises. Symptoms typically evolve in conflict between certain premises and
developmental needs.
The basic values and beliefs of a person are embedded in his hopes, expectations
and goals. As maintained, to ask future-oriented questions also implies that we
explore peoples’ values and beliefs. Future-oriented questions can be used to
cultivate family goals, (Tomm, 1987). Most therapists know that therapeutic change
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depends on the degree to which therapeutic goals correspond with the client’s
values. Therefore, if questions are supposed to work therapeutically, they must
express an acceptance of values held by the client. To cultivate family goals may, for
instance, mean to incorporate goals formulated by the family, or a family member into
the questions. “In what way do you think Stein has to change in order to be liked by
other children?” “What can he do to make Håvard feel comfortable in his company?”
“What is the first thing that needs to happen?” “Is there anything you can do to help
him?”
On the other hand, future- oriented questions may also challenge people’s values, for
instance by highlighting potential consequences (Tomm, 1987). Sometimes it may,
for example, be necessary to challenge parents that emphasize the importance of
school achievement while their child, for some reason, fails to meet their
expectations, by asking about the potential consequences of showing their
disappointment. Most parents want to be proud of their sons and daughters for doing
well in something they value, i.e., in school, in football, in playing the violin, or in
being liked by others. One of the hardest things for parents to accept is to see their
child being disliked by others. Normally, parents also value a close and affectionate
relationship with their son or daughter. When a child, for one or another, reason fails
to meet his parents’ expectations one value may be contrasted with another. How will
their disappointment affect their relationship? For example to the mother: “If your
husband continues to show John his disappointment the way he does now, what do
you think will happen to their relationship?” “What about 5 years from now?”
Parents have their individual premises for interpretation and interaction. From
research in human attachment, we know that parents’ own attachment experiences
are of crucial importance. Therefore, there are good reasons to explore parents’
individual values and preferences, and how these affect the understanding of their
son or daughter. Premises like this are, however, mostly implicit; the only way to
challenge them is to make them explicit. Landscape of consciousness-questions
(White, 1993), are particularly developed for exploring the implicit standards and
preferences that guide our interpretations, choices and actions.
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Observer-perspective questions turn out to be applicable in making the implicit
explicit. The purpose of these questions is to increase family members’ ability to
observe and describe their own and other people’s behavior and reactions. To
observe oneself in interaction with others is a well-known and effective way of
challenging ones own premises and ones self-understanding. For John, such
questions generated three important processes: First, the parents became more
aware of the close connection between what they did and said and John’s behavior.
They came closer to seeing themselves as actors in a mutual interaction. Second,
they realized the close connection between their own anger and the fact that John
continuously broke implicit standards for behavior. They also came to realize that
their anger came from a not yet admitted disappointment over his retardation and a
broken image of themselves as competent parents. Third, and as a consequence of
the latter, they came closer to acknowledging their son’s individuality and his
disparity from themselves and his brother as something they had to accept, and to
which they also had to adjust.

Focus on attachment relationships
Questions in therapy are characterized by a peculiar doubleness. Their purpose is
both to increase the therapists understanding of the client and his situation and to
change the client’s understanding of himself and his relationship to other people. This
doubleness is implicit in therapeutic questions. When the therapist asks questions
about the mutual relationships between family members, it also implies that he
influences these relationships.
Of the three fields of developmental psychology research, referred to here as
particularly relevant for family therapists, research on human attachment has a
special position. Due to its strong theoretical commitments, this area of research
represents specific normative standards for human wellbeing, growth and
relationships. It places human attachment in the center of the events, as a basic
premise for healthy psychological development. The forms of interaction that typically
generate secure attachment between children and their caregivers also seem to
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promote development more generally. The caregiver’s comprehension of the child
as an intentional being is, as Fonagy (1998) points out, the very basis for sensitive
care, and at the same time a condition for the development of secure attachment.
More important for our present discussion is, however, that attachment theory and
related research represents a specific frame of reference, within which human
interaction can be comprehended. Hence, it generates more specific questions for
exploring interaction and mutual understanding in families. In what follows I will try to
show some examples.

Attachment behavior
Bowlby (1982) claimed that early attachment must be understood as a normal
developmental process. Attachment behavior is state dependent and is most
explicitly expressed when the child is afraid, sick or tired. In particular, Bowlby
emphasized that secure attachment promoted independence. The ability to play and
explore seemed to be closely related to the presence of an attachment figure.
Knowledge about typical expressions of attachment, and how attachment behavior
varies according to state and development, represents an important vantage point for
asking therapeutic questions.
Returning to 6-year old John, for whom many possible frames for interpretation could
fit, only one of which is attachment theory. Taking attachment theory as our point of
departure, we would still be interested in John’s interaction with other people and the
parents understanding of it. Our questions would, however, be directed in a more
specific direction, for example to what happens in connection with separation from
and reunion with his parents in kindergarten? Or, what does John typically do when
he hurts himself, is sad, sick or tired. To whom will he turn for comfort? And if the
preferred person is not available, who is the next? How does he respond to comfort
and care? To whom does he turn when he wants to show something he is proud of?
When does he typically seek contact, and in what way does he show that he wants
contact with other family members? Are there any differences in the way he seeks
contact, depending on e.g. whether he approaches his mother, father or brother?
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In John’s case the answers indicated an insecure-disorganized/disorganized
attachment pattern (Main & Solomon, 1986, 1990). His behavior was, moreover,
consistent with the diagnosis reactive attachment disorder (ICD-10, F94.1). Among
other things, this entailed very ambivalent signals in relation to contact and affection,
which made the parents uncertain and inconsistent in their interaction with him. The
parents’ interpretations of John’s attachment behavior, thus, became a central focus
during the sessions. What kind of meaning was for instance attributed to the fact that
he so seldom sought adult contact when he hurt himself or when he was scared? Or
that he rarely approached his parents or showed delight when they came to pick him
up in the kindergarten? How did they interpret his typical ambivalence to physical
contact, for example that he hardly ever settled on his parents’ knees? How did this
affect their feelings for him?
On the other hand, did the parents see any connection between their own presence
and John’s behavior? How did he react to what the parents did or said? Did he
become more or less resistant when they tried to hold him back? How did he react
when they ignored him? How context dependent was his attachment behavior? Did
the presence of his parents affect the way and the degree to which he explored or
engaged in play with other children? Did the presence of his brother make any
difference?
The above questions can all be classified as examples of observer-perspective
questions and may be asked directly to each of the family members, but also
circularly: “How do you (mother) think your husband feels, when he observes that
John when he hurts himself, tries to hide instead of seeking the comfort he is
offered? “How do you (sister) think that your mother and father feel when they
experience that John resists their efforts to be kind to him?”
An alternative way of challenging the family member’s understanding is to ask about
how his behavior varies according to state and context. Exception questions are
excellent tools for this purpose: “Does he ever settle down on your knee?” “When
was the last time it happened?” “How did it happen?” “Where did it happen?” “Who
was present?” “Have you (mother) ever observed John and your husband playing
peacefully together?” “When?” “What did they do?” “What do you think made them
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succeed?” In other words, we are looking for successful ways of creating contact,
interaction and dialogue.
As Tomm (1987) also notices, it is sometimes necessary to lead the conversation in
more specific direction, for instance by introducing specific interpretative categories.
One way of doing that is by applying what Tomm refers to as embedded–suggestion
questions. To ask embedded-suggestion questions means to include specific
content or a specific understanding in the questions. Attachment theory as an
interpretative category may for example be introduced by referring to the child’s
behavior as attachment behavior. For example, may those of John’s reactions that
especially provoke and confuse his parents be understood as attachment behavior?
”If you instead of interpreting it as an indication of his indifference or lack of care, try
to see it as a consequence of his basic lack of trust in you, and in people in general,
how would that influence the way you relate to him?” Alternative interpretations
naturally lead to alternative action: “If you instead of letting him go tried to hold him
tight, what do you think would happen?” Or circularly: “If your husband instead of
waiting for John to approach him more, went after him, placed him on his knee and
tried to comfort him, how do you think John would respond?” “If John resists, how do
you think your husband will react?”
This way of introducing specific content or a specific understanding in the questions
makes it particularly important to be sensitive to unintended effects of the questions.
Even though the intention of asking therapeutic questions is to lead people’s
thoughts and reflections in particular directions, it is paramount to be aware of the
extent of this influence. People can easily feel misunderstood, invaded or overruled.
People can feel that specific answers are expected of them and adapt what they tell
to what they believe is expected of them. Or even worse, they can think that the
therapist knows best and that his suggestions are what they “really” experience. We
don’t, however, solve this problem by denying that we influence. Meanings created in
therapy are joint products between the clients and the therapist. However, to be
aware of people’s reactions to our questions and suggestions, to be sensitive to how
they fit, how they hurt and how they challenge are embedded in the continuous
reflection in action that constitutes therapy.
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The distinction between embedded suggestion questions and hypothesis testing
questions can be extremely fine. As Tomm (1987) points out, the basic difference is
not to be found in the way a question is asked, but in the context and the therapist’s
intent. Tomm’s argument for embedding suggestions in the questions is to stimulate
reflexivity among meanings. He has no a priori ideas about what constitutes
preferable content. This distinguishes his approach from the basic assertion put
forward here: that there are preferable ways of thinking and talking about children’s
behavior. So, when we introduce attachment as a basic interpretative category, and
in addition insist that this is an important framework for making sense out of
otherwise unintelligible acts and responses, how do we take care of the reflexivity we
want to promote? One answer can be found in attachment theory itself, in its diversity
and comprehensiveness. What attachment theory offers is not a distinct and specific
understanding of what certain behavior means, but a frame for analyzing human
behavior in a relational context. Within the realms of attachment theory quite opposite
behaviors can be interpreted as expressing the same need. For example, when John
resists his parent’s attempts to hold and embrace him, he shows attachment
behavior. It is insecure and disorganized, but still attachment behavior, which calls
just as much for availability and presence, as does proximity seeking behavior. But
on the other hand, one and the same behavior can be interpreted as meaning
different things or expressing different needs. When a child seeks an adult’s
company for comfort and cuddling may be an expression of a secure attachment
relationship, but also of disinhibited attachment behavior (ICD-10, F94.2). It is not the
behavior itself, but the context in which it occurs that makes the difference. Therefore
description of behavior will only generate new questions about the context — time,
place, states and relationships — in which it occurs.
Secondly, attachment theory is only one framework for understanding children’s
behavior. It can productively be combined with for example questions about
individuality. Thus access to a larger repository of possible interpretations is
provided.
Yet, what after all ensures genuine reflexivity among meanings is the therapist’s
relationship to and application of his interpretative frameworks. Reflection in action is
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based on the therapist’s ability to meet the client’s back talk curiously, and
irreverently, but still respectfully.

The parents’ own attachment history
Parents’ narratives about their own attachment experiences have been found to be a
strong predictor for their ability to establish a secure attachment relationship with
their own children (Main et al., 1986; Crittenden, 1998; Bakermans–Kranenburg,
1997). Even though John’s attachment disorder can be understood as a
consequence of his life experiences before the time he was adopted, it seems
nevertheless reasonable to explore the degree to which his parents’ own attachment
experiences can throw light on their difficulties in handling his ambivalent and
disorganized behavior.
In his comments to landscape of consciousness-questions, White (1993) points out
the advantage of connecting experiences from the past with present events. By
building a bridge between the client’s wishes and the past, present events are placed
within in a narrative frame. For example: “Do you remember any experiences from
your childhood, that you think helped you to hold him back, even though he at first
appeared to dislike it?” “What was it in this experience that convinced you that you
were doing the right ting?” “If you think about your own life and your own experiences
as a child, do you remember something that can explain why your anger disappeared
and was replaced by a strong pity?” ”What was it in this experience that made you
see John in a new light?”
Again, it may be expedient to use embedded suggestion questions, for example “do
any of the feelings that John’s behavior provokes in you remind you of anything you
have experienced yourself, with your own mother or father?” “Do you remember any
experiences of being repudiated by any of your parents when you were a child?”
“Can you remember your reactions to that?” “Are there any similarities between your
reactions and the way you see John behave?”
This chapter has intended to demonstrate the potentiality of child-specific knowledge
in generating therapeutic questions. In principle all the above questions could have
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been formulated without knowledge about early interaction, temperamental research,
or attachment theory. Most family therapists will hopefully recognize parts of their
own repertoire in the questions suggested. Originality is not claimed when it comes to
formulating questions. The purpose here has, on the contrary, been to demonstrate
that family therapy has developed a series of effective ways of asking questions that
can be utilized and adjusted, as long as one has conceptions of what to ask about.
What this thesis offers are arguments from developmental psychology for the
questions content and focus. Connecting ways of asking questions, adopted from
family therapy, to child-specific knowledge, will hopefully prepare for a more
systematic use of them, and in addition ensure that they are applied in ways that
increase developmentally supportive interaction in the families we encounter.
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CHAPTER 14
CONCLUDING REMARKS
The notion of academic knowledge as a source of therapeutic contamination has
pervaded family therapy almost from its beginning. Skepticism has especially been
addressed to the kind of knowledge represented by psychologists and psychiatrists.
This may seem like a paradox; because a majority the field’s most important
contributors have come from these two professions. For many, however, turning to
family therapy represented a revolt against the canons of their own profession. At
different times and from different positions it has been maintained that professional
knowledge represents restraining biases with regard to therapeutic work. Family
therapy has, therefore, had a correspondingly long history in turning to other fields for
inspiration and alternative modes of thought. On this background, it is
understandable, but nevertheless paradoxical, that family therapists have tended to
reject the academic knowledge and academic discourse, on which their own
professions are based, while embracing prominent intellectuals from other
professions. Thus, anthropologists such as Bateson, biologists like Maturana,
cybernetics, like, Wiener and von Foerster, and philosophers, like Foucault,
Wittgenstein, Ricoeur and Derrida, have inspired and influenced several generations
of family therapists.
There is a striking discrepancy, however, between the curiosity and creativity with
which family therapy has approached, explored and applied theories and research
findings from these other disciplines, while simultaneously lacking interest for what,
for example modern developmental psychology has to offer. An example: the
biologist Humberto Maturana who delivered basic premises for the constructivist
movement in family therapy (and became a highly celebrated quest at family therapy
conferences around the world in the eighties and early nineties), made his basic
research on visual perception in frogs. Robert Fantz (1961,1963,1965), on the other
hand, the American psychologist who between 1960 and1970 made landmark
studies on perceptual preferences in infants, and by so doing contributed to
establishing our understanding of the human infant as a primary social being, seems
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to be close to unknown among family therapists. This is a strange situation,
considering the following: Maturana’s central position in the field two decades ago
was based on demonstrating how perception in frogs is structured, shaped and
confined by its species specific neurology and sense organs - that frogs actually
construct the world in which they operate. However, twenty years ahead of that,
Fantz’ studies had demonstrated similar biases in human perception. Human infants
see what they are biologically prepared to see. Thus, they too construct the world in
which they operate.
Fantz’ pioneering studies in visual perception have later been elaborated and
transferred to other areas of human experience. Attachment theory, for example, is
based on the notion that the human infant’s experiential and behavioral preferences
are biologically biased. It is kind of paradoxical that the biologist Maturana was
discovered and embraced by family therapists, while the psychologist Fantz was not.
A possibility explanation of this paradoxical situation might be that Fantz’ findings
came too early, and that Maturana’s success was based on his being at the right
place at the right time. He hit the Zeitgeist. Another possibility is that Fantz was
ignored because his field was child psychology. One major critique forwarded in this
thesis is that family therapists have neglected major advances in developmental
psychology, advances that according to both practical and theoretical concerns
should be of the utmost interest and relevance.
Another example: When Sameroff and Chandler in 1975 introduced the transaction
model, it represented a conceptual shift from linear to circular causality in the study of
child development. Even though it paralleled a corresponding conceptual shift in the
family therapy field, Sameroff and Chandler’s contributions seem to have left few
footmarks in the family therapy literature.
A third example: John Bowlby has been credited for introducing the biological
perspective to developmental psychology. By so doing, he also strongly contributed
to changing our understanding of child development and reciprocal influences in
families. Bowlby is, furthermore, regarded as a pioneering practitioner in the early
development of family therapy (Carr, 2000b, Byng Hall, 2002). In fact more than half
a century ago he (Bowlby, 1949) wrote one of the earliest articles on working with
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families as a way of dealing with impasses in individual therapy. Nevertheless, Carr
(2000b) in his highly regarded textbook of family therapy has found it necessary to
explain to us (family therapists) who Bowlby was: “the originator of attachment theory
“(p. 49). Gregory Bateson, the English anthropologist, communication theorist and
biologist40, who according to Carr never personally practiced family therapy, and who
neither was particularly interested in its development as a psychotherapeutic
movement, is referred to as the single most influential individual in the history of
family therapy (p.56). And Carr is of course right. While Bowlby, up to now, has been
rarely41 referred to in family therapy books and journals, Bateson seems to appear
literally everywhere.
The tendency to search in other fields for alternative theoretical approaches is
understandable as a consequence of the field’s self-conception as a movement in
opposition to established ideas and practices. This very characteristic, i.e., the
opposition against established ideas, has probably recruited many people to the field:
it has represented an attractive, vital and fascinating alternative for people in search
for something else. On the other hand, it has dispelled others who have found the
application and adaptation of ideas from for instance philosophy, cybernetics and
biology to be both forced and uncritical.
If the reluctance to apply academic psychological research can also be understood
as a youthful protest from a field in opposition to established ideas, is it then possible
to consider the re-entrance of psychological theory into the field as a sign of
maturity? Michael White has, as we have seen, lately been referring to memory
theory. And it is interesting to notice indications that attachment theory may be about
to be captured as a new theoretical favorite for family therapists. The 2002, number
3, issue of one of the field’s most influential journals, Family Process, was dedicated
entirely to attachment theory and family therapy. It is even more interesting because
it seems to be accompanied by a renewed interest in general systems theory. In her
introduction to the issue, guest editor Woods, explicitly addresses the possibility of
making attachment theory systemic “in the classic sense of the word”. In one sense
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In his biography, Lipset (1980) descibes the breath of Bateson’s interests. His career included, among other
things, lengthy periods as anthropologist, cybernetician, communications theorist, and ethologist. Even though
he was educated as an anthroplogist, he has left footmarks in a varity scientic diciplines.
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this is a development that should be welcomed. It is in accordance with this thesis to
integrate attachment theory and family therapy. And it represents a move towards
integrating child specific knowledge and family therapy. Whether the issue of Family
Process referred to, indicates a more general tendency in the field is too early to say.
History tells us that to be embraced by family therapy may be a temporary joy. It is,
however, interesting that none of the contributors addresses the epistemological and
ontological implications of reintroducing general systems theory and applying
attachment theory in a field that the last 15 years has been dominated by social
constructionism. Nor is this question discussed editorially.
The amalgamation of attachment theory and general systems theory, which is the
explicit aim of the referred issue of Family Process, distinguishes its contributions
markedly from what is advocated in this thesis. For the purpose of making
attachment theory more applicable to family therapy this linkage to systems theory
may turn out to be a disservice. Indeed, Bowlby himself (1988) did point out such a
connection by describing attachment behavior as cybernetically organized. However,
the systemic property of attachment theory is but one of many characteristics that
can make it attractive and applicable to family therapists. Thus, when attachment
theory is referred to as a systems theory it does not pay justice to its richness. The
explicit linkage to systems theory may therefore lead to narrow and confined ideas
about its relevance. In contrast, a main concern of this thesis has been to open the
door for family therapists to a rich and varied world of theories and knowledge about
child specific matters. One intention of which has been to stimulate curiosity and
independent exploration about what developmental psychology has to offer. Marrying
attachment theory prematurely to systems theory may have the opposite effect.
Family therapy is a practical endeavor. Its legitimacy is based on the results it
produces. Its products - for example, reduction or disappearance of symptoms, better
understanding of the child’s problems, increased self confidence - are results of
creative processes between therapist and family. The therapist’s part of this process
can best be described as reflection in action (Schön, 1983). In reflection in action the
practitioner, whether he is an architect, engineer, lawyer or therapist is not only
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depending on the categories of established theory and technique. He or she
approaches the problem as a unique case or a unique entity for which he must invent
a uniquely appropriate description. Schön argues that reflection-in-action may be
analyzed as an experiment on-the-spot. The reflective practitioner does, however,
not act, as he has no relevant prior knowledge. On the contrary, prior knowledge
represents a frame for analyzing the unique situation and also a base for reframing
situations that he doesn’t understand or within which he feels stuck. Typically for
practical problem solving is that the situation “talks back”, which means that the
practitioner’s effort to solve the reframed problems yields new discoveries which call
for new reflection-in-action. What complicates therapy as a reflective process
compared to for example architecture is that the cases, i.e., the material on which the
practitioner works, are self-reflexive. The people and the processes in which
therapists engage live and reflect independently of the practitioner’s presence and
efforts.
It is important to notice that Schön does not exclude scientific knowledge. Scientific
theories and knowledge represent frames for analyzing the unique situation or case
and the changes that take place. The lawyer has to know the law in order to
practice, and an architect needs to know the properties of the materiel he uses, and
the physical laws relevant to ensure that a building will endure external strain.
The approaches to family therapy, which have been especially discussed in this
thesis, refer explicitly or implicitly to such reflexive processes. Tomm (1987) has
constructed a group of questions, which he calls reflexive questions. Anderson and
Goolishian refer to their approaches as a reflexive conversation approach. de Shazer
and White construct questions and tasks in order to generate reflective processes.
The uniqueness of each case - each person, each family and each relationship - is
emphasized and elaborated. The discourses to which they their books and articles
invite are internal to the process of therapy.
The origin of and arguments for this confinement are found in the basic idea of social
constructionism (and postmodernism), but are not a necessary consequence of it.
Social constructionism holds that our knowledge of the world is constructed in a
social community through language. Objective knowledge is therefore rejected as a
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meaningless concept. This has lead many social constructionist therapists to
advocate a relativistic stance as regards knowledge. It is inferred that it is impossible
to know anything general about human existence. Therefore, therapists have no
privileged position from which they can judge or guide peoples’ lives, thoughts or
acts. This applies to children as well as adults.
A solution to the knowledge problem has been to shun ontology as a legitimate
concern for therapists and concentrate on epistemology. Furthermore, and as a
consequence, it has been argued for a shift in focus from therapy external to therapy
internal knowledge. Arguments for this stance are, however, neither consistent nor
very convincing. And the practices that accompany them seem bound to violate its
basic premises. By concealing that their practice is based on ontological premises
about preferable human experiences, those therapists and theorists withhold their
premises from public discussion. Moreover, it prevents them from a closer
examination of their own ontological positions.
What this thesis has aimed at, is to invite to a broader discourse, into which also
therapy external issues should be included. Therefore, the need for exploring and
applying therapy external sources has been emphasized. It is a preliminary and
rather superficial search into current developmental psychology. More searches will
probably expose that the four fields of research, specifically referred to here, have
more to offer. Furthermore, research in early interaction, temperamental research,
attachment theory, and narrative development, represent only the most obvious
ones. There are probably other fields in developmental psychology that deserve a
similar exploration. What this thesis offers is, however, a way of applying knowledge
that hopefully can stimulate further research.
This thesis is called re-inventing the child in family therapy. A major motivation for
doing this enquiry has been to search for a position that restores respect for the
individual child in family therapy. The perspective put forward entails an
acknowledgment of the general characteristics we know to be typical for a developing
child, as well as those, that we attribute to the child’s individuality. Moreover, it
implies recognition of how particular characteristics of a child influence family coping
style and communication and, therefore also, the conditions in which the child’s
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development takes place. This acknowledgment presupposes what here has been
referred to as child specific knowledge.
Embedded in this way of thinking is an understanding of knowledge as primarily
question- and option generating. It is hard to see reasons why current knowledge in
child psychology and child psychiatry should limit therapists’ interest, curiosity or
commitment. Neither should it restrain the therapist from applying whatever
therapeutic skills nor techniques he might possess for enhancing desired change.
Hence, it is not scientific knowledge as such that represents the problem, but, rather,
the ontological status that many practitioners seem to attribute to it; e.g., expressed
in the reification of psychiatric diagnoses, or in the way descriptive concepts like self,
system, intelligence or temperament are used to explain human behavior.
Education and professional qualification may serve as training in critical reflection
upon the status and applicability of one’s present knowledge. Unfortunately, it can
also imply a seduction in the sense that students are taught to believe that we know
more than we do and, furthermore, that this knowledge is objective and hence
existing independently of time and context. Instead of being what Minuchin calls a
"repository of informed uncertainty", the educated therapist may, as we have seen
Michael White emphasize, become a repository of limiting arrogance. This problem
is, however, not directly related to knowledge as such, but to education and
professional training. Scientific knowledge, at least within those areas referred to
here, represents no foundation for arrogance. More than anything, it represents a
starting point for a humble and respectful wondering about the human dilemmas
under exploration.

********************************************
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