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exciting approach which enables people to make changes in their lives 
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• organizational applications, including supervision, coaching, and 
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Preface

At the end of a third session at BRIEF during which the client had 
reported signifi cant progress, the therapist asked whether any fur-
ther sessions would be necessary. The client responded by saying: 

I don’t feel I’m dependent on these meetings, which is a very 
good sign I think. I do feel I’ve changed. I have taken away 
some ideas about how to approach things. Some of the 
work we’ve done: it’s very subtle, it’s shifted things and 
helped a lot, and yet it seems quite simple in some ways, 
which is really lovely. I suppose it proves the point that you 
only have to make sometimes quite small adjustments that 
can have a very large impact on things, which is nice. I do 
like the fact that while there is the space here to discuss the 
background to things, not going over past things is actually 
quite good because that’s a bit of an indulgence, it’s quite 
nice to talk about the demons or whatever and sometimes 
that can help to take responsibility for the consequences of 
whatever, so I’m not saying that that kind of counselling 
isn’t valid – I think it is – but I also think if  someone’s been 
traumatized they can be reliving that and that can almost 
make it worse in a way. 

The client goes on to say how different the actual experience is 
from its description on BRIEF’s website: a great deal more subtle.
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So, in this book we will try to boil down Solution Focused 
Brief  Therapy (SFBT) in a way that we hope will do justice to the 
richness of what is a subtle and intricate process. The solution 
focused approach is, undoubtedly, a radical approach, claiming 
that little or nothing needs to be known about the presenting 
problem (or what caused it) for the client to make good progress. 
Yet, at the end of the day, it’s just a form of conversation. Steve 
de Shazer, one of the founders of the approach, was fond of 
repeating the story of when a receptionist at the Brief  Family 
Therapy Center (BFTC) in Milwaukee asked to watch a session 
to see what it was all about. After a few minutes she said ‘oh, it’s 
all just a bunch of talk!’, and went back to her desk in the 
reception area. But, as in the title of de Shazer’s last book, ‘words 
were originally magic’ and a ‘bunch of talk’ is what creates the 
world and makes it go round.

BRIEF was established in 1989 by the three authors, all of 
whom are from social work backgrounds and are accredited 
family therapists. BRIEF is a therapy, coaching, training, and 
consultancy centre (www.brief.org.uk) with the largest training 
programme for brief  therapy in the world. In this book, we will 
illustrate the techniques and ideas with examples taken from our 
own practice, all of which are, of course, altered in such as way as 
to protect the anonymity of clients. We would like to acknowledge 
the contribution made in recent years to our thinking by our 
former colleagues Yasmin Ajmal and Guy Shennan.

A word as to who this book is intended for. Many if  not most of 
the approximately 70,000 practitioners who have attended BRIEF 
courses have not been working as ‘therapists’ or ‘counsellors’, and 
yet the solution focused approach is immensely useful to their 
work. As long as the practitioners concerned are working towards 
change with their clients, then there is a place for the therapeutic 
skills outlined in this book. Therefore, we believe that nurses, 
doctors, health advisers, teachers, mentors, social workers, 
probation offi cers, residential workers, foster parents, managers, 
and others will fi nd much here that is relevant to their everyday 
work, as well as those working in more obvious ‘change-oriented’ 
ways such as therapists, counsellors, and coaches.

http://www.brief.org.uk
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1
What is Solution Focused Brief Therapy?

Solution Focused Brief  Therapy (SFBT) is an approach to 
enabling people to build change in their lives in the shortest 
possible time. It believes that change comes from two principle 
sources: from encouraging people to describe their preferred 
future – what their lives will be like should the therapy be successful 
– and from detailing the skills and resources they have already 
demonstrated – those instances of success in the present and the 
past. From these descriptions, clients are able to make adjustments 
to what they do in their lives. 

SFBT is a method for talking with clients. It holds the view that 
the way clients talk about their lives, the words and the language 
they use, can help them to make useful changes, and therefore 
SFBT is a language for, as one commentator put it, clients literally 
talking themselves out of their problems (Miller 1997: 214).

The BRIEF team, known initially as the Brief  Therapy Practice, 
was the fi rst team in the UK to practise SFBT. At that time, in the 
late 1980s, the approach seemed radically different. The idea that 
problems could be solved even when the therapist does not know 
the specifi cs of what is being complained about, and that clients 
‘have got what it takes’, seemed naive to many. If  we add to that 
the expectation that clients would only need an average of three 
to four sessions, the approach that emerged was an invitation to 
ridicule.

However, from the perspective of the second decade of the 
twenty-fi rst century, many of the core tenets of the approach have 
long been taken up and adopted by other therapy approaches 
such that the distinctive features of the approach are no longer 
obvious. It has even been suggested that it is easier now to say 
what SFBT is not rather than what it is (McKergow and Korman 
2009). For example, while practitioners of most approaches today 
will say they use future focused questions with their clients and 
may even use the so-called Miracle Question (regarded by many 



SOLUTION FOCUSED BRIEF THERAPY: 100 KEY POINTS

4

as the most famous invention of those who fi rst devised the 
model), it is still usual for practitioners to say that they regard it 
as essential that clients be encouraged to talk about their problems 
at the outset and that the development of a problem formulation 
is an essential part of the process. Solution focused practitioners 
recognize that clients expect to be able to talk about their problems 
in therapy but do not encourage them to do so and often 
deliberately divert the client towards ‘solution talk’ (Berg and de 
Shazer 1993). Furthermore, some approaches will expect to end 
the session with the therapist providing the client with advice on 
what they should do next, or at least some sort of homework task 
for them to practise to solve their problem. While some solution 
focused therapists will give simple tasks to their clients, these are 
rarely more than asking a client to notice changes in their lives 
before the next session. There is an almost complete absence from 
the approach of giving advice. Insoo Kim Berg, one of the 
founders of the approach, was fond of advising therapists to 
‘leave no footprints in their clients’ lives’, meaning to intervene as 
little as possible and as briefl y as possible. The ‘intervention’ is the 
interview itself, and nothing more.

In summary, SFBT is a time-sensitive approach to exploring 
with clients how they would like their lives to be as a result of the 
therapy, and examining the skills and resources they have for 
getting there. It is not about the therapist assessing the type of 
problem the client has and/or providing the solution to the client’s 
problem. It has to come from the client.

Today, it is possible to talk of ‘brief  therapy approaches’, 
approaches based on a variety of models as diverse as psycho-
dynamic or cognitive behavioural therapy. The only connecting 
factor might seem to be the deliberate intention to intervene 
briefl y – a pre-existing approach has been taken and ways found 
to deliver it in a more time-effi cient manner. 

However, there are also therapies originally designed to be 
brief. The Brief  Therapy Center at the Mental Research Institute 
(MRI) in Palo Alto, California was established in 1967 with that 
express aim, and their clients are told at the outset that they will 
receive a maximum of ten sessions. The Brief  Family Therapy 
Center (BFTC) was established in Milwaukee in 1977 as ‘an MRI 
of the midwest’ (Nunnally et al. 1985: 77), and from their own 
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synthesis of the work of the MRI, the work of the hypnotherapist 
Milton Erickson, and family therapy methods, they came to 
develop SFBT. While they did not retain the ten-session limit of 
the MRI, they noted from their follow-up studies that by its very 
nature ‘solution focused therapy’ is brief. Subsequently, they 
stated that ‘it is important to defi ne brief  therapy in terms other 
than time constraints because across the board clients tend to 
stay in therapy for only 6 to 10 sessions regardless of the therapist’s 
plans or orientation. Therefore, we draw a distinction between (a) 
brief  therapy defi ned by time constraints and (b) brief  therapy 
defi ned as a way of solving human problems’ (de Shazer et al. 
1986: 207). The solution focused approach is, therefore, part of a 
particular brief  therapy tradition with distinctive methods and 
philosophy.
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2
The origins of Solution Focused Brief 
Therapy (1): Milton Erickson

Milton Erickson was a psychiatrist and hypnotherapist who 
died in 1980. Erickson wrote little about his work but has been 
the inspiration for many therapists and schools of therapy: 
Ericksonian hypnotherapy, neuro-linguistic programming (NLP), 
and many aspects of family therapy all owe much to Erickson 
who always claimed to have no theory. 

Ericksonian stories abound but the best collection is to be 
found in Jay Haley’s Uncommon Therapy (Haley 1973). The extent 
of his infl uence on SFBT can be seen in de Shazer’s early writings. 
For example, he quotes Erickson as saying, 

in rendering him [the patient] aid, there should be full 
respect for and utilization of whatever the patient presents. 
Emphasis should be placed more on what the patient does 
in the present and will do in the future than on mere 
understanding of why some long-past event occurred. The 
sine qua non of psychotherapy should be the present and 
the future adjustment of the patient.

(de Shazer 1985: 78)

de Shazer went on to describe Erickson’s crystal ball technique, 
which encouraged clients, under hypnosis, to hallucinate the 
successful overcoming of their problems, and this was clearly a 
precursor to the ‘Miracle Question’ that invited clients to imagine 
‘life without the problem’. de Shazer commented that 

these ideas are utilized to create a therapy situation in which 
the patient could respond effectively psychologically to 
desired therapeutic goals as actualities already achieved . . . 
As I see it, the principles behind this [crystal ball] technique 
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form the foundation for therapy based on solutions rather 
than problems.

(de Shazer 1985: 81)

de Shazer noted that Erickson appeared to approach each patient 
with an expectation that change is not only possible but inevitable 
(1985: 78) and he linked this to Buddhist thought: change is a 
continual process and stability is only an illusion.

In summary, the elements of Erickson’s practice that came to 
matter most to the development of brief  therapy were:

• utilizing what the client brings
• non-normative (i.e. not prescriptive of what people should 

do)
• not interested in the client’s past, or in developing insight 
• crystal ball technique
• setting tasks
• therapist is responsible for success or failure of the therapy.
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3
Origins (2): family therapy and the Brief Therapy Center 
at the Mental Research Institute in Palo Alto

The Mental Research Institute (MRI) was established by 
psychiatrist and early family therapist Don Jackson in 1959, and 
the Institute became famous for developing ideas and researching 
communication and therapy. In 1967, a centre was set up there to 
practise brief  therapy, from which a new school of family therapy 
– strategic family therapy – was to emerge.

The team at the centre, led by John Weakland, Paul Watzlawick, 
and Dick Fisch, were interested in patterns of communication, 
particularly around problems, and notions to do with homeostasis 
that were thought to gauge how systems change or resist change. 
Their interest in the patterns of interaction around the identifi ed 
client led to a novel view about problem formation: 

One of this group’s most infl uential ideas was the notion 
that problems develop from and are maintained by the way 
that, under certain circumstances, particular, and often 
quite normal, life diffi culties become perceived and subse-
quently tackled. Guided by reason, logic, tradition or ‘com-
mon sense’, various attempted solutions are applied (which 
can include a denial of the diffi culty) which either have little 
or no effect or, alternatively, can exacerbate the situation 
[. . .] Therapy is focused on changing the ‘attempted solu-
tions’, on stopping or even reversing the usual approach, 
however logical or correct it appears to be.

(Cade 2007: 39–40)

Under Erickson’s infl uence, the MRI team made no attempt to 
understand the problem and its ‘underlying causes’. Instead, they 
accepted the problem at face value, looking at what was happening 
in the here and now around the problem and seeking to infl uence 
the client(s) to change their behaviour. They did not engage in 
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formal hypnotic work but studied Erickson’s use of language to 
learn how to frame tasks that would infl uence the client in the 
direction of change. For example, they would often suggest to 
clients that they ‘go slow’ in making changes (Weakland et al. 
1974), telling them that, for example, now might not be the time 
to risk making changes that could, if  anything, make matters 
worse; the paradoxical effect was often to spur the client on to 
make more changes. They developed the technique known as 
‘reframing’, in which the problem or problematic behaviour is 
given a surprisingly different description to encourage the client 
to see herself  in a different light (Watzlawick et al. 1974: 95). In an 
unusual case of a man who had a pronounced stammer and yet 
wanted to succeed as a salesman, his ‘attempted solution’ – trying 
to stammer less – was exacerbating the stress he felt and making 
things worse. They encouraged him to view his disability as an 
advantage, a way of capturing the attention of would-be cus-
tomers who are put off  by 

the usual fast, high-pressure sales talk . . . he was especially 
instructed to maintain a high level of stammering, even if  in 
the course of his work, for reasons quite unknown to him, 
he should begin to feel a little more at ease and therefore 
less and less likely to stammer spontaneously.

(Watzlawick et al. 1974: 94–95)

The MRI offered clients a maximum of ten sessions. If  clients 
made suffi cient progress in fewer than the ten, they could keep the 
remaining sessions ‘in the bank’ to draw on if  needed in future. 
They reported excellent outcome fi gures for their work (Weakland 
et al. 1974).
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4
Origins (3): the Brief Family Therapy Center in Milwaukee 
and the birth of a new approach

The story of SFBT starts, appropriately, with John Weakland at 
the MRI. He had befriended a young therapist and former saxo-
phone player, Steve de Shazer, who was living in Palo Alto and 
had done some work at the MRI – it is probable that de Shazer 
did some training there. Weakland introduced de Shazer to 
another trainee, Insoo Kim Berg, and the pair married and 
decided to set up a brief  therapy centre in de Shazer’s home town 
of Milwaukee. In time, the pair gathered around them a team of 
talented and diverse therapists and researchers. In a footnote to 
an article, de Shazer (1989: 227) said of the title they gave their 
centre, ‘what else could a group of therapists, half  “brief” ther-
apists and half  “family” therapists, call their institute?’ Although 
many of their early papers were published in the family therapy 
press, it is clear that de Shazer identifi ed himself  as a brief ther-
apist and that the initial work of the team was very close to that 
of the MRI. In time, the sheer creativity of the group led to the 
development of new ideas, and they were also open to whatever 
thinking was fresh at the time, such as the work of Don Norum, 
a social worker in Milwaukee who wrote a paper (which was 
rejected by Family Process in 1979) called ‘The Family has the 
Solution’ (Norum 2000). 

The early approach they used was oriented towards identifying 
the patterns of behaviour around the problem, and working out 
tasks that could be given to clients to infl uence them towards 
change. Attention was also paid to what would constitute mini-
mal goals for therapy, and techniques such as the aforementioned 
crystal ball technique of Erickson (although used without hypno-
sis) were seen to raise ‘expectations for a future without the com-
plaint’ (de Shazer 1985: 84). Akin to the family therapy technique 
of circular questioning, they adopted ‘other person perspective’ 
questions that invite the client to see themselves as others see 
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them and to look at the impact of their changed behaviour on 
others and vice versa. The place of Erickson in their thinking 
is evidenced by their use of his ideas about utilization to fi nd 
ways of developing cooperation with clients, and de Shazer pro-
posed that a client’s resistance be seen as the client’s unique way 
of attempting to cooperate; in 1984, he brought this idea to 
fruition in a paper called ‘The Death of Resistance’.

In the same paper, de Shazer referred to a task that the team had 
developed: ‘between now and the next time we meet, we would like 
you to observe, so that you can describe to us next time, what 
happens in your family that you want to continue to have happen’ 
(de Shazer 1984: 15). Elsewhere (DeJong and Berg 2008) we learn 
that it was when faced by a family who had listed 23 different family 
problems, and the therapy team didn’t know where to start, that 
they decided to give this task. The result was that the family 
returned to report a number of things they had noticed and, 
moreover, some of these things seemed new to them, so they had 
made progress and didn’t need further therapy. The team began 
experimenting with giving the same task to other clients, and found 
the same result. Consequently, in 1984, they undertook a research 
study in which therapists were asked to give this task, dubbed The 
First Session Formula Task (FSFT), to every client; the outcome 
was staggering. What was particularly impressive to the team was 
that it broke the ‘rule’ that the therapeutic task should be 
constructed to fi t with the client’s specifi c problem presentation. 
Instead, here was a generic task that was being given to clients 
regardless of the presenting problem. When de Shazer and Kim 
Berg presented on SFBT for the fi rst time in London (presentation 
organized by BRIEF in 1990), de Shazer said that it was out of this 
task that the whole of the solution focused approach to brief  
therapy was developed. It led directly to the notion of ‘exceptions 
to the rule’, which, de Shazer suggested, are times when clients are 
overcoming their problems but ‘these exceptions frequently slip by 
unnoticed because these differences are not seen as differences that 
make any difference: the difference is too small or too slow’ (1985: 
34). He explained that the FSFT was one among several tasks that 
they regarded as ‘skeleton keys’ (see Chapter 59 for more examples) 
that could unlock many problem locks; there was no need to fi nd a 
different key for each problem. 
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5
The Brief Family Therapy Center: the fi rst phase

In his fi rst book Patterns of Brief Family Therapy (1982), de 
Shazer had insisted on the centrality of the observing team, 
whose job it was to assist the therapist (who acted as a conductor 
on behalf  of the team) in the construction of an appropriate task, 
much as was practised at the MRI. Gradually, it had become 
clear that the therapist was not merely collecting information for 
the observers to use. The interview itself  was seen to be therapeutic 
and by his second book (de Shazer 1985: 18) he was saying a team 
was ‘stimulating but not necessary’. 

Other techniques were being developed, most notably the use 
of 0 (or 1) to 10 rating scales to enable clients to defi ne the degree 
of progress they were making towards their goals. de Shazer 
credited clients in the early 1970s with teaching him the use of 
these questions. Initially, he saw them as at their most useful with 
clients who were vague about their problems. The earlier MRI 
approach had emphasized the need for the therapist to be clear as 
to what the problem was and how it was being dealt with, so 
clients who were vague made this approach awkward, but with a 
scale the client could begin to defi ne things by a number.

In Keys, de Shazer referred to William of Ockham, a fourteenth-
century philosopher, who said that ‘what can be done with fewer 
means is done in vain with many’ (1985: 58). This principle, 
known as Ockham’s Razor, became a central feature of the drive 
to fi nd the minimum required to do effective therapy.

In this initial phase, 1982–1987, the solution focused model 
was based primarily on fi nding exceptions and helping clients to 
expand on them. The solution focused approach was formally 
announced to the world in the pages of Family Process in 1986 in 
an article entitled ‘Brief  therapy: focused solution development’ 
(de Shazer et al. 1986), in a deliberate reference to the classic MRI 
paper ‘Brief  therapy: focused problem resolution’, which had 
appeared in the same journal 12 years previously.
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The team organized a project to look at pre-therapy change 
(Weiner-Davis et al. 1987), which found that when clients were 
asked to look out for changes before their fi rst appointment, two-
thirds reported that things had improved. What the team learned 
from this was that, for many clients, the change process is already 
happening, both before the fi rst session and during it. The task of 
the therapist was therefore one where she needed to assist the 
change process rather than to start it, to amplify what was already 
happening. Referring to Buddhist thought, de Shazer said that 
change is constant, stability an illusion. 

However, in his book Becoming Miracle Workers (1997), Gale 
Miller, a sociologist who observed the work of the Milwaukee 
team over many years, suggested that this phase constituted 
merely the fi rst phase of the development of solution focused 
therapy, saying that strictly speaking it wasn’t actually solution 
focused. He called it ‘ecosystemic brief  therapy’, saying its pre-
dominant aim had been to defi ne existing patterns of pathologi-
cal communication and seek appropriate tasks for the family to 
perform so as to disrupt those patterns. For Miller, the turn to a 
truly solution focused orientation came with the development of 
what was to become known as the ‘Miracle Question’, which 
allowed clients to talk about their lives in new ways.
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The Brief Family Therapy Center: the second phase

Suppose one night there is a miracle. And the problems that 
brought you in here today are solved. OK? This happens 
while you’re sleeping so you can’t know it’s happened. 
(client: ‘OK’) OK? The next day, how would you discover 
there’d been a miracle? What would be different that would 
tell you that a miracle has happened? 

(de Shazer 1994: 114)

Various stories were told about the origin of the Miracle Question. 
What is not in doubt is that it was fi rst used by Insoo Kim Berg in 
the early 1980s but its signifi cance was not appreciated for some 
years. It merited only a casual reference in the ‘classic’ paper of 
1986, but within two years, in his book Clues (1988), de Shazer 
was heralding the question as the cornerstone of the solution 
focused approach. 

At fi rst the team saw the question as just another way to assist 
clients in defi ning their goals from the therapy. Gradually they 
realized that the responses they were getting from it were richer 
than those that they were accustomed to obtain. Clients were 
clearly using their imaginations to picture this event (in the way 
that Erickson had seen possible with his crystal balls technique) 
and rather than using the question to give unrealistic answers, it 
seemed that the question was enabling them to be realistic and to 
even appear to be having an experience of the after-miracle 
picture just from talking about it. 

Regularly – not every time the question is asked, but 
regularly – and more often with the increasing experience 
of the therapist, clients will behave as if  they are experienc-
ing what happens the day after the miracle. Clients 
will accompany the descriptions with bodily movements 
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as if  they were doing and experiencing what they are 
describing.

(de Shazer et al. 2007: 40)

The procedure for a fi rst session now became that after a client 
had been asked what brought them in, they were quickly asked to 
suppose that a miracle had solved that problem or problems. 
They were then asked to think of the most recent occasion they 
could remember when things were like the day after the miracle 
– exceptions or ‘pieces of the miracle’ (de Shazer 2001). Then they 
were asked to use a progress scale to fi gure out where they were in 
relation to their goals for therapy; the scale was subsequently 
described as ‘The Miracle Scale’ (de Shazer et al. 2007: 61). 

The approach had therefore come a long way from just a few 
years before when, as at the MRI, the therapist was supposed to 
gather information that the observing team would use to construct 
a homework task for the client. Tasks became reduced to inviting 
clients to notice signs of the miracle happening, or even to 
pretending that the miracle had started to happen!
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Solution Focused Brief Therapy today

The period from 1982 to 1994, between de Shazer’s fi rst single-
authored book and his last, was a remarkable time of creativity 
and development in the world of brief  therapy. From that point 
onwards, the team at BFTC in Milwaukee effectively disbanded 
and de Shazer gave his time increasingly to philosophical investi-
gations. His wife Insoo Kim Berg, on the other hand, continued 
on a journey that had already begun with her book on working 
with families, Family Preservation (1991), and a joint work with 
Scott Miller on Working with the Problem Drinker (1992). What 
was interesting about these was that while conceptually they did 
not take the model any further forward, they nevertheless opened 
it up to its use in all manner of client services, given that agencies 
are usually established to meet defi ned client need. So while SFBT 
is assumed to be applicable to all clients regardless of their pre-
senting problems, practitioners working in particular kinds of 
settings are eager to know how to apply the approach with their 
clients. In later years, Berg would go on to write books relating 
the model to child protection, to substance misuse, to work with 
children, to coaching, and, at the time of her death, was engaged 
on a book introducing a radical approach to work in schools 
(known as WOWW – see Chapter 78). She was famous for work-
ing to bring therapy out from the therapy room and into soup 
kitchens and streets where crucial front line work goes on. 

In recent years, it has become common to refer to ‘solution 
focused practice’ rather than SFBT when the approach is used by 
non-therapists within other roles, such as coaching, mentoring, 
nursing, and social work. Furthermore, different versions of the 
approach are now in evidence, usually related to whether the 
practitioner has stayed close to the original model proposed in 
the mid-1980s by BFTC, or has taken on board new developments 
such as those instituted by teams like BRIEF; it is therefore 
possible to refer today to ‘solution focused approaches’.
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At BRIEF, we think of our work as a continuation of that of 
BFTC, in particular the application of the philosophical principle 
of which de Shazer was so fond, namely Ockham’s Razor 
(whereby we aim for what is the minimum needed to be done in 
any given session), as well as the need to check consistency of 
outcomes from the client’s point of view (Shennan and Iveson 
2011). Accordingly, we have made some adjustments to the earlier 
model. For example, long before he died, de Shazer was aware 
that we were reducing the centrality of the Miracle Question in 
our work and that we very rarely gave homework tasks to clients. 
He accepted our reasons for this and welcomed our attempts to 
take the brief  therapy tradition forward. 

Since it was founded in 1989, BRIEF has been the largest 
provider of training in brief  therapy in the world, with nearly 
70,000 practitioners attending courses. Over time, SFBT has 
become an accepted method of practice in the UK – in 2010, the 
National Audit of Psychological Therapies conducted by the 
Royal College of Psychiatrists listed SFBT among the therapies 
being practised. British authors have contributed to the growing 
library of books and papers on the use of the approach in a range 
of settings. The United Kingdom Association for Solution 
Focused Practice (www.ukasfp.co.uk) was established in 2003. 
There are also associations in North America and in Europe and 
Australia and New Zealand. SFBT is well known in Singapore 
and Japan and Alasdair Macdonald and others from the UK 
have delivered training in China.

http://www.ukasfp.co.uk
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8
Philosophical underpinnings: constructivism

The client is a different person after the Miracle Question 
than they were before. 

(presentation by Steve de Shazer to 
BRIEF in London, 1993)

Here, de Shazer was most likely speaking literally, because he was 
adopting a constructivist position, one based on the philosophical 
viewpoint that reality is invented rather than discovered; it 
involves a shift away from objectivism (de Shazer 1991: 46). This 
view is most controversial in relation to diagnosis in mental 
health. Much of psychological medicine up to the current time 
has been spent on attempting to defi ne ever more closely the 
‘conditions’ from which people suffer. This is based on structuralist 
thinking that there is a reality ‘out there’ (for example, ‘depression’) 
that can be defi ned and then treated. For post-structuralists such 
as practitioners of solution focused work, there is the worry that 
talk about, for example, depression, objectifi es depression. 
Depression then becomes as much a reality, a given, for the client 
as is the fact they are male or female, white or black. Gale Miller 
argued that people talk themselves into problems and therapy is 
‘the process of talking clients out of their troubles’ (Miller 1997: 
214). 

It is not that we don’t confront diffi cult problems in our 
lives, problems that are very real and often very painful. 
However . . . these realities are constructed; problems are 
not ‘out there’ as realities independent of us, but come to be 
what they are by virtue of the way we negotiate reality.

(Gergen 1999: 170)



BACKGROUND

19

9
Philosophical underpinnings: Wittgenstein, language, 
and social constructionism

Ludwig Wittgenstein, a major philosophical infl uence, developed 
the notion of a ‘language game’, suggesting that words take on 
different meanings depending on the context in which they are 
used and the rules for using them. ‘Following Wittgenstein, we 
can only know what a word means by how the participants in the 
conversation use it’ (de Shazer 1991: 69). A problem focused 
language game is one such game, usually incorporating negative 
and past-history focused language that suggests the permanence 
of a problem. A solution focused language game, in contrast, is 
usually more positive, hopeful and future focused, and suggests 
the transience of problems (de Shazer et al. 2007: 3). A distinction 
was made between ‘problem talk’ and ‘solution talk’, in that 
‘problem talk belongs to the problem itself  and is not part of the 
solution’ (Berg and de Shazer 1993: 8). On the other hand, ‘as 
client and therapist talk more and more about the solution they 
want to construct together, they come to believe in the truth or 
reality of what they are talking about. This is the way language 
works, naturally’ (Berg and de Shazer 1993: 9). This linguistic 
approach has attracted criticism, including that it is overly 
intellectual and does not pay suffi cient attention to people’s 
emotions, against which de Shazer argued that emotions are a 
part of language and therefore clients are not prevented from 
talking about their emotions and, in any case, quoting 
Wittgenstein, ‘an “inner process” stands in need of outward 
criteria’ (de Shazer 1991: 74), hence the focus on behaviours in 
solution talk. A further criticism is that it does not pay suffi cient 
attention to the social and political contexts of clients’ lives, to 
which de Shazer argued that if  the client wasn’t mentioning 
external issues (such as bad housing, racism) for the therapist to 
do so was to bring their own political agenda into the therapy 
room (Miller and de Shazer 1998).
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The predominant philosophical position that SFBT is closest 
to is social constructionism. ‘Constructivism proposes that each 
individual mentally constructs the world of experience . . . the 
process of world construction is psychological; it takes place “in 
the head”. In contrast, for social constructionists what we take to 
be real is an outcome of social relationships’ (Gergen 1999: 236–
237). This means that when we construct the world we do so 
largely with categories supplied by social relationships. This 
explains the emphasis in solution focused therapy on asking 
questions about the client’s relationships with others as well as 
with themselves. It also entails paying particular attention to the 
therapeutic relationship being developed, ensuring a cooperative 
relationship with clients. Rather than the therapist having the job 
of assessing and diagnosing the client so as to arrive at the correct 
advice or prescription, the client and therapist work jointly on the 
client’s future. As de Shazer quipped (ascribing his joke to John 
Weakland), ‘therapy is about two people trying to fi nd out what 
the hell one of them wants!’ This requires the therapist to accept 
that while therapists are experts on asking useful questions, they 
are not experts on clients’ lives. If  the client is to be trusted to 
know best what she wants in her life, then it follows that only she 
can judge the outcome of therapy: ‘problems are resolved when 
clients’ evaluations indicate that this is the case. This stance 
created some formidable distance between de Shazer and the 
evidence-based community, who distrust client feedback and 
evaluation as a sole source of knowledge’ (Walsh 2010: 25).

One fi nal point: de Shazer’s post-structuralist view meant that 
he was against the notion that a theory could be developed that 
would explain how any therapy works. Instead, he used philosophy 
as a way to give ‘light to description rather than explanation’ 
(Simon and Nelson 2007: 156). Just as he would argue, when 
asked about other models of therapy, that he could only describe 
what he saw happening (rather than give a theory about it), so he 
would emphasize that when talking about clients one should only 
describe what one has seen and heard, avoiding all interpretation 
and in so asserting he followed Wittgenstein.
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Assumptions in Solution Focused Brief Therapy

As de Shazer was fond of saying, SFBT has no theory base. But, 
as we have seen, there have been strong philosophical infl uences 
and it is certainly true that practitioners share a number of 
assumptions about clients and therapy.

1. All clients are motivated towards something. Clients do not 
lack motivation and it is the therapist’s job to uncover what 
they are motivated towards.

2. It is the task of the worker to determine the client’s unique 
way of attempting to cooperate with the work and thus to 
discover the best way to cooperate with the client’s way of 
attempting to cooperate. The idea of ‘resistance’ is not a 
useful one, impeding the development of cooperation 
between the worker and the client. 

3. Attempting to understand the cause of a problem is not a 
necessary or particularly useful step towards resolution. 
Indeed, sometimes discussing the problem can be actively 
unhelpful to clients. 

4. Successful work depends on knowing what the client wants 
from the therapy. Once this is established, the task of therapy 
is to fi nd the quickest way there. 

5. However fi xed the problem pattern may appear to be, there 
are always times when the client is doing some of the solution. 
The most economical approach to therapy involves helping 
the client do more of ‘what already works’. 

6. Problems do not represent underlying pathology. They are 
just things that the client wants to do without. In most cases, 
therefore, it is the client who will be the best judge of when 
the problem is resolved. 

7. Sometimes only the smallest of changes is necessary to set in 
motion a solution to the problem. It is not invariably 
necessary to see everyone involved in the problem; in fact, it 
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is not always necessary even to see the person who is said to 
have the problem. 

de Shazer referred to three rules, which, he said, ‘form the 
underlying philosophy of  brief  therapy’ (de Shazer 1989: 93):

1. If  it ain’t broke, don’t fi x it.
2. Once you know what works, do more of it.
3. If  it doesn’t work, don’t do it again. Do something different.

In the last book to carry de Shazer’s name, other ‘major tenets’ 
(de Shazer et al. 2007: 2–3) were added:

1. Small steps can lead to big changes.
2. The solution is not necessarily related to the problem.
3. The language for solution development is different from that 

needed to describe a problem.
4. No problem happens all the time; there are always exceptions 

that can be utilized.
5. The future is both created and negotiable.
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The client–therapist relationship

In Clues (1988), de Shazer, adapting a classifi cation from the 
MRI, denoted client–therapist relationships in three ways: cus-
tomer, complainant, and visitor. This was connected to the idea 
that ‘a therapeutic conversation can be punctuated as beginning 
with a complaint’ (1988: 88). ‘Sometimes people seem to have no 
complaints and their reason for being in the therapist’s offi ce is 
simply that someone told them to come or someone brought 
them’ (1988: 87). Describing the relationship with this person as a 
visitor-type indicates the need to treat them as a visitor and not to 
impose therapy or tasks on them; instead, he recommended being 
complimentary, being on their side, and looking for what works 
rather than what doesn’t. ‘Complainant’ describes a relationship 
where someone recognizes there is a problem but seems uninter-
ested or unwilling to do anything about it. The rules in approach-
ing them are similar to the visitor. It is only when someone 
actually wants to do something about their problem that the rela-
tionship can be said to be a customer-type.

By 1991 de Shazer’s thinking had changed. In that year, BRIEF 
invited de Shazer and Berg to make a presentation under the title 
of ‘Reluctant Clients’. However, midway through the event, de 
Shazer declared that there was no such thing as a reluctant client: 
everyone was a customer for something, even if  it was to get 
someone else off  their back. He had come to feel that the 
distinctions made just a few years earlier were a distraction, 
leading practitioners into thinking they have to assess the 
motivation of clients. Rather, if  we take seriously what the client 
wants from meeting with us, even if  it is not to have to meet us 
again, then this is the basis for a collaborative working relationship. 
At the heart of SFBT is cooperation with what the client wants.

In the following example, the therapist assumes that the client 
has come to the meeting (in a counselling room within a large 
secondary school) for a ‘good reason’. The therapist implicitly 
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includes his assumption in every question and eventually the 
same assumption is refl ected in the client’s answers.

Therapist:  Jessica, what are your best hopes from this 
meeting?

Jessica:  I have no idea and to be honest I haven’t given 
it much thought.

Therapist:  So thinking about it now, what are your best 
hopes from this meeting?

Jessica: I don’t really have any.
Therapist:  And if  it turned out to be useful what do you 

hope it might lead to?
Jessica:  I don’t think it will be useful; these meetings 

never are.
Therapist: Okay, so it’s not your idea of a good idea?
Jessica: No, not really.
Therapist: Yet here you are – how come?
Jessica:  I didn’t have any choice, I was told I had to 

come.
Therapist:  That’s hard because I’m getting the idea that 

you are a pretty strong-minded person and 
probably like to make your own decisions. 
Would that be right?

Jessica: Sometimes.
Therapist:  So how come you decided to cooperate and 

come along here?
Jessica: Like I said, I didn’t have a choice.
Therapist:  I can’t imagine that you always do as you are 

told!
Jessica: No.
Therapist:  How come you decided to do as you were told 

on this occasion?
Jessica: Because I’ll get excluded if  I don’t.
Therapist:  Okay, so, if  possible, you need to fi nd a way to 

stay in school, at least for now?
Jessica: Yes.
Therapist:  So if  this meeting somehow helps you to fi nd 

a way to stay in school that is right for you as 
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well as right for the school, will that mean it 
has been useful?

Jessica: I suppose so.
Therapist: Okay. Can I ask you some questions?
Jessica: Go on then.

Whether Jessica actually had a good reason (in other words, was 
motivated) to come to the meeting or whether her ‘motivation’ 
was constructed through the conversational process is impossible 
to tell. Either way, the therapist’s assumption of motivation was a 
necessary ingredient in his questions.

From this position, various assumptions about the therapeutic 
relationship suggest themselves:

1. The ‘problem’ is something that the client wishes to change. 
When clients talk about their problems, the worker will seek 
to acknowledge that these are indeed areas of diffi culty for 
the client and to validate their feelings. If, however, the worker 
assumes that there may be underlying meanings to prob-
lems, it becomes increasingly diffi cult to keep central the 
client’s narrative, as the worker’s expert knowing becomes 
increasingly dominant. 

2. The worker with a solution focused approach will have no 
goal other than that formulated by the client. In a statutory 
context, the worker will seek to establish what the client can 
hope to achieve within the requirements of the statutory 
authorities and the law. 

3. Just as the worker will work towards the client’s goal, the 
worker will also trust the client to know when the work is 
done and whether or not it has been useful. Clients already 
bring to the work of therapy the resources, skills, and 
strengths that they need to resolve the problem. It may be 
that the client does not know this yet and the worker therefore 
will be asking herself  how she might talk with the client so 
that the client notices. 

4. The worker should attempt to have no view about what the 
client should/could do to resolve the problem that they bring. 
It is the job of the worker and the client together, through 
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their talking, to formulate what will be this client’s unique 
way of resolving this situation at this time, while allowing 
space to clarify what is right for the client in the specifi c 
context of their values, beliefs, and culture. 

5. Whatever the client does we assume to be their best way of 
being helpful to the therapeutic process. When the worker 
reads the client’s response as indicative of ‘resistance’, this is 
a cue for the worker that they are not listening hard enough 
to the client and probably need to do something different. 
There are no ‘wrong’ answers in SFBT whatever the client’s 
answer may be. 

6. The expertise of the therapist lies in having access to ways of 
talking with and thinking about clients that are associated 
with the client fi nding ways of resolving the problem that has 
brought them to therapy. The therapist’s job is to build 
questions from the client’s answers, most often incorporating 
their last words into a new question, which will lead the client 
to further self-discovery. In this sense, the client’s relationship 
with himself  is more important than his relationship with the 
therapist.
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The evidence that Solution Focused Brief Therapy works

For a relatively youthful approach, the evidence that SFBT works 
has been accumulating very rapidly. At the time of writing, 
Macdonald (2011) points to 97 relevant studies, two meta-
analyses, 17 randomized controlled trials showing benefi t 
from the solution focused approach, and 9 showing benefi t over 
and beyond existing methods. Of the 34 comparison studies, 
Macdonald states that 26 favoured a solution focus. Macdonald 
also highlights effectiveness data for over 4000 cases that suggest 
a success rate of more than 60 per cent within 3–5 sessions. The 
studies that he cites range across therapy and counselling, includ-
ing the fi eld of offending and substance misuse (Lindforss and 
Magnusson 1997), domestic violence (Lee et al. 1997), group 
work with couples and parents (Zimmerman et al. 1996,  1997), 
work with older people (Seidel and Hedley 2008), physical diffi -
culties (Cockburn et al. 1997), mental health (Eakes et al. 1997; 
Perkins 2006), as well as work with children (Lee 1997) and in 
education (Littrell et al. 1995; Franklin et al. 2008). The potential 
range of applications for the approach evidenced by these studies 
is impressive and indeed so far none of the studies point to clear 
and evident exclusion criteria. Demographic differences do not 
make suffi cient difference to allow potential clients to be excluded 
on demographic grounds, the nature of the problem does not 
seem to be signifi cant, and not all studies have even shown a dif-
ference on the basis of chronicity, although Macdonald’s studies 
(Macdonald 1997, 2005) do show a difference in the expected 
direction.

Thus at present the state of knowledge regarding the approach 
suggests effectiveness across a wide range of presentations and 
good comparability with other treatments. This would potentially 
allow ethical practitioners to attempt SFBT in all referrals. 
However, Beyebach’s work in Salamanca (Herrero de Vega 2006) 
is also helpful and supports the core solution focused rule, ‘if  it 



SOLUTION FOCUSED BRIEF THERAPY: 100 KEY POINTS

28

doesn’t work, do something different’, since his research suggests 
that if  after three sessions there is no improvement a change of 
model or a change of therapist is indicated.

As regards the long-lastingness of change, the most helpful 
study is that by Isebaert (de Shazer and Isebaert 2003) on his 
work in the fi eld of alcohol use from the St. Jean Hospital in 
Bruges, Belgium. Isebaert’s work, which includes a mixture of 
out-patient, day-patient, and in-patient interventions based on 
SFBT as the core model of intervention, shows approximately 
50 per cent of the sample abstinent at 4 years and a further 
25 per cent controlled drinking. These are quite outstanding 
fi gures and serve to challenge the idea that any brief  therapy is by 
its nature productive in the short term only.
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How brief is ‘brief’?

Solution focused work has been delivered over the years in many 
contexts and has been variously packaged. In schools and doctors’ 
surgeries as well as through Employee Assistance Programmes, 
SFBT has been offered on a fi xed-term basis, over four or six or 
in exceptional circumstances eight sessions. Solution focused 
groupwork has similarly been offered on a time-limited basis, and 
others have experimented with single-session – albeit lengthy 
session – work. However, traditionally SFBT has been regarded 
as a brief rather than as a time-limited or short-term therapy. And 
the defi nition of ‘brief’ developed early on by Steve de Shazer 
remains the defi nition that practitioners most often cite: ‘as long 
as it takes and not one session more’ (statement made during 
presentation organized by BRIEF in 1990). So solution focused 
brief  work is founded on a client-determined brevity. It will be the 
client who decides how brief  brief in fact turns out to be, since it 
will be the client who will determine at what point enough has 
been achieved. Interestingly, despite giving the client the power to 
decide whether or not to return for more sessions, the typical 
solution focused brief  therapy is shorter than many of the 
so-called short-term, time-limited packages, with Macdonald 
pointing in his summary of the research fi ndings to average 
interventions of between three and fi ve sessions. At BRIEF, 
clients have for many years attended, on average, fewer than four 
times and recently there has been evidence that this fi gure has 
been declining.

To explain this apparent paradox – an open-ended offer ending 
in markedly time-limited interventions – we highlight a number 
of key assumptions in solution focused work:

1. There is no need for an initial assessment stage and work with 
the client can start at once.

2. The task is not to initiate a process of change but to highlight 
the fact that change is already happening – much of the work 
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of therapy will already have been completed prior to the fi rst 
meeting, just that the client may not have noticed.

3. Clients bring with them solution patterns as well as problem 
patterns and change is based on doing more of things that 
the client is already doing.

4. Whatever the client is doing is the best that the client can do 
in the present, and therefore it is the job of the therapist to 
collaborate with the client’s best ways of working. This 
thought enables the therapist to avoid time-consuming (and 
expensive) battles with the client’s supposed resistance.

5. Interventions are based on the client’s own best hopes for the 
work and therefore stay close to the client’s motivation and 
thinking.

6. Each session is treated as if  it may be the last.
7. The solution focused approach, emerging from the systemic 

world, believes that ‘a change in one element of a system or 
in one of the relationships between elements will affect the 
other elements and relationships which together comprise the 
system’ (de Shazer 1985: 43) and that, in the nature of a 
ripple effect, ‘only a small change is necessary to initiate 
change in a system’ (1985: 17).

8. Solution focused work tends to longer between-session 
intervals, giving the client the time to do something different. 
Thus a four-session piece of work may take place over 
10 weeks or more.

9. Solution focused practitioners tend to believe that most 
clients have better ways to spend their time than talking to 
therapists and therefore will think of therapy as a short 
intervention in people’s lives that enables people in distress to 
reconnect with their resources in such a way that they are 
enabled to again get on with their lives.

Solution focused brief  therapists therefore bring to their work a 
set of assumptions that maximize the likelihood that the work 
will be time-effi cient.
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Summary: the structure of solution focused sessions

A fi rst solution focused session is likely to follow the pattern of 
establishing the hoped-for outcome, eliciting a description of 
what this outcome might look like and fi nding out what foundation 
might already be in place on which to build. These three areas of 
focus are refl ected in three key questions from which all others are 
developed:

1. What are your best hopes from our meeting(s)?
2. What will be different in your life if  these hopes are achieved?
3. What is already in place that will contribute to these hopes 

becoming a reality?

A solution focused brief  therapist will not need to stray beyond 
this framework if  she or he is to provide successful therapy briefl y.

Different therapists will have their own preferred order when it 
comes to the second and third questions but all will begin with the 
fi rst because without knowing the desired endpoint, it is not 
possible to steer the conversation in the right direction. Once the 
hoped-for outcome has been agreed, one therapist might choose 
to establish the foundation, what is already happening that might 
provide a fi rm platform from which to set off  into a better future. 
Another therapist might choose to have the client describe his or 
her preferred future fi rst and then look back from this vantage 
point to its history. Occasionally in a fi rst session it turns out that 
the client has already made considerable progress. One desperate 
mother brought her child only to report that he had already made 
improvements. The therapist began by asking the boy what his 
mother meant. Thirty minutes later the therapist had a list of 
forty improvements that the boy and his mother had noticed. It 
was the last session and all the clients’ own work.

In the next section, we begin the process of describing the nuts 
and bolts of solution focused practice. We will base this upon our 
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current ideas and practice at BRIEF, and use case examples from 
our own work. We present a simple summary below of the main 
elements of our solution focused practice. It is important to bear 
in mind that these are not ‘rules’ to which the therapist has to 
adhere; they are only guidelines.

The fi rst session

1.  Opening. Many therapists will want to begin their work, as in 
other approaches, by getting to know the client. In solution 
focused practice, we call this stage ‘problem-free talk’, to 
indicate an interest in the person, not the problem. We regard 
this stage as optional.

2.  Contracting. SFBT is a client-centred approach, and it is 
therefore essential that the therapist discovers from the outset 
what the client wants to achieve from meeting with them. 
‘What are your best hopes from the work?’ is the question 
developed by BRIEF (George et al. 1999: 13).

3.  Describing the preferred future. Having established the client’s 
hopes from the work, the next stage is to invite the client to 
describe how he would know, in everyday terms, that his 
best hopes were achieved. The ‘Tomorrow Question’, as we 
call it, ‘suppose you achieved your hopes overnight, what 
would you be doing tomorrow?’ is the question most used 
at BRIEF.

4.  Identifying instances of success that are already occurring. 
Once the client’s preferred future has been described in detail, 
the therapist will search for signs of that future already 
happening in the client’s life, whether currently or in the 
recent past; anything they are doing or have done that fi ts 
with the achievement of their preferred future. Scaling 
questions are frequently used to enable clients to rate their 
progress, with 10 representing their preferred future achieved; 
assuming they are above 0 (or have been before), this gives 
them the chance to describe what they are already doing that 
is working, as well as to ascertain what might be small signs 
of progress in future.
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5.  Closing. Shortly before the end of the meeting, the therapist 
might take a short break to refl ect on what the client has said 
that is useful. The therapist will then summarize the session, 
acknowledging what the client has been struggling with and 
giving appreciation for the hopes they have expressed and 
any successes they may already have had. The aim is to 
highlight whatever the client has said that could be associated 
with the client making further progress.

Follow-up sessions

In the second and subsequent sessions, we are following up on the 
client’s progress towards their preferred future and therefore the 
opening question is usually ‘What’s better since we last met?’ 

It is as if  the therapist is starting at stage 4 in the schema above. 
There is usually no requirement to explore ‘best hopes’ or the 
‘preferred future’ again. The therapist will often revisit the scale 
to ascertain progress the client has made, and to fi nd ways to 
amplify and consolidate it. Where clients report no progress or 
that things are worse, the therapist has many options, including 
the use of coping questions and looking for exceptions to the 
problem. 
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15
Ideas about therapeutic conversation

Therapy is a form of conversation but a conversation directed 
towards a purpose rather than one to be enjoyed for itself. In 
SFBT, the client always defi nes the purpose of therapy. The 
conversation is then directed towards that end. Though a full 
understanding of the conversational process might be beyond us, 
there are two simple ideas that help defi ne it:

1. Turn-taking.
2. Each turn following and building on the previous turn.

The turn-taking idea allows everyone to have a say and so 
participate in shaping and defi ning the world we live in. It is a rule 
most often noticed when it is broken, for example, by interruption. 
If  others take our turn too often, or if  for any other reason we do 
not have a voice, we become marginalized and diminished. This is 
the experience of many of our clients and all disenfranchised 
individuals and groups. The equality of opportunity for each 
person to have a voice is possibly the most important equality 
and, in the therapy room at least, this can be afforded each client 
provided the therapist is disciplined enough to speak in turn.

The second idea, that each turn builds on what has gone before 
is necessary for creativity and for therapy to be effective. Each 
conversation if  these two ideas are followed will help ‘co-create’ a 
constantly evolving view of the world. The therapist’s task is to 
infl uence this view in the client’s favour by careful choice of 
questions.



SOLUTION FOCUSED BRIEF THERAPY: 100 KEY POINTS

38

16
Choosing the next question

In everyday conversations, we do not usually pay conscious 
attention to how we choose each of our contributions; if  we did, 
we might well sound false and stilted. Professional conversations 
are different and what we ask should be governed by what 
questions we think might be useful to the client or essential to the 
task in hand. As we listen to what a client is saying, we need to 
formulate our next question so that it builds on what the client is 
saying in what we hope will be a creative and useful way. When 
the client’s answer is multifaceted, the choice of response is not 
always easy. Take the following response to the question, ‘what 
are your best hopes from this therapy?’:

I’m not really sure. I‘ve suffered from depression most of 
my adult life just as my mother did. There are days when 
I give up and just stay all day in bed. My husband says he’s 
fed up and most evenings he’s down the pub. I suppose I just 
want to feel better.

It is certainly not possible to follow up on every aspect of this 
response, so a choice has to be made. The therapist’s model or 
theory will largely determine how the choice is made. Models 
with theories of causation will look for causes: historical theories 
might pick up on the mother’s depression; a systemic model might 
be interested in the marital relationship and look for a link 
between that and depression; a cognitive therapy might be inter-
ested fi rst in exploring the thoughts about ‘giving up’. A solution 
focused brief  therapist would be listening for that part of the cli-
ent’s response that answered the question, ‘what are your hopes 
from this therapy’. The description of such diffi culties would 
affect the tone in which the next question was asked but the ques-
tion would most certainly follow the hope ‘to feel better’, for 
instance, ‘What might be the fi rst sign to you that you were begin-
ning to feel better?’
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It has been said that the most commonly asked question in 
SFBT is ‘what else?’ Trainees sometimes joke that ‘when in doubt, 
ask “what else”!’ It is true that this question is the simplest method 
for inviting the client to add to their description. For example, if  
the client in the above example answered with ‘I’d be getting out 
more often’, and the therapist then asked ‘what else?’, the client 
might answer ‘I’d call a friend I haven’t spoken to in ages’. On the 
other hand, the therapist could have asked ‘where might you go 
to?’ and have focused the conversation for the next few minutes 
on where she went to, who she met, what difference it made to her, 
and so on, and then asked ‘what else would tell you were beginning 
to get better?’ The difference between these questions can be 
characterized (based on Tohn and Oshlag 1997) as broadening 
and detailing1. Both are used in solution focused interviewing (see 
Chapter 41).

The whole of this book could be seen as a system for choosing 
the next question.

1 Thanks to Guy Shennan for his rephrasing of Tohn and Oshlag’s 
original description.
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17
Acknowledgement and possibility

The importance of being where the client is cannot be overstressed, 
especially with a model that looks to the future. Being solution 
focused does not mean being problem-phobic. It is as important 
to acknowledge where the client is as it is to explore the possibilities 
of where he or she might be (O’Hanlon and Beadle 1996). As in 
any therapeutic approach, the therapist needs to listen carefully 
and with interest to everything the client chooses to say. How the 
therapist then responds depends a great deal on the particular 
approach. Having listened carefully to the client’s answer, the 
therapist will choose which of its elements will form a platform 
for the next question. A model based on tracing historical causes 
might follow a client’s account of a problem with: ‘That must 
have been very diffi cult, when did it begin?’ A strengths-based 
therapist might say: ‘That must have been very diffi cult, how did 
you manage to handle it?’ In both examples the client is likely to 
feel acknowledged but in the latter there are more obvious seeds 
of possibility. Paradoxically, within the solution focused model, 
the greater the hardship, the more multiple and intractable the 
problems appear, the greater is the achievement of managing to 
live with them. Recognizing survival strengths such as perseverance 
and determination opens the way to future possibility: ‘If  all this 
struggle pays off  and you eventually turn a corner, what do you 
think the fi rst sign might be?’

The following example is of a 5-year-old boy, Abel, on the 
verge of permanent exclusion from school. His mother was 
seriously disabled by multiple sclerosis and on bad days had just 
begun needing a wheelchair. Her prognosis was poor. The work 
began alone with the class teacher Miss Brown, Abel’s mother 
having declined to attend. Miss Brown was obviously distressed, 
partly by Abel’s extreme behaviour and possibly even more by 
the challenge he presented to her view of her competence. After 
a long description, the therapist commented on Miss Brown’s 
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perseverance and asked how she still managed to teach her 
class when Abel demanded so much of her attention. She said it 
was very diffi cult and it was because the class was suffering 
that exclusion was being considered. Though a referral for therapy 
was a necessary step in the exclusion process, the therapist chose 
to see it more constructively and asked what Miss Brown saw in 
Abel that gave her hope that therapy might work. She said that 
when Abel sang, he was like a little angel and she could see that 
behind the behaviour there was a very likeable boy.

Having acknowledged the teacher’s diffi culty, recognized 
her competence, and located a small thread of hope, the therapist 
asked Miss Brown how she would know that the therapy was 
having a positive effect. She said she would know from the 
moment he walked in and with a little prompting described 
him performing the morning ritual of almost every infant school 
in Britain: sit quietly on the mat, answer when your name is 
called for the register, stand quietly in line, and walk quietly to 
assembly.

Two days later, the therapist met with Abel and his mother, 
Gloria. She was even more distressed than Miss Brown, seeing 
her illness and impending death as the cause of Abel’s troubles 
and especially upset that being excluded would lose her son the 
chance of an education and therefore blight his life. She was 
angry with the school and vowed to fi ght them over the exclusion. 
When asked, Gloria said she had always been a fi ghter, had 
needed to be. She was even fi ghting the wheelchair because 
she wanted to be a ‘normal’ mum for Abel. ‘And if  the fi ghting 
pays off, how will you know it was worth it?’ To this question, 
inviting possibility in the wake of strength and determination, 
Gloria said: ‘He’ll come home from school happy’. As in any 
solution focused conversation, a description of Abel’s happy 
behaviour gave substance to the possibility. Abel, too, wanted to 
be happy at school. He liked Miss Brown and also liked behaving 
well because she was nice to him. The therapist asked if  he knew 
how to behave well. Abel nodded and with encouragement went 
on not only to describe but to enact ‘good behaviour’ at the begin-
ning of the day. With his mum and the therapist he sat longest 
and quietest on the mat, was the least fi dgety while lining up, 
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and was able to lead the way round the therapy room without say-
ing a word.

Interestingly, Abel’s behaviour changed dramatically at school 
the day after the meeting with Miss Brown and before his meeting 
with the therapist. It seems Miss Brown was already on the verge 
of turning the corner.
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18
Compliments

A feature of SFBT from the very start has been ending a session 
with affi rmative feedback to the client. It is a disciplined 
and thoughtful process. A lazy or patronizing comment will 
do no harm to the client but it will certainly undermine the 
credibility of the therapist. Compliments, therefore, need to have 
certain characteristics. They need to be honest and evidence-
based, so if  the client asks the basis of a compliment the therapist 
can point to a specifi c behaviour described by the client. They 
need to be relevant to the client’s purpose for being in therapy 
and they need to relate to something the client has achieved, 
preferably with effort. They also have to be given in a way that the 
client can accept and can agree with. Compliments cannot be 
used to persuade the client into accepting the therapist’s view, as 
when we mistakenly think we ought to ‘point out the positives’. 
A client may say he lacks confi dence yet behave as if  he has it. The 
therapist would not say, ‘I think you have lots of confi dence 
because of your behaviour here’. Instead, he might say, ‘How 
have you found a way to act confi dently even though you don’t 
feel it?’

Finally, a compliment must have no strings attached; it should 
be unconditional and not be used to try to pressure the client into 
behaviour the therapist would like to see. A typical conditional 
compliment such as ‘you have done really well with this homework, 
keep it up’ is unlikely to be taken seriously, since it so clearly 
comes from the giver’s agenda.

As a solution focused therapist becomes more practised, many 
compliments will be built into questions: ‘How did you manage 
to turn in such good homework given all the diffi culties you are 
facing at the moment?’ is both affi rmative and acknowledging. 
But the new solution focused practitioner will do well to stick 
with the ritual of ending each session with compliments because 
this will infl uence his or her attention during the session. 
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If  compliments have to be given at the end, the therapist has no 
choice but to look for strengths and achievements during the 
session. This will help the session stay on the solution focused 
track.
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19
Deciding who to meet with

As discussed in Chapter 13, SFBT fi rst developed within the 
family therapy tradition in which systems theory plays a dominant 
role. A legacy of this early connection is the assumption that 
change in one part of a system – whether it be a family, a team, a 
friendship group or an organization – will lead to changes in 
other parts of the system. This ripple effect of change was borne 
out by de Shazer’s early research, which showed that issues and 
relationships not discussed in therapy were still positively affected 
by the process (de Shazer 1985: 147–154). Research at BRIEF 
(Shennan and Iveson 2011) has supported this view, that who 
attends sessions has no obvious correlation with outcome. The 
same percentage of clients reported improvement (or lack of it) 
irrespective of who attended. Even attendance by the ‘identifi ed 
patient’ does not seem to be necessary. 

If  who attends makes little or no difference to outcome the 
therapist has no knowledge on which to base a recommendation, 
so when a client is referred and wants to know who should attend, 
a solution focused therapist is likely to ask for the client’s opinion, 
since the client is the person most knowledgeable about the 
circumstances. Typically, the therapist will say: 

To be honest, we don’t know you well enough to make a 
recommendation, we just know that some people like to 
come alone, some like to come with the whole family, some 
would like to come but can’t afford to take a day off  work 
or school so we’ll trust your judgement. Have a think about 
it and decide who you think should come and we’ll start 
from there. We can always do something different later. 

Clients appreciate the chance to make an informed decision 
and also that therapy can fi t into life’s needs like earning a living 
and getting an education. And at no point does the therapist 



SOLUTION FOCUSED BRIEF THERAPY: 100 KEY POINTS

46

hypothesize negative reasons for any person’s absence; whoever 
attends are the right people to be there and whoever is absent has 
other things to be getting on with.
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20
Problem-free talk

Problem-free talk is a simple practice with three purposes:

1. It enables the therapist, within the fi rst few minutes of 
meeting a new client, to meet the ‘person’ rather than the 
‘problem’.

2. It allows the therapist to ‘choose’ the client with whom she is 
going to work.

3. It begins the process of ‘resource-gathering’, which will equip 
client and therapist with the necessary means to solve 
whatever problems have brought them together.

The practice involves spending a few minutes asking the client 
about any aspect of his life that does not involve the problems he 
is bringing to therapy. It might begin with ‘Tell me about yourself ’, 
‘Have you come far?’, ‘What do you do?’ (‘How do you spend 
your day?’ was a favourite of de Shazer) or any other expression 
of interest in the client’s life. As the conversation proceeds, the 
client comes into view as a person rather than the ‘collection of 
problems’ that often make up a referral.

In the following example, Yasmin Ajmal, a former colleague at 
BRIEF, begins talking with her client Robert who has just turned 
9 years old and was referred by his school.

Therapist: What have you been doing at school today?
Robert: [enthusiastically] Science.
Therapist: Is that something you like?
Robert: Yes.
Therapist: Tell me what you’ve been doing in science.
Robert: We’ve been learning about electricity.
Therapist: And what have you learned?
Robert: How it can electric shock you.
Therapist: Oh.
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Robert:  And about rubber round the wire so it doesn’t 
electric shock you. And we’ve made our own 
circuits.

Therapist: Tell me about that – are these circuits with wire?
Robert: Yes with wire and lights and motors.
Therapist: That sounds very interesting.
Robert:  I got a box and made wheels and lights, two 

lights and motors and made the box in the shape 
of a car.

Therapist: Really!
Robert: Yes and I put four motors in it.
Therapist:  Four motors! Why four? Was it to make it go 

faster?
Robert: To give it more power.
Therapist: I see.
Robert:  And I turned it on and the lights came on and it 

drove forward.
Therapist: Really! And did it go fast?
Robert: Yes. I couldn’t catch it!
Therapist: Why, because it was going so fast?
Robert:  Yes. It fell off  the table into a pot of water and 

broke.
Therapist: Oh dear!
Robert: But I didn’t mind.
Therapist: You didn’t mind, because?
Robert: Because I knew how to make it again.

This sequence lasts for less than three minutes and the Robert 
who comes into focus is an enthusiastic, confi dent, generous, and 
socially skilled boy. He is polite, cooperative, humorous, articulate, 
and extremely likeable, the sort of boy any teacher would be 
happy to join the class and any parent would be pleased to see 
their own children playing with. It is this Robert that Yasmin 
‘chooses’ to work with rather than the Robert described in the 
referral letter, who was a boy close to permanent exclusion from 
school. In subsequent work, which extends over four sessions, 
Yasmin keeps the competent, collaborative Robert by her side 
and together they fi nd his own unique pathway to a more 
rewarding and successful life at school.
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Like much in the solution focused repertoire, ‘problem-free 
talk’ is adapted from ordinary conversational practice that we 
have all learned from birth. If  when we met new people socially 
for the fi rst time we began to enquire about their problems, social 
life on Earth would have been cut off  at birth. Socially, we begin 
conversations by looking for common ground and looking 
for what we might like and value in the other person. Solution 
focused therapists have adapted this common practice as a 
therapeutic tool.
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21
Identifying resources

BRIEF’s fi rst course was organized as a series of two-hour 
evening sessions. In the fi rst session, the themes were problem-
free talk and identifying (and naming) resources. The feedback at 
the second session a week later was quite extraordinary. Many 
participants reported signifi cant changes in their clients, including 
in two cases an apparent resolution of the presenting problem. 
The only difference to their own behaviour had been to begin 
with problem-free talk and alongside whatever else they did they 
looked for the client’s resources. 

What emerged from analysing these changes was that, because 
the therapist was spending at least some of the time focusing on 
the resourceful side of their clients, the clients were becoming 
more open. This was leading to a different quality in the conver-
sations, which in turn led to more rapid change than had been 
expected.

Although ‘strength-based’ approaches are now more common, 
many professionals still remain shy of identifying their clients’ 
resources, claiming the practice is over-optimistic, as if  seeing a 
client’s strengths will somehow prevent a clear sight of their prob-
lems. This would be like an accountant not noting a company’s 
assets in case it caused blindness to its debts. For this an accoun-
tant would be struck off. With every therapeutic approach that 
works, it works, in the end, because the client has been helped to 
draw in some different way on their resources: therapy doesn’t 
change people, it enables them to discover their own resources so 
they can make the changes themselves. Discovering and attending 
to the client’s resources is an essential element of solution focused 
practice.

Leidl had been coming for therapy for over two years. Even 
though it was only at monthly intervals, the meetings had become 
repetitive and with no clear end in sight. The therapist was becom-
ing despondent (and no doubt Leidl was, too) and then he found 
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himself  beginning to dread Leidl’s next visit. One of solution 
focused practice’s self-supervisory procedures for situations such 
as these, when the therapist begins to lose hope for the client, is to 
do a ‘resource audit’. Fifteen minutes before the next session, the 
therapist sat down and wrote a list of Leidl’s many achievements 
in life, not least, by her own wits, surviving the Holocaust. He 
noted her resourcefulness, determination, perseverance, sense of 
humour, resilience, generosity, compassion, honesty, and capacity 
for hard work. Fifteen minutes later, the Leidl he had described 
entered the room for what turned out to be her penultimate ses-
sion. Sometimes, if  we don’t take the time to identify and name a 
client’s resources we begin to lose sight of them, and this can be 
very bad news for the client. Luckily for Leidl, the therapist 
redeemed himself  in time and, very soon afterwards, she declared 
herself  cured of the depression that had dogged her life since her 
wartime escape. 
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22
Listening with a constructive ear: what the client can do, 
not what they cannot do

To listen with a constructive ear requires an about turn from most 
therapeutic listening (Lipchik 1986) or at least those therapies 
based on psychological theories. These theories offer explana-
tions of human behaviour: they tell us how humans operate in 
order for us to understand what is going on. What is sometimes 
forgotten is that these theories are only metaphors, usually taken 
from the physical world. They range from the Rolls Royce engine 
of Freudian psychoanalysis to the simple belt and braces of 
Pavlovian behaviourism, and as there are now more than 400 of 
them it is safe to say that none represent an objective truth. They 
are just ways of looking at human behaviour. These theories usu-
ally require us to investigate the facts to allow us to make an 
assessment of the problem and then decide on the appropriate 
treatment. To do this we need to listen for information about the 
problem and our questions will therefore follow this listening: 
‘When did it begin?’, ‘What sort of relationships did your parents 
have?’, ‘Have you always been attracted to this kind of person?’ 
Though different psychological theories will lead to different 
questions, they are mostly of the ‘get to the bottom of it’ investi-
gative variety intended to discover what is wrong. They are not 
constructive questions, ones that search out the building blocks 
of new possibilities.

Constructive listening does not mean that the client’s problems 
go unacknowledged. SFBT is no different from any other therapy 
in that it seeks to start with where the client is and not where the 
therapist would like them to be. This does not mean that the client 
has to retell their whole story, nor that the therapist needs to seek 
information about the problem story. Instead, the problem is used 
to redefi ne achievement. As mentioned previously, the more seri-
ous the problem, the greater the client’s achievement in coping 
with it. A question such as the following both addresses the 
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problem (indirectly) and directs curiosity towards the client’s 
strengths and resources: ‘Given how down you’ve been feeling the 
last few days, and given how hard it is for you to use public trans-
port, how did you fi nd the wherewithal to keep your word and 
honour this appointment?’

Gladys had left psychiatric hospital very recently and was 
relating the trials and tribulations of her return home to a house 
with a burst water pipe, which required the attention of several 
workmen over the course of a day and evening. Gladys had been 
admitted after an overdose and had begun her story by wondering 
if  she shouldn’t ask to be taken back on the ward. She fi nished her 
story by saying she was so upset by 2 am when the work was 
fi nished that she forgot to thank the workmen so ran out after 
them calling, ‘Thank you very much, boys. They don’t make them 
like you anymore!’ Gladys then smiled and said, ‘Heaven knows 
what the neighbours thought!’

The therapist asked her how she kept her sense of humour after 
such a distressing and even, for her health, dangerous time. ‘You 
have to laugh, don’t you?’ was Gladys’s response. The therapist 
suggested that not everybody is able to draw on a sense of humour 
at such diffi cult moments. In the ensuing conversation, Gladys 
recounted how friendly the workmen had been, how they had had 
a chat and a laugh together, and how if  she had been 40 years 
younger she might have been tempted. By the end of the session 
Gladys was feeling justifi ably proud of the way she had weathered 
what could have been a serious crisis. She also realized that she 
had woken up the next day feeling more positive about life than 
she had for some time, saying as she left: ‘That hospital must have 
done a better job than I thought’.
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23
Constructive histories

Constructive listening, by which the solution focused brief  
therapist uses to build the next question, directs us to the ‘story 
behind the story’. For each account of hardship there is a story of 
struggle, for each setback a story of perseverance, and for each 
misfortune a story of survival. The solution focused therapist will 
listen carefully to the spoken story and then direct his or her 
therapeutic curiosity towards the not-yet spoken story.

Gerard was referred with chronic depression. He was 70, ram-
rod straight, and had been depressed since he was ‘blown up as a 
young man on active service’. This was the beginning of a 45-year 
story that took the best part of an hour to relate. During the story 
the therapist asked only eight questions, each one intended to cre-
ate a more constructive view of events. The questions illustrate 
the use of a ‘constructive ear’:

1. How have you managed to keep going while suffering 
depression for so long?

2. How did you manage to cope with divorce on top of your 
depression?

3. What did your employer see in you that led them to give you 
such a responsible job?

4. How on earth did you overcome your alcoholism when you 
were in such dire straits?

5. How did you overcome your drug addiction?
6. Where did you fi nd the confi dence to speak to her let alone 

ask her out?
7. How did she know that behind the sad façade was a man 

worth marrying?

By this point Gerard was distinctly more upbeat and for the fi rst 
time began to talk of the good luck in his life and how he was 
giving something back by driving a children’s train at his local 
park. The therapist’s fi nal question was:
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8. Gerard, answer me this: how, after suffering 45 years of 
depression, going through a painful divorce, losing your job 
as a trainee train driver, becoming an alcoholic and then a 
drug addict, did you not only fall in love but end up fulfi lling 
your childhood ambition to be a train driver?

Gerard’s response was, ‘I told you it was an unusual life story’. 
The therapist could only agree. Three weeks later the referring 
community psychiatric nurse rang to say that Gerard had asked 
to come off  his medication and was showing no signs of 
withdrawal.
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24
Pre-meeting change

Pre-meeting change is one of the great ‘secrets’ of brief  therapy. 
In the solution focused fi eld it was identifi ed in 1987 (Weiner-
Davis et al. 1987) but Freud had also recognized the phenomenon. 
Within Freud’s theory such early change was seen as a pathological 
failure to face up to problems and he dubbed it ‘fl ight into health’ 
(Freud 1912).  In solution focus, it is seen as the same form of 
spontaneous recovery we have all experienced when we have 
found ourselves at the doctor’s free of the symptoms that led us 
there.

Anyone with a troubleshooting role will know of this phenom-
enon: a problem is presented, a time fi xed to deal with it, and 
between the two a resolution is somehow found. The obvious 
answer is not that the client has taken fl ight into health but rather, 
on committing himself  to the possibility of a solution, fi nds him-
self, perhaps unconsciously, open to new and different thoughts 
about the problem and is thus more likely to fi nd a solution. 
Weiner-Davis’s research found that 70 per cent of clients experi-
ence some positive pre-meeting change and that the identifi cation 
of this change was associated with a good prognosis. To capitalize 
on this natural process, many solution focused therapists ask new 
clients when making a fi rst appointment to ‘look out for any 
changes between now and when you come’.

George had been referred by his GP because of his anxiety and 
depression. He was one of two partners in a thriving business. 
The initial friendship between the two had deteriorated and 
George felt that he was being bullied. He blamed himself  for not 
standing up to his partner, thought himself  weak and unworthy, 
and was contemplating leaving the business. His marriage was 
close to breakdown and he could see no future. His hope from the 
therapy was to regain his self-respect and confi dence and then 
stand up to his partner. In the early part of the session, George 
described the difference confi dence and self-respect would make 
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to his life at work and how this would give him the strength to 
stand up to his partner. When pressed for more detail, George 
said: ‘like yesterday but without all the pathetic fear and worry 
that drags me down’. He then went on to describe how frightening 
he found being assertive, pointing to this as even more evidence 
of his weakness. The therapist then asked George to describe 
exactly what had taken place yesterday. His partner had brought 
an armful of fi les into the main offi ce and in front of all the staff  
had berated George for his sloppy work, dropped the fi les at his 
feet, and told him to do his job properly. This had been the most 
blatantly bullying incident to date and ‘something snapped’ in 
George. Rather than pick up the fi les and take them meekly back 
to his offi ce he called to his partner ‘in an icy tone’: ‘If  you would 
like me to look at the fi les again bring them to my offi ce’. Leaving 
the fi les on the fl oor he turned and went to his own offi ce. A few 
minutes later his partner, without a word, brought the fi les in.

Since then George had been in an agony of self-recrimination, 
berating himself  for challenging his partner in public, replaying 
every moment with a critical eye, thinking of all the things he 
might have done differently, and totally failing to notice that he 
had stood up to his partner. He was now fearful that things would 
get worse but when asked how his partner had been that morning, 
he suddenly realized that he had been very friendly and suggested 
they go for a drink sometime like in the old days.

Not all pre-session changes are as dramatic as George’s but 
most go unnoticed unless the therapist keeps a lookout. Once it is 
noticed, the client can immediately be recognized as someone 
who solves their own problems and the therapist is then able to 
take even more of the ‘back seat’ that characterizes solution 
focused brief  therapy.





Part 4 
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25
Finding out the client’s best hopes from the work

Within the fi rst fi ve minutes of most fi rst meetings with a new 
client the solution focused practitioner will ask the client, ‘So 
what are your best hopes from our talking together?’ (George et 
al. 1999: 13). This simple question immediately highlights a 
number of the central characteristics of SFBT.

First, the question invites the client into a consideration of out-
come, rather than an elaboration of the problem that has brought 
him to the meeting. If  we ask the client ‘what brings you here?’, 
he is more than likely to respond with a description of the prob-
lem. Such questions generally have the effect of directing the cli-
ent back towards his failed past and problematic present, inviting 
the client into problem-talk. Asking about the client’s ‘best 
hopes’, however, invites the client into a picturing of a future state 
towards which he aspires to make progress. Indeed, the solution 
focused approach can be thought of as a towards approach, rather 
than an away from approach. Solution focused practitioners 
might perhaps compare themselves with taxi drivers. For exam-
ple, if  a new fare jumps into the back of the cab and when the 
driver asks ‘where to mate?’ the fare says ‘away from the airport’, 
the journey could turn out to be time-consuming and expensive. 
The taxi-driver wants to hear ‘City please’ and on following up 
with ‘where exactly in the City’ will be delighted to hear ‘New-
bury Street, round the corner from Barbican’. So the ‘best hopes’ 
question gently asks the client to specify his criteria for a success-
ful therapeutic journey: ‘What will it take for you to be able to say 
that coming here has been useful to you?’

In addition, this question has the effect of centralizing the cli-
ent’s perspective. The contract in SFBT is not based on the prac-
titioner’s perception of what may be required or on a process of 
assessment, but on the client’s response to the ‘best hopes’ ques-
tion. Therapists have traditionally made a distinction between the 
concepts of want and need. The client states what she wants but 
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the therapist determines what that client needs based on a process 
of assessment leading to formulation. This distinction tends to 
construct a hierarchy of knowledge, characteristically assuming 
that what the client wants is in some ways superfi cial while the 
therapist’s formulation, based on expertise and ‘objectivity’ (as if  
that were possible), has greater validity. Inevitably, this way of 
thinking can tend towards the trivialization of the client’s know-
ledge. Solution focused therapists make no distinction between 
want and need. The solution focused practitioner chooses not to 
know better. What the client wants is, with a few exceptions that 
we will explore, the only legitimate foundation for the work and 
questions which the therapist asks that are not connected to the 
‘best hopes’ answer are viewed as either impositional or imperti-
nent, or indeed both.

The ‘best hopes’ question challenges clients. Many have come 
prepared to talk about the problem that is bothering them but 
state openly that they have given less thought to their preferred 
outcome. Some assume that therapy is talking about problems, 
and others who have previous experience of therapeutic interven-
tions state that they have never been asked what they want. Focus-
ing right from the beginning on the client’s success criteria 
introduces a context of purposefulness and possibility to the 
work. It introduces a clear sense of direction. Without a defi ned 
outcome brevity is unlikely, since after all the client and therapist 
may not notice that they have arrived!
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26
The ‘contract’: a joint project

So can it really be that simple? The practitioner asks the ‘best 
hopes’ question and whatever the client answers represents the 
contract for therapy. For the most part it is that simple and 
sometimes it is not. Harry Korman, a solution focused therapist 
in Malmo, Sweden, spelled out three criteria for the therapist to 
bear in mind during the negotiation of the ‘contract’ (Korman 
2004): 

1. something that the client wishes to achieve, which
2. fi ts with the practitioner’s legitimate remit, and which 
3. the practitioner and client working well together could hope 

to achieve.

The starting point, therefore, is indeed simple.

Therapist:  So what are your best hopes from our talking 
together?

Client:  I’m not sure really – I’ve been feeling pretty 
down recently.

Therapist:  Hmm. So what are your best hopes from 
coming here?

Client:  Just to feel better – better in myself.
Therapist:  Okay. So if  you were feeling better in yourself, 

what difference are you hoping that would 
make?

Client:  Well I suppose I’d have that bit more 
confi dence, I’d be liking myself  more and I’d 
be getting on with life again rather than 
hiding away.
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Therapist:  So if  at some point following our talking 
you found yourself  more confi dent, liking 
yourself  more and getting on with life again, 
that would tell you that this had been of use 
to you?

Client: Yes, defi nitely.

Here the process is straightforward. In answer to the therapist’s 
question, the client specifi es three life differences that will fi t with 
most therapists’ legitimate remit and which could, in most 
circumstances, be judged perfectly possible to achieve. Later in 
this section, we will examine what options the therapist might 
have when faced with more challenging responses to contract-
seeking questions.
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27
The difference between outcome and process

The solution focused approach is both client centred and outcome 
focused and yet, as we have seen, this does not mean that the 
solution focused practitioner will accept the fi rst answer that the 
client gives to the question, ‘So what are your best hopes from our 
talking together?’ Not only does the contract have to fi t with the 
worker’s legitimate remit, and not only does the outcome have to 
be possible – in other words, within the client’s realm of infl uence 
– but in addition the solution focused practitioner is looking for a 
response that represents an outcome rather than a process.

Imagine for a moment that when asked the best hopes question 
the client responds by saying, ‘My best hope from our talking is 
just to get it all off  my chest’ or ‘My best hope from all of this is 
just to understand, to understand why all this has happened’. 
While both answers fi t with the criteria for a joint contract, 
neither represents an ‘in-life’ difference; indeed, both answers 
relate to the therapeutic process rather than to the everyday life of 
day-to-day experience. The solution focused practitioner assumes 
that clients are not merely curious about how their lives have 
developed, do not just wish to offl oad for the sake of it, but that 
they harbour these wishes for good reasons, and their reasons are 
life-related. The client imagines that ‘understanding’ or ‘getting 
things off  my chest’ will make an ‘in-life’ difference, that it will 
lead the client somewhere that they want to go, and it is this that 
interests the solution focused practitioner, the desired destination, 
rather than a description of the assumed route.

The key question that will lead to the disentangling of 
route and destination, process and outcome, is simply ‘so what 
difference will that make?’ For example: 

Therapist:  If  you were to get things off  your chest, what 
difference are you hoping that that would 
make to you?
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Client:  Well I’d just feel lighter, I’d feel better.
Therapist:  And if  you were feeling lighter and feeling 

better, what are you hoping that that would 
lead to?

Client:  Just to have more energy, more positivity.
Therapist:  And if  you were feeling that energy, that 

positivity, what might you notice yourself  
doing that you are not doing at present?

By the time the client responds to this question, her outcome will 
be fi rmly rooted in an ‘in-life’ difference.

Interestingly, this same route–destination distinction is also the 
basis for the solution focused practitioner’s untangling of another 
set of client responses, where the response is so specifi c that the 
chances of the client being successful in the therapeutic process is 
restricted and the way forward is so tightly specifi ed that there is 
little space for manoeuvre. 

Therapist:  So what are your best hopes from our talking 
together?

Client:  Well I just have to have a job – I have been out 
of work so long that it is beginning to have a 
real impact on my life.

Therapist:  Okay – could I ask you some questions about 
that?

Client:  Sure.
Therapist:  If  you had a job, what difference are you 

imagining that that would make to your 
life?

Client:  Well I’d feel better about myself  – I’d feel like 
a useful member of society again.

Therapist:  And if  you were feeling better about yourself, 
and feeling like a useful member of society 
again, what difference are you hoping that 
that would make?

Client:  Well, perhaps some of my confi dence would 
come back and I’d be getting out and seeing 
people.
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As soon as the outcome is defi ned in terms of confi dence coming 
back, getting out, and seeing people, there are many ways that 
this can be achieved, maybe through getting a job, maybe even 
without. The client’s chances of success have been enhanced 
through the disentangling of route and destination. 

One fi nal point. Throughout this book, we will use the phrase 
‘what are your best hopes from this . . . (work, meeting, etc.)’ 
instead of ‘what are your best hopes for . . .’. This small shift 
again points to the difference we have been discussing here, as 
‘best hopes for’ will lead to the client thinking about what they 
want to work on in the session, which will be the process towards 
an outcome rather than the outcome itself. The latter is more 
likely to be achieved (but not guaranteed – hence the examples 
above!) by asking ‘best hopes from’.
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28
The ‘Great Instead’

In most cases, people come to therapy bothered by problems. 
They feel depressed, they are arguing with their partners, they are 
shouting at their children, they are drinking too much, using 
drugs in an uncontrolled way, feeling anxious, feeling bad about 
themselves. And so when the therapist asks ‘what are your best 
hopes?’, very naturally the client’s response stays close to those 
heart-felt concerns: ‘I want to stop feeling so depressed’, ‘I won’t 
be arguing with my partner’, ‘I won’t be having all these negative 
thoughts’. If  the solution focused practitioner were to accept any 
one of these propositions as the contract for therapy, the work is 
likely to be more ‘problem focused’ in the sense that a greater part 
of the talking is likely to focus on depression, on drug use, on 
anxiety or on alcohol, since it is not possible for people to talk 
about ‘not being depressed’, for example, without thinking about 
‘being depressed’. The negatively framed contract risks keeping 
the client focused on the problem that they want to leave behind, 
risks keeping alive, somewhat paradoxically, their sense of self  as 
anxious, depressed, bad parent, failed partner. This continual 
focusing on the problem is likely to slow down the change process.

The bridge from a negatively framed focus to a positively 
framed focus is simply negotiated and the key word is ‘instead’. 

Therapist:  So instead of  feeling depressed what would 
you like to feel?

Client:  I’d like to feel that I was getting on with my 
life again, I wasn’t isolating, I wasn’t hiding 
away.

Therapist:  Okay, so if  you were getting on with your life 
again, what would you be doing instead of  
isolating, instead of  hiding away?

Client:  I’d be getting out more, I’d be contacting 
people, and I’d be accepting invitations.
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Within two or three questions, the client is moving away from ‘not 
depressed’ to beginning to describe the life that he would want to 
be living. So now therapy can focus on ‘getting on with life’, what 
that might mean to the client, and how the client can build a 
life that fi ts with that description rather than on ‘reducing the 
impact of depression’. These two conversations, while closely 
connected – indeed, the client has indicated that one is the oppo-
site of the other – are likely to have a markedly different effect. 
Talking about ‘getting on with life’ is likely to energize and 
enthuse, whereas talking about ‘reducing depression’ is likely to 
reduce the levels of energy and excitement in the conversation 
and keep the client connected to bothersome thoughts about ‘why 
do I get depressed’ or ‘what has gone wrong with my life to make 
me so depressed’. This shift from solving the problem to building 
the solved state is central to becoming solution focused and 
is indeed defi nitional in highlighting the difference between a 
problem focused and a solution focused approach.
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29
When the client’s hope is beyond the therapist’s remit

But what if  the client responds to the therapist’s enquiry with a 
hope that falls outside the therapist’s realm of responsibility? For 
example, ‘Look, in all honesty the only thing that would make a 
difference in my life would be being re-housed’ (and the therapist 
has no role in relation to housing), or with a response that fl ies in 
the face of the therapist’s responsibilities: ‘All I want is never to 
have to come to this school ever again’. In both cases, the thera-
pist’s fi rst job is to accept the client’s answer: ‘well that makes 
sense to me’ or in the second case ‘sounds like you’ve not been 
enjoying school much’. The second step is to clarify role: ‘I guess 
you know that I have no infl uence with the housing department at 
all’ or ‘you do know that it is my job to make sure that you are in 
education don’t you’. And then, step three, the negotiation to fi nd 
a response that fi ts with what the worker can do.

Therapist:  Even though I can’t infl uence the housing 
department, can I just ask this – if  somehow 
you and your family were to be re-housed, 
what difference do you imagine that would 
make?

Client:  That’s easy – we wouldn’t be on top of each 
other all the time – we wouldn’t be arguing so 
much – I wouldn’t be so stressed – I’d be more 
patient with the children, I’d feel I was 
managing and there would be a light at the 
end of the tunnel.

Therapist:  Okay – suppose that even though you have 
not yet been re-housed and you don’t even 
have any sort of time-scale for that from the 
department – yet nonetheless you realize that 
you are indeed beginning to see light at the 
end of the tunnel, and you are feeling that 
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you are managing, would that make this 
useful?

Client:  Well yes I guess, although obviously what I 
really want is to be re-housed.

Therapist:  Of course and if  we could move towards 
some light and some managing that would 
make this worthwhile?

Client:  Yes.

Here the worker has taken the client’s wishes seriously, has been 
clear about his remit, and has moved to a ‘hope’ that is as close as 
possible to the client’s original response.
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30
When the client has been sent

The idea that ‘being sent’ conjures up is one of an involuntary 
client, someone who had no wish to attend and yet who somehow 
has ended up in the therapist’s offi ce ‘against his will’. A moment’s 
refl ection begins to cast doubt on this. After all, even if  seeing a 
therapist was not the client’s own idea, somehow he has agreed to 
attend or at the very least has consented to walk into his room. 
On what basis has the client made this decision? The solution 
focused practitioner assumes that every client who agrees to talk 
has a good reason for doing this, and it is the task of the practi-
tioner to discover what that reason might be. Sometimes the cli-
ent’s ‘good reason’ does not, at least initially, appear to coincide 
with the best hopes of the referrer from the work:

Therapist:  So what are your best hopes from our talking 
together?

Client:  I don’t know really. My doctor wanted me to 
come.

Therapist:  So how come you decided to come?
Client:  Well, she thought that this could be good for 

me.
Therapist:  Great and if  she turns out to be right, how 

will you know?
Client:  Well, I suppose that I would be managing my 

pain better.
Therapist:  Right, so if  you were fi nding ways to manage 

your pain better I guess that that would be 
good for you – not just something that the 
doctor wants?

Client:  Of course it would.

In this example, within just a few questions the client is beginning 
the process of describing what she wants and all the practitioner 
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had to do was to stay with the idea that the client chose to come 
even if  it was not her idea.

Let’s take a slightly tougher example where nonetheless the 
process is similar:

Therapist:  So, what are your best hopes from coming 
here?

Client:  Nothing really – my social worker said that I 
had to.

Therapist:  And yet you came – how come you decided to 
do that?

Client:  Well, they said at the conference that I had no 
chance of getting my children back unless I 
came to see you.

Therapist:  Right – and that’s something that you want 
to do – to get your children back?

Client: Of course!
Therapist:  So to get the children back, is just turning up 

enough or do they want to see you making 
changes?

Client:  No, there’s a whole list of things. They want 
me to stop drinking, to talk about my abuse 
when I was small, to manage my anger better, 
to be more consistent with the kids, to be 
more reliable and something about self-
esteem.

Therapist:  Okay, so are they saying that if  you do not 
make changes in these areas you won’t get the 
children back?

Client:  Yeah – even though I think I could have the 
kids back now and everything would be fi ne.

Therapist:  Hmm. That’s tough. Can I ask this – do you 
believe them? Do they mean what they say or 
are they just saying it?

Client:  My solicitor says that they mean it and I have 
to come here if  I want to have a chance in 
court.

Therapist:  So even though you are not convinced that 
you need to make these changes, what do you 
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think are the smallest signs that the social 
worker would need to see evidence of for you 
to have a chance of getting what you want, of 
getting the kids back?

Client:  Well I suppose the drinking – seeing me arrive 
at the foster home on time, when I have said 
that I will, and not smelling of drink.

The practitioner will now build on this picture of required change 
and may well ask, ‘So, are you prepared to have a go at this even 
though you are not sure it is needed, in order to get your children 
back?’ If  the client responds by saying ‘yes’, a response that is 
likely following this discussion, the work can proceed. What the 
practitioner must always remember is that what is important to 
the client is getting her children back from foster care and that the 
behavioural changes are only a means to that end.
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31
Building a contract with young people

For those who work with children and young people, the experi-
ence of working with clients who are sent to a therapist is not 
unusual. Very few children have the idea independently that they 
would like to meet with a therapist. Indeed, almost all are sent by 
one of the adults in their lives – a parent, teacher, social worker or 
youth offending offi cer, for example. 

A graceful way for the solution focused practitioner to recognize 
this is to start the session as follows:

Therapist:  So, whose idea was it for you to come here to 
meet with me today?

Client:  My mum – she wanted me to come. 
Therapist:   Right, so what are your mum’s best hopes 

from our talking? How could she know that 
your coming here has turned out to be useful?

Client:  She keeps going on about me changing my 
attitude. My teachers do too. 

Therapist:   Right – so is that just something that your 
mum and your teachers want or would that 
be good for you too? 

Client:   Well I suppose that it would be good for me 
too. 

Therapist:   Okay, so if  something changed in relation to 
your attitude that would be useful to you too? 

Client:  Yes. 
Therapist:   So, is there anything else that would make 

this useful to you? 
Client:  Not really. 

We can hear in this example the young person quite simply buying 
in to the adults’ ‘best hopes’. If, on the other hand, the young 
person had not bought-in, and had said ‘not really, there’s nothing 
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wrong with me’, the solution focused practitioner can then ask, 
‘Okay, you have come, you’re not bothered by this attitude thing 
that other people are going on about, so what would stop this 
being a complete and utter waste of your time?’ If  then the young 
person responds by saying something along the lines of ‘getting 
adults off  my back’, the therapist is in business again and the 
work has a direction.
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32
When the client says ‘don’t know’

Steve de Shazer said that just as ‘what else?’ is the single most 
frequent question that the solution focused practitioner asks, so 
‘don’t know’ is the client’s most frequent utterance. It is therefore 
important for the solution focused practitioner to have a way of 
thinking about this answer and a range of potential responses.

The simplest response on the practitioner’s part is merely to 
wait. Many clients (especially young people!) seem to say ‘I don’t 
know’ whenever asked a question, almost as a verbal tic, a habit-
ual response, and if  the practitioner waits long enough the client 
will begin to answer. For example, ‘Well I suppose it would be my 
relationship with James, my youngest – he never does what I ask 
and I get furious – yes if  things were better between us’. If  after a 
short pause the client does not begin to respond, the practitioner 
can go back to the question, preferably changing it slightly, 
thereby acknowledging the client’s ‘don’t know’: ‘So what do you 
think, what do you think might tell you that coming here had been 
useful to you?’ The words ‘think’ and ‘might’ introduce a greater 
tentativeness to the original question, ‘So, what are your best 
hopes from coming here?’ The tentativeness allows for the client 
not to have to know and therefore makes it easier for the client to 
answer. If  the client again answers ‘I don’t know’, the practitioner 
can increase the tentativeness by saying, ‘Have a guess – how do 
you imagine that you could know that our talking had ended up 
being of use to you?’ If  the client still answers ‘I don’t know’, there 
remains a range of ways forward for the therapist.

Persistence

If the therapist chooses to persist, then giving some explanation as 
to why one is asking can be useful as can some ‘normalizing’ of the 
diffi culty in responding. ‘I know this is not an easy question – 
people have often given a lot of thought to what is bothering them 
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but have not always thought so much about how they would know 
that therapy had been useful. But it really is important for me to 
have some idea of what you want from coming here, so that I have 
the best possible chance of getting this right for you. So what do 
you think . . .?’

Alternative perspective

Many solution focused practitioners have had the experience that 
clients often fi nd it easier to answer from the perspective of 
another, rather than from their own. So the therapist can ask, ‘So 
who knows you best?’ ‘My friend Jane’ ‘Okay, so how could Jane, 
without you saying a word to her about coming here, know that 
this has been useful to you?’

Referrer’s perspective

An alternative starting point for clients who are fi nding it hard to 
specify their ‘best hopes’ is to track back through the ‘best hopes’ 
of the referrer. ‘So whose idea was it for you to come here today?’ 
‘My year head’ ‘Okay, so what are her best hopes from this?’ If  
the client still fi nds it diffi cult to answer, then a meeting that 
includes the referrer and allows her to articulate her hopes as a 
basis for negotiation with the client can be useful.

The solution focused brief  therapist assumes that every client 
who agrees to meet has a good reason for doing so (see example 
in Chapter 11). A key task of the therapist is to be suffi ciently 
fl exible in her approach to enable the client to articulate that good 
reason (George et al. 1999: 22–23).
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33
When the client’s hopes appear to be unrealistic

What if  the client’s fi rst response is unlikely to happen as a result 
of the therapist and the client’s talking together? One example is 
the child who responds to the worker’s ‘best hopes’ question by 
saying that the only thing that would make a difference to her life 
is if  ‘mum and dad were back together again’. The therapist may 
know that both parents are happily settled in new relationships 
and that there is no likelihood of this happening even if  it were to 
be the therapist’s legitimate focus. 

Therapist:  Yes of course – of course that would make a 
difference. I’m just not sure how that could 
happen as a result of the two of us talking 
together.

Client:  No I suppose not.
Therapist:  So, what would be your next best hope from 

our talking together?
Client:  Maybe if  I had some friends – everyone else 

has friends.
Therapist:  Okay – can I ask you about that? . . . [pause] 

. . . If  you did have friends, how would life be 
different for you?

Client:  I’d be happier, I’d feel more like the rest of my 
class, just normal.

Therapist:  So if  we did some talking and you ended up 
feeling happier, feeling more like the rest of 
your class, maybe with more friends, that 
would make this useful to you?

In this example, the therapist accepts the child’s wish for the 
parents to be together again, acknowledges that it is unlikely to 
happen as a result of their work together, and invites the child to 
specify a next best hope. Interestingly, the child comes up with 
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another way to feel happier. If  the child hadn’t done, then the 
therapist would have had to go back to the hope, however 
unrealistic it was, and to ask how things would be for the child if  
the parents did get back together. It is quite possible that the 
conversation would then lead to the same endpoint, namely that 
the child would say he would be feeling happier and making 
friends, and the conversation can then look at ways of achieving 
those things even if  the child’s overall aim is not going to be 
achieved.

The above is one of many examples of situations where 
the therapist is led to raise the question of the likelihood of  
the outcome happening. Some therapists will ask the client to 
rate the likelihood of it happening on a scale where 10 = ‘there’s 
every chance it can’ and 0 = ‘no chance at all’.

‘Best you can hope for’

Let’s imagine sitting down with a client who in response to the 
‘best hopes’ question says that she wants her boss to stop being so 
rude to her. The same question arises as occurs with the child 
cited above and yet we know that infl uence in relationships is 
complex and that change in any one part of a relational system 
can lead to change in another. The route that the therapist takes 
will depend on the client’s answer to the question ‘And how likely 
is that to happen?’ If  the client responds by saying ‘I think she can 
change, there are whole days when she can be really nice’, the 
solution focused practitioner will follow the client’s lead and work 
on changing the boss, but if  the client says ‘no way, she’s always 
been that way, she’s that way with everyone, she seems to feel that 
she has to behave like an aggressive bloke’, then another pathway 
is indicated. In this case, the therapist will respond to the client 
with ‘Okay, so it doesn’t look likely that she’s ever going to change 
– so what’s the best that you can hope for from coming here?’ The 
framing ‘the best that you can hope for’ or ‘your next best hope’ 
are both useful responses in those situations where what the client 
really wants is not going to happen. Often, the client responds by 
saying, ‘Well I guess that the best that I can hope for is just keeping 
my head down, getting through, so that I can get a good reference 
when I apply for another job’. This will prompt from the therapist, 
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‘So, if  you were keeping your head down in a way that was 
genuinely okay for you and was likely to get you the reference that 
you want, what difference would that be making to your day-to-
day experience of work?’

Coping with life situations

Life’s diffi culties, the ones that most of us face, can generally be 
divided into ‘problems’, which are defi ned as potentially solvable, 
and ‘life situations’, those diffi culties that cannot be solved. The 
distinction is simple and obvious. Although painful, bereavement, 
chronic illness, and loss are not problems because by defi nition 
they cannot be solved. There is an associated problem and it is 
remembering this that charts the way forward for both therapist 
and client, and that is the problem of coping, of managing, of 
living with the life situation. So if  the client were to point to their 
chronic arthritic condition as their problem, the therapist is likely 
to respond by saying, ‘Well I guess no amount of talking can take 
that away’, and if  the client agrees the therapist may well ask, ‘So 
how will you know that you are managing your arthritis in the 
best possible way?’
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What if there is a situation of risk?

The solution focused approach is a non-normative approach in 
the sense that it has within it no idea of right and wrong, no idea 
of how the client should live her life. The preferred outcome of 
the work is determined by the client, and the approach is merely 
a description of a way of talking with a client that is associated 
with the client achieving those preferred outcomes. Solution focus 
has no way of assessing or evaluating the client’s life, it is in 
essence ‘value-free’ and the legitimacy of any question that the 
practitioner asks is determined by whether or not it can be related 
to the client’s preferred outcome; if  it cannot, then that question 
must certainly be regarded as impertinent, as intrusive but more 
than that it risks being impositional – the worker asserting his or 
her own sense of ‘rightness’ on the client.

This raises the question of how does the solution focused 
approach respond to risk and the short answer is that the solution 
focused approach does not! This does not mean however that the 
same practitioner, using the solution focused approach in her 
work, will not fi nd a way of responding to risk, but to do so she 
will step outside the model and draw on an external set of values 
that can distinguish ‘right’ from ‘wrong’, safe from dangerous. 

Imagine that a solution focused therapist is meeting with some-
one who states early on that that she has been violently beaten in 
the past by her partner and as a result of the assaults that she has 
suffered, her life has been put at risk. Further imagine that when 
asked her ‘best hopes from the work’, the client responds by say-
ing that she wants to be more assertive, that she is fed up of being 
pushed around. From a solution focused point of view, this 
response presents no problems. The answer represents something 
that the client wants, that fi ts the worker’s remit – helping people 
to be assertive – and the response represents a realistic possibility 
for the work. But for any worker alarm bells will be ringing. If  the 
client asserts herself  more, will her partner respond with increased 
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violence to ‘return her to her place’? And so the practitioner steps 
outside the model to draw the question of safety into the work.

Therapist:  All right, so you will know that this has been 
of use to you because you will be bringing 
more assertiveness to your life and in 
particular to your marriage?

Client: Yes.
Therapist:  Okay – so can I ask you a question? I imagine 

that your safety is important to you too?
Client: Of course it is.
Therapist:  Well then, let’s imagine that your assertiveness 

is growing in a way that is good for you, good 
for your relationship and good for your safety 
– how will you know?

Here the client accepts the insertion of safety into the picturing 
of the preferred future, but it is important to recognize that the 
worker has ‘imposed’ the question of safety in an entirely 
legitimate way. If  the client were to respond ‘no’ to the therapist’s 
question, the therapist is left with a real ethical and moral 
dilemma. Does she carry on with the work or not? Solution focus 
cannot answer that question but an ethical practitioner has to. 
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When the practitioner is a gatekeeper to a resource

Many practitioners have complex and multiple roles, only one of 
which is the role of ‘therapist’.  Health professionals may be 
required to offer ‘healthy living advice’. Drugs workers may be 
required to inform their clients of the risks of drug use. Social 
workers are routinely expected to monitor safety and risk in the 
lives of many of their clients. And many practitioners play an 
active role in decision-making regarding the allocation of 
resource. Although a social worker cannot necessarily indepen-
dently decide on behalf  of a department whether a young person 
is to be accommodated by the local authority, the desperate par-
ent will realistically believe that gaining the social worker’s sup-
port for accommodation represents a useful step towards the 
respite from stress and anxiety that they are seeking. And so when 
the solution focused social worker asks the parent about their 
‘best hopes’, the parent may well respond by requesting, one way 
or another, that their child be removed. In such an instance, 
the social worker’s task is similar to that of the educational psy-
chologist faced with a school’s wish for additional classroom sup-
port for a child deemed to have special needs, or a psychiatrist 
faced with a parent’s request for medication for their child’s 
‘hyperactivity’.

In each of these cases, the practitioner’s task will include an 
assessment function and within that function each practitioner 
will be expected to conclude whether there could be a satisfactory 
‘resource-free’ outcome; could the family resolve their diffi culties 
with their child without accommodation, could the teacher fi nd a 
way forward without the allocation of costly support, could there 
be a solution in relation to the child’s behaviour that does not face 
the child with the label and the physical side-effects that come 
hand in hand with medication. A fi rst step in the gauging of 
alternative possibilities is to fi nd a way of opening a conversation 
that moves beyond the client’s predetermined solution. Simply 
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asking ‘what difference are you hoping that that will make?’ is 
likely to produce a response that opens up alternatives.

Client:  Well, if  you took him back into care I 
wouldn’t have to be worrying every night 
what time he is going to come in and what he 
is up to, I wouldn’t have the school on my 
back about his attendance, we wouldn’t all be 
shouting and screaming at home, things 
would be quieter, we’d all be happier.

Therapist:  Okay, sounds like things have been really 
tough again recently – and that’s probably an 
understatement – and if  I have understood 
things properly you want him to be coming in 
at a reasonable hour, you want him to be 
going to school, you want more quietness 
and happiness at home.

Client:  Yes, you know what he’s like – he takes no 
notice of me and at least things were better 
for the rest of us when he was at Stewart’s 
Lodge.

Therapist:  Right, so you also need him to take notice of 
you.

Client: Yes, of course.
Therapist:  Right. Let me see if  I’ve got this right – 

coming in at night, going to school, quietness 
and happiness at home, and Michael taking 
notice of you?

Client:  Yes, but he’s not going to – and I’ve had 
enough of it – it’s no good for him, no good 
for Janine and William – I’m shouting and 
screaming all the time.

Therapist:  Sure – and I’m sorry things have got like this 
– and you know that I cannot make a decision 
just like that without meeting Michael and 
probably meeting all of you together, so if  we 
could fi nd a way of him making those changes 
and of things being different at home, would 
that make it manageable?
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Client: Yes, but it’s not going to happen . . .
Therapist:  And if  it did would that makes things 

manageable?
Client: I suppose so.

No-one would assume that this piece of work with Michael and 
his mother and his family is going to be easy, and indeed he may 
end up being accommodated, but once the request is defi ned in 
terms of the wished for changes rather than merely accommo-
dation, it becomes obvious that there are many potential routes 
towards that and that accommodation is just one of those routes.
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36
What if we fail to develop a joint project?

If  there is no joint project, the work is not solution focused. The 
work may be effective, it may be empowering, it may indeed be 
strengths-based, but it cannot be solution focused because every 
piece of work needs a direction and if  the direction is not specifi ed 
by the client it will inevitably, by default, be specifi ed by the 
practitioner. And since the solution focused approach is non-
normative, the therapist can have no way of knowing what the 
‘right’ direction would be. How can the practitioner know what 
questions to ask, what to highlight, and what to let go by if  she 
does not know the ‘best hopes’? In such circumstances, the worker 
can make use of the whole range of solution focused questions 
and techniques, and doing so may well be useful, but using the 
techniques will not make the work solution focused if  there is no 
defi ned joint project. 

An obvious instance where there is (at least initially) no joint 
project is when the work is overtly – and indeed legitimately – 
worker-directed. Most statutory work at least in the opening 
stages takes this form. The practitioner’s agency has concerns, 
often not shared by the client, and those concerns legitimate 
intervention in the client’s life even in circumstances where the 
client does not agree with the concerns. In such circumstances, 
the practitioner will constantly be seeking ‘buy-in’ to the agency 
goals often through an open specifi cation of the risks to the client 
if  there is no change. For example, ‘Look I know in the past you 
have never wanted to go back into hospital – is that still true?’ If  
the client responds in the affi rmative the practitioner can ask, ‘So 
do you know what I would need to see different for you to have a 
better chance of staying out of hospital?’ On the basis of a 
specifi cation of the practitioner’s minimum requirements, the 
client can be asked: ‘So are you happy to work with me to make 
those changes so that you can stay at home?’ Again if  the client 
says ‘yes’, a joint ‘staying-at-home project’ has been established 
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and the work can become solution focused but if  not the 
practitioner will be working to his own goals. 

During the course of the work there are likely to be many 
opportunities for the establishment of ‘joint mini projects’ and a 
key route to them is listening out for the client’s complaints. Every 
complaint is a possibility: ‘It sounds like that really bothers you, 
fi nding it hard to get out, would you like to see that changing?’ If  
the client accepts this project, then within a larger piece of work, 
where the practitioner’s goals are largely agency-determined, 
there will be a small solution focused project of ‘getting out 
more’. In such circumstances, the work is ‘twin-tracked’ – a client 
track and the agency track. An invitation to twin-tracking can 
always be offered to clients at the beginning of a piece of work. ‘I 
know that you disagree with us about our concerns about Daniel 
but as you know, I will be visiting regularly and it is my job to 
raise those concerns and I will do each and every time we meet. 
That’s my job. Now while I am doing that what could you get out 
of our talking together that would make this at least a little worth-
while from your point of view?’ If  the client responds, then the 
work moves into twin-track, which holds more possibilities for 
the future of cooperation than single, agency-tracked work.
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Preferred futures: the ‘Tomorrow Question’

Once the therapist has an answer to the question, ‘So, what are 
your best hopes from this therapy?’ and has therefore discovered 
the client’s purpose, the most usual next step is to begin to elicit a 
description of what the client’s life would be like if  these hopes 
were realized. In the early days of SFBT’s development, this focus 
was seen as one in which the specifi cation of goals allowed client 
and therapist to know when to stop meeting (de Shazer 1988). 
However, it was not long before the therapeutic value of this 
future focused conversation became apparent. It seemed that the 
more clearly a client could describe a hoped-for future, the more 
likely and quickly a positive outcome would follow. It was as if  
the description in words acted as a virtual experience for the cli-
ent, thus creating a sense of possibility – that things really could 
be different. And the descriptions began to cover every aspect 
of the client’s daily life, not just the issue that had brought him 
or her into therapy. Such wide-ranging coverage was not ade-
quately represented by the notion of ‘goals’, which are more spe-
cifi c and circumscribed and the term ‘preferred futures’ was 
coined (Iveson 1994).

Strictly speaking, it is a mistake to see the client’s description of 
a preferred future as a ‘solution’. More accurately, it is an 
alternative way of living in which the presenting issues have no 
signifi cant part. The solution to the client’s problems develops as 
an outcome of successful therapy. For example, a mother might 
complain about a teenage daughter staying out late and her fi rst 
response to the ‘best hopes’ question may be that her daughter 
comes home on time. The therapist will not want to make this the 
central focus of the work; instead, he will ask ‘what difference 
might that make?’, exploring this until he can establish a more 
‘quality of life’ outcome such as ‘we’d have a better relationship’. 
The task then would be to elicit a description of what this ‘better 
relationship’ would look like in the everyday life of the family. If  
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the description does its work, the mother and daughter will begin 
to get on better and as a result of their improved relationship they 
are likely to be more able to negotiate rules. The ‘problem’ is 
solved by the family without any direct intervention by the 
therapist.

A trademark future focused question in SFBT has been the 
‘Miracle Question’:

Suppose that one night, while you were asleep, there was a 
miracle and this problem was solved. How would you know? 
What would be different? How will your husband know 
without your saying a word to him about it?

(de Shazer 1988: 5)

Initially, before the ‘best hopes’ question was devised, the ‘mira-
cle’ was a description of ‘life without the problem’. Later, it 
became more logical to ask about ‘life when the best hopes are 
achieved’ (George et al. 1999: 28). The purpose of the ‘miracle’ 
metaphor was to overcome the client’s sense of hopelessness, as 
miracles can do anything. Once the notion of hope was intro-
duced to the very fi rst question, ‘miracles’ proved less necessary 
and, as in the mother and daughter case above, we are more likely 
to follow the ‘best hopes’ question with ‘If  you woke up tomor-
row to discover that you and your daughter had exactly the rela-
tionship you are hoping for, what might be the very fi rst sign?’ A 
side-effect of this less dramatic question, which we have dubbed 
the ‘Tomorrow Question’, is that the therapist’s words are less 
memorable, perhaps allowing the client’s words to take pride of 
place. Another feature of the ‘miracle’ device is that it does not 
locate power with the therapist. This has its advantage over the 
commonly used ‘magic wand’ that tends to be waved by the thera-
pist. ‘Let’s imagine you wake up tomorrow and your hopes are 
achieved. What will you begin to notice?’ keeps the therapist and 
the paranormal out of the picture, leaving only the client at centre 
stage.
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Distant futures

Sometimes a client might hope for a future that could not begin 
the next day or even the next year. One teenage boy in a children’s 
home responding to the ‘Miracle Question’ said he wanted to 
wake up as a millionaire with a Porsche and a beautiful girlfriend. 
The therapist responded by saying, ‘Let’s say the miracle isn’t that 
big and all it does is set your life moving in the direction of  
becoming a millionaire with a Porsche and a beautiful girlfriend’. 
The boy laughed, told the residential worker to f*** off  and went 
to his room. But the next day, for the fi rst time in several weeks, 
he rose before midday, bought a local paper, and began looking 
for a job. 

A rule of thumb, though by no means set in stone, is that if  the 
realization of the client’s hopes can be located in his or her current 
life, then waking up with these hopes realized is a real possibility. 
Feeling confi dent, an improved relationship, happiness, getting 
on with life, working hard at school or being a good parent would 
all be examples of futures that could begin tomorrow. Becoming 
a millionaire might be more distant, as might fi nding a partner, 
getting a new job, passing a distant examination or having a child 
return from care. In cases such as these, waking up to a future 
moving in the direction of  the hoped-for outcome allows for a 
realistic ‘Tomorrow Question’.
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The qualities of well-described preferred futures: 
the client’s perspective

There are fi ve essential characteristics of a well-described 
preferred future. First, from the client’s own perspective:

1. Positive – something that they want, i.e. what they want 
instead of  the problem.

2. Concrete and observable actions – feelings translated into 
behaviours.

3. Detailed – time, place, actions, context.

And second, through the perspective and actions of others:

4. Multi-perspectival – seen through the eyes of others.
5. Interactional – description of effects on others and vice versa.

1.  Positive. This is not positive in the optimistic ‘glass half  full’ 
sense but rather in the mathematical sense of something 
present, rather than absent. Logically this is obvious – it is 
not possible to describe something that isn’t there. However, 
we are all prone to describe our hopes in terms of absent 
problems (I won’t be depressed/drink/shout at the children, 
etc.). The preferred future must describe what will replace the 
unwanted behaviour or emotion and this cannot be assumed. 
In one case, a boy in trouble at school said he would no longer 
run along corridors. It might be assumed that he would walk 
instead. In fact, when asked by his meticulous therapist, he 
said he would ‘talk to friends’, which would require a slowing 
down. Later, he said he would stop shouting. Again, it might 
be assumed that instead of shouting he would be talking but 
when asked what would replace the shouting he said, 
‘walking’ because he would walk over to his friends instead 
of calling out to them.
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2.  Concrete and observable actions. Clients will most commonly 
begin descriptions of their preferred future with very broad 
brushstrokes often involving changed emotional states. For 
the description to have a therapeutic impact, it needs to be 
translated into actions. It is not unusual for clients coming 
for the widest range of reasons – from wishing to overcome 
heroin addiction to increasing managerial performance – to 
begin their description with ‘I’d feel more confi dent’. This is 
an ‘inner state’ and the client will then be asked how this 
feeling of confi dence will show. Susan, who had come within 
a literal hair’s breadth of suicide (she had cut her thigh down 
to the artery), said she would open her curtains and answer 
the door to her worried neighbour; Nina (a heroin addict 
until the fi rst session) said she would go to the library; and 
James said he would notice the taste of his breakfast cereal. 
All three preceded these descriptions with words like ‘the fi rst 
thing I’d notice is that I would want to get up’ or ‘I’d be 
looking forward to the day’. However, these descriptions do 
not immediately tumble off  the client’s tongue. They need to 
be worked for with very close questioning.

3.  Detailed. The more fi ne detail in the description of the 
preferred future, the more realistic it becomes. Identifying 
time and place will add to this sense of possibility. For 
instance, when a mother is asked what would be the fi rst sign 
of a good relationship with her daughter being in place, she 
might say: ‘She’d treat me with more respect’, to which the 
therapist might respond, ‘What time might that be?’ and 
‘Where are you likely to be when you fi rst bump into each 
other?’ These details will help the therapist to fi nd the right 
question to produce the beginning of a description of a good 
and respectful relationship: ‘So what might you notice at 8.15 
when she comes into the kitchen that gives you the fi rst 
indication that your relationship with your daughter is as you 
would like it to be?’ – ‘She’d say “Good morning, mum”, or 
something like that’.
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The qualities of well-described preferred futures: 
other person perspectives

As well as positive, concrete, and observable descriptions, the 
client’s preferred future needs to be fl eshed out by two more 
criteria: the perspective of others and the likely interactions that 
this future will hold. 

4.  Multi-perspectival. The therapist will not only be interested in 
the client’s perspective of the preferred future but in what 
others will witness. This is one of the ways in which  the client 
can identify the signs of improved inner states. The mother 
will know the daughter is feeling respectful when she hears 
her say ‘good morning’ and the therapist can then enquire as 
to what the daughter might then notice about her mother. 
How family members, friends, colleagues, neighbours, and 
even passers-by on the street will know that the desired 
change has taken place will add increasing substance to the 
description of a preferred future. When a severely depressed 
person is asked what passers-by might notice if  he was feeling 
how he wanted to feel, he is likely to say things like ‘they’d see 
a man with his head up, maybe catching their eye and possibly 
even a smile’. This is a description of the small actions 
associated with a life worth living and as they accumulate 
they begin to have the potential to bring that life into being.

5.  Interactional. Finally, it is important that these descriptions 
are woven into the client’s relationships. Not only do we want 
the observations of others, we want a description of their 
responses and the effect these responses have on the client. 
Returning to the mother and her stay-out-late daughter: 

Therapist:  When she says ‘good morning’, how might 
you respond?

Client: I’d say ‘good morning’ back.
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Therapist: And would you be pleased?
Client: Of course I would.
Therapist: How would she know you were pleased?
Client: I’d smile.
Therapist: Would she like that?
Client:  I think so, because I think she’s as stressed as 

I am about how things are.
Therapist: How would you know she’s pleased?
Client: She’d smile back.
Therapist: And then?
Client:  Knowing us there’d be hugs and tears – we’d 

be so relieved to be speaking.
Therapist: What might be the next thing you’d notice?

It is not the therapist’s intention to promote the activity as 
described by the client. We cannot micro-manage our clients’ lives 
in this way. The aim is just to bring forth a realistic description of 
the sort of things that might happen. The purpose is to create a 
sense of possibility not to set behavioural tasks. When therapy is 
successful, the client will report behaviours like, but not the same 
as, those described.
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Broadening and detailing

There are many levels of description and many choices a therapist 
can make, all of which will achieve their purpose. One decision is 
when to seek detail and when to broaden the description. With 
the mother’s description of the fi rst ‘good morning’, the therapist 
chooses to stay focused on this for several questions. He might 
have continued this focus by asking, ‘As you are hugging and cry-
ing, what will you notice about your hopes for the future?’ If  the 
client describes another positive feeling, the therapist can ask 
‘How will your daughter know you have this feeling?’ Human 
relationships are suffi ciently complex to spend many more ques-
tions on this very brief  interchange. At some point, the client has 
to be helped to move on and broaden the description, usually 
with a question like ‘what else will be different?’ It would take 
too long to give every moment the same level of attention, so the 
therapist is constantly choosing to ‘zoom in’ for detail or ‘pan 
out’ for breadth.

In the case of the mother and daughter, the therapist begins 
with detail – the moment of meeting. He might, instead, have 
begun with a broader description: ‘What changes would you like 
to see in your relationship with your daughter?’ The mother might 
list several, such as more respect, more communication, better 
reports from school, obedience, and greater signs of happiness. 
When this wide-reaching description is complete, the therapist 
can choose where to focus for the detail: ‘How would you begin to 
know that your daughter is happy/showing respect/taking her 
studies seriously, etc.’ As will be seen later, scales can provide a 
useful framework for eliciting detail across a number of different 
aspects of a client’s life and relationships.

Example

James is 25, well educated but stuck in what he considers to be a 
dead-end job. He has recently been discharged from hospital after 
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taking an overdose. He lives with his parents who do not get on. 
His mother is severely disabled by multiple sclerosis and his father 
works long hours ‘to avoid being at home’ (according to James, 
who ‘hates’ his father). James provides most of his mother’s sup-
port and this, he says, prevents him from having a life of his own. 
He would like to have more confi dence. This extract is from half-
way through the fi rst meeting. James has described getting up, 
chatting to his mother, being more polite to his father, and more 
conscientious at work. 

Therapist:  And after work, how would your confi dence 
show then?

James:  I’d like to go for a drink but I can’t really 
leave my mother that long.

Therapist:  Would she be upset if  you stayed out?
James:  Probably not because she says I should get a 

life before she dies otherwise I’ll be really 
stuck.

Therapist:  So your mum might even be pleased to see 
you going out more?

James:  She would if  she didn’t need me so much or if  
my dad did more, but he won’t because they 
don’t even speak to each other most of the 
time.

Therapist:  So if  they got on better you think your dad 
might help more?

James: Yes, but they won’t.
Therapist: If  they did, what would be the fi rst sign?
James: They wouldn’t. It’s too far gone.
Therapist:  If  a miracle happened and they did start to 

get on, what would be the fi rst sign?
James: They’d communicate.
Therapist: About?
James: Anything and everything.
Therapist:  And what would be the fi rst sign of them just 

beginning to talk?
James: He’d help mum more.
Therapist:  What would be the fi rst sign of him helping 

your mum more?
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James:  He’d help her with her oxygen; she needs 
oxygen now and she can’t change the bottle 
herself, so if  I saw dad helping her with the 
oxygen I’d know they were getting on better.

Therapist:  What difference might that make – seeing 
your dad change the bottle?

James: A huge difference.
Therapist: Like?
James:  Like I’d think I could have a life of my own at 

long last.

At the second session, a month later, James reports feeling much 
better, a change of job, and more of a social life. He also reported 
that his parents seemed to be getting on better with his dad 
helping out with his mother more. What is likely to have happened 
is that while James only saw his father as unhelpful, he felt he had 
to step in. The detailed description probably helped James realize 
that in his absence the father already did occasional things for his 
wife and this helped James off  the hook. 
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Exceptions

SFBT began with the discovery that nobody is perfect. The new 
slant on this very old knowledge was that being human we cannot 
even do our problems perfectly: however chronic, serious, debili-
tating or complex they are, there are always times when they are 
less debilitating and less infl uential on our actions. This phenom-
enon was best described by de Shazer (1985). He saw problems as 
repetitive patterns of behaviour, almost like rules, and like all 
rules subject to exceptions. The notion of exceptions is the fi rst 
pillar of SFBT. The simple equation was that if  all problems have 
exceptions, then all problems have solutions already in place, just 
waiting to be activated. Early SFBT involved asking about the 
problem, seeking exceptions, and talking up the exceptions so 
they grew bigger than the problem. 

More easily said than done. Exceptions to problem behaviour 
generally go unnoticed not least because the problem attracts all 
the attention. Even when noticed, their signifi cance can be dis-
missed: a parent or teacher might describe at length a child’s 
naughty behaviour and when asked about good behaviour 
respond with ‘then I know he is brewing something up!’ The good 
behaviour is seen as no more than the beginning of something 
worse.

The key to making exceptions the basis for change is detail. 
Once the exception is found, the task is to elicit a detailed descrip-
tion of the alternative behaviour. The more clearly the exception 
can be described, the more signifi cant its place in the client’s rep-
ertoire of behaviours. In one instance, a client was so agorapho-
bic she even had diffi culty going near her front door. Eventually, 
having heard how genuinely frightened this woman was, the ther-
apist asked her how she plucked up the courage to come down-
stairs each morning as the staircase ended just by the front door. 
Surprised by the question she went on to describe how each 
morning was a battle and what she saw as her ‘stupid’ ways of 
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getting downstairs. Later the therapist asked about her milk deliv-
ery, which led to the description of an even more convoluted set 
of rituals to open the front door so she could have milk for the tea 
she needed to recover. What the client had noticed about herself  
over the years in which this problem plagued and curtailed her life 
was what she saw as her inadequacies. Rather than commend her-
self  for her courage each morning, she berated herself  for her 
weakness. As the interview began to turn the balance, the woman 
came to see herself  in a different light and the problem resolvable 
because she had been successfully overcoming it every day. Within 
a couple of weeks she had begun going out by herself, fi rst to the 
local shop and then further afi eld until the exceptional behaviour 
became the ‘rule’ and the panic an occasional exception.

Since the exceptions-based approach of the early days, there 
have been signifi cant developments in the practice of SFBT but 
the central assumption remains: it is impossible to behave with 
total consistency and however stuck in a problem pattern, there 
will always be exceptions, times when we do something other than 
the problem, something that with nurturing has the potential to 
become a solution.
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Instances of the future already happening

Instead of looking for exceptions to the problem, therapists 
began to seek out instances (George et al. 1999: 27) when the cli-
ent’s hopes were already being realized. This enquiry turned out 
to be easier and more effi cient than seeking out exceptions, which, 
when done insensitively, gave the impression that the therapist 
was suffering from problem-phobia. It also connects the excep-
tion/instances more directly to the client’s hoped-for outcome. 

The interest in what we call instances (of the preferred future 
already happening) could be said to go back to the development 
of the ‘fi rst session formula task’ as described in Chapter 4, where 
at the end of each fi rst session clients were asked to start noticing 
what aspects of their lives they wanted to keep. But it was more 
than a decade before this realization began to play its full part on 
the solution focused stage.

The difference between an exceptions focus and an instances 
focus was exemplifi ed in an early case of ours in which parents 
came with a 7-year-old son complaining of his foul language. 
Exceptions were successfully discovered and explored and by the 
next session this was no longer a problem. However, the parents 
now complained about his poor eating habits. These, too, abated 
only to be replaced by a further complaint. The therapist was 
bemused and said he would like to talk to his colleagues before 
the next session. By then the parents had also given thought to 
their situation and realized that the problem was theirs. After 
much soul searching, they had discovered that neither had really 
wanted children, each having agreed for the other’s sake. There 
was nothing their son could do to please them. They were con-
sumed by guilt and now wanted to shape up as committed par-
ents. Instead of trying, through a focus on exceptions, to put right 
what was wrong, the therapist began a conversation aimed at 
working towards a successful future. It soon turned out that 
despite their hidden reservations, both parents had put more into 
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the task than they were giving themselves credit for and that there 
was much that they loved about their son once they stopped look-
ing for what was wrong. What they loved about him was in line 
with their hopes for themselves as parents. The lesson here is that 
leaving an unwanted place does not necessarily take you to where 
you want to go; establishing and working directly towards a 
desired outcome makes for briefer and possibly more effective 
therapy.
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Lists

The importance of scales as a way of charting instances of the 
preferred future will be examined shortly. Another invaluable tool 
is the list. Solution focused interviewing is not an easy process; it 
is one in which therapists have to search as hard for the questions 
as their clients have to search for their answers. Whether the 
search is for exceptions or instances, the greatest fault is to give up 
too quickly. 

The fi rst case of a solution focused therapeutic list illustrates 
perfectly the importance of persistence. The client was being 
seen as a routine follow-up by a probation offi cer who had 
just completed an introductory course in SFBT and had invited 
the trainer at BRIEF to supervise his work. The client was a 
persistent and serious offender not long out of prison and said 
in a rather blasé fashion that he was now ‘going straight’. The 
probation offi cer, being new to the solution focused approach, 
was struggling to develop his powers of persistence. The super-
visor suggested he take inspiration from a teaching exercise from 
the course, in which probation offi cers were asked to interview 
each other and fi nd out 35 things that they were each good 
at in their jobs. So he said, ‘okay, tell me 35 things you have done 
since we last met that are part of “going straight”’. The client 
began to protest but seeing the offi cer’s determined expression 
began his list. When, half-an-hour later, he reached his 35 
achievement the client was aglow with pride. Long-term follow-up, 
possible because of his indefi nite order, showed him to be living 
a crime-free life, a life with permanent relationships, job, and 
contentment. Later he said it was his 35th answer that awoke him 
to the possibility that change could happen. If  the probation 
offi cer had been less determined, the outcome may have been very 
different.

Since then, the creative power of lists has been demonstrated 
over and over again. Quite why they are so effective remains a bit 
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of a mystery. Sometimes they may be all that is necessary. 
Daniel came with his mother who was extremely worried that 
his behaviour at school was going to lead to his exclusion. His 
home behaviour was also problematic but she thought she could 
handle this herself. Two weeks after making the appointment, she 
arrived and said her best hopes were ‘for Daniel to sort out his 
behaviour, though he’s doing really well lately, trying really hard, 
and getting good reports from school’. The therapist asked Dan-
iel what his mother meant and over the next 30 minutes was able 
to list 20 examples of good behaviour. His mother went on to list 
another 20 and was then asked: ‘If  Daniel was doing all these 
things two weeks ago, would you have asked for therapy?’ She 
laughed and said ‘no’. The therapy was over and they had done it 
all themselves.

In another case, a single teenage mother with learning and 
physical disabilities was referred because of grave concerns about 
her capacity (and ability) to be a good enough parent. She admit-
ted to being a poor parent to her fi rst child whom she had at fi f-
teen when she was a homeless heroin addict but was unsure how 
good she was with her new baby, then six months old. The thera-
pist asked her in what ways she thought she might be a good 
mother. By the 37th and last answer the young woman had under-
gone a dramatic physical and apparently intellectual change. She 
was upright, speaking in a confi dent and competent tone, and her 
eyes were bright. One of her last answers had been given with a 
certain diffi dence, as she wasn’t sure she would be understood: 
‘I know my baby can’t understand words, I know that but I still 
can’t stop talking to him, but I know he can’t understand’. The 
host of professionals watching over this mother and baby could 
barely believe the change when she returned from the session. 
A few months later she was continuing to impress so much that 
her fi rst child was returned very successfully to her care. Six 
months after that meeting, a research project was reported in the 
Guardian newspaper saying that children who were spoken to 
from birth developed faster than others. The therapist sent the 
article to the client saying ‘you got there six months before the 
Guardian’.

Apart from persistence the other aspect of successful listing is 
to make sure that what is being listed is directly pertinent to the 



WHEN HAS IT ALREADY HAPPENED?

111

desired outcome of the therapy. Note, however, that lists are used 
only to derive the instances of the desired outcome already 
happening; if  the client was asked to draw up a list of 35 things 
they hoped to do in future, the effect of all these to-dos could be 
to paralyse the client from taking any action at all!
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No instances, no exceptions

Occasionally, a client will not be able to think of exceptions to the 
problem or instances of the preferred future already happening 
or, a little more commonly, that none of the instances or excep-
tions are signifi cant. These will often be clients so at the end of 
their tether that the slightest improvement only sharpens the real-
ization of how bad things are.  What is most helpful to remember 
when this happens is that the client is there in front of you. They 
must be there for a ‘good reason’ (not just because they were told) 
and must therefore still at some level have a hope for something 
different. This hope will be founded on experience even if  the cli-
ent has for the moment lost touch with that experience. Solution 
focused brief  therapists like all other therapists cannot afford to 
be anywhere but alongside their client. Even though they don’t 
use (and therefore don’t seek) information about the problem, 
they most certainly need to recognize it and to be ‘with’ their cli-
ent’s pain and misery. To the suicidal client stuck in hospital 
for almost two years: ‘How on earth do you even manage to get 
up each day?’ To the parent who says she has come close to walk-
ing out: ‘How do you keep going in the face of such rejecting 
behaviour?’ These are not just single isolated questions but 
entry points to a sequence in which the seriousness of a client’s 
problems will be refl ected in a curiosity about how they keep 
going despite these problems. Most often this will lead to the cli-
ent becoming more aware of instances and exceptions, those 
occasional times when life seems more worth living. These ‘keep-
ing going’ or coping questions will be described in more detail in 
Chapter 55.
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Scale questions: the evaluation of progress

As noted in Chapter 5, scale questions have been used from the 
earliest days of SFBT, and the technique has now been taken up 
by various therapeutic approaches, including cognitive behav-
ioural therapy. A solution focused scale is a way of enabling the 
client to focus on the degree of progress towards their preferred 
future; it has nothing to do with assessing the extent of their 
problem. After a client has explored how they have got to where 
they are on the scale, they can be invited to consider what will tell 
them (and others) that they have moved a point further on. It is 
important to remember that the scale is the client’s subjective 
view of the situation. It is not a scientifi c assessment! 

As we saw in the last section, clients can be asked directly to 
identify their past achievements. Even when this has been done, it 
is still valuable to fi nd out what the client thinks of their progress 
in terms of actually reaching where they want to get to. The 
therapist can be listening to a client talking about good things 
they have been managing to do and then be surprised, after asking 
the scale question, to hear the client say they’ve only reached 1. 
This, then, stops the therapist from getting carried away – from 
the client’s point of view, there is still a lot of work to be done. 
The converse may also be true: the therapist is thinking there’s 
still a long way to go, and the client tells them they’re at 9! 

For this reason, it is very common for a therapist to go straight 
from the preferred future part of the interview to a scale. It is 
strongly recommended that the client is only asked the scale 
question after talking about the future. There is some evidence 
that clients put themselves higher after the exploration of the 
preferred future than if  they are asked to scale themselves too 
early, when they are more focused on the problem than on the 
preferred future. 

The simplest form we use is to ask the client to think of a scale 
where 10 = their preferred future and 0 = the worst it has been for 
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them (some practitioners substitute 1 for 0). Instead of using 
jargon words to clients like ‘your preferred future’, it is better to 
say that ‘10 stands for all the things you have been saying you 
want to see different for yourself  in future’. It is important to 
remember that 10 represents the presence of the preferred future 
and not the absence of  the problem.
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Designating the ‘0’ on the scale

Designating the 0 takes some thought. In SFBT, unlike other 
approaches, we are not inviting the client to imagine what the 
worst could be. So how we refer to the zero is important in keeping 
the client focused on their progress rather than on their fears. 

We can say ‘0 = the worst it can be’ (without asking them to 
elaborate) or ‘0 = the worst it has been’. We are hoping for a 
response higher than 0 because we want the client to remember 
useful things and 0 might appear to block that off. 0 responses, 
rare as they are, will be discussed later on. They can be deliber-
ately avoided by defi ning the 0 below the client’s present position. 
With a couple seemingly near to separation, for example, 0 could 
be defi ned as divorce. In one case where the mother and her 
9-year-old son had expressed concern that social services might 
take the boy into care, the therapist said that ‘0 is that social ser-
vices think things have got so bad that they have taken him away’. 
As this was based on the fear they had already expressed, this 
made sense to them. In another case, a 16-year-old (seen with his 
Connexions personal adviser) was told ‘0 = your mother has 
thrown you out, and your best friend doesn’t want to know you’. 
The therapist had no evidence that either of these things was pos-
sible; he merely intensifi ed what he assumed were the young man’s 
fears. The client acknowledged that that was correct with regard 
to his mother (‘she has already threatened to chuck me out’) but 
then proceeded to correct him that his best friend ‘would never 
not want to know me’. So the therapist removed that from the 0, 
realizing that he had risked losing the client’s trust by his assump-
tion; as it happens, the client gave an answer of 4. So the general 
rule of thumb seems to be: keep ‘0’ as vague as possible, e.g. ‘0 = 
the absolute opposite’ (of the preferred future) or defi ne 0 as a 
generic (and unlikely) worst: ‘0 = you decide never to get out of 
bed again’.
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A very interesting 0 is to say it represents ‘the time you made 
this appointment’. This encourages the client to think carefully 
about pre-session changes. de Shazer (2001) suggested clients 
would put things higher than if  they were told 0 represented 
‘when things were at their worst’.
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Different scales

In the previous chapter, we dealt with the general, overall scale 
that is used in almost every solution focused session. There are, 
however, numerous other scale questions that can be adapted for 
particular clients.

A 10 represents the achievement of the client’s preferred future. 
In some cases, that future contains many diverse elements. It as if  
the therapist is mixing them all together; the client’s rating is then, 
in effect, an average of progress towards a number of different 
preferred outcomes.

For example, a client’s 10 in the fi rst session represented living 
independently of his family, having a job, having driving lessons 
and getting a car, having a girlfriend, and managing his psychotic 
illness. In the second session, it seemed that it would be useful to 
the client to separate out these different components, so the client 
and therapist engaged in a fi ne-tuning process of multi-scaling, 
where they examined together each of the goals as a separate 
scale. These could then be cross-referenced. The result was a sig-
nifi cant record of achievement and a realization that the smallest 
progress on any one scale was likely to have a positive effect on 
them all.

After the general scale, the most commonly used version is one 
known as the confi dence scale. Here the client is asked to rate their 
confi dence on a 0 to 10 scale of achieving their preferred future 
(or +1 on the scale in a certain time span). The value of this scale 
is that if  someone shows they have some confi dence, they can be 
asked about what gives them that confi dence, what they know 
about themselves (and what others know about them) that tells 
them there is a chance of progressing. This has the effect of fur-
ther empowering the client to make changes that are good for 
them. On the other hand, if  the client reveals they have low confi -
dence, this can be taken into account by the therapist, for example 
by asking the client how they might hope to cope if  things don’t 
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get better. Some therapists fi nd it helpful to assume that if  the cli-
ent says their confi dence is below 5, this means there is a good 
chance progress won’t be made, and then coping questions are 
called for. And then it is possible to ask a coping scale: 10 = you 
couldn’t be handling this any better than you are, and 0 = you 
couldn’t cope another minute.

With couples, it can be a powerful intervention for the therapist 
to ask each in turn to guess what they think the other would say, 
for example ‘where do you think she will say the relationship is 
now?’ (turning to her: ‘I’ll ask you later what you do think’), or 
‘how important do you think he’s going to say making this 
relationship work is for him on a 0 to 10 scale?’ They might think 
they know what the other is thinking but when they get it wrong, 
the therapist asks the one with the higher rating what they know 
that the other doesn’t!

Scales are usually talked about in the conversation between 
practitioner and client, but there are no limits to how scales are 
used. For example, with young people it is often very engaging for 
them to be able to draw the scale themselves and write where they 
are now. With younger children, a ‘walking scale’ can be employed 
where the scale is ‘drawn’ from wall to wall (or defi ned by chairs 
or cushions) and they walk to the next point up when they have 
defi ned the progress already made. With a family, everyone 
present can write or stand where they see they have got to on the 
scale, and the worker can add up the ‘scores’ (or get a child to do 
it!) and take an average.
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Successes in the past

‘What have you done to get to 3 on the scale?’
The main purpose of the scale is to get at the progress the client 

has already made. Beginners to solution focus are often in a hurry 
to get the client to talk about moving up the scale. As a general 
rule, we suggest that they endeavour to fi nd out four things the 
client has already done for every one thing they might do in future.

It is not uncommon to hear a client say, ‘I’m only at 3’ and 
proceed to give reasons for being this low, often phrased in terms 
of ‘I’m not doing this or that’. There is a temptation for some, 
especially those with less experience, to want to interrupt the cli-
ent to say that 3 is really very good and direct them to talk more 
‘positively’. In these situations it is useful to be reminded of Bill 
O’Hanlon’s advice that we should keep one foot in acknowledge-
ment and one foot in possibility (see Chapter 17; O’Hanlon and 
Beadle 1996). This means that the client’s disappointment or frus-
tration is acknowledged fi rst and foremost. ‘So, it seems to you 
that you are not as high on the scale as you would like because 
you have lost your temper badly this week. And I’m interested in 
how come it’s 3 and not lower?’ If  the therapist in this example 
had said ‘but’ instead of ‘and’, the client might have felt that their 
disappointment was being dismissed, as if  they were being told ‘it 
can’t be that bad – after all, you’re at 3!’

A useful question that can be asked is ‘what’s the highest you’ve 
been on the scale?’ The client is expressing their concern that they 
are ‘only’ a 3, and yet two weeks ago they were at 6, so they can 
be asked to say what they were doing when they were at that 
point. While all and any achievements can be useful to focus on, 
those that relate to the client’s preferred future are of particular 
value, as they are evidence to the client of their capability of 
achieving that future. The aim, therefore, is to get as much detail 
as possible, and using the idea of lists (Chapter 44) can be very 
useful: ‘tell me 10 ways you’ve got to 3’.
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All these questions – How come you’re at 3? What were you 
doing when you were at 6? – are used to increase the client’s sense 
of their own resources and strengths. Various questions help in 
this endeavour. As in other areas of solution focused interviewing, 
inviting the client to see herself  through the eyes of signifi cant 
others can be particularly valuable. ‘What would your partner/
boss/mother say you have done that’s been helpful to you? What 
difference did it make to them that you did those things?’ 

One way of thinking about the client’s responses is in terms of 
strategy and identity (see Chapters 63 and 64). When the client is 
asked what she did to reach 3, these are, in effect, strategies that 
she could draw on to use in future. When she is asked what it took 
for her to do that, what it tells her about herself  as a person, then 
these can be seen as identity questions.

A good example of the importance of uncovering past achieve-
ments, of enabling the client to notice them and to name them, 
came in a session with a bright 12-year-old young man with 
Asperger’s syndrome. He found future focused questions very dif-
fi cult, but enjoyed the scale: in the fi rst session he had carefully 
written on the scale that he was at 2.5. As each session went by, he 
was asked where he had got to and how he had managed it. But 
he found the meetings increasingly diffi cult: he didn’t like being 
asked so many questions. When he had reached 5, and was being 
asked as usual about how he had continued his progress, he kept 
saying ‘don’t know’ and got angry and demanded to know why he 
was being asked all these questions. The therapist suggested that 
if  he didn’t know how he got to 5, then how would he know how 
to get to 6? He stopped, thought, said ‘you’re right’ and then 
made more of an effort to give an answer.
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What is good enough?

‘So, you’re at 3 on the scale. Where would you have to get to in 
order to think “that’s good enough”?’

There are occasions when the therapist will sense that the cli-
ent’s 10 is unrealistic. In some cases, the client will himself  have 
been referring to his future as the ‘perfect’ or ‘ideal’ day. Although 
it is not recommended that the therapist think about how to make 
the client’s preferred future more realistic – after all it is the cli-
ent’s life, not the therapist’s – the therapist might want to do 
something to ‘ground’ the conversation. The scale in itself  does 
this wonderfully: however unrealistic their 10 might be, once they 
say where they are now, the client is thinking ‘realistically’ and 
can be encouraged to focus on what +1 will look like (rather than 
how they are going to get to 10).

An approach that both accepts the client’s 10 and helps them 
become grounded is to ask the client where on the scale would be 
‘good enough’ for them to reach. Very rarely do they say it has to 
be 10! An example was with a client with multiple sclerosis who 
gave various answers to the Miracle Question that seemed to the 
therapist likely to be truly miraculous given the nature of her con-
dition. Asked where she was now, she said ‘2’. This was discussed. 
Then the therapist asked her where on the scale she would hope 
to reach to feel she’d made signifi cant progress from the therapy 
and she said ‘6’. This, in effect, reduced the scale from 0 to 10 to 
0 to 6.

For most solution focused practitioners, the question ‘what is 
good enough?’ is used only occasionally, but there are some who 
choose to ask it every time. They might say ‘given nobody’s 
perfect, where would you settle for?’
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Moving up the scale

‘What will tell you you’ve moved one point up?’
The most important function of the scale, as we have noted, is 

the opportunity it provides for client and therapist to explore 
what the client has already achieved and how they did it. Often, 
this in itself  is suffi cient to enable the client to work out for them-
selves what they could do next, especially when the descriptions 
are very detailed. However, it is common practice to proceed to 
ask the client how they will know when they have reached one 
point further up the scale. The focus on one point (rather than the 
jump to 10) enables the client to specify actions that will tell them 
and others they are progressing. There is something of a self-
fulfi lling prophecy about this, as in all future focused interview-
ing: if  the client can detail future actions, they are more likely to 
notice themselves doing these things later on. However, in the 
next chapter, we note how it is best to avoid looking for a ‘plan of 
action’ from the client.  

Some practitioners have taken the idea of list-making and 
applied it to moving up the scale, as in ‘tell me 20 ways you will 
know that you have moved forward’. We do not recommend this. 
When clients are asked to specify a list in relation to the future, 
there is a risk they will experience this as pressure to perform all 
these actions. We only apply lists to past actions, as these represent 
actions already taken that might be repeated in future.
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Signs or steps

Should one ask, ‘what will be the signs that you have moved up 
one point?’ or ‘what do you need to do to get one step higher?’

The beginner is more likely to choose the second question, 
because it seems more direct: it puts the client on the spot, and 
often leads to the formation of an action plan, whereas the fi rst 
question is ‘softer’, more refl ective, looking only for signs and 
therefore doesn’t commit the client to any particular action.

Both these approaches are useful and it isn’t a case that the 
therapist must do this or that: some clients will say that an action 
plan is what they want to go away with, and so the therapist will 
try to ‘fi t’ with that wish. However, a closer examination of the 
difference between these questions reveals a considerable differ-
ence in approach. We could go as far as to say that the ‘signs’ 
question is more true to the solution focused approach than the 
other.

Harry Korman puts it this way: 

the natural question to ask is: ‘What do you need to do to 
get one step higher?’ Once, a young man I was seeing 
answered this question with ‘That’s your job, that’s why I 
am here, and do you really believe that I would be sitting 
here if  I knew the answer to that question!!!’ I apologised 
and asked him if  I could try another question and he 
nodded so I asked: ‘How will you know that you’ve gotten 
one step higher?’ He smiled and said, ‘You’re right. That’s a 
question that only I can answer’ . . . responding with what 
they need to do implies that they should do something – it’s 
none of our business if  they do it or not

(de Shazer et al. 2007: 64–65)

This seems to get at a crucial principle of the solution focused 
approach:  it centralizes the client’s wishes and skills and lets them 
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do the work; it doesn’t seek to urge them to any particular course 
of action. When the client is asked to specify what they have to 
do, it is usually because the therapist is concerned that unless the 
session ends with some sort of action plan nothing will come out 
of the work and it has all been just a nice chat. In any case, as 
Korman has indicated, when asked ‘what do you have to do . . .’ 
the client is likely to answer ‘don’t know’, followed by their 
waiting to hear what the practitioner thinks. Asking ‘how would 
you know . . . and how would others know . . .’ leads to more 
thoughtful processing on the part of the client.
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What if the client says they are at ‘0’?

This question is asked at every workshop on the solution focused 
approach. It is actually a response that clients make only occa-
sionally, but it is a worry for the therapist as to how she should 
respond were it to happen. 

The fi rst thing the therapist should remember is O’Hanlon’s 
mantra (O’Hanlon and Beadle 1996) to acknowledge fi rst before 
moving into possibility questions. A little acknowledgement can 
go a long way. The client’s 0 is their way of saying how bad they 
think things are, and they need to hear that we have heard that 
ourselves. Beginners sometimes want to rush into trying to make 
things better, and might respond fi rst off  with ‘you say it’s 0 but 
look, you got to this session today’. The ‘but’ implies to the client 
that you don’t think it’s as bad as all that. Replacing ‘but’ with 
‘and’ makes all the difference: ‘gosh, that means things must be 
very tough, and I’m wondering how you managed to get to this 
meeting today?’

After acknowledging the client’s sense of the diffi culties they 
are in, a question that could be asked is ‘How come it’s not –1?’ 
There is the occasional client who will object – ‘I didn’t know 
there were any minuses on this scale!’ said one young woman – 
but generally the therapist can just wait while the client thinks 
about it. 

In a session at BRIEF with a client, a young heroin-using single 
mother – social services were concerned about the safety of her 
2-year-old daughter – de Shazer paused on hearing her 0 response 
to his scale question (where 0 stood for ‘how things were when 
you arranged for this appointment’), and then asked her ‘how 
come, would you say, that it hasn’t slipped below that, down 
minus one or something like that? How come it hasn’t gotten 
worse?’ She said, ‘They can’t get any worse’, to which, after a 
pause, he said, ‘you sure about that?’ She looked at her daughter, 
thought for a moment, and then said, ‘well, it could be worse’ and 



SOLUTION FOCUSED BRIEF THERAPY: 100 KEY POINTS

128

then they spoke at length about what she was doing to stop things 
from being even worse than they were. 

Another client at BRIEF, when asked how come she wasn’t 
at –1, said that she would be suicidal in that case, and she knew 
what that was like because she’d felt that way before. Asked how 
come she didn’t feel that way now, she said it was too awful to 
contemplate doing such a thing to her son. She was then asked to 
refl ect on how, given the awful relationship she’d described with 
her own mother, she managed to be a caring mother herself.

In another case, when the client was asked how come it 
wasn’t –1, she answered that it was the worst. This then left the 
therapist no option but to ask ‘How will you know you’ve moved 
up to 1?’, and she proceeded to talk about what she would be 
telling the social worker, which included the very fact that she had 
managed to get to the session by herself; the social worker had 
offered to accompany her.

One should not forget to ask a client who has put themselves at 
0 where was the highest they have been recently. One client phoned 
between sessions to say that she had arranged to see her doctor 
later that day because she was so down, but she was considering 
not keeping the appointment because she didn’t think she could 
cope any longer and there was ‘no point in going on’. The thera-
pist asked her what she hoped for from making the call. She 
replied, ‘Ask me some questions, like the useful ones I get asked in 
my sessions’. The therapist asked, ‘What question would you 
like me to ask you?’ ‘0 to 10’ she responded. ‘Okay, so on a scale 
of . . .’ ‘0!’ said the client before he could fi nish his question. After 
acknowledging how diffi cult things must be, and inevitably hear-
ing some more details of what had been diffi cult for her, he asked 
her where was the highest she had been in the previous week, and 
she said ‘4’. This was when she visited her sister two days earlier. 
The conversation continued with discussion about what had been 
different then, and at the end she said she wasn’t feeling so desper-
ate, although she still agreed to keep the appointment with her 
doctor.
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When the client’s rating seems unrealistic

For example, what if  a client says, in a fi rst session, that they 
are at 10? This usually indicates that the client is there against 
their will. They don’t think they have a problem but someone else 
does – someone who is important or powerful enough to make 
the client feel obliged to attend. The client is usually hoping that 
the referrer will ‘leave me alone’.

In this case, it makes sense to accept and to hear the client’s 
views as to how come they think they are at 10, and then to 
explore where they think the other person, usually the referrer, 
would put them on the scale. After that the therapist would 
explore what would be a sign to that person that the client was 
moving forward, and therefore that they were more likely to start 
to ‘leave you alone’.

Sometimes, for similar reasons, a 10 rating may be given in a 
follow-up session. In a case where the nursery called social services 
after noticing bruises on a 3-year-old, the father admitted 
physically abusing his daughter while his wife was out of the 
country visiting relatives. Their three children were placed in 
foster care and when mother returned the father agreed to live in 
a hostel as the condition for the children being allowed to return 
home. Family work was undertaken to determine whether the 
father could return home, as he and his wife were requesting, even 
though domestic violence also came to light. In a session that 
included the social worker, the family centre worker (who was 
observing the contact meetings with the children that were 
allowed to the father), and both parents, everyone was asked to 
say where they saw things being on the scale, where ‘10 = the 
children and the mother are safe enough for the family to be 
reunited and 0 = as unsafe as things were when the children were 
taken into care’.  The social worker said 5, the family centre 
worker 6, the mother 8, and the father 10. Everyone’s views were 
taken seriously, and all were asked what +1 would look like, 
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including the father. At the next session, the social worker said 
things had now reached 6, the centre worker 7, mother 9 . . . and 
father 20! After some more sessions, father was allowed overnight 
and then weekend stays with his family. It was some months 
before he was allowed to move back home altogether.

In another case, the parents had consistently denied the extent 
of their drinking and their children had been accommodated by 
social services in a children’s home. There was then a major 
setback for the mother, when she disappeared from home on a 
drinking spree that nearly killed her. On her return she said she 
now knew she needed help with her drinking, although the father 
continued to play down the extent of his own intake. In the next 
session, the couple appeared looking brighter and cleaner from 
the therapist’s point of view and when they were asked the scale 
question they both said they were at 10 and asked that the 
therapist request that their children be returned to them. They 
said they were only drinking orange juice in the pub. When 
asked where social services would say things were, they reluctantly 
said 3. Asked what they thought the social worker would say 
would constitute signs of progress towards getting their children 
back, they were, after a while, able to be quite specifi c: ‘we need to 
go to all the meetings, we need to stop telling the children to break 
the windows in the children’s home . . .’.

A fi nal example. Scott Miller, then working at BFTC in 
Milwaukee, conducted a session at a substance misuse unit in 
London where BRIEF conducted live supervision sessions. He 
was asked to see a heroin-using couple the team had been 
struggling with. The couple both agreed that they were at 4 on the 
scale. When he asked them what 5 would be, they said ‘to be 
rehoused’. Those of us watching the session sighed. If  this was 
what it would take for them to reach 5, it was going to be a very 
long wait! Miller didn’t hesitate for a moment. ‘What would 4.5 
be then?’ That led to the couple working harder on what they 
could do. 
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Handling diffi cult situations, including bereavement

When clients talk about diffi cult and even traumatic events in 
their lives, the main source of questions for the solution focused 
practitioner is linked to what are known as coping questions. 
These were designed by the Milwaukee team to enable clients to 
look at their skills and strengths for enduring circumstances. This 
is of relevance whether the client is feeling victimized by voices or 
anxiety or depression, or someone faced with an external event 
that oppresses them such as bad housing or experiences of abuse 
and racism. In the latter case, the therapist may be limited in what 
they can do to help someone directly with those events but can, 
perhaps, help the client to deal with things ‘at their best’. If, for 
example, a client is choosing to cope with his circumstances with 
excessive use of drugs and alcohol, then it might be possible for 
him to alter that, and questions about when he has most control 
and drinks less can be very helpful, as well as focusing on ways 
that he wants to cope. More is to be found on the different possible 
wordings of coping questions in Chapter 66.

In Chapter 33, the point was made that, when a client has been 
bereaved, it makes sense to explore how they are coping (and 
maybe have coped with loss before), as bereavement isn’t in itself  
a problem that can be solved. It is also important to check what 
the client himself  wants to talk about. One client came to a session 
and reported that his father had died in the weeks since the last 
session. After spending some time hearing about what had 
happened, the therapist asked what the client was hoping for from 
the session that day; he said that he would understand that the 
client might want only to talk more about the loss, and how he 
was coping. However, knowing the client somewhat, he also 
wondered if  the client wanted to talk about the difference the loss 
of his father might make to his own future. After thinking for a 
while, the client said that he’d had a diffi cult relationship with his 
father, so despite feeling sad he also felt in some ways free. At the 
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end of the session, the client constructed a plan to go to his 
father’s grave and ‘tell’ his father about how he was intending to 
live his life in future.

Coping questions help clients to deal with bad news. Dr. Rob 
Glynne-Jones, consultant oncologist at Mount Vernon Hospital 
Cancer Treatment Centre, was conducting an assessment of a 
55-year-old patient in the presence of a member of BRIEF. The 
man had learned only an hour or two before that he had cancer in 
his jaw and would have to undergo surgery to remove a portion of 
his face. He was, understandably, numb from the shock of the 
news. The consultant sympathized with his plight and then gently 
enquired how the man had dealt with traumatic events in the 
past. He said that he couldn’t imagine that he would have got to 
the age he had without having dealt with major troubles of one 
sort or another. The patient thought for a moment and then 
described how he had managed the death of a particularly close 
family member. This conversation led to him thinking about how 
he could prepare himself  for the ordeals ahead.

Cancer care is one of the places where solution focused 
questions are of considerable value in helping terminally ill clients 
to consider how they would like to live out the remainder of their 
life. For more ideas, the reader is recommended to consult the 
work of Joel Simon (2010).
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Stopping things from getting worse

‘What are you doing to stop things from getting (even) worse?’
This is another of the many very useful questions that the 

Milwaukee team have bequeathed to us. When the client is 
describing an extremely diffi cult situation, rather like asking 
someone who says they are 0 on their scale ‘how come it’s 
not –1?’, asking this question can enable them to locate their cop-
ing strategies. It can also be helpful to explore what they think 
others who know them would say they do that stops things from 
getting worse. A client was seen who was an asylum seeker and 
was sleeping in doorways. He said he was suicidal. He came 
accompanied by his psychiatric social worker who was asked 
what she noticed about his way of surviving in such diffi cult cir-
cumstances, and she talked about how he kept all his appoint-
ments, was polite to her, tried his best to keep himself  clean, and 
so on. The therapist used this as an opening to explore the client’s 
abilities to do this, even while things were so tough for him.

The client can be asked a confi dence scale question (Chapter 
48), what they think are the chances that they can continue to 
stop things from getting worse. As has been suggested before, any 
low score should be taken seriously as an indication that things 
may well get worse still and the client would then be asked what 
options there are for their survival. It may also involve the 
therapist deciding if  there is any action, any duty of care that they 
should consider, in the interests of keeping the client safe.





Part 9 
ENDING SESSIONS
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Thinking pause

About ten minutes before the end of a solution focused session, 
many practitioners will take a break for a few minutes – a thinking 
break. Some of them will leave the room, returning two or three 
minutes later, while some might stay with their client, in all 
probability breaking eye-contact, looking down at a pad, jotting 
down some thoughts for a few moments before continuing. 
Immediately before this the practitioner will probably have 
enquired of the client, 

I’m going to take a break in a moment to have a think about 
the things that you have said and after that I will share some 
thoughts with you, so just before I do that can I ask whether 
we have been talking about the right things today? Is there 
anything else that you had in mind to tell me? Is there 
anything that I have forgotten to ask and should have or 
anything that you have forgotten to say?

Assuming that the client says ‘no, I think we’ve been on track – I 
can’t think of anything else that needs to be said’, and virtually all 
clients do respond this way, then the practitioner will take his 
‘thinking break’.

So what is the purpose of the break? The break originates in 
the model’s systemic, family therapy, history, where it was 
common for therapists to work with a team placed behind a one-
way mirror. About ten minutes before the end of the session, the 
therapist would withdraw to consult with his colleagues about 
what to say and what to do at the end of the session. The ends of 
sessions were seen within systemic therapy to be vital, since this 
was where the therapy team would formulate their intervention, 
often focused around a task and for many family therapists 
this, the delivery of the intervention, was thought to be at the 
heart of the change process. In addition, from another therapeutic 
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tradition, Ericksonian hypnotherapy, therapists had noticed that 
on the worker’s return the client often seemed to be in a state of 
‘heightened attention’, a trance-like state and thus, they assumed, 
was more likely to be open to therapeutic suggestion.

Since most solution focused sessions do not involve a team and 
since thoughts about trance induction are marginal within the 
solution focused tradition, why is it that workers continue ‘taking 
a break’ to collect their thoughts? The answer is straightforward. 
It is easier to do justice to, and to review, everything that the client 
has said in fi fty minutes of talking if  the practitioner is not also 
trying, at the same time, to listen to the client and to respond. A 
‘thinking pause’ is just what it says: two or three minutes to pull 
together the key elements of what the client has said during the 
session that he wishes to include in the session summary at the 
end. 
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Acknowledgement and appreciation

One of the central themes of Steve de Shazer’s thinking that runs 
throughout his writing is the question of ‘expectation’. Early on 
he stated that ‘what seems crucial here is that solutions develop 
when the therapist and client are able to construct the expectation 
of a useful and satisfactory change’ (de Shazer 1985: 45). The 
solution focused practitioner is interested in building an expecta-
tion, both in the mind of the client and in the mind of the practi-
tioner, that the outcome of the work will be good, that the client 
will make progress. This intent is refl ected in what the practitioner 
says to the client following the thinking pause. 

An example is a case where the practitioner was working with 
a young man called Paul in his early twenties whose life had been 
dominated by ill health and by the failure of the medical world to 
take his conditions seriously. The therapist spoke as follows after 
the thinking pause:

Paul, it would be clear to anyone listening to you just how 
tough things have been for you, not just your struggles with 
your health, the time that you have spent in hospital, the 
pain that you have experienced but also the failure of the 
medical world to get to grips with your situation and to take 
you seriously. As you said, at times it has felt like living 
within a never-ending nightmare. And alongside that what 
has been just as clear has been your extraordinary capacity 
to keep yourself  going, to keep hope alive in your life, to 
keep struggling and fi ghting for people to take your situation 
seriously in order to get the medical treatment that you have 
needed. And beyond that you have fought determinedly to 
hold on to your hopes for your life and for your future, you 
have held on to your wish to be useful to others and even 
after the recent setback you have been determined to 
improve your mobility, to be independent again, to live. You 
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have been going out more, you have been connecting with 
people again, you have, as you said, been ‘living again’. 
As to the future you are more than clear about your goals 
for yourself  and your best hopes from our talking and you 
have a very clear picture of the small signs that will tell you 
that you are moving on from this point that you have already 
reached. Above all you have ‘10’ confi dence that you will 
progress and that confi dence is based on fi rm evidence.

As is clear from this example there are four key elements to the 
practitioner’s summary:

• Acknowledgement of diffi culty.
• Qualities and capacities that the client brings to his life that 

could be the basis of progress.
• Actions that the client has taken in the direction of the ‘best 

hopes’.
• Signs of hope.

The last three of these are more than clear in the building of 
expectation but why the fi rst, the ‘acknowledgement’? The danger 
if  the worker merely summarizes the evidence of possibility is 
that the client will worry that the worker has not understood his 
current position and has underestimated the diffi culty facing him. 
In such circumstances, it would be normal for the client to remind 
the worker of the extent of the problems. Since this is the very last 
thing that the solution focused practitioner would wish towards 
the end of a meeting, a simple acknowledgment of the diffi culties 
tends to reassure the client that he has been understood.   
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Making suggestions

In Chapter 4, in relation to the early history of SFBT, we discussed 
the centrality of task-setting. Steve de Shazer added to the 
taxonomy of tasks what he called ‘skeleton keys’ (de Shazer 
1985). These were crucial in the development of his idea that the 
processes of ‘problem formation’ and of ‘solution development’ 
were distinct, since what they suggested was that a task that was 
not specifi cally related to the particulars of the client’s problem 
could nonetheless be associated with change. As noted previously, 
de Shazer developed the ‘First Session Formula Task’: ‘between 
now and next time we meet, I would like you to observe, so that 
you can describe to me next time, what happens in your [pick one: 
family, life, marriage, relationship] that you want to continue to 
have happen’ (1985: 137). This task can fi t with any problem 
presentation, as can another invention of de Shazer, ‘what I 
would like you to do between now and when we next meet, each 
time “it” happens, is to do something different’ (1985: 122). The 
task could be applied to almost any ‘it’ and the ‘something’ to be 
done could be anything as well, as long as it was different. Thus 
de Shazer was enormously interested in tasks, adding to the 
therapist’s repertoire creations such as ‘pretend that the miracle 
has happened’, ‘structured arguments’, ‘read-write-and-burn’, 
‘coin-fl ip’ tasks, and prediction tasks or simple noticing tasks.

In its quest for simplicity and the minimization of intervention, 
the fi eld has moved on and the solution focused world has 
lost interest in the more exotic interventions that characterized 
the early days. Many practitioners in their routine everyday 
practice typically draw almost exclusively on simple ‘noticing 
suggestions’: ‘between now and when we next meet, what you 
might like to do is to watch out for the things that you do that 
take your life in your preferred direction’. The specifi cs of the 
noticing must fi t with the context of the session and thus make 
sense to the client, but the key invitation to the client is to move 
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away from a heightened noticing of the problem pattern, which is 
likely to sustain and to feed it, to noticing the things that they 
wish to see grow. Solution focus assumes that what we focus on 
gets bigger.

A further change in the fi eld is exemplifi ed in the shift from the 
word ‘task’, or sometimes ‘homework’, to the term’ suggestion’. 
Prescribing ‘tasks’ or ‘homework’ risks creating relational diffi -
culties, since both imply a hierarchical difference. Patients after 
all cannot prescribe for their doctors and school children cannot 
set homework for their teachers. There is also the risk that the 
practitioner may think that the client who fails to perform 
the task or the homework is ‘resistant’, ‘unmotivated’ or ‘non-
compliant’. These blaming terms mask the practitioner’s part in 
the failure and limit the likelihood of further progress. However, 
if  the worker ‘offers suggestions’, a different set of propositions 
apply. If  we offer a suggestion and it is not embraced by the cli-
ent, we are more likely to turn the spotlight back on ourselves and 
to ask ‘what was wrong with my suggestion’ and ‘how can I frame 
a better suggestion next time’ or ‘is this someone who would get 
on better without suggestions’. This way of approaching the cli-
ent’s ‘failure’ to follow through fi ts with de Shazer’s proposition 
that whatever the client is doing is the best that they can do right 
now. and it is the practitioner’s job to cooperate with what ever 
the client is doing.
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Making the next appointment

One of the challenging characteristics of the solution focused 
approach for practitioners is the extent to which the approach 
genuinely centralizes the client’s preferences and treats the client 
as ‘knowing best’. This applies not only to the construction of the 
contract, to the assumption that the client’s best way of moving 
forward will be the best way, but also to the process of the ther-
apy. It is the client who is assumed to know best when to fi nish the 
work and the client is assumed also to have a legitimate view as to 
if  and when it will be best to meet again. So does this mean that 
the solution focused practitioner will be prepared to see a client 
every day, indefi nitely, if  that is the client’s preference? And the 
fact that the clear answer is ‘no’ to that question requires us to 
acknowledge the complexity of the professional role. The struc-
ture of the contact is not solely determined by the client’s 
preferences – the professional is also infl uenced by ethical and 
‘job description’ factors. It is simple to see that a client’s expressed 
preference for further sessions might confl ict with the worker’s 
contract to offer just six sessions and no more. However, what if  
the client elects to continue working with the practitioner and the 
practitioner is not convinced after perhaps four or fi ve meetings 
that the work is making any difference or indeed is likely to make 
any difference? In such circumstances, and after discussion and 
consideration, the practitioner if  still unconvinced of the utility 
of the work is likely to base their decision to cease on ethical con-
siderations: ‘Irrespective of your preferences I do not believe that 
it would be right to carry on offering appointments, since it seems 
to me that this risks wasting your time and money’.

In the same way, the arranging of the next appointment is not 
absolutely straightforward, since many solution focused practi-
tioners take the view, based on their experience, that longer gaps 
between sessions are often more useful than shorter gaps. Longer 
gaps give the client time to do something different and thus 
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increase the likelihood that upon their return they will be in a 
position to report progress. The length of the break will also 
depend on the client’s position, since after all it is evident that 
people in crisis will have less capacity to stay connected to the 
work of the session over a longer period of time than those who 
are aware that they are making progress and for whom the acute 
crisis is in the past.

These factors resolve in practice into a two-part proposition 
offered to clients at the end of solution focused meetings. First, 
‘Do you think that it would be useful for you to come back or 
would you prefer to have a think about that and let me know?’ 
And if  the client elects to have another session, ‘So when do you 
think that it would be best to come back – in two weeks’ time, 
three weeks, less than that or more than that?’ This formulation 
implies that coming back the following week, a process into which 
many clients have been trained is not necessarily the best. It also 
ensures that if  clients come back, it will be each time on the basis 
of their decision that a further meeting will be of use to them, 
rather than on the basis of a predetermined contract. The client is 
returning because they want something from the session.
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What is better?

de Shazer (1987: 60) wrote that ‘if  you want to get from point A 
to point B, but know no details of the terrain in between, the best 
thing to do is to assume that you can go from A to B by following 
a straight line’. And the straightest line when opening a follow-up 
session, if  we assume that therapy is about constructing changes 
in people’s lives, is to ask the client ‘what has been better since 
we met?’ 

The use of this question represents a challenge to many thera-
pists who prefer the less defi ned and less focused question, ‘so 
how have things been since we last met?’ Asking how things have 
been is a question that fi ts well with a more exploratory, more 
discursive model of therapy but solution focus, in a benign way, is 
not interested in people’s lives and how people are. It is focused 
very precisely on the construction of a ‘progressive narrative’. 
de Shazer stated that ‘solution-determined (progressive) narra-
tives are more likely than complaint-centred narratives . . . to 
produce transformations and discontinuities’ (de Shazer 1991: 
92). The question ‘what has been better since we met’ serves to 
focus the client’s attention, to direct the client’s noticing in a very 
specifi c way and not infrequently after one or two follow-up ses-
sions, each of which the worker opens with the same question, the 
client will comment: ‘I knew you were going to ask that so I’ve 
been watching out’. Watching out for what has been better is very 
specifi cally at the heart of the solution focused change process.

The simple fact that the worker has opened the session in this 
way does not always, as we shall see, determine the client’s 
response. Some clients will respond with ‘nothing, it’s the same’ 
and others with ‘nothing, in fact things have got worse recently’ 
so clearly that the practitioner needs fl exibility in responding even 
if  her opening question is always the same.



SOLUTION FOCUSED BRIEF THERAPY: 100 KEY POINTS

150

62
Amplifying the progress made

Imagine for a moment that when asked by the practitioner ‘what 
has been better since we met?’ the client responds by saying ‘not a 
lot really’. The practitioner notices that the client has not answered 
‘nothing’ and that therefore the chance remains that something is 
better, and it is this story of improvement that the practitioner 
will be wishing to amplify and to develop.

Therapist:  So what has been better since we met?
Client: Not a lot really.
Therapist:  Not a lot – so what has been better, even a 

little?
Client:  Well as I said, not much but on Wednesday 

I did manage to get out of the house.
Therapist:  Okay – and it’s been a while since you’ve 

managed that?
Client:  Yes, it has been weeks and weeks, apart from 

going to the doctor.
Therapist:  Right – so how tough was it for you to get 

yourself  out?
Client:  It was really diffi cult. I didn’t think that 

I could do it and whenever I saw one of them, 
I really really wanted to just turn back and go 
home.

Therapist: And yet you didn’t?
Client:  No, I didn’t – I made myself  walk all the way 

to the Nursery, and wait outside and collect 
Hannah and walk slowly home with her 
rather than rushing straight back.

Therapist: Okay – quite an achievement?
Client:  Yes – I even stopped to talk with her friend 

Sophie’s mum.
Therapist:  Okay. So let’s go back to the beginning. How 

did you get yourself  out of the front door?
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Client:  I just told myself, ‘you can’t go on ringing 
mum every day at the last minute to take her 
to nursery and then to collect her again’.

Therapist:  Sure – and I guess you have said this to 
yourself  before. How come this time you did 
something different?

Client:  I’m not sure – I talked with mum about it last 
night . . .

Therapist:  And I guess that you’ve done that before too? 
So how come this time you took your own 
advice and managed to get yourself  out of 
the house and all the way to nursery?

Client:  I’m not sure – maybe I am beginning to feel a 
bit better.

Therapist:  Right – so what are you noticing that is telling 
you that you are feeling even a little better?

Client:  Well, I am thinking less about it and what 
happened.

Therapist:  Right – so you are thinking less about it. 
How are you managing that? Can’t be easy.

Client:  No, it’s not easy, but I have decided, not just 
for me but for Hannah too, that I can’t let our 
lives be ruined by that bastard. I am not 
going to let that happen.

Therapist: You’re not going to let that happen.
Client: No, I’m not – he’s not worth it.
Therapist: You sound very determined.
Client:  Yes, I am determined now – and I’m angrier 

than I was.
Therapist:  Right – so what difference is that making to 

you feeling angrier?
Client:  It is making me stronger – it is giving me the 

strength to do things – to face things.
Therapist:  And is that good for you ‘doing things’ and 

‘facing things’?
Client:  Yes it is – and I need to do more of it. 

This short conversation illustrates the constructing with the client 
of a new narrative, a story that fi ts with the likelihood of further 
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change. A small event, getting out of the house to collect her 
daughter, is gradually seen as being of greater and greater 
signifi cance. In the next two chapters, we will look at some of the 
questions that support this shift.
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Strategy questions

When clients make changes, often only small ones at fi rst, it can 
be hard for them to attach signifi cance to those changes. The 
progress they have made can be written off  as fl ukes or indeed the 
progress can be attributed to others. When the changes are trivial-
ized in this way, when the potential meaning contained within the 
events is minimized, then the likelihood of more change is 
reduced. So how do solution focused practitioners move with cli-
ents out of the language of chance into a description of active 
agency? In making this shift, SFBT draws on two types of ques-
tions, ‘strategy questions’ and ‘identity questions’.

The most straightforward question available to the practitioner 
is simply ‘how did you do that?’ For example, imagine a client 
reporting to the worker that that very day she had got up, got 
dressed, and gone out for a walk. Following an opening along the 
lines of ‘sounds like you were pleased to be able to do that’, if  the 
client responds in the affi rmative, the worker can just ask, ‘so how 
did you get yourself  to do that?’ Inserting the ‘get yourself ’ into 
the question implies that it was not easy for the client to do this 
and any answer that the client gives is likely to point towards self-
appreciation, as in ‘I dunno, just made myself  I guess’. While this 
answer is potentially a part of a progressive narrative as previ-
ously discussed, it is unlikely to be the endpoint of the therapist’s 
curiosity. ‘So how did you make yourself ?’ invites further explora-
tion, further focused thoughtfulness on the part of the client. An 
easy way for the therapist to invite the client into a more detailed 
description of the achievement is simply to say, ‘tell me 10 things 
that you did that helped you to get yourself  up and out’. 

On occasions, clients will not have considered themselves to 
have played an active part in the outcome and will say ‘I don’t 
know – I just felt better’. The solution focused practitioner will 
still persist: ‘so what do you think that you might have been doing 
recently that is associated with you feeling better?’ or ‘imagine a 
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video camera had been fi lming you this morning, following you 
around the house, what would the fi lm show that you did that 
ended up with you leaving the house and going for a walk?’ If  the 
client still responds by saying ‘nothing, I didn’t do anything, it 
just happened’, the therapist might ask ‘so what did you do to 
have it just happen?’ or ‘if  you had wanted it not to happen, what 
would you have had to do to stop it happening, what would you 
have had to think to make sure that you ended up staying at home 
in your chair?’ (followed by questions exploring how come they 
didn’t do those things).

The power of strategy questions can be enhanced by the 
introduction, if  appropriate, of the perspective of signifi cant 
others: ‘what do you think those who know you best noticed you 
doing?’

As the therapist asks strategy questions, the client is not only 
invited to congratulate herself  for her success but is also invited to 
specify what in particular she did that was associated with the 
success. The more that the client does this, the more repeatable 
the success potentially becomes. Even when the client concludes 
that she really does not know what she did, the effect of these 
questions is likely to be benign. Having clients puzzle over what in 
particular they have done that has worked for them is normally 
strengthening and can be the basis for a collaborative end-of-
session noticing suggestion.
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Identity questions

It is virtually impossible for human beings not to reach ‘identity 
conclusions’ about those with whom they interact and indeed 
about themselves. Human beings are ‘sense-makers’. We seek to 
make our worlds more manageable through the twin processes of 
observation and categorization. A teacher notices a child being 
diffi cult in his class and deals with the incident. The next day, the 
child behaves badly again and in addition a colleague comes up to 
the teacher and mentions that the same child has been rude in her 
class as well. Very soon the teacher moves from the framing ‘he 
behaves badly’ to ‘he is a diffi cult student’. And this shift has sig-
nifi cant consequences. Once the child is framed as diffi cult, the 
framing itself  will serve to make diffi cult behaviour more visible 
and good behaviour less so. When we have reached a conclusion 
we tend to notice those things that confi rm the conclusion and 
once we have reached a conclusion about ourselves, it is subse-
quently easier for us to act in line with the description and harder 
to act in ways that contradict the description. 

So solution focused therapists ask questions that invite clients 
into possibility descriptions, ways of thinking about themselves 
that fi t with the greater likelihood that they will be able to achieve 
their goals for their lives and the work. How is this done? The 
solution focused therapist will listen for the client to describe an 
achievement, anything that he has done that is in line with the 
best hopes from the work. Having elicited a description of a 
fi tting event and having asked one or more strategy questions, the 
therapist will then invite the client to notice and name the 
associated qualities, strengths, skills or competencies.

• What did it take to do that?
• What did you draw on to make that change in your life, what 

strengths, what qualities?
• What does that teach you about the person that you are and 

the person that you can be?
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Any one of these simple questions invites the client to develop 
a possibility focused description of self: ‘it tells me that I am 
stronger than I realized’, ‘I had to be really strong’, ‘it took deter-
mination and willpower’. The therapist can then build on these 
responses. ‘Have you always known that you could be that strong?’ 
and if  the client responds by saying ‘no’ the therapist can enquire, 
‘so what difference will it make to your future, knowing that 
you can be that strong?’ If  the client replies by saying that strength 
has always been a part of his life, the worker can highlight that 
capacity by asking: ‘tell me about other times in your life when 
you have been strong’.

Asking questions in this way, inviting the client to ‘notice and 
name’ his own qualities, is very different from the therapist telling 
the client. Over-enthusiastic therapists can often be tempted to 
tell – ‘you come across as a very determined person’ – risking 
disagreement on behalf  of the client. People frequently doubt 
apparent compliments coming from the mouths of others, but are 
much more likely to believe the things that they hear themselves 
saying. Invitations to self-compliment rather than praising are 
characteristic of this approach.
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When the client says things are the same

Just because the therapist asks ‘what’s better since we last met?’ 
does not guarantee a positive response from every client. Some 
will respond ‘nothing, absolutely nothing has changed, it’s exactly 
the same’. Although by the end of the session the client may have 
noticed that some things are indeed better, it is best for the 
solution focused therapist not to argue, ‘come on something must 
be better’, and to work from the position of accepting that the 
client means exactly what she says. If  we argue, we risk merely 
inviting the client back into reiterating the statement ‘nothing is 
different’, and each time the client repeats this, the harder it is for 
the client to notice that this might not be completely so.

Therapist:  So what’s been better since we last met?
Client:  Nothing – absolutely nothing has been 

different – it’s exactly the same.
Therapist:  Oh. So what have you been pleased to notice 

about the way that you have been going about 
things, even though nothing is better?

Client:  Well, I suppose just that things have not got 
worse either.

Therapist:  So, could I ask you a few questions about 
that – what do you think that you might have 
been doing to stop things getting worse?

Client:  Well – I have carried on paying attention to 
my diet and looking after myself  a bit better, 
getting to bed at a reasonable time, sleeping 
okay and getting out a bit.

Therapist:  Okay – so those are things that one way or 
another you have managed to maintain?

Client: Yes I have.
Therapist:  So how have you managed to keep those 

good things going?
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Client:  Just making them into a habit – a bit of a 
routine really – making myself  do them even 
when I don’t feel like it.

Therapist:  I imagine that that cannot be easy – making 
yourself  do things when you don’t feel like 
it – so how have you managed that?

Client:  Just remembering what it was like last year.
Therapist:  Okay – so one way or another you have 

managed to keep things going and it sounds 
like that isn’t easy.

Client: No.
Therapist:  So how will you know when the time is right 

to take another step forward, to move things 
on again?

Client: Not sure.
Therapist: How do you think?
Client:  Maybe when it doesn’t feel like a struggle 

every day.
Therapist: Okay – so how will it be feeling?
Client:  Bit less on a knife edge – bit less like I could 

fall off  at any time.
Therapist:  Okay, great – so if  you’re not quite so much 

on the knife edge what will you be instead?
Client:  More confi dent – more confi dent of the future.
Therapist:  So what will you be noticing about the way 

that you are going about things that will 
allow you to be more confi dent?

It is clear from this extract that at no point does the therapist 
argue with the client. The therapist accepts the client’s response 
and by asking ‘so what have you been pleased to notice about the 
way that you have been going about things, even though nothing 
is better?’, the client moves into detailing an alternative achieve-
ment and the conversation can then focus on what the client has 
done in the service of stabilization. Asking the client towards the 
end of the extract ‘how will you know when the time is right to 
take another step forward, to move things on again?’ builds the 
basis for a beautiful collaboration, paced at the client’s pace.
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When the client says things are worse

There will be a time when every solution focused brief  therapist 
asks, ‘so what has been better’ and the client will answer ‘you’re 
joking surely, it’s been worse, ten times worse. This week has been 
just about the worst week of my life’. While it can be tempting for 
the panicky practitioner to try to trick the client out of his 
position ‘but you got yourself  here – how did you manage that?’ 
with the underlying logic ‘if  things were really so bad you wouldn’t 
be here, but you are here so it cannot be that bad’, this approach 
is always worth resisting. Clients resent therapists’ refusal to 
accept what they are saying, so a much simpler start is, ‘I’m really 
sorry that you have had such a tough time’.

Once the client feels acknowledged and accepted, the therapist 
can begin the task of searching for a way of connecting the 
conversation to the direction in which the client wants to move, to 
something that fi ts with the likelihood of the client being 
successful.

It sounds like this last fortnight has been really tough for 
you, and things have even gone backwards if  I understand 
what you are saying. So:

•  What have you been pleased to notice yourself  managing 
to get done despite all the diffi culties?

•  How have you managed to keep hope alive at all in your 
life given the setback you have faced?

•  How have you kept yourself  going at all in the face of all 
the problems you have had to deal with?

•  What have you done to stop things getting even worse 
than they have already – how did you stop the slide here? 

Each of these questions could open a pathway towards a pur-
poseful conversation, focusing on what the client has done that is 
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of use to him. And each question in this situation needs to be suf-
fi ciently acknowledging of the client’s situation for the client to 
feel prepared to respond. If  the client feels that the questions fail 
to recognize the gravity of his situation, he will be tempted back 
into problem description and then the therapist will need to 
incorporate a greater recognition of diffi culty into his question to 
re-establish the fi t. In the process, the therapist risks inviting the 
client effectively to detail yet more of the problem.

Therapist:  Sounds a nightmare.
Client:  Yes it has been.
Therapist:  So, how have you been coping?
Client:  Well that’s just the point – I haven’t been 

coping. I’m fi nding it hard to get up, I’m not 
getting dressed, I’ve started drinking again, 
and Eileen says that if  I go on like this she is 
off.

It is clear that the question ‘so how have you been coping’ is just 
too ‘functioning’ a description of life to work for the client, and 
as a result the client moves back into detailing the diffi culties. If  
the therapist had substituted a less ‘functioning’ description, 
perhaps ‘so how on earth have you been getting through at all 
given just how tough things have been’, the client may have felt 
suffi ciently validated to accept the therapist’s invitation. As Steve 
de Shazer used to say in public presentations, ‘we may be solution 
focused but we’re not problem-phobic’. When therapists become 
‘problem-deniers’, their work becomes solution forced and it is 
clear that solution forced work does not work (Nylund and 
Corsiglia 1994).
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Maintaining progress

Many approaches to counselling or therapy see the process of 
‘ending’ as highly signifi cant, as something that needs to be man-
aged or to be ‘worked through’ over a number of sessions. In solu-
tion focus, this careful attention does not seem to be necessary 
and most endings are relatively informal, with clients often saying 
that they see no need for further sessions right now but that they 
will get back to the therapist if  the time comes when a further 
review of the situation would be useful. The reasons for the differ-
ence are clear. First, the typical number of meetings between 
therapist and client is less than four and these meetings may have 
taken place over a period of 10 weeks with relatively long gaps 
between the meetings. Even in this very real way the therapist will 
typically remain tangential in the client’s life, but in addition the 
therapist will work hard to maintain a marginal position, with the 
client and her life centralized in the process. As a client of Chris 
Iveson’s spontaneously said, ‘Do you know Chris when you ask 
good questions you disappear – it is only when you ask bad ones 
that I notice you’ (George et al. 1999: 35). Insoo Kim Berg echoed 
this theme, the marginality of the therapist in the solution focused 
approach, in her statement that the worker should aspire to ‘leave 
no footprints in the client’s life’. Indeed, the approach values this 
‘invisibility’, holding the view that change is better maintained by 
clients when the client takes the credit for the changes made rather 
than the client ‘crediting’ the worker for the changes, as in ‘I 
couldn’t have done this without you’ (Sundman 1997). Thus it is 
clear that in SFBT, by and large, the fi gure of the therapist 
remains of marginal signifi cance, merely asking questions from 
the edge of the client’s life and at the end of the session sum-
marizing back to the client some of the things that the client 
herself  has said.

In some circumstances, the therapist may focus more directly 
on fi nishing, most often when the therapy is becoming more 
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prolonged, by asking ‘let’s imagine that you woke up this morning 
and just knew that there was no need for us to meet again – what 
were you noticing that told you that further sessions were not 
necessary?’ This question serves to re-specify the outcome and 
refocus, if  necessary, the work to thinking about what needs to be 
achieved for a consensual ending to be possible. However, in 
addition it can be useful for the worker to ask the client, ‘On a 
scale of 0 to 10 with 0 standing for you having no confi dence 
whatsoever in your ability to maintain the progress that you have 
made and 10 standing for you being completely confi dent in your 
ability to do so, where would you put yourself  at present?’ The 
therapist can further emphasize ending, especially with a client 
low in confi dence of maintaining progress, by asking, ‘and where 
would you need to be to feel ready to end our talking together?’ 
and then ‘so how will you know that you have reached that point?’
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What if there is no progress?

Nothing always works. However talented the worker and however 
useful her approach, there will be times when there is no report of 
change on the part of the client, when each session elicits the 
response ‘nothing’s better’, and when there is never a shift in the 
client’s position on their ‘best hopes’ scale. In such circumstances, 
the third rule of SFBT comes into play: ‘if  it doesn’t work, do 
something different’ (Chapter 10). So what can the therapist do in 
these circumstances that may make a difference?

1. Check the client’s ‘best hopes’ from the work and invite the 
client to scale the possibility of achieving those hopes. ‘On a 
scale of 0 to 10 with 10 standing for you just knowing that 
you can make this change and 0 standing for the opposite of 
this, where would you put things?’ If  the response is very low, 
it is possible to renegotiate the best hopes.

2. Invite the client to try a ‘being bothered’ scale – how much, in 
other words, does the achievement of the ‘best hopes’ matter 
to the client. If  the response is low, the therapist can seek to 
renegotiate the ‘best hopes’; if  high, the therapist can build 
on the response by scaling how much the client is prepared to 
do: ‘10 I would do anything to make progress with this, 0 
nothing’. 

3. Change the make-up of the session – if  working with a family 
or couple, meet with the individuals separately; if  with an 
individual, invite the client to bring someone else.

4. Meet the client at a different time of day or in a different 
place.

5. Change the therapist.
6. Evaluate with the client the progress made, or the lack 

thereof, and ask the client for his advice on what the therapist 
could do differently.
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7. Ask a colleague to offer a live consultation to you and to the 
client, interviewing you both in the presence of the other and 
observing what emerges from the talking that is useful.

8. Change approach, either drawing on an alternative approach 
that the same worker is competent in or seeking an alternative 
therapist using a different way of working.

If  after all this nothing changes, then the question remains why 
the therapist should carry on working with the client when 
nothing useful is happening. Agreeing to see a client where there 
is no change risks confusing and misleading the client, inviting 
him to think that he is addressing the diffi culty when in fact 
nothing of use is emerging. In this way, the therapist can become 
a part of the problem stabilization system. Refusing to carry on at 
least opens the possibility that the client will be challenged to ‘do 
something different’ and whatever it is that the client does holds 
the possibility of a shift. An alternative is to suggest, or agree 
with the client, that now may not be the right time to make 
changes in his life and that instead the time may be right for 
stabilization and only when the client knows that he is ready to 
take the next step should the client return to the therapist.
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Assessment

Traditional therapies have typically initiated the therapeutic pro-
cess with two areas of assessment, prior to any thought or ques-
tion of intervention. The fi rst area of assessment examines the 
question of the client’s fi tness for therapy, seeking to determine 
whether the client is the sort of person who can be helped with a 
‘talking cure’. This might involve exploring, among other things, 
the client’s cognitive capabilities, their ability to articulate, and 
maybe their theory of causation and how that fi ts with the deliv-
ery of a psychological intervention. In addition, the traditional 
therapist will seek to explore the nature of the problem, perhaps 
developing a hypothesis regarding problem causation and main-
tenance, and then considering whether the defi ned problem is 
amenable to the therapist’s specifi c model of intervention or pos-
ing the question, ‘which model would best help this particular 
client’.

Within SFBT there is no pre-therapy assessment phase. Since it 
is assumed that every client is doing the best that he can at the 
time, it is the job of the therapist to determine whether she can 
fi nd a way of satisfactorily fi tting with the client’s best, and this is 
a question that can only be determined in the therapeutic process 
itself. In addition, nothing within the outcome research to date 
gives us any way of knowing for whom this approach is useful 
and for whom it is not, in terms of demography, client presenta-
tion or indeed in terms of the problem that the client brings (see 
Chapter 12). Each solution focused intervention thus becomes 
essentially an experimental process with at its heart the question, 
‘Can I as a therapist fi nd a way of fi tting with this client’s presen-
tation suffi ciently usefully for something different to be gener-
ated, a difference that will make a difference?’ Thus the questions 
that the solution focused therapist poses herself  are ‘therapy pro-
cess’ related rather than focused on the client’s inner world and 
how that is being manifested in the interaction between client and 
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therapist. The therapist is not trying to ‘understand’ the client, to 
evaluate the client’s behaviour or to work out what, in lay lan-
guage, makes them tick. The idea is to stay as much as possible 
‘on the surface’ rather than trying to look behind and beneath.

So the therapist in the solution focused approach asks her fi rst 
question, then listens to the client’s answer, and attempts to shape 
a question that takes account of the answer and moves the con-
versation in the direction of possibility. And so on and so forth. 
To this point the therapist is focused on the narrative, the content; 
however, there is another process that takes place in a parallel 
fashion centred on the question ‘is this working?’ or perhaps ‘is 
the client coming with me in this conversation?’ If  the client is 
collaborating with the therapist’s attempts to collaborate with the 
client, then the therapist will proceed on the basis of de Shazer’s 
second rule ‘if  it works, do more of it’ (Chapter 10). But if  the 
client is not moving with the process, then de Shazer’s third 
rule – ‘if  it is not working, do something different’ – takes prece-
dence and the therapist needs to make adjustments to the process. 
Perhaps the pacing is wrong, maybe the client wants to tell more 
of her problem story. Perhaps an ‘other person perspective’ ques-
tion will allow the client to see himself  in the future rather than 
being invited to see the future through his own eyes – ‘how will 
your best friend know that you coming here has been of use to 
you?’  Maybe for a client who is fi nding it hard to move away from 
her problem description an exception question might work better 
than an instance question, or maybe focusing on the client’s man-
aging, even nearer to the problem experience, would work better. 
The skilled solution focused therapist listens to the content of the 
client’s response and simultaneously evaluates ‘fi t’. On this basis, 
they draw on the full range of solution focused responses and 
judge which response offers the requisite suffi cient fi t with the 
client’s position to make sense to the client and suffi cient distance 
from the client’s position to introduce the possibility of change 
(Andersen 1990).
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Safeguarding

The authors began their solution focused careers while working 
at the Marlborough Family Service, a specialist NHS clinic pro-
viding (among other things) assessment and treatment of families 
with children at severe risk of harm. Their early solution focused 
practice was partly built around this work (George et al. 1999). It 
was apparent that a solution focused approach had much to offer 
in promoting safety. It was equally apparent that like any other 
therapy model, it could not be used alone as an assessment tool. 
Assessment and treatment might inform each other’s processes 
but always need to be seen as separate activities.

Andrew Turnell has done pioneering work in this area, with the 
‘Signs of Safety’ model now being adopted by safeguarding 
services around the world (Turnell and Edwards 1999). In essence, 
the model provides a simple grid on which to chart both the risk 
and the safety factors in a situation. Only when there is a balance 
in favour of safety, or the possibility of safety, do therapeutic or 
change-directed conversations take place. At this point, SFBT 
has much to offer. Attention to what the client is already doing 
well (e.g. ‘What do you think you already do well as a parent?’) 
serves to boost collaboration and confi dence and this is further 
enhanced when the therapist begins to seek out the client’s own 
hidden skills: ‘If  you woke up tomorrow morning exactly the 
parent both you and social services would like you to be, what 
might be the fi rst thing you would notice?’ 

SFBT has also been effective in reducing domestic violence 
(Lethem 1994; Lee et al. 2003). By focusing on safety and how it 
can be promoted, victims of violence are able to bring more of a 
sense of control into their lives without implying they somehow 
share responsibility for the violence against them. As an example, 
Josephine has been describing a ‘tomorrow’ in which she had got 
her ‘self-respect’ back. She has a cut above her left eye and because 
the police have notifi ed social services of this attack on her by her 
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baby’s father, she is at risk of her newborn being removed from 
her. In the process of describing a safe future, her voice has grown 
stronger, she is sitting more upright, and is no longer sure that she 
has brought ‘all this’ on herself.  On a ‘safety scale’ she is at 4. 
After a lengthy focus on what she is already doing to help keep 
herself  safe in this dangerous environment, the therapist asks: 
‘What might be different at 5 on the scale?’ Josephine says that she 
will have her keys back and this will give her more of a sense of 
control (even though she knows her ex-partner can kick down the 
door). Exploring what a greater sense of control might lead to, 
Josephine talks of going out more (‘I don’t even go to the 
supermarket anymore!’) and reconnecting with friends. These are 
such obvious routes to safety but they usually only become viable 
routes when the client discovers them for herself. Otherwise, it is 
just another ‘powerful’ person telling her what she should do. 
Asking how being more in touch with friends might impact on 
her safety, Josephine comes up with the idea of going to see her ex 
with the friend who introduced them: ‘He’ll never do anything in 
front of her’. 

Over nine months and seven sessions Josephine was never hit 
again. She stayed in an on–off relationship with the same man 
but on very different terms. As she was saying goodbye at the end 
of the work, she asked: ‘Did I ever tell you I was anorexic?’ To the 
therapist’s ‘No’ she responded, ‘Well I’m not anymore, so thank 
you for that too!’



Part 13 
CHILDREN, 

FAMILIES, SCHOOLS, 
AND GROUPWORK





CHILDREN, FAMILIES, SCHOOLS, AND GROUPWORK

175

71
Children 

People are often surprised about how very young children can 
respond to SFBT. Mostly, however, a therapist will choose to 
work with parents rather than children, as there is always the 
chance that by being identifi ed for individual work a child will 
pick up an unhelpful label and be assumed to be problematic. 
Assumptions like this can devastate a child’s life. Furthermore, if  
a parent rather than a therapist can be credited with success, the 
change is likely to have more sticking power. If  a child is to be 
involved, he or she will need to have reached the developmental 
stage at which difference can be discerned, most commonly by the 
age of three when they are able to stack toy bricks and thus create 
a rudimentary scale.

The main difference when working with children, and this 
will be true of any therapy, is that the language needs to be 
adjusted – the child needs to understand and be able to answer 
the questions. The younger the child the less abstract the ques-
tions will need to be, and the emphasis may need to be more on 
the actual past than on the imagined future. Words might also be 
supplemented by materials and play (Berg and Steiner 2003). A 
5-year-old will usually enjoy demonstrating ‘good behaviour’ at 
school, especially if  joined by whoever else is in the meeting, by 
showing how he can fi rst sit quietly, then line up quietly, and 
fi nally walk quietly. He might never have been seen to do this 
before but he is very likely to start doing it the next day after such 
a demonstration. One such 5-year-old said that for things to be 
happier in school he shouldn’t run in class. He was asked what he 
should do instead. ‘Walk’, came the reply. ‘Are you a good walker?’ 
asked the therapist. ‘Yes!’ he replied emphatically. ‘Good’, said 
the therapist, ‘show me how’, and with that the boy took a slow 
and measured turn around the therapy room, demonstrating for 
the therapist and his mother his considerable skill. Later in the 
session he engaged with the therapist in a role-play, where he took 
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the role of the teacher and the therapist that of the child himself, 
so that he could ‘teach’ the therapist what was required of him as 
the child!

In another case, an elective mute 4-year-old was able to illustrate 
her current level of safety by choosing one from a line of ten 
plastic farm animals. Then using pipe cleaner dolls she indicated 
that it was a mixture of her mother’s proximity and her father’s 
attention to her brother (who had raped her) that was keeping her 
safe. After being helped to communicate in this way she began to 
speak again. In another case, a very active boy enjoyed comparing 
his aims and progress towards them with skateboard manoeuvres. 
Both his skateboarding and his behaviour began to improve.

Apart from language, the most obvious difference with smaller 
children is in establishing their hoped-for outcome. Often this will 
be largely determined by parents but a child can be included and 
‘informed’ of the benign nature of the therapy by being asked 
questions such as: ‘Would you like to be happier/get on with your 
brother/behave well at school’, etc. These are examples of ‘closed’ 
question that can be answered with a single word (like asking a 
child the name of their favourite TV programme), and is therefore 
easier for children to answer and enables them to feel they are 
‘getting it right’. The therapist can then switch to ‘open’ questions, 
which cause the child to have to think harder before giving an 
answer: ‘Okay, so, let’s say tomorrow you have a happy day in 
school, how will Miss know you’re happier when you come into 
the class? What will she see you doing?’
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Adolescents

Some practitioners, even highly experienced ones, fi nd the idea of 
working with adolescents daunting. They fear the constant ‘don’t 
know’ responses, the apparent lack of engagement, the battle to 
draw their eyes away from their mobile phones and their ears 
from their headphones. SFBT provides a very constructive 
framework for work with adolescents. They appreciate the focus 
on the future and the emphasis on concrete descriptions of 
actions (Lethem 1994). Most importantly, SFBT centralizes their 
views. It is also time limited, and this goes for the length of 
sessions as well: half  an hour is often more than enough.

The ‘don’t know’ response that is heard so often from young 
people doesn’t have to be a worry. At times, it resembles a sort of 
default response, as if  the client says it without thinking and then 
stops to consider whether to answer the question. All that is 
required of the practitioner is persistence to show that one really 
wants to hear their answer: ‘What do you think?’ ‘What’s your 
guess?’ If  these open questions draw a blank, then it might be best 
to start with a closed question before moving on: 

Therapist:  It seems that things have been diffi cult lately, 
is that right?’ 

Client:  Yes. 
Therapist:   And you would like things to go better? 
Client:  Yes. 
Therapist:   So let’s say things did go better, what would 

you notice?

For some young people, especially those who feel they have been 
sent against their will, it is useful to ask them what a third party 
is hoping to see different. For obvious reasons, questions relating 
to their friends are immensely useful for adolescents. One 14-year-
old young woman who kept saying ‘don’t know’ when asked 
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about what she wanted from the work responded to ‘What would 
tell your friends that this hadn’t been a waste of time?’ with ‘I 
wouldn’t be so unhappy’. Upon being asked ‘How will they know 
that?’, she said: ‘I’d talk more to them’. 

Scale questions of various kinds are much appreciated. One 
16-year-old (see Chapter 47) who never saw the mornings spent 
most of his time smoking ‘weed’ and was under threat of being 
thrown out by his mother. When asked the scale question, he 
remembered that two days previously he had cleaned half  the 
house. He put this down to boredom, but was able to think about 
the benefi ts it had led to such as a reward from his mother, and 
how he could go on to make further progress.

One of the more useful questions is the coping question. Young 
people have to endure (as they see it) so much from the adult 
world, as well as from peers and sometimes from their own emo-
tions and changing bodies. Asking ‘How do you handle that?’ 
ensures that the client feels that their struggle is being acknow-
ledged, and enables them to explore their skills in managing their 
lives. They may be engaging in self-harm or excessive use of alco-
hol or substances, and there may be a place for discussion 
about the risks involved if  the client appears to be truly ignorant 
of the consequences. But questions that relate to how they control 
those activities, on the assumption typical of solution focused 
work that there will be times when they resist the urge to go to 
excess, will lead to questions about other, safer, ways they have of 
managing their lives.

While the strategy questions (Chapter 63) of SFBT are a perfect 
fi t for young people, identity questions (Chapter 64) are often of 
great value. Adolescents are acutely concerned with questions 
relating to their identity, their reputation, and how they are 
perceived. There is, in short, something in SFBT for all adolescents.
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Family work

Although it is not necessary for all family members or both 
partners of a couple to attend for change to happen, very often 
there will be more than one person in the room.

So what happens if family members differ 
about the preferred future?

Let us take the most obvious and simple example, a parent and an 
adolescent. The likelihood of the two agreeing about their best 
hopes, certainly at fi rst, is minimal. Many parents express the 
hope that their child will ‘show more respect’ and by that very 
often they mean that the child will be obedient. The young person, 
on the other hand, expresses a wish for ‘trust’ and by that they 
normally mean that they will be allowed more freedom. Looking 
backwards is likely to lead to fruitless tit-for-tat dispute: ‘How 
can I trust you when you don’t come home all night?’ ‘How can I 
respect you when you treat me like a child?’ But looking forward 
soon creates a common purpose. If  we assume that these fi rst 
answers are not ends in themselves but means to an end and ask 
‘if  each of your hopes was realized what difference would it 
make?’, both parent and child will very often give a version of 
getting along better, less fi ghts, more conversations, and more 
friendliness. Both want the same thing.

What if family members just argue?

A family would hardly be a family if  its members didn’t argue and 
given that they are unlikely to be getting on well, arguments in the 
therapy room are common. In a solution focused session, the 
therapist will mostly ignore the arguments, treating them like 
‘interference’ on the radio. However, if  the ‘interference’ prevents 
voices being heard and the therapist has found no way to contain 



SOLUTION FOCUSED BRIEF THERAPY: 100 KEY POINTS

180

the arguing, then it is probably best to compliment everyone for 
being brave enough to give it a go together and then see people 
separately or choose to work with the person most eager for 
change.

How can everyone have a voice?

As we have suggested, inviting a client to detail their preferred 
future seems to be associated with a greater likelihood of change. 
So if  there are six family members in the room, how can each be 
given the time and space to detail their picture?  In these circum-
stances, it may not be necessary. Imagine a family who each in 
their own and age-differentiated ways have expressed the hope 
that they can manage to get along better. The therapist can then 
start with the fi rst family member and ask, ‘tell me two ways that 
you will know that this family is getting along better’ and then 
move on to the next and the next, tracking each in turn as the 
family begins to build a rich, detailed multi-perspectival picture 
of the family which they wish to build. Not all will agree with 
everything and yet there will always be a signifi cant amount of 
overlap in their views.

What if one member of the family appears to be 
scapegoated, blamed by another for the problems?

Arguing with clients is the only researched predictor of failure in 
SFBT (Beyebach and Carranza 1997). Thus, if  one person locates 
the need for change in another, then asking questions that make 
the picturing of the preferred future interactive, as in the previous 
chapter, is more likely to be useful. This helps by seeking out the 
client’s positive intent: ‘It sounds like you are really worried about 
your son and his future, so how will you know that things are 
moving forward in his life in a way that would help you to stop 
being so concerned?’  ‘And when he is responding differently what 
will he be noticing different about you?’ Accepting and acknow-
ledging the parental distress and offering a constructive framing 
is likely to open up possibilities.
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Scales in family work

The most common ‘family’ scale is a version of ‘We’d all get on 
together’. Inevitably, family members offer different ratings and 
the therapist will aim to avoid any argument about who is right 
and instead enquire from each person what it is that puts them 
that high or what is preventing them scoring lower. A useful tip 
when working with families is to add up all the ‘scores’ (or get a 
child to do it!) and take an average. ‘So, on average this family 
thinks it’s at a 4. What, on average, tells everyone that it’s that 
high?’

Another issue relates to when parents have brought a child for 
‘treatment’. For them, the child is the cause of their problems and 
so they will tend to use the scale to rate the child, as in ‘I’ll give 
him a 2’ (often lower than what the child will say). There may be 
no way around this, but if  at all possible the therapist should, in 
constructing the family’s preferred future, aim at a ‘10’ that is 
inclusive of everyone, not just the child. For example, even when 
the issue is the child’s behaviour at school, so that for the parents 
‘10’ would be about the child behaving better, the ‘10’ should 
include the knock on effects on family life of that. So ‘10’ will 
become the child behaving at school and the parents being happy. 
The aim is to try and include the parents ‘in the solution’. In the 
same way, when family members are asked about moving up 
the scale, and a parent says that the child will do X or Y, then 
the therapist will accept that and ask: ‘And what difference 
will that make to you/your relationship with them?’
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Couples work

Couples work raises similar issues to family work and there are 
many ways to manage the therapeutic conversations. The simplest 
way is to treat it as two separate but interwoven sessions in the 
presence of the other partner (if  the other partner is present, 
which is not necessary for an effective outcome). In the following 
example, Pete and Dan are close to breaking up but would prefer 
to stay together. Each has been asked ‘what are your best hopes 
from this therapy?’ and each has expressed a wish for the other to 
change. As usual, the differences such changes would make are 
identical: ‘We would be able to get on like we used to’. This gives 
Pete, Dan, and the therapist a common purpose. In the following 
excerpt, Pete has been complaining about Dan’s behaviour.

Therapist:  So I can imagine that if  he was a bit less 
selfi sh and thought about you a bit more 
instead of taking you for granted, that would 
make quite a difference to your life?

Pete:   Of course.
Therapist:  So if  he were to make those changes, how 

would he know that you were pleased? How 
would you respond differently to him?

Pete:   Well if  he did – and I am not sure that I can 
imagine it – I would be less angry all the time.

Therapist:  What would you be instead?
Pete:   I’d be more pleasant – I’d ask him about his 

day – I would cook but I’d be pleased and 
happy to cook rather than . . .

Therapist:  And if  you were pleasant, do you think that 
he would be pleased?

Pete:   Of course. He calls me a grumpy bastard all 
the time.
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Therapist:  So how would he respond differently to you 
if  he saw less of the ‘grumpy bastard’ and 
more of the pleasantness?

Pete:   Oh he’d talk more probably – he says that it’s 
not worth talking to me since I always bite his 
head off.

Therapist:  And would you like to hear him talking 
more?

Pete:   Yes – I’m telling him all the time that he 
doesn’t tell me anything.

Therapist:  So how would you respond to him if  he was 
talking more?

Pete:   Maybe I’d do some of the things that he likes 
to do which I don’t enjoy so much.

Therapist: Such as?
Pete:   Maybe sit and watch the football with him.
Therapist:  What about you, Dan – what would be the 

fi rst sign that Pete and you are getting on in 
the way you hope for?

Dan:   He wouldn’t be so angry any more.
Therapist:  What would be the very fi rst sign of that 

tomorrow morning if  a change were to 
happen over night?

Dan:   He wouldn’t yell if  I was in the shower too 
long.

Therapist: What would he do instead?
Dan:   It would be nice if  he just asked politely.
Therapist: How would you respond to that?
Dan:  I’d be surprised . . .
Therapist: And?
Dan:  And I’d get a move on.
Therapist:  What difference might that make to Pete?
Dan:   There’d be some hot water left for him!
Therapist:  And what difference might this make to your 

thoughts about your relationship if  a day 
began like this?

Dan:   A big difference. I’d begin to think it was 
worth fi ghting for.
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Therapist:  How would Pete know that you thought your 
relationship with him was worth fi ghting for?

The simple structure of this conversation is clear. The therapist 
interleaves the picture of change in such a way that after a while 
‘cause and effect’ becomes blurred in a ‘chicken and egg’ manner. 
The question of who has to start the change is lost in the process 
and what becomes evident is that all that matters is that one 
member of the couple starts to ‘do something different’. 
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In the school

A primary school teacher, adapting solution focused principles, 
asks his class to describe for him what kind of class they want and 
how they will know the class is at its best. He asks them to write 
their ideas on fl ipchart paper which is then hung on the 
walls. From all the ideas he helps the class establish goals for 
the term. 

Another teacher when taking the register asks each child to 
score him or herself  on a 1–10 ‘happiness scale’. She uses this not 
as an objective measure but as a way to note differences: a child 
who suddenly drops from his usual rating will be given a little 
extra attention. The ritual also raises the children’s emotional 
awareness – a key factor in learning.

The head of Year 9 takes a group of the eight students he 
is most concerned about in terms of fulfi lling their potential 
and they have weekly meetings to establish what they are hop-
ing to achieve in school and what progress they are making. 
They use scales to plot their progress and to look at signs of 
moving on.

A newly appointed headteacher called in to tackle a failing 
school meets the staff  for the fi rst time and, after acknowledging 
their – and his – nervousness, starts by asking them to tell him 
about all the things they like about working in the school. Every-
one starts to relax and an increasingly lengthy list is developed 
(Martin Brown, personal communication).

A year head also creates a ‘positive gossip’ forum in morning 
briefi ngs so that teachers can share constructive things they have 
noticed about each other and about students (Donna Jones, 
personal communication).

A headteacher develops a scale with a primary age child that is 
based on the child’s favourite to least favourite foods. No-one else 
has a clue when he says to the head ‘I’m a garlic bread today sir!’ 
or, with a big smile, ‘it’s pizza today!’
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An educational psychologist uses solution focused ideas to 
help make meetings more constructive. For example, starting the 
meeting as follows: 

So, we are all here today to fi nd a way forward for Jim . . . 
Everyone has read the background reports so we should all 
have a clear idea about how things got to where they are 
today. Perhaps we could start with fi nding out what has 
changed since the reports were written.

(Harker 2001: 35)

Other educational psychologists see the value of solution focused 
ideas in their consultative work with teachers: ‘Employing the 
assumptions of solution-focused thinking leads us into conversa-
tions about resources, goals and exceptions. The idea that change 
can occur is promoted through imagining . . . and experimenting’ 
(Wagner and Gillies 2001: 153).

These are just some of the numerous ways that colleagues and 
associates have made use of the solution focused approach. In 
addition, there is a wealth of written material about solution 
focused work in schools, including: anti-bullying (Young 2009), 
consultation (Wagner and Gillies 2001), reading (Rhodes and 
Ajmal 1995), solution focused schools and teaching (Metcalf  
2003; Mahlberg and Sjoblom 2004; Kelly et al. 2008), peer coun-
selling (Hillel and Smith 2001), and counselling (Metcalf  2009).
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Schools: individual work

In the bustling school environment, individual counselling or 
coaching sessions give students a precious space for calm 
refl ection. SFBT offers an approach that fi ts perfectly with the 
requirement for a time-limited intervention where students don’t 
have to feel obligated to attend more than they feel is necessary. 
We have found that half  an hour is ample time for a session and 
the majority of students appreciate the experience and wish to 
return for follow-up sessions. Other members of staff  can 
participate as appropriate, and group sessions can also be run (see 
Chapter 79).

At the outset, students have to be told about the limits to 
confi dentiality. When a student disclosed that his mother had 
been beating him with a stick, he was reminded that the coach 
had to pass this information on. The student became angry, 
insisting that it was a private matter and in any case the beatings 
‘didn’t hurt’. He eventually agreed to meet with another member 
of staff  plus the coach. 

When students are asked what their best hopes are from the 
work, a common fi rst response is ‘don’t know’. If  the student 
persists in this position, then asking what the referrer might want 
will sometimes open up the conversation. It is then important to 
fi nd a way to link what the referrer wants with the hopes of the 
student. 

When asked about his hopes for the session, Hamid gave a 
number of ‘don’t knows’. When asked what the referrer’s hopes 
might be, he gave more ‘don’t knows’ until the therapist asked, 
with a touch of surprise in his voice:

Counsellor:  So your form tutor wouldn’t want to see any 
changes?

Hamid: I don’t think so . . . well, maybe.
Counsellor:  So if  he did, what changes might he be look-

ing for?
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Hamid: I don’t know.
Counsellor:  Would it be in the classroom, the corridor, 

the playground – where might he see them if  
there were some changes?

Hamid: In the corridor.
Counsellor:  And what might he see you doing that was 

different?
Hamid: Not running.
Counsellor: What would you be doing instead?
Hamid: Talking. I’d talk to friends and walk.

Hamid went on to describe having a better relationship with 
friends and being saved the aggravation of ‘being in trouble’. 
These were outcomes he was willing to strive for even though to 
begin with the outcomes had been those desired by the school. In 
the end, as is usually the case in successful school counselling, 
both the student and the school were benefi ciaries.

It is common for students to say others should change and 
agree to what they want. It is best not to get into discussion 
about how likely it is this will happen, even if  the student is 
demanding the right to walk around their classroom whenever 
they want or to stay out all night. They know the rules, so there’s 
no need to irritate them by reminding them. Instead, accept what 
they say they want and look for the outcome. In a case where a 
14-year-old was blaming her teachers for all her problems, the 
coach (often a more acceptable title than counsellor or therapist!) 
asked:

Coach:  What difference would it make to you if  they 
changed?

Jasmine: I wouldn’t be given detentions.
Coach: What difference would that make to you?
Jasmine: I wouldn’t get into trouble.
Coach: And what difference would that make?
Jasmine: I’d be able to get on with the classwork.
Coach:  And if  you could do that, how would that be 

good for you?
Jasmine: It would make me happy.
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Coach:  So if  our work together leads to you getting 
on with your classwork and being happy, that 
would mean we’d done a good job here?

Jasmine: Yes.
Coach:  What difference would it make to your mum 

and dad if  that were to happen?

Irrespective of the starting point – the school changing or Jasmine 
changing – as the interactional description unfolds, Jasmine’s 
motivation and commitment to change grow. Later she reports a 
change in her teacher’s behaviour.
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Schools: the WOWW project

‘What are we going to do about 8c?’
WOWW stands for ‘Working On What Works’, a title that 

Insoo Kim Berg gave to a project she developed with Lee and 
Maggie Shilts on working with classes (Berg and Shilts 2005; 
Shilts 2008). An observer (or ‘coach’) notes and reports back all 
that ‘works’ during a lesson. Observers might be non-teaching 
staff  but teachers are also able to observe each other. It is not a 
method of inspection and the teachers who take part are volun-
teers.

The WOWW observers are introduced to the class (at the 
morning tutor group, for example) and the students are told they 
have been chosen for a special project in which certain lessons are 
to be observed. The impact of the project is enhanced by how 
‘special’ it is made to feel for students, and that would include 
who is doing the introducing: a senior member of the management 
team is a boon.

At the fi rst lesson, the observer explains that they will take 
notes throughout and in the last fi ve minutes they will tell the 
class what they have written. This feedback must be genuine and 
sincere. It can be helpful to walk around the classroom as the 
lesson is in progress and ask students their names when a positive 
action has been noticed. When feedback is given at the end, 
students are pleased to hear their names used. Although the 
feedback is to the students, as this is about the class and not the 
teacher’s methods, some teachers appreciate the observer saying 
something about what they liked about their teaching, and this 
can be done in front of the class or privately afterwards, depending 
on the teacher.

The observations continue, if  possible twice each week, for sev-
eral weeks; one teacher told us she thought about ten observa-
tions was advisable, even though in our projects we have been 
limited to four.
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A meeting with relevant staff  is held prior to the start, half-way 
through, and at the conclusion of the observation period to 
assess, usually with the use of scales, what difference the observa-
tions will make and have made to class performance. There is no 
doubt that these meetings are invaluable (one teacher described 
them as the most important part of the project for her, as they 
helped her to remember to focus on what works) especially when 
all staff  can attend, as they encourage the development of con-
structive dialogues around a particular class, which previously 
might only have engendered negative comments.

Feedback from students and staff  has demonstrated the 
benefi ts to the students in hearing about the constructive things 
they have been doing. To quote one Year 8 boy: 

Telling us what we done good that’s like an achievement, 
saying you’ve achieved a lot, and people want to keep it up 
so that they can get more compliments, and the more 
compliments they get the better phone calls home they get 
. . . their parents are happy, they’re happy, so it’s actually 
made it a lot better, in school and out. 

There is a greater group feeling in the class and a sense of 
responsibility towards peers. 

Of course, it’s not all sweetness and light. The observer has to 
remember the importance of noticing what works, even when 
everything seems to be going to pot.  After one such disaster, the 
class was asked to guess how many positive behaviours he had 
noticed. Somebody said ‘none’; the most that was expected was 
three. He had written down eight and read them out. The students 
were stunned. 

Acknowledgement: With thanks to Yasmin Ajmal, who ran the 
project with us, and the staff  and students at South Camden 
Community School.
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Groupwork

The literature on solution focused groupwork is growing. Metcalf  
(1998), Lee et al. (2003), and Sharry (2007) are some of the main 
contributors.

The solution focused approach offers a structure that helps oil 
the wheels of even the most challenging groups. Groupwork is 
particularly interesting from a solution focused point of view, as 
it involves bringing together people who may have little in com-
mon other than a problem. Clients are often interested in the 
experiences that others are having with similar issues, and so there 
can be a tendency for the group to become a place to share their 
problem experiences. It is not surprising, therefore, that the solu-
tion focused practitioner has to develop effective ways of guiding 
the conversation towards hoped-for outcomes.

The usual solution focused questions are employed straightfor-
wardly. In the fi rst meeting, all the participants are asked what 
their hopes are from the meetings, and then they are each invited 
to describe their preferred future, and subsequently to scale their 
progress. This may be done in the whole group if  small enough or 
in subgroups if  there are many participants. Subsequent meetings 
are used to explore progress (‘what’s been better?’), scale develop-
ments, and to use coping questions where there have been set-
backs. 

A signifi cant difference between groupwork and other solution 
focused conversations is in the attention paid to what happens 
between people in the group. With individuals and families, each 
person answers the therapist’s questions: the answers hold the 
therapeutic content and it is assumed that after family members 
leave they, in their own way, process what each has said. Groups 
do this processing during their meetings, so part of the therapeu-
tic content is in what they say to each other – a burden shared is a 
burden halved is the usual belief. The solution focused mantra 
would be that a success shared is a success tripled and without 
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diminishing freedom of expression and without ignoring diffi cul-
ties, it is the solution focused group worker’s task to direct conver-
sations toward hopes and achievement. Once the group begins to 
experience the value of outcome focused conversations, they are 
as likely to put a limit on ‘problem talk’ as the therapist.

Certain rituals help (just as they help any meeting), such as 
‘let’s go round and each take a turn to say one thing they’ve done 
in the last week they’re pleased with’ . . . ‘Let’s have two more 
turns’. By this time group members are likely to want to ask each 
other questions and while the discussion centres on achievement, 
the therapist can take a back seat.

Scales provide another structure. In some groups, everyone will 
have their personal scale allowing each person to be asked where 
they are and what puts them there rather than lower. Again, sev-
eral rounds of this are likely to promote more ‘free’ conversation.

And at all times the group facilitator must keep in mind and 
constantly acknowledge the extreme diffi culties with which many 
group members will be struggling. A structured ‘setback’ round 
can be a powerful route to constructive dialogue as it allows for 
the expression of a problem, something group members will 
expect as part of the process. With the problem ‘in the room’ each 
person can begin to describe their effective (and safe) strategies 
for coping or ‘hanging on’, the constructive things they have 
continued to do despite the infl uence of the problem, and the 
possible fi rst signs that they are coming through the crisis. The 
subsequent conversation will sometimes leave the therapist with 
little to do.

The presence of so many potential co-therapists is what can 
make groupwork so effective. When clients are self-critical or 
stuck for answers, other participants are often ready to encourage 
and advise. This is not always welcome to certain individuals and 
we have found it necessary at times to coach group members to 
ask each other questions rather than to make statements. Simi-
larly, we encourage participants to compliment each other.





Part 14 
WORK 

WITH ADULTS

A great deal of BRIEF’s work is with adults, as will be apparent 
in the main body of the book. This section, therefore, looks 
mainly at the more ‘marginalized’ – those less likely to be referred 
for therapy. The clients described have been an inspiration to us 
and though we are not always successful, it is these clients who 
taught us never not to try. For further descriptions of inspirational 
clients, see Iveson (2001).
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Homelessness

When we began our fi rst experimentations with SFBT, we wished 
to test it to its limits. We asked our colleagues to refer clients who 
might not usually be thought of as candidates for therapy and 
some colleagues were adventurous enough to comply.

People with learning diffi culties, the ‘chronically mentally ill’, 
and people with Alzheimer’s were among those to come forward. 
We were not surprised that we were able to achieve good outcomes: 
once attention shifts from ‘solving a problem’ to improving 
wellbeing and quality of life, anyone can be helped. Any client 
who wants something different in their lives, even peace from the 
interventions of professionals, can, in theory, be helped towards 
making changes for the better.

This robust testing of the limits has been a continuing theme of 
BRIEF’s work and as a result no potential client will be turned 
down on the basis of his or her presenting problem. This and the 
next fi ve chapters will describe some of this work.

Jimmy was referred by an outreach worker for a charity helping 
homeless alcoholics. He arrived for his fi rst session very drunk 
and very angry. For most of the hour he ranted about the iniqui-
ties he had suffered throughout his life, which had included exten-
sive periods in prison and psychiatric hospitals. Unless safety is 
an issue, a solution focused therapist will politely ignore behav-
iour that is not conducive to the therapeutic process and do his 
best to stick with the questions that are likely to produce helpful 
answers. Eventually, Jimmy said what he hoped for was to have 
his own fl at, which led to another rant about the futility of such a 
hope. It was after several more alcohol-fuelled rants that Jimmy 
fi nally gave his fi rst answer to the question: ‘Let’s imagine that 
when you wake up tomorrow morning your life begins to move in 
the direction of getting a fl at; what’s the fi rst thing you’ll notice 
different?’ There were at most no more than ten minutes of coher-
ent responses to the therapist’s questions but put together they 
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described waking up in a doorway and instead of thinking where 
to get a ‘drink’, Jimmy would think of where to get a cup of tea. 
It would probably be from a sympathetic café owner he knew 
and the owner would see him early (so as not to put off  other 
customers) and he would be polite.

At the second session a month later, Jimmy was even more 
drunk and angry. He had been offered a housing association 
bedsit of his own but had been denied the necessary benefi ts to 
enable him to accept. There were probably less than fi ve minutes 
of coherence threaded throughout Jimmy’s drunken ranting. But 
in response to the questions ‘What sort of man did the housing 
offi cer meet that led him to offer Jimmy such a scarce resource?’ 
and ‘What was it about Jimmy that led this professional to choose 
him rather than any of the dozens of equally needing men and 
women?’, it became apparent that Jimmy had attended his 
interview sober and dressed in clean clothes. How did he do this? 
Three months later the referrer reported that Jimmy had sorted 
out his benefi t, had moved into a bedsit, and though it was early 
days all the indications were that he would make a responsible 
tenant.

The message is don’t give up on clients before you even try.
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Alzheimer’s

Martha was brought by her daughter Ruth for counselling on the 
advice of a community occupational therapist. Ruth had initially 
asked for residential care for her mother who suffered from 
Alzheimer’s and whose demands she was no longer able to bear. 
Martha had once been a prominent member of the community 
and spoke coherently about the advice centre she had set up and 
managed. Ruth said that it was her mother’s more immediate 
memories that were lacking. However, when asked a ‘Miracle 
Question’, which gave her back all her available memory, Martha 
was able to describe everything that she and her daughter were 
planning for tomorrow (they were going Christmas shopping). 
Ruth was astounded. Other things were also discussed: how Ruth 
coped with the stress, how Martha managed to keep herself  safe, 
how they could still have good times together, and how they had 
always had a close and mutually loving relationship. Ruth 
cancelled the second session saying that she wasn’t sure if  her 
mother’s memory had improved but it no longer seemed to be a 
problem. Five years later, the therapist was invited to an anniver-
sary celebration of the advice centre where Martha was the guest 
of honour. There was no hint of the Alzheimer’s, although Ruth 
said her mother would have no recollection of the event the next 
day. Martha had found a way to live in the moment and enjoy 
herself  and Ruth had continued to fi nd looking after her mother 
more a source of joy rather than stress.

Eileen was also brought by a desperate daughter. A large and 
normally amiable woman, Eileen had suddenly taken to outbursts 
of violence. She had already lost one day centre place and if  
she was banned from another her daughter would have to give 
up work. Eileen spent the session either treating the therapist as 
a long-loved family friend or as an arch enemy to be whipped, 
with sudden bouts of sleep in between. When he could the thera-
pist enquired about her good humour, her physical strength, the 
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closeness of her family, and while she slept he asked her daughter 
how she coped and what differences she hoped to see in her 
mother if  this meeting were to prove useful. Like many solution 
focused sessions in these often complex and uncharted waters, 
there was little that was recognizably ‘textbook’ in the session. To 
an outsider, and possibly even to the daughter, it would have 
sounded more like social talking. Nonetheless, the therapist was 
keeping in mind the hoped-for outcome and the present and past 
circumstances that supported it. It proved to be a single and 
inconclusive session but two years later the therapist received 
feedback that Eileen had experienced no more violent outbursts.

These were both desperate cases and ones that could easily 
have led to signifi cant expenditure in an attempt to make up the 
defi cits associated with Alzheimer’s. In both cases, the families 
were able, and happily so, to continue without extra help. 
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Learning diffi culties

As with children, the therapist’s language needs to be adapted for 
clients with learning diffi culties (for more on work in this area, see 
Bliss and Edmonds 2008). There is a tendency for therapists to 
applaud articulacy when all they are doing is to applaud their 
own form of articulacy. It is perhaps more useful to see our clients 
as possessing different articulacies or forms of language and to 
make it our task to speak as closely as possible the language of 
each client. This can be a struggle, especially when the therapist is 
not familiar with a client’s way of understanding but patient trial 
and error will soon show the way.

A rough guide to communicating with people with learning dif-
fi culties is to be acutely aware of their responses to future focused 
questions. Abstract concepts can be diffi cult for some clients. 
This does not mean an attempt should not be made; we should 
not assume our clients have limitations, otherwise we come to 
impose them ourselves. As with smaller children, ‘what are your 
best hopes from this therapy?’ is too abstract for some and a more 
concrete path to a contract needs to be found, such as starting 
with the complaint. It is very likely that signifi cant diffi culties, 
mostly perceived by others, have brought the client to therapy. It 
is also likely that the client’s position within these diffi culties is 
not a happy one. Once again, establishing a simple outcome such 
as ‘being happier’ indicates the therapist’s good intentions.

In the case of Margaret, a 50-year-old woman with Down’s 
syndrome, not even ‘being happier’ could be agreed. Margaret 
had lived most of her life in a large hospital, initially for ‘cretins’ 
later for ‘subnormals’ and latterly for ‘the learning disabled’. The 
hospital had been demolished and Margaret rehoused in a sup-
ported bedsit on a run-down estate. She was not happy. She 
fought with other residents (who had also been rehoused from the 
hospital), refused to cooperate with professionals, and was fre-
quently attacked on the estate. The referral for brief  therapy was 
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a huge act of faith on the part of the community nurse who also 
taught Margaret how to get herself  to the clinic. She came laden 
with bags and refused to say anything until she had a cup of tea 
in her hand. When she had fi nished it she left. Margaret was seen 
once every three months for three years. From the fi rst session her 
behaviour calmed down, she began to look after herself, be 
friendly to her neighbours, enjoy professional contact, and 
become a ‘character’ on the estate. Fortunately, solution focused 
brief  therapists do not go in for explanations because this out-
come would have challenged the most inventive.

For three years the therapist made Margaret the hottest cup of 
tea in the clinic’s largest mug and asked Margaret for a step-by-
step account of her journey to the clinic. At each visit she 
recounted in a fl at voice the most recent of her Homeric journeys. 
If  she had seen her sister recently she permitted a few questions 
on what she liked about her visits, usually leading to a description 
of Sunday lunch, but apart from this and once a year a question 
or two about her annual holiday in Swanage, any question about 
the future drove Margaret into a mixture of rage and panic 
requiring a great deal of apologetic soothing. Once her mug was 
empty, Margaret would rummage in her many bags and produce 
a bright red diary. She and the therapist would count out thirteen 
weeks and Margaret would write his name, taught to her by the 
community nurse, on the chosen day.
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Substance misuse

Traditional work in this fi eld has emphasized the degree of 
‘denial’ on the part of clients and the need for the therapist to 
challenge this. It is often assumed that treatment will be lengthy 
and that relapse will happen in virtually every case. From this 
perspective, SFBT shouldn’t work – and yet outcome studies have 
shown it to be particularly effective in this fi eld (see Chapter 12).

In SFBT, clients who are thought to be ‘in denial’ are not 
challenged but are asked about what they and others are hoping 
to see that will be different. If  they don’t wish to address their 
drug use, what else would they want to see different? If  they 
answer with practical concerns such as housing, then this too is 
addressed, although if  their lifestyle is likely to create problems 
for them in maintaining a tenancy, then they will be asked about 
how they would like to tackle things in future so that they can 
preserve their home. If  they have already been rehoused and there 
are continuing problems, then what would others (including 
housing offi cers) wish to see? 

SFBT would suggest that change can start from anywhere in a 
client’s life and not have to be focused on the presenting problem 
of the substance use. A client who had been brought by his 
psychiatric nurse said that in moving up his scale he would stop 
doing crack and heroin but, ‘I won’t lie to you, I don’t want to 
stop the marijuana’. Up until then he hadn’t mentioned drug use 
to the therapist. It made most sense to focus on smaller signs of 
progress, rather than trying to deal with drug use of this magnitude 
and so the conversation continued to focus on the client getting 
out more often, talking to people more, trying to get more work, 
and so forth.

The assumption made in SFBT, as with all presenting problems, 
is that clients with addictive behaviours know what they have to 
do even if  they don’t initially know that they do: there are always 
‘exceptions’, times that they are using less or not at all. de Shazer 
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introduced the idea of asking clients to look out for and to talk 
about times when they ‘overcome the temptation or urge’ to use 
drugs (or other compulsive behaviours) (de Shazer 1985: 132). 
This acknowledges the craving that clients feel and lets them 
consider how they handle it. Some clients will downplay any 
exceptions, saying for example that on the occasion they didn’t 
use drugs they had run out of money – but once reminded that 
that hadn’t stopped them at other times, they can go on to examine 
their strengths in dealing with their strong urges. It is important 
to acknowledge the hard work involved in beating the symptoms 
of withdrawal. This is where coping questions are useful, in 
revealing the client’s own skills in managing. One client was 
shaking when her session began, so strong were her cravings. As 
the conversation continued she began to become more composed 
and this seemed to be an ‘exception’ happening there and then. 
Another client spoke about how just being in the session was 
benefi cial, ‘otherwise I’d be out there right now trying to score’. 
Obviously some clients fi nd the challenge to get clean while in 
their own environment too challenging and require a residential 
placement.

Inevitably, ‘relapse management’ is often an important element 
in treatment. Relapse doesn’t mean that things are back to square 
one, as there was the period of abstinence or control that preceded 
it. How the client managed to control drinking as long as they 
did, and how they might pull out of a relapse in future, are 
discussed in detail.

Confi dence scales are useful, as is an unusual task that de 
Shazer designed for clients who appear to fi nd it diffi cult to say 
how it is they have good days: 

asking a client ‘to each day predict whether you will over-
come the urge to do coke the following day and then, at the 
end of the day see if  your prediction turned out right, and 
then, account for how your prediction turned out right or 
wrong’ most frequently will lead to a reported increase in 
the client’s overcoming the urge to do coke. 

(de Shazer 1991: 88)
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Mental health

de Shazer (1998) wrote that the practice of solution focused ther-
apy involves us in ‘radical acceptance’. Nowhere is this clearer 
than in working with people with mental health issues. In solu-
tion focused practice, the client’s frame of reference is not chal-
lenged, however apparently deluded their framing may appear. de 
Shazer gave the example of a woman who believed that the rea-
son she couldn’t sleep at night was because a ‘sneaky’ neighbour 
had a machine that he used to beam rays at her bed (de Shazer 
1995). When discussing this interview, de Shazer would make the 
point that there would have been no point in using words like 
‘it seems to you that he’s doing this’. For her it was a reality and 
any hint of challenge by the therapist would have only led to 
antagonism and lack of cooperation. In the end, their conver-
sation, concentrating on her need to sleep, led her to come up 
with the idea to move her bed. In a case where a client com-
plained that the voices she was hearing were affecting her ability 
to get on with her daily life and she feared she would have to go 
back into hospital, de Shazer merely focused on the times she 
did get on with her life, so that she was able to recall and to 
amplify her own skills (de Shazer 1988: 140).

BRIEF has been asked to see a number of hospitalized patients 
on ‘suicide watch’.  On one occasion, the client said that the fi rst 
sign of a ‘miracle’ happening overnight would be that when she 
woke in the morning, she would look in the mirror, see that she no 
longer had any facial hair, and would then check herself  out of 
the hospital. The therapist asked her to go back to before she 
looked in the mirror and to consider the differences she would 
notice in herself  then. She talked about feeling happier, and this 
led to discussion about what other patients and staff  would notice 
about her, and subsequently she was asked to rate her progress on 
a scale. Although she became tearful in the course of the interview, 
the psychiatrist who was present said afterwards that this was the 
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fi rst occasion she had stayed for more than a few minutes in a 
‘therapeutic’ conversation. She was discharged three weeks later.

On another occasion, a member of the team was working at his 
desk when a colleague entered the room with a client to check his 
diary to make the next appointment. The therapist and client 
fi nished up and shook hands, and the team member was to look 
on astonished as his colleague said to the client, ‘it was a pleasure 
to meet you both’. It transpired that the client, who believed that 
another ‘self ’ was advising him to kill himself, had consented to 
the therapist interviewing that other self  about her intentions for 
the client, and this had helped the client connect with this self  in 
an entirely different way.

In keeping with this spirit of acceptance is the question of the 
client’s attitude to what treatment is best for them, and how they 
cope. One client diagnosed as paranoid schizophrenic said, ‘I 
have to learn to manage my illness better’, as he didn’t expect to 
be ‘cured’. Another client, living with bipolar disorder, had had 
to stop taking lithium when medical tests showed damage to her 
liver. She came for therapy feeling that her life was becoming 
chaotic. Using the conversations helped her to gain greater 
control in her life, but her belief  that medication was essential to 
her wellbeing wasn’t shaken, and as her new medication began, in 
her opinion, to take effect it helped to consolidate the control she 
had already achieved.

Clients who are asking to be given medication can be asked 
how they would know it was working, and how they might help it 
‘to do its job’. If  the client answers by talking about a reduction 
in symptoms, he can be asked what he would want to see take the 
place of the symptoms. It may not be necessary for a doctor to 
take a position on whether the client should or shouldn’t take the 
medication, although obviously they will talk with the client 
about dosage sizes and side-effects. 
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Trauma and abuse 

Trauma and especially childhood sexual abuse are often thought 
to require long-term intensive therapy involving re-experiencing 
past events to come to terms with them. Once again, SFBT turns 
out to be as effective here as elsewhere (Dolan 1991, 2000; 
O’Hanlon and Bertolino 1998).

Deborah had been severely abused by a family friend and had 
been unable to go out alone for many years. She specifi cally 
wanted to recount her experience to a therapist to obtain a 
professional view on what happened. She had never described it 
before. A solution focused therapist would not see this as focusing 
on the problem. The client, by talking in a way she hadn’t done 
before, was doing something different and trying to make sense of 
her life. If  she had never spoken about the abuse it might have 
been impossible for her to have a coherent view of it. Hearing the 
story through her own ears (and through what she imagined were 
the therapist’s ears) led her to see that rather than a shameful 
experience, she had heroically protected even more vulnerable 
children from abuse. Her heroism was continuing. Having denied 
ever going out alone, Deborah admitted to going to work alone 
every morning. Unfortunately, each departure involved a forty-
minute ritual of leaving her fl at by stages. Every morning Deborah 
castigated herself  for her stupidity. What she failed to see was her 
successful daily struggle to keep her life going in the face of real 
(despite being psychologically induced) fear. This was the fi rst of 
fi ve sessions in which Deborah reclaimed her independence and 
her future.

In some situations where the client expresses the wish to tell the 
story of their abuse, the therapist might ask the client how they 
will cope while they are doing the talking. Adopting the ideas of 
Yvonne Dolan, we have asked some clients to bring with them a 
‘safety object’ (Dolan 1991) that they can hold when the experience 
becomes too upsetting. The therapist is mindful that talking can 
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itself  lead to such distress that they have a duty of care to the 
client after they leave the session. Dolan has asked clients to 
prepare a ‘self  care’ list of the kinds of things that help them 
cope, and asks them where would be the best place to keep such a 
list so that it can be accessed when most needed – for example, in 
the drawer with the knives, for someone who self-harms. 

A powerful method for working with survivors of abuse and 
trauma is the response-based approach of Allan Wade (1997). If  
the client is describing an incident where they were assaulted or 
abused, then instead of inviting the client to ‘work through’ their 
feelings at the time, they might be asked how they responded in 
their thoughts, feelings, and actions to the assault, to elicit the 
resources the client drew on to survive (Wade 1997). Deborah was 
able to recall how during her own abuse, she drew strength from 
knowing that she was keeping her younger sister and cousin safe. 
Another client, describing her terror in her bedroom (at the age 
of 8) hearing her father coming up the stairs, was asked how she 
responded and she said she shut the door. Of course, this was 
ineffectual as a means to prevent the abuse, but she realized how 
in her own way she had tried to protect herself.

Another client, Wendy, was on suicide watch in a locked ward. 
She said she had no hopes from the therapy session yet having 
agreed to it the therapist assumed that somewhere she would have 
a good reason. Wendy maintained that only the removal of her 
past could open up her future, but she agreed to answer some 
questions. The therapist asked: ‘Let’s suppose that tonight, while 
you are asleep, a miracle happens; it does not take away the past 
but it does stop the past messing with your future. What’s the fi rst 
thing you’d notice tomorrow that would tell you that you’ve got 
your future back?’ Over the next half  hour, Wendy described the 
following day and then moved on to the life she would hope for 
after discharge from hospital. Later, asked a scaling question 
where 10 stood for doing everything she had described in her 
‘miracle’ and 0 doing none of it, she surprised herself  and the 
therapist with the number 7. ‘But it’s not the real me’ she said. 
‘Then who is it?’ asked the therapist. Though only a single session, 
Wendy’s long-term recovery began that day.

A common feature of client responses to a solution focused 
approach to past trauma is that they will often spontaneously 
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begin to take the steps recommended in textbooks. However, 
different textbooks make different recommendations, which 
suggests they are right for some people and wrong for others. For 
example, as each client begins to get on with life, some will report 
deciding to confi de in a friend and how helpful that had been; 
others report taking issue with the abuser or another family 
member; and others might say, ‘I’ve spent half  my life going over 
it in my head and now I’ve decided to put it to one side’. The 
message is obvious – when we help clients to get on with their 
lives, they spontaneously fi nd their own way to make that happen.





Part 15 
SUPERVISION, 

COACHING, AND 
ORGANIZATIONAL 

APPLICATIONS





SUPERVISION AND COACHING

213

86
Supervision

‘If  your client were here now, what would he say that you have 
done that’s been useful to him?’

Solution focused clinical supervision is a straightforward adap-
tation of solution focused therapy: an outcome focused process of 
enablement rather than direction, building on success rather than 
correcting failure, and privileging the supervisee’s knowledge rather 
than that of the supervisor. It is a process intended to empower 
each supervisee to develop his or her own skills rather than 
imparting those of the supervisor. This does not mean to say that 
supervisors abrogate their managerial or standard-maintaining 
role; this is an important part of any supervisor’s responsibility 
even though it is most often not required. 

Although outcome focused, solution focused supervision pays 
close attention to the past and, just as in the therapy, it is the 
successful past that is likely to provide the fi rmest foundation for 
a successful future. Supervision sessions will therefore often start 
with a recap of the supervisee’s recent examples of good practice: 
anything, big or small that the supervisee is pleased to have done 
in relation to their work with clients. This is likely to raise the 
sense of possibility when the supervisor asks: ‘So, what are your 
best hopes from this session?’

Supervision then focuses on the work with the client. This means 
restraining the supervisee from telling the ‘story’ about the client, 
as this is likely to be a story ‘explaining’ (and embedding) the 
problem. Instead, the supervisee will be invited to consider the 
client’s strengths, resources, and achievements, to speculate on their 
future potential, and then examine closely the client–worker 
relationship most likely to fi t with the hoped-for outcome. This will 
involve looking at what has worked so far, and how further progress 
might be identifi ed not just from the supervisee’s perspective but 
also from the supervisee’s best assessment of the client’s perspective, 
hence the question at the beginning of this section.
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Outcome or preferred future questions might begin a descrip-
tion of possible improvement with a question like: ‘If  at your next 
meeting there was a breakthrough in your work, what might be 
the fi rst sign of this happening?’ The aim will be to elicit a detailed, 
concrete description of a successful therapeutic conversation 
from the point of view of each participant and paying close atten-
tion to their mutual infl uence on each other through a description 
of the interactions between them.

Scaling questions are also very productive in supervision. A 
typical ‘review’ scale would be one where 10 = the work is 
satisfactorily completed and 0 = the point of referral. ‘Where 
would you say you are now?’ ‘What has been your contribution to 
reaching this point?’ ‘How will you know when you have risen one 
point higher?’ The full potential of these questions is realized 
when the supervisee has to answer not only on his own behalf, but 
also has to consider what the client’s answers are likely to be. 
These multi-perspectival descriptions are one of the most creative 
aspects of the solution focused approach. 

Just as SFBT promotes hope and motivation in clients, solu-
tion focused supervision does the same for therapists. One of the 
big dangers for clients is to have a therapist who has lost hope in 
them, who has given up on the possibility that change is possible 
because such a therapist will not be able to promote change. This 
is far more likely to happen if  the therapist’s focus is on describing 
and analysing problem behaviours. When therapists are encour-
aged to look forward to outcomes and when these outcomes can 
be described in realistic and possible terms, they are likely to keep 
their own hopes alive and be unafraid of ‘diffi cult’ cases.
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Team supervision

Solution focused team supervision is particularly rich in possi-
bilities. It will most likely begin by each member reporting on 
their own good practice and then commenting on an example of 
good practice elsewhere in the team. Creating a discipline of 
appreciation for specifi c contributions to the team’s work will add 
to the team’s confi dence, level of performance, and expectation of 
success, factors clearly associated with job satisfaction and reten-
tion of staff.

In one example, the team of social workers had become so used 
to the routine of beginning the session with reports of good 
practice that two team members who had been co-working a 
particularly diffi cult family case came to the meeting with a 
specially prepared handout of the work they had done! It was 
noticeable that later on in the meeting, when discussion of the 
ongoing work of other members of the team began, others would 
say that hearing the presentation by their colleagues had already 
given them ideas as to what to do with their own cases.

The team can also be used as a resource, practising interviewing 
techniques together, role-playing future sessions with clients, and 
contributing to each other’s professional development.

Two examples will convey something of the range of possibilities 
with team supervision.

Example 1: The Solution Focused Refl ecting Team model 

This is a structured approach consisting of fi ve specifi c stages 
(Norman 2003):

1. Presenting, in which the therapist presents the bare bones of 
the case.

2. Clarifying, where the team asks questions. 
3. Affi rming, when team members compliment the presenter on 

his or her work.
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4. Refl ecting, where team members can offer ideas.
5. Responding, when the presenter has the fi nal word.

Obviously, this can be a little time-consuming: it is usual to give 
thirty minutes to the process. Each of the stages is given a specifi c 
time allocation, and someone (the ‘time monitor’!) will have the 
job of ensuring that order is kept. Of course, this structure can be 
used even when the team is not practising solution focused ther-
apy. If  the team is solution focused in orientation, then someone 
can act as a ‘solution focused monitor’, ensuring that as much as 
possible solution focused questions are employed by everyone in 
the ‘clarifying’ stage.

Example 2: ‘One question at a time’

• A team member wanting help before her next session with a 
client volunteers to ‘be’ the client and the team becomes the 
‘therapist’.

• The ‘client’ then responds to the opening question, ‘What’s 
better?’

• Once the team has heard the response, each member writes 
down what their next question would be if  they were the 
therapist. 

• When everyone has done this, the team discuss the relative 
possibilities with each question and either they or the ‘client’ 
decide which to go with. 

• The agreed question is then asked and when the client 
responds, once again each team member writes down their 
own personal next question before discussing and choosing 
what it will be. 

Although it is unlikely, given time constraints, that even as many 
as ten questions will be asked, this exercise is almost always hugely 
fruitful in generating hope, possibility, and inspiration.
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Coaching

If  coaching had not been invented, the combination of solution 
focused therapy and solution focused supervision would almost 
inevitably have led there. The process of helping a professional 
improve her performance need be no different to that of helping 
a psychiatric hospital patient improve his lifestyle. There are, 
however, three differences between coaching and therapy despite 
the very many similarities (Iveson et al. 2012). The similarities are 
that exactly the same conversational framework applies to both: 

• What are your best hopes from this meeting?
• What will be different if  these hopes are achieved?
• What are you already doing that might contribute to the 

realization of these hopes?

The differences are:

1.  A coaching client is much more likely (though not always) to 
come with an outcome focused purpose, often an improvement 
to some aspect of performance. A therapy client, on the other 
hand, is more likely (though not always) to come with a 
problem to be resolved. In effect, this adds an extra question 
to the process of therapy: if  the client’s fi rst answer is that a 
problem disappears (e.g. ‘I wouldn’t be depressed’), the 
additional question would be as to what would replace the 
problem, to which the client can give an outcome answer (e.g. 
‘I’d be able to get on with my life’).

2.  The second difference is one of power. A person presenting a 
problem puts himself  in a vulnerable position and there are 
no grounds for assuming that therapists are any less prone 
to abusing power than the rest of the population. Coaching 
has a different ethos. The client is more likely to present 
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aspirations than problems and the relationship will be more 
akin to that with an accountant or lawyer than with a 
therapist or doctor. Putting one’s mind or body in the hands 
of another is more of a risk than one’s career or income.

3.  Tied in with power is the third difference: responsibility. 
Question by question, and often answer by answer, there is 
little to distinguish between therapy and coaching if  both are 
solution focused. There might even be identical hopes; most 
common for both is ‘more confi dence’. However, if  a head 
teacher is seeking more confi dence and it is not achieved, the 
continued absence of confi dence is likely to be more of an 
irritation than a problem in her career. But an acutely 
depressed client who sees gaining more confi dence as a way 
back into life will be in a very different position should the 
therapy fail. 

Therapies based on ‘expert knowledge’ in which the therapist has 
a theoretical framework supposedly allowing him to ‘know’ what 
is wrong with the client and how to ‘fi x’ it are more exercised by 
issues of power and responsibility. Therapists are required to 
receive therapy themselves both to ‘know’ themselves and to 
appreciate the power and responsibility issues from within. When 
the therapist ‘knows best’, the client needs to be relatively compli-
ant to follow the therapist’s lead. If  the client isn’t, the therapist 
can decline to take responsibility for any failure by passing it on 
to the client, describing them as unmotivated or resistant.

Coaching and solution focused brief  therapy share a more 
humble role in relation to their clients: they will be more likely to 
assume that the client knows best and the task is simply to help 
the client marshal her own knowledge and clarify the purpose for 
which it is to be used. Coach and therapist will experience their 
clients as resourceful individuals equipped and able to make their 
own decisions and therefore be less tempted to use their position, 
however well intentioned, to intervene. 
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Mentoring 

Mentoring presents something of a challenge to the solution 
focused practitioner, since mentors have more knowledge and 
experience than their mentees and are expected to use this 
knowledge rather than rely on the client’s knowledge. However, 
the challenge, though more explicit with mentoring, exists equally 
for coaches and therapists either when the therapist or coach 
realizes that he has knowledge and experience relevant to the 
client’s issue or when the client specifi cally asks for advice. 

When faced with these situations the therapist, coach or mentor 
might decide to put aside solution focused practice and come out 
with straight advice: ‘I think it is important to set a bedtime and 
then stick to it’. ‘In my experience it is better to wait until you can 
present a defi nite proposal before opening up the consultation 
process with staff’. ‘If  you are being bullied you should always tell 
a teacher’.

The problem with direct advice is that it is very often not fol-
lowed and the more the advice impinges on our sense of auton-
omy or even our sense of identity, the less likely we are to take 
it. A mother might be quite ready to accept the research-
based advice that it is safest for her baby to sleep on its back 
but be less ready to accept the advice that it is better to let 
the baby cry than pick it up after bedtime. The latter advice 
impinges too much on the kind of relationship the mother wishes 
to have with her child and is likely to be accepted only by those 
it suits. As therapy, coaching, and mentoring are largely con-
cerned with relationships, advice on how we get these right is 
rarely helpful. We might all agree on the value of respectfulness 
but how we actually ‘do’ respectfulness will be unique to each one 
of us.

There is, fortunately, some middle ground. At the more solution 
focused end a request for advice can lead to a description of what 
difference successful advice might make. 



SOLUTION FOCUSED BRIEF THERAPY: 100 KEY POINTS

220

Therapist:  Let’s say you get exactly the right advice and 
it works – what difference do you hope it 
would make?

Client:  A big difference – she’d start treating me with 
some respect.

Therapist:  What would be the fi rst sign?
Client:  A ‘good morning’ would be a start. It’s a 

good day if  I get a grunt at the moment.
Therapist:  And if  she said ‘good morning’ how might 

you respond?
Client: I’d probably faint!
Therapist: And then?
Client: Say ‘good morning’ back.
Therapist:  Would you be pleased to fi nd yourself  saying 

‘good morning’ back?
Client: Of course!
Therapist: How would she know?
Client:  I wouldn’t be able to keep the smile off my face.

As the description develops, the client’s sense of possibility is 
likely to increase and she is likely to hear herself  say things she 
might do that could promote the desired changes in her daughter’s 
behaviour. She will have given her own ‘advice’ and is thus more 
likely to take it.

At the less solution focused end of this middle ground the 
mentor might use her knowledge not to give direct advice but to 
help inform her questions: 

What do you think will produce the most useful response to 
a consultation process: going in entirely open ended with no 
recommendations or to go in with a defi nite proposal but 
one that is still open to modifi cation?

And in terms of giving yourself  the best chance to leave 
school with good results, do you think it will be more useful 
to hit someone when they provoke you or to walk away? 
(What would the other boys notice about how you walked 
away which showed them you were doing it with strength 
rather than from fear?)
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In these instances, the mentor/coach/therapist has valuable expe-
rience but holds back from denying the client’s own knowledge 
and judgement. The experience is embedded in the question but 
the answer remains the client’s.

An exciting development in schools is the setting up of peer 
mentoring schemes (Hillel and Smith 2001). Usually this takes 
the form of older students mentoring younger ones. There is 
often an issue for schools in how to ‘sell’ counselling to students 
who have been identifi ed as being in need. Students fear they 
are being labelled as having something wrong with them when 
they are referred for individual work. However, they are often 
comfortable in having mentoring from a fellow student, someone 
who, by being closer in age, they regard as understanding their 
experiences better.
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Team coaching

The model for team consultations follows that for families. 
Though not a rigid formula, it is likely to be the ‘default’ starting 
point. If  the team is small enough, each member will be asked in 
turn about their best hopes for the team (or whatever issue is on 
the agenda), what the realization of these hopes would look like 
if  they were in evidence the next morning, and what events in the 
recent past might provide evidence that the hoped-for outcome is 
one that is possible. When groups are too large for such an 
individual approach, a series of structured smaller group exercises 
would serve the same purpose. Each group might be asked to list 
twenty small signs of a ‘miracle’ in the fi rst ten minutes of the 
next working day. The composite picture is likely to be one that 
most would agree to be desirable and, just as important, do-able.

An effective large group exercise is for each person to say one 
thing they appreciate about their organization. Where criticism 
and complaint have become the norm, this simple process can 
have a powerful effect. 

But of all the solution focused tools, scales provide the most 
fl exible and creative framework for team development. They can 
be used to address any aspect of the team’s function or functioning, 
enabling individualized responses without fragmenting corporate 
identity. They also allow the extent of diffi culties to be expressed 
clearly but in the form of a single number rather than a catalogue 
of criticism and, with their aspirational structure, 10 always 
representing a positive presence, they once again engender hope 
and possibility.

All these techniques and conversational frameworks can be 
used equally well with successful teams wanting to stay on top 
and with failing teams wanting to get back on track. With the 
former there may be more emphasis on past success, while the lat-
ter might wish to concentrate more on defi ning a more successful 
future but there are no hard rules.
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In one team where many members were afraid to criticize for 
fear of reprisals, the consultant used many scales to cover the 
complex issues the team was needing to address but to protect 
those in fear of speaking their minds he asked each person to 
keep their actual number on each scale private. This was the only 
difference. The same questions were asked that would have been 
asked if  the numbers were declared: ‘What puts you at your cho-
sen point rather than lower?’ and ‘If  you moved up one point 
what would be different?’ This allowed all team members equal 
space to speak safely, which in itself  produced a signifi cant 
increase in team members’ perceived levels of safety and 
the beginnings of a virtuous cycle towards acceptable levels of 
performance.

Teams wishing to reduce and make better use of their meeting 
times will also fi nd inspiration in a solution focused approach. 
Establishing an agreed outcome for a meeting will do a great deal 
to prevent wastage of time. At a case conference, for instance, 
enquiring as to each member’s best hopes for the meeting might 
lead to an agreement that making a good decision on the know-
ledge available would be a desired outcome. Enquiring about 
what specifi c knowledge would be relevant is likely, in a child pro-
tection conference, to lead to three areas of knowledge: research 
information on risk and safety factors in child care, information 
about risk behaviour, and information about signs of safety. This 
might seem all too obvious but in practice meetings of any kind, 
a more than useful amount of time goes on exploring and expand-
ing on problems rather than on resources and possibilities.
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Leadership

The last twenty years have seen a marked shift in thinking re-
garding leadership. Post-heroic Leadership (Badarraco 2001), 
Quiet Leadership (Mintzberg 1999), and Shared Leadership 
are just three of the ideas that have appeared and have sought 
to recast the traditional view of what leadership means. The 
challenges of a fast-changing world where minute-by-minute 
adjustments in strategy are required are seen as too complex for 
the slower-moving, top-down, centralized style that had been 
seen as the norm in any well-regulated organization. This shift 
in thinking highlights the need for agility and responsiveness 
and for everyone in an organization to ‘be a leader’, to take 
responsibility. 

Fredrickson’s work and that of her collaborator Losada on the 
positive–negative affect ratio, work derived from the fi eld of Posi-
tive Psychology and striving to outline the necessary conditions 
for people to ‘thrive’ in their lives rather than ‘languish’, has also 
pointed to the conditions for fl exibility in the workplace. Losada 
and Heaphy (2004: 680), for example, write: ‘Within business 
teams, higher levels of expressed positivity among group mem-
bers have been linked to greater behavioural variability within 
moment-to-moment interactions as well as to long-range indica-
tors of business success’. Greater expressed positivity, in other 
words, is associated with a greater likelihood of workers experi-
menting and trying new approaches, and a capacity to experiment 
has become a prerequisite for business survival and success.

Within this new context of thinking and challenge the solution 
focused approach is proving a useful tool for managers, drawn 
upon as a model of coaching (Iveson et al. 2012), as a basis for 
strategic planning, for confl ict resolution, for team building, for 
chairing meetings, and for staff  review and development. But 
above all, the approach is proving its worth as a structured 
rationale for managers to shift their patterns of attention and 
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focus. The solution focused leader’s careful attention to what 
reports are doing that is working, to success and its foundations, 
offers staff  a model that invites them in their turn to watch 
for colleagues’ stand-out achievements, however small they may 
be, and to comment on them. This shift of culture, moving away 
from a tendency towards problem-identifying and fault-fi nding, 
towards the public marking of contributions made to team 
performance, fi ts well with one of the core fi ndings of the 
Gallup Organization (cited in Buckingham and Coffman 1999) 
whose research sought to determine the characteristics of 
high-performing teams. One of the most useful questions for 
identifying successful organizations was: ‘In the last seven days 
have you received recognition or praise for good work?’ A posi-
tive answer to this question in almost every case revealed not just 
an appreciative manager but a culture of mutual appreciation 
throughout the team.
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Isn’t it just a positive approach?

SFBT is 100 per cent a positive approach but in the mathematical 
sense rather than the more commonly meant ‘let’s-look-on-the-
bright-side’. This makes ‘positive’ a misleading description. 
Mathematically speaking, positive is the opposite of negative and 
refers to what is there rather than what isn’t. It is no more positive 
than a taxi journey: ‘Not the airport’ is a poor instruction to a 
taxi driver who will need to ask, ‘then where?’ in order to com-
mence the journey. This is not seen as positive, just practical. Mis-
taking this practical approach for ‘positivity’ is to misunderstand 
the solution focused process and, at best, embark, like Pollyanna, 
on a foolish project. At worst, a distressed client may well feel 
insulted by what appears to be an instruction to ‘look on the 
bright side’.

SFBT relies directly on the creative power of conversation, the 
turn-taking mutually referential construction of something 
approaching a common understanding. New possibilities cannot 
be created by accumulating absences (I won’t be depressed, 
anxious, alcoholic, etc.). These lead to an ever-widening void. 
They must be created by articulating the feelings, thoughts, and 
behaviours that replace that which is unwanted. Whatever mix of 
depression, anxiety, and alcoholism is concocted, albeit in their 
absent form, it is hard to see a useful result. Confi dence, calmness, 
and self-discipline on the other hand make a force to be reckoned 
with: ‘What difference would a little more calmness make to your 
self-discipline?’ is the sort of question that begins to weave 
together what the client wants that could not happen without 
‘mathematical’ positivity.

As clients describe futures to which they aspire, the therapist 
will move between descriptions of feelings, thoughts, and actions 
but always coming back to the actions. The description of actions 
serves to bring the feelings out into the open, they are the outward 
sign of inward strength and the currency by which feelings are 
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mediated. These descriptions also serve as prompts for future 
actions. Just as negative feelings vary, with periods where they are 
worse and other times when they are better, the same is true of 
positive feelings. We might appear to be and often feel confi dent, 
but this positive feeling will be interspersed with occasions where 
the opposite is true. Even so, we do not appear very different, our 
periods of confi dence have taught us how to behave confi dently 
and we are usually able to replicate the behaviour even at times of 
lost confi dence.

Susan had been on the verge of suicide for a week, phoning the 
community mental health crisis team and her therapist each day. 
Each day the therapist asked how she would know as she put the 
phone down that the call had been worthwhile and after between 
fi ve and fi fteen minutes she would answer with a practical step: 
‘I’ve got shopping to do so after I put the phone down I’ll make a 
list’. When she arrived for her scheduled appointment, the 
therapist asked:

Therapist:  Susan, what has kept you on the side of life 
since yesterday afternoon when we spoke?

Susan:  I don’t know. I really don’t know. I just want 
to die. I can’t go on like this.

Therapist:  So what did keep you on the side of life when 
you felt so strongly that you wanted to end it?

Susan:  I made myself  go for a walk. But I felt so 
awful I couldn’t stay out.

Therapist:  Okay, so you made yourself  go out for a 
walk. What else?

Susan: I thought of coming here.
Therapist: What else?
Susan:  I went to bed early but that didn’t help 

because I couldn’t sleep, so I got up again 
and then I felt even worse.

Therapist:  So what kept you on the side of life?
Susan:  I don’t know. I think I maybe haven’t quite 

lost the will to live.
Therapist:  What did that enable you to do that you 

wouldn’t have done without it?
Susan: I don’t know.
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Therapist: What do you think?
Susan: I had a cup of tea.
Therapist: You had a cup of tea?
Susan:  Yes. I wasn’t going to. I was going to do it 

properly this time.
Therapist:  So how did you get yourself  to have a cup of 

tea rather than do it properly?
Susan:  I got everything ready. Filled the bath, put 

the razor blades out, got the bottle of gin and 
I was getting into the bath and a little voice 
said ‘put the kettle on – you don’t have to 
wait for it to boil’. So I put the kettle on and 
the voice said ‘you may as well wait till it 
boils, you don’t have to make the tea’, and 
then when it boiled it said ‘you may as well fi ll 
the pot you don’t even have to wait until it 
brews’, but I did and next thing I’m pouring 
a cup and thinking it’s a pity to waste it!

At her next appointment, Susan told the therapist she was very 
angry with him, saying ‘if  it wasn’t for you I’d be dead and I’m 
really pissed off  with you!’ This seemed like good news to the 
therapist, who said so and asked why he was getting the blame. 
Susan said she had woken up one day feeling worse than ever and 
without the will to live. She had once again prepared the bath, 
blades, and gin but at the last minute decided to ‘do’ the will to 
live even though she didn’t feel it. And once again she found her-
self  having a cup of tea – the archetypal British response to crisis. 

Solution focused brief  therapists will explore positive feelings 
and discover the associated actions so these actions can be 
performed even when the feelings have disappeared for a while. 
And just as feelings tend to generate actions, the reverse is also 
true: positive actions can generate positive feelings.
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Isn’t it just papering over the cracks?

Problem focused psychotherapies have traditionally and typically 
been structured around a ‘surface/depth’ distinction that has 
been central to the therapist’s process of conceptualization. The 
client’s behaviours, those which are open to the public view, his 
anger perhaps or his misery, are thought of as surface manifesta-
tions of more complex dynamics which are hidden from view and 
which are normally assumed to be out of, or beyond, the awareness 
of the client. These depth processes have traditionally been seen as 
more important, and it is these processes that are brought into play 
in therapy through the expertise of the therapist who is trained to 
see through the surface manifestations. The therapist, in other 
words, is generally thought to be able to access a deeper level of 
psychological process and it is this level that is assumed to be ‘caus-
ative’ of the surface level phenomena. The presence of this distinc-
tion is evidenced in the language of the professional. Whenever the 
word ‘symptom’ is used in clinical discussions, it is an indicator of 
‘surface/depth’ thinking as is the use in clinics of the phrase ‘pre-
senting problem’. The latter tends to be paired with an alternative 
problem formulation description often labelled ‘underlying prob-
lem’. The client’s knowledge is assumed through this choice of 
words to be superfi cial, the therapist’s to be deeper – and ‘deeper’ 
knowledge is assumed to be of more value. Unless this hidden, 
‘depth’ level is addressed, therapists propose, change will be short-
lived, akin to ‘papering over the cracks’ or ‘tidying the deck-chairs 
on the decks of the Titanic’, activities framed as futile. It is on this 
basis that therapists have felt able to attack and condemn counsel-
lors as ‘not deep enough’, and we have seen coaches desperate to 
garner the trappings of the therapists’ societal kudos through their 
appropriation of the processes and practices of psychometric test-
ing, their way of going beyond the client’s knowledge and making 
clear to all that they have a knowledge base that is not open to all, 
and in particular is not open to the client.
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What is important perhaps to recognize is that the ‘surface/
depth’ distinction, although it has been immensely powerful 
across all the fi elds of western thinking, is just one way of under-
standing; it is merely a way of thinking, a metaphor, a way of 
making sense of our experiences and as with any metaphor its 
value lies not in its ‘truth’, since metaphors are not true or untrue, 
but in its utility. And if  we consider utility we can think about that 
broadly within the treatment system. Is it useful to clients? What 
is its impact on them? Is it useful to therapists? It could, for exam-
ple, be argued that one of the impacts of this particular metaphor 
has been its tendency to disempower the client and to enhance the 
status and position of the therapist in equal proportion. Even if  
the metaphor has provided a basis for effective treatments, and it 
surely has, its effects are not universally benefi cial.

SFBT is based on an alternative proposition: people change 
when they shift their ways of describing their worlds and 
their experiences, when they move out of problem-talk and into 
solution-talk. The solution focused therapist therefore works 
hard to work with the client’s account, striving to stay with the 
client rather than to peer beneath or beyond or to determine 
hypotheses of causation. And the research in the model shows 
that this alternative framing of the therapeutic process also pro-
vides a basis for effective therapy and long-lasting change. If  we 
as therapists can determine that outcomes are good, then our 
choice of model, of ‘metaphor’, becomes in essence an aesthetic 
rather than a pragmatic question: ‘What sort of way do I choose 
to think about the people that I work with, what sort of relation-
ship do I want to develop with my clients, and which way of 
thinking is most likely to facilitate these outcomes’. Metaphors, 
we need to remember are merely metaphors, even though at times 
we forget that and treat them as if  they are real, as if  surface and 
depth really exist, rather than representing arbitrary (even if  use-
ful) distinctions that we create in our minds and institutionalize in 
our professional trainings.
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It doesn’t deal with emotions

‘When you are feeling happy, what are you doing?’
This is the sort of question that critics use in arguing that solu-

tion focused therapists ignore emotions and feelings. There is an 
obvious response to this, in terms of outcome: if  the client truly 
experienced the therapist as ignoring their feelings, the chances 
are that the therapy would fail; yet solution focus, as we have 
seen, has an evidence base. In actuality, in every solution focused 
interview the therapist will be heard repeatedly acknowledging 
the client’s feelings (‘it sounds like you’ve been having a tough 
time’) and even on occasion directly asking about feelings, as in 
‘When you wake up tomorrow feeling happier, tell me more about 
what that feeling will be like for you?’ However, it is true to say 
that the therapist will not ‘deal’ with emotions, instead moving 
swiftly to action talk. 

In their article ‘Emotions in solution-focused therapy’, Miller 
and de Shazer (2000) use the philosophy of Wittgenstein to explain 
this emphasis on action talk. They develop the view that emotions 
can’t be dealt with as separate facets of a person’s experience; to 
do so is to reify an emotion as a thing, an ‘engine’ that drives them 
to behave in different ways. Clients will, for example, talk about 
how they lose control of their anger and therapists then engage 
them in ‘anger management’. The authors urge us instead to see 
the client’s feelings as related to the specifi c social context in which 
they are experienced. For example, if  clients describe themselves 
as being ‘angry’ or ‘depressed’, the therapist’s thought would be ‘in 
what context are they angry/depressed and what would tell them 
things had improved in those situations?’ 

Therefore, while a problem focused approach is likely to focus 
on emotions that are presented as problems, such as anger and 
depression, the solution focused therapist will acknowledge how 
the person is feeling and then seek to develop a conversation that 
elicits emotions that are resources to the client, including optimism 
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and self-confi dence. The focus is always on the doing of emotions 
because, ‘to paraphrase Wittgenstein, for us to talk about “inner 
processes”, we need outward criteria that can be referenced by 
and shared with others’ (Miller and de Shazer 2000).  

Against this Eve Lipchik, one of the original Milwaukee team 
that developed SFBT, has stated, following the work of the 
biologist Maturana, that ‘emotions are the basis of motivation, 
and motivation, rather than rational thinking, determines the 
decisions we make’ (Lipchik et al. 2005: 59) and ‘emotions can 
overwhelm rational thinking so quickly while rational thinking 
does not regulate emotions as easily’ (Lipchik et al. 2005: 52). For 
her and her colleagues, there is a place for addressing emotions 
more deliberately than in traditional solution focused practice. 
For example, she states that 

neuroscientifi c developments . . . suggest that there may be 
situations where clients are unable, not unwilling, to 
collaborate productively. For example, they may not be able 
to access certain memories that could facilitate solutions 
because these memories are stored in a part of the brain 
that cannot be accessed cognitively . . . it is very challenging 
to explore possibilities of enhancing solution-focused work 
by learning about new ways to connect with clients, such as 
through emotions, and in nonverbal ways, including through 
the body. 

(Lipchik 2005: 69)

It might involve, for example, asking a client where they experience 
their emotions in their body. Working with a client who wants to 
diminish the control that anger has over her, the therapist might 
enquire what would take the place of anger; if  she responds by 
saying ‘peace and calm’, the therapist might ask ‘where in your 
body will you be experiencing peace and calm?’ A further 
suggestion, based on views of how our brains ‘learn’, is that ‘it 
may be useful for SF therapists to consider prescribing repetition 
of thoughts or behaviours that represent possible steps to 
solutions’ (Lipchik et al. 2005: 63).

Interesting as Lipchik’s ideas are, they are in danger of 
breaching one of SFBT’s defi ning boundaries: the ‘not knowing’ 
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stance of the therapist. The application of ‘expert’ knowledge, 
not shared by the client, changes the nature of the therapeutic 
encounter. It is not necessarily better or worse but it is different 
and the attention paid to neuroscientifi c theories will impact on 
attention paid to discovering the client’s own way of knowing 
what is best.

However, neuroscience is still in its infancy and it is too early 
for us to know what will be the infl uence of ideas from neuroscience 
on SFBT – and, indeed, all methods of psychotherapy.
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Isn’t it just a strengths-based approach?

The mistake here is to see the identifi cation of a client’s strengths 
and resources as the primary purpose of the therapy, as if  just the 
gathering of strengths will be suffi cient to see clients on their way. 
Solution focused therapists are interested in a client’s strengths 
and resources, but only those that might contribute to the desired 
outcome of therapy. 

Josie:   I have been trying; I am slowly getting better.
Therapist:  What have you been doing?
Josie:   I’ve been trying to do things on my own, so 

I’ve started going for walks.
Therapist:  How did you get yourself  to do that? We all 

know it’s a good idea but when it’s the last 
thing you want to do it takes enormous 
courage.

Josie:   I started off  by borrowing a friend’s dog for 
the day, so I had to go out.

Therapist:  That’s very creative!
Josie:   [laugh] . . . I’ve done it a few times now.
Therapist:  How do you feel when you’ve done it?
Josie:   Fantastic, over the moon!
Therapist:  So how else has your courage and creativity 

helped you to get on with things on your own?
Josie:   I’ve been to the shop. Only across the road.
Therapist:  Roads can be very wide when you’ve been 

going through what you’ve been through; 
how did you do it?

Josie:   It’s silly really, I talked to myself. I don’t know 
what people thought but I said, ‘Go to the 
gate, you can always turn back’ and I just did 
it in stages, telling myself  I could turn round 
and go back any time.
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Therapist:  So you found a way to keep yourself  com-
pany! You’re very creative, aren’t you!

With more laughter Josie goes on to list several more creatively 
orchestrated acts of courage. 

In this case, creativity and courage are ‘strengths’ identifi ed by 
the therapist and gradually accepted by Josie. They are used in the 
service of her hope to ‘get back to a normal life’. In a session with 
David, a shy stand-up comedian whose ‘courage and creativity’ at 
each performance was just a routine part of his job, these strengths 
would not have been pertinent; what he wanted was more 
confi dence in one-to-one relationships with women. What turned 
out to be helpful here was to adapt his open, self-deprecatory 
style of humour to the more serious business of conversation. He 
didn’t hide himself  in his performances and discovered how not 
to hide himself  in relationships. 

Thus, the identifi cation of strengths and other positive quali-
ties in solution focused conversations is not an end in itself. Each 
‘strength’ provides a way into a description of associated actions, 
any of which could be performed whether or not the client ‘feels’ 
the strength at the time. Like emotions or feelings, strengths are 
part of a client’s hidden inner world and the solution focused 
therapist will be interested in helping the client identify how they 
manifest themselves in the tangible world. Negative feelings, espe-
cially those relating to problems, are acknowledged (in the same 
way as one would acknowledge such expressions socially) but not 
investigated. When Jack who wants to stop crying for his long-
dead wife begins to cry in a session, the therapist acknowledges 
the hurt and moves on (‘You’ve been hit hard by this . . . What do 
you hope might start to replace the crying?’). This is not to say 
that crying is in itself  problematic. It is a perfectly positive and 
creative emotion and part of life, except when it gets in the way of 
living as it was doing with Jack. 
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What account does it take of culture?

SFBT is thriving in too many culturally diverse settings to be 
seen as culturally specifi c and because it deliberately lacks a psy-
chological theory, it is a poor vehicle for cultural imperialism – 
requiring clients to adjust to the therapist’s viewpoint rather than 
stick to their own. The opening question, ‘What are your best 
hopes from our work together?’ is also as close to a universally 
acceptable question as can be imagined. Since the answer to this 
question, and every other question, can only come from the cli-
ent, it is the client who decides the session’s content even though 
the therapist, through his questions, will be edging the conversa-
tion (but not the client) in a future focused direction.

Eve and her son Abram had been referred independently by 
mental health and children’s services. Eve was coming to the end 
of a compulsory 28-day stay in psychiatric hospital having 
attacked her son one night and tried to strangle him. She was 
psychotic at the time and remained so for several days. She spoke 
no English and worked as a domestic in an African embassy. 
Abram, who was 14, attended school and spoke perfect English 
except in the session when he said nothing other than a polite 
hello and goodbye. The conversation was mediated through an 
interpreter who thought that the therapist’s questions, especially 
the Miracle Question, were questions made especially for his 
‘country’ – he thought they were fantastic. Much of the session 
was conducted through a drawing on a fl ipchart of a mountain 
with ‘hospital’ at the base and Eve’s hoped for ‘good health’ at the 
peak: a scale detailing her achievements so far and the next 
possible small signs of progress. 

Early in the second session at which Eve was reporting many 
positive changes, the therapist learned how to ask ‘What else?’ in 
Eve’s own language. This caused great hilarity and a noticeable 
increase in her responsiveness. But not Abram’s. By the third 
session (mostly a long series of ‘what else’ asked directly to Eve) 
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she was well, settling into new accommodation and although 
Abram was still in foster care, he was home every day and there 
were no reported worries. Eve had been amazed at her treatment. 
She could hardly believe that it was all free and that she and her 
son had been looked after so well. She had lost her job at the 
embassy but they had helped her fi nd and pay for her new fl at. 
She had no idea why she had ‘lost her mind’ but had experienced 
warning signs for some weeks before hand. Now she knew where 
it could lead and that help could be instantly available she was 
certain that it would never go as far again. 

Having found her own way forward (and hopefully the therapy 
was useful in this process) Eve, in the four-year follow-up (the 
interpreter had become a family friend and coincidentally met the 
therapist four years later) was well settled, spoke English, had a 
job, and had experienced no further psychiatric symptoms. 
Abram had moved back home for good, was fi nishing school and 
expected to go to university.

At no time in this work was any attempt made to understand 
what had gone wrong or explain it in cultural or any other terms. 
The therapist simply extended his trust to Eve in the same way as 
he would with any other client. He assumed that she was the best 
person to know how to resolve this diffi culty and get on with her 
life and trusted that her answers, even though he could not 
understand them, would inform her of a viable way of living.
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Isn’t it just a form of problem-solving?

The answer to this question probably depends largely on who is 
asked it. If  we approached most appreciative clients at the end of 
the work, they would be likely to agree with the proposition. 
Their experience would be that they came to the therapist 
bothered by a problem, probably not with a preferred future 
in mind or a pressing ‘best hopes’, and that during the course of 
the therapy they found a way of solving their diffi culty. Most 
clients are relatively uninterested in the therapist’s particular 
approach – merely in whether they achieve relief  from their 
distress – and to the extent that they do achieve relief, then their 
problem is solved.

From a therapist’s point of view, the difference between a 
‘problem-solving’ and a ‘solution-building’ approach is consider-
able and is undoubtedly of signifi cance; indeed, the extent of the 
signifi cance is such that in the early days of the approach tradi-
tional therapists voiced the view that SFBT was inappropriate, if  
not unethical and possibly dangerous. They certainly did not view 
the approach as merely another ‘problem-solving’ modality. They 
focused on the clear and evident differences and asked how solu-
tion focused therapists could hope to bring about lasting change 
if  they did not do what traditional therapists had always done, 
which was to deal with the problem.

At the heart of the solution focused approach is the invitation 
to the client to develop a detailed description of a picture of life 
when their best hopes from the therapy have been achieved and 
this picture is not determined by the problem that brought the 
client to therapy. There is, in this particular sense, no direct 
connection between the problem and the solution. A client 
coming to a therapist as a result of work stress and invited to note 
the days when she feels less stressed may notice that she feels 
better on those days when she takes a lunch-break rather than 
having lunch at her desk. A problem-solving approach would 
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typically focus on the sources of stress in the client’s life and invite 
the client to do something about them, whatever that something 
might be. The solution focused worker, however, might suggest 
that the client experiment with taking a lunch-break every day 
and watch out for what difference this makes. In other words, 
SFBT encourages the client to pay attention to those elements of 
their preferred future that are already in place and to do more of 
those things. This process is substantially and signifi cantly 
different and deserves a different description in order to highlight 
that difference.
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It’s a formulaic approach

We would prefer to say that SFBT is a ‘disciplined’ approach. A 
well-defi ned structure to sessions helps us as practitioners to 
know our way around. There is so much to pay attention to in any 
given therapy session that having a tried-and-tested procedure 
makes a complicated task that much easier.

There is no denying that there are a number of apparently 
formulaic questions in the sense of questions that are often 
repeated and also questions that are used regularly session after 
session. The ‘best hopes’ question is used in every fi rst session and 
others like ‘what else?’ are used repeatedly in every meeting. Each 
follow-up session begins with the question ‘what’s better?’ and 
scale questions, for example, are deliberately employed in every 
session as a literal measure of progress. A comment by Nancy 
Kline is apposite: ‘As long as the question generates new ideas, the 
question itself  is new’ (Kline 1999: 158).

In 1991, we invited Bill O’Hanlon to present on his model of 
solution oriented brief  therapy for the fi rst time. Although he 
talked at length about the use of future focused questions, he did 
not refer to the Miracle Question. When we asked him why not, 
he said ‘I don’t like using formulaic questions’. They cramped his 
style, he explained, saying that he favoured a more spontaneous 
style of responding in the moment to the client. Even Eve Lipchik, 
one of the founders of SFBT with de Shazer and Berg, has stated 
that ‘I have come to value the theoretical underpinnings as much 
as, if  not more than, the techniques’ (Lipchik 2009: 60) and 
complained that it became increasingly ‘formulaic in manner’ the 
more it was presented and the essential techniques ‘took on a life 
of their own’. She has ‘come to the conclusion that if  a therapist 
internalizes the assumptions then he or she will not feel at a loss 
about what question to ask next’ (2009: 55).

We believe that there is enough of a range of different questions 
in the solution focused ‘book’ for us not to have to worry about 
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becoming too rigid or predictable. There is, however, a serious 
point to be made here. In 1997, the British Journal of Family 
Therapy issued a special edition in which they published several 
outcome studies in SFBT. de Shazer and Berg contributed a short 
introductory paper in which they delineated four ‘characteristic 
features’ of SFBT, the fi rst of which stated: ‘At some point in the 
fi rst interview, the therapist will ask the “Miracle Question”’ 
(de Shazer and Berg 1997: 123). Formulaic, indeed! Their point, 
however, was that ‘in a research context the model used must be 
apparent and clearly demonstrated’ (ibid.). They went on to say 
‘Obviously, the presence of these characteristics says nothing 
whatsoever about the quality of the therapy’ (ibid.) – the mere 
fact that someone asks the Miracle Question doesn’t guarantee 
that they are doing a good job. But it is essential that ‘the 
researcher is able to demonstrate that the model of therapy being 
tested is indeed the model used by the therapists. Otherwise any 
and all fi ndings are suspect’ (ibid.). 

Learning a new approach is diffi cult. We would recommend 
that a beginner start by slavishly (rigidly, formulaically) following 
the structure of SFBT and then, after a few years of practice, they 
can start to improvise and, like O’Hanlon, fi nd the style that suits 
them personally!
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Can it be used with other approaches?

SFBT can be used alongside any other approach. However, it 
would be a mistake, we believe, to think that SFBT can be 
integrated with other approaches. Its distinctive philosophy and 
language means that when a problem focused approach is 
conducted and solution focused questions are added, it is as if  the 
therapist is moving from a problem focus to a solution focus and 
back again. In other words, they are being eclectic, not integrative. 

Solution focused questions can be incorporated by practi-
tioners of other approaches and it would obviously be helpful 
to any therapeutic endeavour to use, for example, future focused 
questions to elicit client’s hopes, and scale questions to examine 
the degree of progress they have made. In this sense, even if  some-
one were psychodynamic in orientation – to take as an example 
the approach usually regarded as furthest from a brief  therapy – 
they could make good use of solution focused questions.

A different question concerns which approaches might be 
regarded as closest to solution focus. Indeed, what approaches do 
solution focused practitioners themselves use when they’re stuck 
or failing? Michael Hoyt, writing under the heading ‘opening the 
lens’, refers to clinicians borrowing from various models as being 
consistent with ‘the solution focused metamessage “Do What 
Works”’ but adds that ‘all therapists, however, more or less think 
they “do what works” (why else would they do what they do?), so 
it seems reasonable to establish more specifi c criteria for what 
may be consistent with the spirit and intentions of solution 
focused intervention’ (Hoyt 2009: 177–178). He draws in particu-
lar from Motivational Interviewing, Appreciative Inquiry, Narra-
tive Therapy, and the MRI approach (the brief  therapy forerunner 
to solution focus, in which he highlights ‘go slow messages’ and 
‘predicting setbacks’ as key) for those competency based inter-
ventions and ideas he regards as being closest to SFBT (2009: 
179–182). de Shazer, speaking at a conference at the MRI in 1994, 
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which was attended by a member of BRIEF, said that when solu-
tion focus doesn’t work, what he and his team do then ‘looks very 
much like what they do here’. 

Hoyt also says, of ‘kindness, humour, faith, respect, and love’, 
that 

these often assumed or taken-for-granted qualities provide 
for the soil in which various techniques may take root. 
Solution focused therapists operate from a deep, abiding 
belief  that people, if  treated right, are competent and 
capable. We are in search of their solutions and, while not 
always, I generally have found that the harder I listen, the 
smarter the client gets – often in ways that I would not have 
expected or imagined. This belief  allows the solution 
focused therapist ‘to look for the light instead of cursing the 
darkness’. 

(Hoyt 2009: 181) 
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Self-help SFBT

Self-help books drawing on the solution focused approach 
abound (Weiner-Davis 1992, 2001; O’Hanlon and Hudson 1994; 
Miller and Berg 1995; O’Hanlon 1999; Metcalf  2004). The 
application is simple and straightforward and the challenge, as 
with all self-help texts is also clear – how to make oneself  work 
hard enough in the absence of the other, usually a therapist or 
coach, whose persistence takes us beyond the point where left to 
our own devices we give up. In relation to any diffi culty we can 
ask ourselves:

• How will I know that the problem is resolved?
• What 20 differences will that resolution lead to?
• What 20 ways will tell others that the problem is resolved?
• On a scale of 0 to 10 with 10 standing for complete resolution 

and 0 the opposite where am I now?
• What 10 things am I noticing that tell me that I am at that 

point and not lower?
• What 10 things are other people noticing?
• How will I and others notice that I have moved just one point 

up on the scale? Of all the things that will evidence one point 
up, which two would be the easiest for me to experiment with 
doing consistently for the next week and seeing what 
difference that will make to my life?

As we can see, the application of solution focused questions is 
simple. Take a useful exercise for New Year’s Day. Imagine that it 
is December 31st, the end of the year, and as you look back over 
your year you realize that this is a year in which you have done 
yourself  justice in every way. 

• What will be telling you that this has been as good a year as 
you could have hoped for?
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• What will be telling others that this has been a year of real 
progress for you?

• What will be the smallest signs that will tell you that progress 
is being made in the right direction?

And as you review your project each fortnight, a simple scale will 
help you to keep track of your progress. 

Let’s try just one more example. Bring to mind a relationship 
that you would dearly love to see improving in your life. Sit down 
with a piece of paper and describe twenty changes in the other 
person that would tell you that things were getting better between 
the two of you. Having completed that task, sit with your sheet of 
paper in front of you and read over your list at least once – take 
your time – imagining how pleased you would be to see these 
changes and how you would feel different towards the other 
person involved, how benevolent, how warm perhaps, how 
grateful and how appreciative. Having refl ected on this change, 
take another piece of paper and make a list of forty ways that the 
other would notice the change in you – changes from the most 
obvious, the smile, the cup of tea, the ‘good morning’, to the 
more subtle – perhaps the way that you would talk about this 
person to mutual acquaintances. Re-read the list of changes that 
you have made and then tear up and throw away the fi rst list, the 
description of changes in the other. For the next week, act as if  
the changes in the other have happened – watch out for what 
difference it makes.

The possibilities for solution focused self-help questions are 
endless. Good luck.
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