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Preface

The world of family therapists has changed dramatically in the past ten years. If you had told me
then that my students today, in their first semester of practicum, would have clients who needed
help with gender reassignment, or perhaps, their clients were hearing voices as they entered the
therapy room, I would wonder, “How is this possible at such an early point in their career?” If
you had told me then that they would work with those recovering from the murder-suicide of a
loved one, or with four sexually reactive foster siblings who were doing everything they could to
stay together, I would have welcomed the chance to share similar experiences from my caseload.
The truth is, my students are seeing very complex cases, and so am I.

Every week, I think about how I can help them provide cutting-edge service to those who have
the greatest needs. I approached this book thinking about my excellent students who do some
amazing work with amazing clients, even before they are licensed! So, welcome to the “real
world” of family therapy practice. Those who have a passion for systemic practice find some
inspiring ways to make a difference. With that as the main goal of this fifth edition, I hope
you'll come with me behind the one-way mirror of home-based therapy, couple therapy for
trauma survivors, and family therapy with families who have an undocumented member. Some
are war-torn as they return from Iraq. Others will make you laugh. All want better relationships,
and they bring their hopes and dreams with them when they walk in the door. Even mandated
clients inspire us.

So, this edition continues to teach the basics and to visit each model of family therapy like

it was an old friend, reminiscing about the past and catching up on the latest developments.
In addition, you are invited to have a bird’s-eye view of how our clinical work can take key
elements of our theory and practice and weave them into a tapestry of hope and creativity for
each family. There are 23 case studies and over 20 dialogs to help you feel like you're behind a
one-way mirror.

When first-generation family therapists stepped in front of that one-way mirror, they had all
the hope and creativity in the world. So, in Chapters 1 and 2, we'll follow their footsteps from
first- to second- and third-generation family therapists. Then, in Chapters 3 and 4, we’ll see
how key elements from these models turn into common themes and common factors that help
beginning practitioners find their way amid the smorgasbord of ideas that exists. These four
chapters help practitioners to think systemically and to use an interpersonal lens to make sense
of each case.

Then, Chapters 5 to 9 provide numerous applications of systemic thinking in the real world. As
readers walk through family therapy practice from referrals, intakes, treatment planning, and
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intervention, they will meet many of the clients I have just described. In addition, they will see
how systemic/relational practice ultimately brings out the humanity of clients and therapists
alike.

WHAT’S NEW?

There is an expanded coverage of our models with an eye toward some of their latest
applications. For example, narrative family therapy has always focused on oppression, and
many people want to know more about “just therapy,” the therapy of social justice from New
Zealand. In addition, structural, strategic family therapists have some novel ways of approaching
oppositional defiant disorder. There are expanded sections on how to approach substance
abuse, suicide risk, violence, family secrets, and LGBTQ families. All practitioners can benefit
from a roadmap that prepares them for life-threatening risks. In addition, our military deserve
practitioners who can think systemically, including how the nervous system fits into the family
without stigmatizing the service member, and there are somatic exercises in three chapters that
are good for all members of the family.

There is a special section on work with seriously mentally ill clients and their families. Applying
a systemic/relational perspective to the tragic school shooting at Sandy Hook illustrates how
family therapists can play a larger role in the prevention of violence in our communities. There
are relevant risk assessments that compensate for the inability of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-V) to adequately screen those who are at risk. Chapter 6
spends more time on Bertram’s (2001) suggestion that we must “talk the DSM talk,” and “walk
the MFT walk.” Paired with motivational interviewing skills and a desire to look for the context
behind the diagnosis, family therapists will find some ways to bridge these cultures.

Chapter 9 highlights new material on narrative approaches to unresolved grief, art therapy
approaches to trauma, and a section on children’s issues and behavior problems. My students
seem to need the practical skills that come from this chapter when specific models fall short. In
addition, there are expanded case examples that help to organize couple therapy by taking a case
step by step through tracking sequences and changing behaviors.

Last but not least, it’s time to help our students orient to the national licensing exam. The
Association of Marital and Family Therapy Regulatory Boards (AMFTRB) has knowledge and
content statements that help our beginning practitioners study for the exam. These items begin
each chapter as a way of helping readers connect the dots between their study and practice
while in school, and the world of licensing that takes a wide view of the field. For this purpose,
there are updated tables that summarize the distinguishing features of all models, even one that
pairs our models with the language of managed care to help with treatment plans.

WHAT STAYS THE SAME?

I make the assumption that beginning students often want suggestions as to what to say or
where to start, so each chapter contains many sample questions a therapist can ask, dialogs
between the therapist and client, and corresponding commentaries. The result is a mosaic

of basic skills that form the core of many current mainstream approaches with families. As
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students proceed through each chapter, they are given rationales for how the strengths from
these varied approaches can be most useful during different stages in therapy, for different cases,
and in different settings.

The approach in this book views problems as embedded in multiple relationships that evolve
through many transitions. The importance of interpersonal and intrapersonal dynamics

is illustrated in presenting problems, and strategies for tracking historical and day-to-day
sequences of interaction with genograms and timelines are woven throughout the chapters.
The theory of change in this work is strength-based and client-centered, drawing from those
approaches that maximize the therapeutic alliance and realistically address the nature and
history of a problem by using the resources that every family brings into the room.
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PART |
How to Think Systemically

As a revolution of thinking and practice in mental health treatment, family therapy is known
for its historic emphasis on family relationships, systems theory, and social context. At the
time, mental health treatment was emerging as a societal phenomenon in post-war America
with newfound services cloaked in psychoanalytic thought and medical practice. One person
at a time, psychological problems were laid bare on the couch. Meanwhile, there were

those embedded in this landscape who thought about how families provided a context for
understanding these problems. Families might be part of the problem and part of the solution.
One family at a time, people sat up on the couch! When those pioneers finally burst onto a
national stage and found each other, marital and family therapy was here to stay.

Part I is a three-generational family reunion beginning with first-generation contributions from
1940 to 1970, reviewing the transitions made in the second generation from 1970 to 2000
and celebrating new developments in the third generation from 2000 up to the present. This
reunion appears in Chapters 1 and 2. They tell the story and introduce the ideas that make this
family an enduring tribe of professionals who believe in the capacity of family and intimate
relationships to improve the human condition.

This tribe has its identity and customs. In a family reunion, everyone may come with their dyed
hair and tattoos of individuality. But, as Chapter 3 will show, once we embrace those differences,
everyone comes together around common themes that reveal our systemic thinking and our
values. After all, family is family. Learning to think systemically is the work of generations,
handing down thoughts of communication and intimacy, human growth and development,
equity, justice, and belonging. We even have dirty words, and all are instructed to avoid them.
Terms like resistance, manipulation, and pathology give way to uniqueness, creativity, and
wound healing.

Then, when the going gets rough, we all pitch in. This reunion will have a barn-raising. We put
our traditions to work. Chapter 4 illustrates those common practices that happen, regardless of
the setting, client, or type of problem. No problem is too big for this tribe, and all understand
that what binds us together is our ability to deliver strength-based, relationship-centered
services to a wide range of people who need flexibility, validation, and hope in a deficit-prone
mental health system. We all speak the language of potential and develop healing relationships
with our clients that empower them to think more highly of themselves.

In the end, we have our language, rituals, and traditions. On the street, we recognize our brothers
and sisters when they talk of joining, empowering, and celebrating our clients’ talents. We wink
at each other when the discussion is about how family members can be recruited as part of our
team. We party together when one more family launches their children after overcoming trauma,
war, and poverty. Welcome to this tribe of systemic thinkers! Because relationships are a matter of
life and death, we hope you will also find this revolution contagious.
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PROLOGUE

Case 1.1: Lee

| first meet Lee on a hot August afternoon, when he walks into a community agency, breathless,
wide-eyed, dripping with sweat. Holding a brown paper bag, he is a tall man in a tank top with

tattoos that show through the freckles on his muscular arms.

LEE: The man at the Dollar store said | should come over here for some help.
SECRETARY: Would you like an appointment, sir?
LEE: (Impatient and angry) No! I'm here to get some help!

The secretary summons myself (SMH), an Asian middle-aged female, and a colleague (BG),
a white male with a ponytail and Levi jeans from an adjoining conference room. We usher

him in.
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SMH:  (Motions into the doorway) Hi. Why don’t you come in here? It's hot out there, isn't it?
We can talk in here . . .

Agitated, he enters and stands at the head of a table while we sit.

SMH:  Can we help you?

LEE:  (Sarcastically) No. You can’t help me. You can entertain me, but you can’t help me!

SMH: OK. So...we can go with that (glances at my colleague).

BG:  Yeah. Are you thinking a little tap dance? | can do that for you (taps his foot).

SMH: We're used to entertaining people. Sometimes, that’s the place to start. Sounds like
you've got a lot on your mind.

LEE:  (Grumbling) Yeah, you guys don’t know shit about what’s on my mind!

SMH:  You're right. We don't. A lot of times, therapists just shoot in the dark, don’t they?

LEE:  (Scoffs) You got that right! M__F____sactsosmart. ..

SMH:  So true. We don’t know your shit. What kind of shit you got goin’ on?

LEE: My baby died! Her mama killed her! They throw’'d me in jail when | was up there
before. She got to pay for what she did!

SMH:  (Sincerely, shaking her head) I'm so sorry . . . so sorry . . . Damn! That sounds like a
tough spot!

LEE:  You got that right! (He reaches in his sack, pulls out a hamburger, and sits down.)

WHAT Is FAMILY THERAPY?

Was this initial encounter with Lee family therapy? Perhaps all is in the eye of the beholder.
The therapists were family therapists. We would draw upon our family therapy training in
interaction analysis as we worked with Lee. We would also draw upon our humanity and life
experience. As this book tells the entire story of Lee and his encounters with family therapists
and decades of other mental health professionals, a picture emerges that shows the unique,
unconventional traditions of family therapy practice and why these are a good fit for him.
Currently, family therapy is a mainstream, empowering approach to the problems of mental
health for individual, couple and family functioning. However, at the beginning, the pioneers
appeared to be rogue professionals or outsiders who were challenging sacred traditions. How
did they do this?

First, there was a decision to “think outside the box.” What began as thoughtful observations
outside tradition became a rebellion against psychoanalysis, an individual view of problems, and
medicalized language. In many ways, Lee was also rebelling against conventional mental health
services as he had known them.

Next, family therapy pioneers focused on the politics of language and communication.

With Lee, therapists attended to the political and relational aspects of his language and theirs.
A dance began as we adopted and explored his language. We resonated with his nonverbal
distress and validated the unspoken messages he sent (“Professionals don’t understand me.
Why should I have respect for them?”). We embraced and explored the meaning behind
“entertain me.” We also sympathized with his tragedy and validated his distrust of an
institutionalized society.

Lee poses unique challenges because he is homeless and has suffered multiple traumas.
Many clinicians overlook the traumas of people in poverty (Mani, Mullainathan, Shafir, &
Zhao, 2013; Merling, 2013; Mullainathan & Shafir, 2013). How does family therapy address
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these issues? Most survivors of trauma have needs for safety that appear to others as extreme
measures of control. Nonverbally, Lee was speaking volumes (“Professionals are hopeless.
How can I trust you? Show me what you've got. I'm in crisis!”). By exploring the meanings of
“entertain me,” a nonverbal message was sent to Lee. “We can work with you on your terms.
We see you have gotten a bad rap.” These messages came through a calm, inquisitive, and
sympathetic demeanor.

Those careful, minute-by-minute responses are rooted in the history of family therapy practice
(Ruesch & Bateson, 1951). Important communication is often implied and more powerful than
words. The verbal level (report) is the content of a message. The nonverbal level (command)

is the implied expectation for that relationship. Lee was telling them what happened to him
(report) and how he wanted to be treated (command). As a first step in the therapist—client
relationship, each party exchanged information and expectations. As this family therapy dance
continued, the relationship expanded to include additional aspects of an interpersonal approach.

The Interpersonal View: Family Process, Cybernetics, and Social Ecology

In family therapy, context is everything. What is the context of a certain behavior or problem?
Initially, pioneers turned to family process as the context and used the field of cybernetics as
a lens for exploration. These ideas were about communication and control in human systems.
All behavior is communication (Watzlawick, Beavin, & Jackson, 1967). This interpersonal view
explores these questions:

1. What interaction patterns surround the problem?

. Are there repeating cycles of communication?

. How do people talk about it?

. How do we treat each other when the problem is occurring (behavior)?

. Are there politics in a family that involve different opinions about the problem (meaning)?

. How do these opinions affect those who are needing help (outcome)?

NN ok w1

. How long have people held these opinions? When did they begin (development)?

At first, Lee communicated his distress nonverbally with voice tone and labored breathing.
Reading those signals was an important step. When the receptionist responded with a
routine, business-like question, Lee showed more distress. The communication didn'’t fit his
developmental level. The receptionist may have read his nonverbal messages, but she did not
respond to them. It would have been helpful if this had been the sequence:

SECRETARY: Hi, how are you today? It’s hot out there, isn’t it? What brings you here?

LEE: The man at the Dollar Store said I should come over here for some help.
SECRETARY: Did he say what type of help he thought you should have?
LEE: No. I was tellin” him about my problems and he said to come over here and talk

with somebody right away.
SECRETARY:  OK. It looks like you're having a tough time — let me see who is free right now.

These details may seem small, but for family therapists, success begins with attention to small
bits of communication and the action that follows. What type of help did he need? One client
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sent her therapist a postcard that read, “If you could only hear what I cannot say.” Family
therapists decipher and look for ways to respond to unspoken messages until clients feel settled
enough for verbal communication. One pioneer might say to clients, “Don’t trust me, yet”
(Watzlawick, Weakland, & Fisch, 1974). Trust is a process that happens over time. Rather than
expecting clients to trust them at the outset of therapy, clinicians can acknowledge the lack

of safety inherent in a new relationship. This is especially important for trauma survivors. The
content of the statement is relational (trust), and the implied expectation for the relationship
respects the uncertainty of it (not “yet”). Such realistic messages provide safety for survivors.

As therapist—client interaction begins to fit, there are signs of relaxation. Lee sits down and eats.
His emotional crises provide a good opportunity for therapists to express their sympathy and
humanity. This is not the time to conduct business. Problem-solving should come after a bond
is established. Lee feels hopeless, but he sees some people who seem to care. He watches them
closely. So far, they can handle his “shit” without anxiety. They provide him with emotional

first aid. They do not act like other practitioners. Cybernetics explores feedback loops or cycles
of interaction that form a pattern. So far, these loops seem satisfactory to Lee. They do not result
in shame, criticism, or distance.

LEE:  (eating his burger) I called the district attorney, and they said they can’t press charges.
Son of a bitch’s been bought off by her mama. Oh yes! I know it! She’s got her
connections to the system, and she’s gonna get her little girl off. It ain’t right. They tested
her breath. Don't tell me she wasn’t drunk when she rolled over on my baby. She had all
kinds of DUI’s (shakes his head) . . . shit. ..

BG:  That sucks, man. Is this someone you're with now?

LEE:  Hell no! I had to get outta there before the cops locked me up again. I shoulda never
gotten with her. She came on to me, and I believed her. I shoulda listened to my friends.
They told me she was no good.

SMH: Was this here?

LEE: Nah, nah. Over in .

BG:  That’s a long way from here. How'd you get over there?

LEE: My friend from jail said I should come visit. I couldn’t stand my mother’s house and
Granny’s got Alzheimer’s. I went over there and stayed a few years, then things went bad,
you know? I had to do somethin’. . .

SMH: You said your Granny has Alzheimer’s?

LEE:  Yeah. It sucks, ya know? She’s OK sometimes . . . but she got poop all over, and she won’t
let go of her cats and dogs. Man, it’s bad in there. She won'’t let us do nothin’ . . .

SMH: Do you live with her?

LEE: TI'm not s’pose to be with her. They say I ain’t allowed ’cause of my felony, but she lets
me be there.

SMH: TI've worked with people who have Alzheimer’s. It’s tough on family members. I bet it’s
tough on you.You got any help? There’s people who can help, you know?

LEE:  Idon’t know .. .nothin" much gets through to her . ..

SMH: Here's my card, in case you want to check your options . . . I wish I could help her in
some way . . .

LEE:  (abruptly stands up) I got to go.I can’t handle all this stuff. I need some beer. Man,
nothin’s gonna help . . . My baby’s gone. Shit!

SMH: Oh, uh . ..what about talking a little more about your baby?

LEE:  (shaking his head) Nah, nah. I'm outta here. I just need to find me some beer . . .

SMH: OK. Let us know if you want to talk again. We’ll be here.
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Three days later, Lee leaves a voicemail: “Can you help my Granny?”

What may have seemed like a side issue became an entry point for helping Lee with his grief
and injustices. This encounter raises many questions. Why ask about Granny instead of staying
with Lee’s grief? How did he end up in jail? Is he telling the truth? Why not make a follow-up
appointment?

Granny seemed to be a relational resource. One way to help Lee with his grief is to explore
the people who may be resources in his healing and offer them support. These relationships
are at the center of family therapy practice. Answers to the other questions would emerge in
other sessions but were not relevant to developing an alliance. The focus on his language and
relationships was of primary importance to understand his world view.

In the meantime, his opening message still hangs in the air. “You can’t help me.You can entertain
me, but you can’t help me.” This is a message about his hopelessness for the relationship, but he
provides many nonverbal clues to his real longings and motivations. At this stage in the process,
therapists work on trust-earning and engagement. We follow his lead. As the dance continues,
verbal messages focus on Lee’s relationships, such as his ex-girlfriend and Granny.

As the conversation continues, his angry demeanor and heartfelt narrative raise other questions.
Can we help him? Is he mentally ill? Is he dangerous? Do we have the skills to provide
appropriate treatment? Some of these questions are based on stereotype and bias. Managing

the self of the therapist is an important part of practice (see Chapter 4). By taking a personal
inventory and laying aside these biases, practitioners can form important alliances with people
outside their immediate culture. As this happens and we take Lee at face value, answers to these
questions emerge. His humanity shines brightly as he describes his relationship with Granny.
Taking an interest in this side of his life proves to be beneficial.

Regarding Lee’s cultural context, pioneers in family therapy do not report on work with
homeless, mentally ill men. Now, practitioners see a larger context outside the family. Social
ecology refers to the quality and health of the human environment as a web of relationships
inside and around the family (Bronfenbrenner, 1979). This framework examines the health of
the family and community on behalf of each child. It examines the resources that parents and
spouses need for their well-being. What are Lee’s resources? How can we use them?

Ecosystemic family therapy approaches address social justice issues, community resources,
and extended-family dynamics alongside the intimate cybernetic dynamics that create secure
attachments (Liddle & Schwartz, 2002). Lee will benefit from this broad focus, because he has
an extensive social network and he has been the target of cultural and gender discrimination
(low income, rural, white male). However, the first step involves engagement skills in
cybernetics, communication analysis, and systems thinking about his relationships. Chapter 2
continues with additional information about his therapy.

An ecosystemic map helps therapists to individualize treatment and grasp the severity of Lee’s
situation. It contains a three-generational family diagram, a list of his friends, and a timeline
depicting his life story (Chapter 7). These visual maps help his prefrontal cortex to stay focused
on the immediate process in sessions. Born into a devoutly religious family, he was once a “good
church boy” who taught himself how to read the “big words that rich people use.” They told
him he was smart. For a while, he got good grades in school. Now, at age 39, he had tumbled
down a road that involved moving from the country to the city, his parents’ divorce, mother’s
mental illness, victimization from neighborhood bullies, prostitution, drug dealing, domestic
violence, incarceration, and brain injury. During the 18 months of his treatment, the voices of
family therapy approaches in this book emerge as consultants. They join the voices of family
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members who participate in the work with Lee. This flexibility keeps the process on his terms
and not bound by a narrow model. Not all of Lee’s goals are achieved, but he never misses a
session. And, as he meets some milestones and makes some transitions, it is clear there is much
more to this man than meets the eye.

Thus, cybernetics, family process, and social ecology give family therapy approaches a range

of motion that brings forth an understanding of all clients on their terms. How does this
behavior make sense? The answer is embedded in an interactional, developmental, and
ecosystemic context. These three elements comprise a framework called “systemic thinking.”
This is a shorthand phrase for general systems theory, the umbrella that brings these ideas
out of psychoanalytic traditions and into an interpersonal world view (von Bertalanffy, 1949).
It takes a bird’s-eye view of all important relationships and suggests that connections between
“parts,” such as biology, family members, neighbors, therapists, police, etc., provide a map of
relationships relevant to any given symptom or problem. In working with Lee, it is important
to keep the big picture in mind, because his pain comes from many directions. His behavior
and language make perfect sense, once we understand his life story as a system of relationships.
When the view expands beyond the individual to a system, solutions and resources also expand.
Although systemic thinking is not new, a brief history of how family therapy emerged will
illustrate the radical shift in mental health and social services that emerged from a rebellion of
visionaries who wanted to lessen the suffering of others.

How Did It Begin? From Freud to Minuchin

There are some interesting parallels between the development of psychoanalysis by Sigmund
Freud and that of family therapy. In his day, Freud rebelled against mainstream medical practice,
too. Ironically, once psychoanalysis became part of medical practice, family therapists rebelled
against mainstream psychoanalytic practice. Progress, it seems, often comes from rebellion. To
place these developments in context, when Freud was born in 1856, there were no automobiles
or telephones. For the treatment of “hysteria,” doctors performed hysterectomies. He made just
one visit to America in 1909 and abandoned the hope of psychoanalysis as a cure by the time of
his death in 1939 at age 83. Instead, Freud preferred psychoanalytic theory as an explanation of
human behavior and personality (McCall, 1954). However, the American public fell in love with
his mode of treatment, much to the early chagrin of the psychological establishment, who were
behaviorists (Benjamin, 2009). Something resonated beyond the expertise of these scientific
experts. For his time and place, Freud’s suggestion that the inner world of a person related to
medical and emotional symptoms was revolutionary.

There were also those who expanded on Freud’s fundamental belief in the importance of
childhood experiences. As he was breaking away from the traditions of European medicine, his
inner circle was breaking away from him. They began to study family relationships from many
developmental perspectives. With Alfred Adler in 1911, the point of departure was a focus

on how social environment influenced personality (Adler, 1938). For Adler, a basic human
motivation was the desire to belong and make a contribution. Around the world, he would
go on to inspire generations of child-care workers, educators, and therapists. His theory was
outside Freud’s “box,” and the practice of seeing parents in a session soon followed.

In 1933, Sandor Ferenczi, a Hungarian psychiatrist, departed. He has often been an unsung
hero in the history of psychoanalysis. First, he substantiated with family members that many
patients were not fantasizing but were victims of childhood molestation (Ferenczi, 1949). As a
leading psychoanalyst at the University of Hungary, he would mentor Melanie Klein, a developer
of object relations theory and who would mentor John Bowlby, whose sweeping work in





