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CONSTRUCTI NG A SUCCESSFUL THERAPEUTI C
EXPERI ENCE W TH ADOLESCENT CLI ENTS: A
QUALI TATI VE STUDY OF ADOLESCENT EXPERI ENCES

I N FAM LY THERAPY

by
Kevi n Dee Broderick
Comm ttee Chair: Eric MColl um

Marriage and Fam |y Therapy
( ABSTRACT)

Traditionally, therapists and researchers have not

asked adol escents about their famly therapy experience.
This qualitative study was designed to solicit in-depth
f eedback from adol escents who have recently partici pated
in famly therapy to broaden our understanding of their
experiences in counseling. Interviews were conducted
wi th 10 adol escents, between the ages of 14 and 20, to
di scover what hel ps teenagers have a successful famly
t herapy experience. Fromthe interviews, five nain
categories energed; (1) client/therapist relationshinp,
(2) talking and being heard in both individual and
famly sessions, (3) gaining insight during therapy, (4)
t aki ng personal responsibility for making therapy work,
and (5) seeing positive results. Feedback fromthe

adol escents is used to suggest ways fam |y therapists



m ght enhance their effectiveness wth adol escent

clients and a nodel for treatnment success is presented.



CHAPTER ONE - | NTRODUCTI ON

CONSTRUCTI NG A SUCCESSFUL THERAPEUTI C EXPERI ENCE
W TH ADOLESCENT CLI ENTS: A QUALI TATI VE STUDY OF
ADOLESCENT EXPERI ENCES I N FAM LY THERAPY
As an undergraduate, | thought | wanted to be a
hi gh school teacher. | took a course where | |earned
sone basic teaching skills and then | was given the
opportunity to teach a class of high school freshnen for
a one week period. |I'mstill recovering fromthat
experience. | found it extrenely challenging to
effectively communi cate with the youth. Sone were
di sruptive, sone were sleeping, sone would give "smart"
answers, and others would give no answer. dadly, there
were a few who respectfully listened and | earned --1
think I survived the experience because of them

After ny "baptismby fire" experience, each class
menber was given the opportunity to anonynously eval uate
their student teacher. Suddenly, prior conmmunication
barriers were cleared and the students eval uated ny
performance with direct and cl ear honesty. Simlar to
ny brief student teaching experience, | have encountered
both difficult and cooperative adol escents in famly
therapy. As a student therapist, | have had the
opportunity to neet with only a few

famlies with teenagers. Wth sone adol escents, | felt



nore |ike a student dentist. Soliciting useful
information fromthese clients seened conparable to
pulling teeth. But again with others, |I felt their
trust and | enjoyed their willingness to grow.

As a student teacher | learned fromny students
what they thought | did well and what they thought I
needed to inprove. The feedback was useful. | |earned
about some of their concerns and insights that woul d
enable ne to nore effectively instruct a class of high
school freshnen.

St udent feedback hel ps an instructor to nold,
change, or anplify his or her skills to increase
effectiveness in teaching. dient feedback has the
potential of increasing the effectiveness of Mental
Health services as well.

RATI ONALE OF THE STUDY

H storically, researchers and witers have
docunent ed the therapeutic experience based upon the
counselor's, rather than the client's perspective
(Garfield, 1978; @Qurman, 1977; Kantor & Andreozzi, 1985;
Kruger, 1985). Mre recently, investigators have sought
i n-depth, client-based experiences in counseling to
augnent our understandi ng of "consuner" opinions
concerning therapy (Kuehl, Newfield, & Joanning, 1990;
Kuehl , 1986; Mabrey, 1995; Metcalf & Thonmas, 1994,



Metcal f, Thomas, MIler, Hubble, & Duncan, in press;
Newfi el d, Kuehl, Joanning, & Quinn, 1990; Quinn, 1996;
Sells, Smth & Mon, 1996, Stith, Rosen, MCol |l um
Col eman, & Herman, 1996; Swi nt, 1995).

Post - nodern therapi sts assune that social reality
is coconstructed and so the clients' experiences play a
significant role in research and therapy.

Since clients influence the course of

treatnment and the overall value of famly

therapy, it is essential to explore what it is

that they believe is occurring in treatnent

and what they perceive thenselves to be

| earning or changing that inproves their |ives

(Quinn, 1996, p. 91).
Thus, in the mdst of unveiling the client's experiences
in therapy, researchers are discovering that consuner
views give counsel ors inval uabl e feedback (Mabrey,
1995). Though adult client voices are energi ng through
qualitative inquiries, few researchers have taken the
time to ask adol escents what they think about their
famly therapy experience.
Why Adol escents?

M/ wife and | have three young children ages five
and under. Taking care of their physical and enoti onal

needs is challenging and at tines it seens overwhel m ng.
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Despite our concerns, the nost common words of synpathy

echoed from nore experienced parents around us are, "You

think it's hard now, just wait until they're teenagers.'

Lussardi and MIler (1992) docunented a few reasons

why teenagers have such a reputati on anong sone parents:

Adol escence is a tinme of great change for both

t he adol escent and his or her famly. It can

be a stage filled wth confusion and anbiguity

regardi ng what behaviors are appropriate

and/ or acceptable. Former rules and

expectations are questi oned when both new

behavi ors and new i deas are introduced into

the famly systemand the parents and the

adol escent begin to adjust to these changes

(p. 227).

As adol escents and their parents adjust to their
new roles, disruptive famly interactions are likely to
arise. Preto (1989), noted that famly therapy
referrals are prone to peak with famlies who have
adol escent children in the hone. According to Preto
(1989), parents who do seek therapy for their
adol escents tend to feel, "confused, angry, and out of
control, and present problens that reflect the famly's
inability to deal wth the tasks of adol escence" (p.

271).



Teenagers find thenselves in a chall engi ng and
crucial stage of life. They are in the mdst of a
devel opnental sprint that is bound to create friction
and possi ble casualties, along their cognitive, sexual,
physi cal, and social devel opnental courses. In their
quest for autonony, adol escents tend to test their own
i deas and val ues agai nst those of their famlies.
"Teenagers nmay reject parental values,...nay test
limts,...and often feel the need to nake i ndependent
deci sions despite poor judgnent and inpul sivity"
(Rubenstein, 1991, p. 221).

Wth the devel opnental stressors that adol escents
experience, it seens fair to assune that they can be a
chal | engi ng population to work with in the context of
famly therapy. Treadway (1989), an experienced
adol escent substance abuse and famly counsel or,
confessed his anxiety in working wth adol escent
participants in famly therapy,

For me the hardest part of working with

adol escents is that, when it cones to a

confrontation over control, many kids are

willing to die in order to wn. Adolescents

are able to intimdate adults because they

will go to such extrenes in order to resist

being controlled. Kids always have the power



to hurt thenselves.... Parents do not really

have much power, and neither do therapists.

Wrk with out-of-control adol escents can feel

like driving a huge tractor trailer that has

lost its brakes and is careening down the

nmount ai nsi de. You can't stop the truck.

Sonehow you have to either run into a snow

bank or steer it all the way down to safety.

It's really a matter of hanging on for dear

life (pp. 135-136).

Engagi ng adol escents in famly therapy and
establishing a collaborative relationship with them can
be an extrenely chall engi ng endeavor. Sel ekman (1993),
a noted expert who works with teenagers and their
famlies, has found that sone difficult adol escents
exert their power to the point of refusing to
participate in any type of famly therapy all together.

Those adol escents "...are 'w ndow shoppers' for therapy
and will refuse to attend one session with their
parents" (Sel ekman, 1993, p. 161).

As adol escent voices energe in famly therapy
research, we may begin to gain a better understandi ng of
their experiences in therapy which can help us nold a
nore client-based approach to increase our effectiveness

in working wwth the adol escent population. 1In the



limted qualitative research that has been conducted
concerning teenager's experiences in famly therapy, we
have learned little about what they believe therapists
can do to inprove the process of famly counseling for
adol escent s.

PURPOSE OF THE STUDY

The purpose of this study was to solicit feedback
from adol escents who have recently conpleted famly
t herapy, or who are currently participating in famly
therapy in non-academc, private practice settings.
This study was designed to learn fromthe consuner's
vi ewpoi nt and experiences so that practitioners can
better understand how to nore effectively provide
services to adol escents in famly counseling.

The findings of this study cover ground that was
initially investigated by Kuehl, et al. (1990), and
Newfield, et al. (1990). These researchers interviewed
adol escents and their famlies about their participation
in famly therapy in a training and research setting.
Al famlies in their study, "...presented for therapy
wi th the probl em of adol escent drug abuse"” (Kuehl, et
al ., 1990, p. 311).

The present study extends the work of Kuehl et al.
(1990) and Newfield et al. (1990), by interview ng

adol escents who, (a) participated in famly therapy with



practitioners who were not in training, (b) experienced
famly therapy in a non-training environnment (i.e.
wi t hout caneras, one-way-mrrors, etc.), and (c) canme to
therapy with a variety of presenting problens. Thus,
this qualitative study serves to deepen the insights and
under st andi ng of how t eenagers experience the process of
fam |y therapy.
RESEARCH QUESTI ON

Congruent with the purpose of this study, the
principal research question that guided this inquiry
was, "Wat hel ps adol escents to have a successful famly
t herapy experience?" | was interested in discovering
what therapists can do to increase the |ikelihood of
provi di ng a successful therapy experience to their
adol escent clients according to the consuner's
perspecti ve.

THEORETI CAL FRAMEWORK

This multiple case qualitative study was conducted
by | ooking through the I ens of a post-nodern,
constructivist framework. According to post-nodern,
constructivist reasoning, individuals produce their own
realities by assigning subjective neanings to events,
experiences, and interactions they encounter wthin
their social context. |In therapy, the therapist,

client(s), supervisor(s) and/or collaborating
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col | eagues, are all involved in a conplex interaction of
uni que neani ng systens (Newfield, et al., 1990).

Thr oughout the process of the conpl ex therapeutic
interaction, all involved subsystens co-create a
t her apeuti c approach for change (Newfield, et al.
1990). Based in this paradigm many nmarriage and famly
counsel ors are taking a nore coll aborative approach to
t herapy where ideas and insights fromclients and
t herapi sts cone together to nold outcone (Duncan,
Sol ovey, & Rusk, 1992). Typically, however, the client
menbers of the therapeutic system have not been asked to
provi de in-depth feedback concerning their experience of
t herapy, and so their unique construct of the
t herapeuti c experi ence has not been heard and essenti al
participants in the therapeutic system have been silent
(Conran & Love, 1993).

The feedback fromthe client subsystemto the
t herapeuti c system concerning the process of therapy is
fundanmental and necessary to effectively nmanage a
client-based, collaborative, therapeutic approach.
Hearing client voices evokes, "...a sense of
col | aborative rel ati onshi p between therapists and
clients in which both are understood as fully invol ved
participants in therapy process and outcone" (Conran &

Love, 1993, p. 15). Thus, a qualitative investigation
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into the client's experience and perceptions of therapy,
provokes readers to think differently about theory and
the way a therapist typically conceives and inpl enents,
interventions (See Conran & Love, 1993; Newfield, et
al ., 1990).

SUMVARY
Teachers solicit and receive feedback fromtheir

students in order to refine teacher/student interactions
and to inprove the process of class instruction. As
teachers learn fromtheir students, therapists can learn
fromtheir clients. Traditionally, the therapeutic
consuners have been silent concerning the process of
therapy. Wth the post-nodern/constructivist novenent
toward a nore col |l aborative approach to therapy, the
feedback fromthe client subsystem has becone essential.
This study builds on qualitative inquiries of other
researchers and provides practitioners a new | ook at
what works for adol escents in therapy. It also offers
suggestions fromtherapeutic consuners for treating

teenagers in famly therapy.
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CHAPTER TWO - LI TERATURE REVI EW

The professional field of Marriage and Fam |y
Therapy (MFT) is quite young conpared to other social
science disciplines and thus the research base of MT
needs to be strengthened. Recognizing this deficiency,
researchers have focused sone attention to anal yzing the
rol e and success of marriage and famly therapists in
providing nental health services to a broad range of
problens. Belowis a brief review of sonme recent
enpirical outcone research that provides val uable
insight into the general effectiveness of trained
marriage and famly therapists. Al so, as an M-T student
and aspiring professional | aminterested in discovering
t he process of what happens in therapy that |leads to
positive outconmes. For that purpose | have sought a
deeper understandi ng of the successful process of
therapy fromthe consumers perspective, to enrich ny
know edge of what can be done to positively influence
outconme and client's experiences in therapy. Thus,
several qualitative studies of client experiences are

al so reviewed and useful client feedback is sumrari zed.
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MFT OUTCOME RESEARCH

To date, the npbst extensive and thorough mneta-
anal ysis of MT outcone research was recorded by
Shadi sh, Montgonery, WIson, WIson, Bright, and
kwumabua, (1993). Based on the 1993 anal ysis of 163
publ i shed and unpublished studies of marital and famly
t herapy, Shadi sh, Ragsdal e, d asser, and Mont gonery,
(1995) decisively concluded that "marital and famly
t herapy works" and that "the literature supporting this
conclusion is at least as strong as it is for other
forms of psychot herapy” (1995, P. 345).

A special Qctober 1995 edition of the Journal of

Marital and Famly Therapy (JMFT) conpiled the nost up-

to-date informati on on the efficacy of marriage and
famly therapy. |In that special edition, several steps
were taken to ensure the accuracy of the reports and the
editor's suspected that the positive outconme results may
have erred on the side of conservatism (Sprenkle &
Bai | ey, 1995).

Quest Editors, Pinsof and Wnne (1995), thoroughly
reviewed the research in that special edition and

concl uded:



There is a convincing body of scientific

evi dence supporting the efficacy of MT.

There is also a growi ng body of evidence to

support the superiority of MFT in the

treatnment of various adult, adol escent, and

child disorders. MT inits purest, standard

format appears to be nore effective for

noderately severe disorders and probl ens,

particul arly when these disorders involve

rel ati onal noderating variables |like marital

or famly distress. MT appears to be

applicable to very severe disorders when it is

conbi ned with ot her biological, psychol ogical,

and soci al intervention conponents. Involving

famlies seens to potentiate nost other

i ntervention conponents for nost disorders.

Additionally, MT appears to have few if any

negative effects (p. 610).

There are other studies that seemto authenticate
t he conclusions of the research found in the Cctober
JMFT special report. The results of a nation w de

survey, for exanple, were recently published over the
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inter-net by Dr. Ronald Jay Wrner-WIson (1996),
Assi stant Professor and Marriage and Fam |y Therapy
Program dinic Director at Col orado State University.
Surveys were admnistered to marriage and famly
therapists and their clients to inquire about treatnent
outcones and client satisfaction with treatnent. It was
| earned that 83.10% of clients surveyed felt as if their
t herapy goals were achieved, 91.90% reported that their
enoti onal health was inproved, and 89. 40% docunent ed
that their partner relationships had inproved.

Not abl y, the positive reported outcones influenced
clients' satisfaction with therapy and their therapists.
Over 90% of those surveyed reported feeling satisfied

with their marriage and famly therapy experience and
over 96% would return to the same therapist in the
future.

Qut cone research concerning adol escents in famly
therapy indicates that famly therapy is generally
hel pful for troubled teenagers. In a thorough review of
the literature on famly therapy with adol escents,
Breunlin, Breunlin, Kearns, and Russell (1988)

concl uded,



In the 1979 article, we took the position that
famly therapy offered "new and exciting
directions" for the treatnent of adol escent

di sturbances. W still think this is true.

Famly therapy in its various forns, has

proven to be a well established approach to

the treatnent of adol escent problens (p. 328).

As the research nounts, it is becom ng nore and
nore evident that professionally trained nmarriage and
fam |y therapists are doing productive work in
strengthening nmarriages, famlies, and individuals.

Qut cone research provides useful results but it
does not reveal the in-depth process of what works and
what doesn't work in therapy. Mon, Dllon, and
Sprenkl e (1990), wote, "Qualitative nmethods provide
contextual data that can enrich the interpretation of
guantitative outcone studies" (p. 356).

A QUALI TATI VE REVI EW OF CLI ENT EXPERI ENCES I N
THERAPY

Early pioneers of MFT did not base their theories

and work on a nmass of enpirical evidence, rather they

devel oped their work through nore qualitative neasures

15
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of analysis. Batson, Haley, M nuchin, Bowen,
Wat zI| awi ck, and ot hers generated insights through
interviews and cl ose observation of famlies. Their
nmet hods were rarely system c and | argely undocunent ed
(See Atkinson, Heath, & Chenail, 1991). O |ate,
several researchers have continued a nore qualitative
nmet hod of research by asking the consuners of therapy,
t hr ough et hnographic interviews, to describe their
counsel ing experience. The client's candid responses
have added depth to ny investigation of what works in
therapy. The following is a review of hel pful
i nformation for counselors provided by clients in regard
to client/therapist relationship, interactions that help
to produce change, the influence of the therapeutic
environnent, and ot her beneficial feed back. These
topi cs were chosen because they were topics of enphasis
in several of the ethnographic studies concerning
client's experiences in famly therapy that | revi ewed.
Client/ Therapi st Rel ationship

Thr oughout ny review of the literature, it becane
evident that the client/therapist relationship was noted

by the consuners of therapy as an essential conponent to
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a successful counseling experience. A foundation of
trust appears to set the stage for progress. Kuehl et
al . (1990) concluded, after interviewng 12 famlies who
participated in famly therapy, that clients who vi ewed
their counsel or as caring, personable, and conpetent
were likely to be satisfied with their therapeutic
experience. Mabrey (1995) interviewed couples and
famlies who reported having positive experiences in
t herapy. She found that nost of the participants
i ntervi ewed descri bed having a confortable rel ationship
with their therapist and felt as if there was an "open
door" to return should the need arise (Mabrey, 1995).
Swint (1995) interviewed six individuals and three
famlies and found that nost of those she interviewed
reported feeling confortable with their therapist.
Parents and young children who participated in famly
t herapy al so assigned a simlar inportance to the
t herapi st/client relationship,

A final, consistent thene throughout the

interviews with parents, and echoed by sone of

the children, was that the personality and

behavi or of the therapist is an essentia
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ingredient in therapy. A nunber of parents,

when asked what they thought their child Iiked

about comng to the clinic, first nmentioned

qualities of the therapist (Stith, et al.,

1996, p. 80).

So what is it about therapists that facilitates a
trusting relationship with their clients? According to
the consuners that Swint (1995) interviewed, it was
because the therapist was friendly. Five out of nine
i nformants described talking with their therapist as
"talking with a friend". "Well, it would be |like
talking with a friend. Soneone who knew you even t hough
you didn't socialize with themoutside. You felt |ike
they were a friend" (Swint, 1995 p. 4). Qher reported
counsel or attributes that help clients to build trust
and rapport with their therapi st include, displaying a
noncondescendi ng attitude, being nonjudgnental, show ng
i nterest and concern, being sincere and genui ne,
mai ntai ning a rel axed, casual, and informal presence,
havi ng a sense of hunor, being playful, enthusiastic,
and patient, and being a | oving person who shows warnth

and enpathy (Quinn, 1996; Sells, et al., 1996; Stith et
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al ., 1996; Swint, 1995). One respondent suggested, "I
think if | were a therapist, and I wanted to know a tip,
they' re gonna have to | ove these people....If there's
not love in their heart, they won't get anywhere"
(Quinn, 1996, p. 78). Wen clients perceived that their
t herapi st exhibited the above attributes, they felt nore
at ease or confortable about the counseling process
(Sells, et al., 1996).

What can counselors do that will help themto build
a trusting, confortable relationship with their clients?
According to the Kuehl et al. (1990), therapists need
to ask questions and give suggestions that show that he
or she really understands what his or her clients are
truly thinking and feeling. Wen therapists are able to
do so, they are viewed as not just, "doing their job"
but that they really care about those they are serving
(Kuehl et al., 1990). Qher clients reported feeling
nore confortable with their therapi st once they shared

sone personal information about their ow life, "...just
little brief thing, little sonething that will draw ne
into her life alittle bit" (Qinn, 1996, p. 77). One

respondent reported feeling confortable with the
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t her api st because he or she listened w thout being
opi nionated and without cutting the client off in the
m ddl e of a sentence (Quinn, 1996). For parents and
young children, Stith et al. (1996) found that including
young children in therapy, instead of making them stay
in the waiting room and conmunicating with themthrough
their own nmedia--activity and play, helped themto
better join with the therapist.

When clients reported feeling nore confortable with
their therapist, they considered thensel ves nore |ikely
to follow the suggestions they offered (Kuehl et al.,
1990; Swint, 1995).

Ther api st's Suggestions Hel p Produce Change

Ther api sts have the option of being directive in
t he therapeutic process by giving specific assignnents,
or to be non-directive by not giving any explicit
counsel or sinply offering suggestions. Certainly, nany
t herapi sts use sone conbi nation of the three approaches.

A few clients have reported that a directive approach
is useful. In Mabrey's (1995) interviews with couples
and famlies that participated in Strategi c Therapy, she

found that the clients appreciated the directives of
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their therapist. "W got advice. And it really nade a
di fference having us rebuild our relationship together.
There were actual tasks to do which were very, very
hel pful " (Mabrey, 1995, p. 10). Sells, et al. (1996),
di scovered that the clients they interviewed perceived
t he honewor k tasks as useful and hel pful. Six out of 14
client systens (i.e. individuals, couples, or famlies)
i nterviewed recommended that counselors offer concrete
and specific advice in solving a particular problem
(Sells et al., 1996).

O hers have reported that a therapist's suggestions
are nore hel pful than specific assignnments. Kuehl et
al. (1990) found that "...nost of the informants
preferred a therapi st who they perceived was of fering
'suggestions' and 'alternatives' rather than "trying to
tell us what to do'" (Kuehl et al., 1990, p. 315). In
Swint's interviews, she discovered that all the clients

percei ved his or her therapist as maki ng nondirective

suggestions by using words such as "mght", "may", and
"maybe". Six out of thirteen of those interviewed
directly attributed change to utilizing suggestions

(Swint, 1995).
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Newfield et al. (1990), interviewed a nother of a

troubl ed adol escent who expressed her frustration with a

t herapi st who did not offer suggestions;
What we found was people as yourself to field
t he questions and throw themright back at us,
and possibly put a new winkle to them and
make us think about it and not have ever given
us any kind of an answer. This was a cop-out
for us because we were at our wits end as far
as frustration and as far as what we thought
we should or should not, or could or could not
do, and we were frightened of whatever the
future may be (Newfield et al., 1990, pp. 65-
66) .

I n anot her study, one angry husband reported,
|'ve talked with a | ot of counselors, and they
al ways conme up with this thing in a soft voice
and it's like, "Well, what's been going on
with your life?" and "How do you feel?" It's
bul shit. |1 want some one to cone straight to
the point and give nme their inpressions of

what to do. | don't want to be tal ked down to
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like | ama kid. |'ma professional, so talk

to nme like one (Sells et al., 1996, p. 334).

Contrary to the frustrations of the above
respondents, the client/informants in Quinn's (1996)
study rarely enphasi zed advice giving or instruction in
their accounts of significant treatnment events. Another
nother in the Newfield et al. (1990) study reported that
it was hel pful to have a counsel or who did not offer
suggestions but who asked just the right thing that nade
“...the light bulb go off" (Newfield et al., 1990, p.

66) .

Knowi ng that some clients appreciate suggestions
and directives where others don't, howis a therapist to
know how t o approach each situation? Quinn (1996)
suggested, "If what clients believe should be going on
intreatnent is in fact happening, then they believe it
to be useful”™ (Quinn, 1996 p. 87). Simlarly, Newield,
et al. (1990) suggested that when a client's
expectations of therapy do not mesh with the
therapist's, their differences in opinion my be a
characteristic of unsuccessful results in therapy.

Perhaps then in our collaborative efforts with clients,
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we shoul d i nquire about their expectations of therapy
early on and continue to do so throughout the
t her apeuti c process.
| nsi ght and Sel f-Understandi ng Hel p Produce
Change

Though Hal ey (1963, 1990), the father of Strategic
Therapy, rejects the assunption that insight and self-
understanding are primary factors in produci ng change,
Mabrey (1995), found that insight and sel f-awareness
were val ued by consuners of Strategic Therapy. One wife
reported, for exanmple, "It helped us to | earn sonme of
t he reasons why we fight, and sonetimes we would get in
sone of the same argunents |ike over and over; |ike we
woul d push each other's buttons" (Mabrey, 1995, p. 11).

Sells, Smth and Mon (1996), found that several of the
consuners they interviewed reported that insights into
the reasons for the presenting probleminproved the
outconme of treatnment. One of Quinn's (1996) respondents
st at ed,

| can't say exactly what it was or how it

happened but | do feel like |I've been able to

see things from (spouse's) point of view a
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little nore than before. | mean (the

therapist) didn't interject a whole |ot but I

was able to see things froma different

perspective (Quinn, 1996, p. 80).

What can therapists do to help clients increase
their insights and change their perspectives? dients
have reported that asking questions that really make
them stop and think hel ped themto see things
differently (Swint, 1995; Quinn, 1996). Another client
reported that it hel ped her when the therapi st gave her
three ways to look at things differently, like multiple
choi ce (Quinn, 1996).

The Therapeutic Setting

Newfield et al. (1990), interviewed twelve famlies
who had participated in famly therapy at a university
based clinic. According to the respondents, the
t herapeutic environnment affected their counseling
experience. The team for exanple, was viewed as a
panel of expert consultants, a jury, a group of |earning
students, and teachers grading the counselor. Wen the
teaminterrupted a session, one father reported that it

felt like, "...being called into the principal's office"
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(Newfield et al., 1990, p. 69). For ot hers,
especi al | y adol escents, the use of a canmera di srupted
their therapeutic experience. Adolescent respondents
reported feeling sensitive to the canmera' s presence
t hr oughout therapy. Newfield, et al. (1990), found that
sone adol escents felt strongly that the use of
technol ogy (e.g. canera) was deneani ng and overly
intrusive. "There is a stigma that there i s someone
al ways eavesdropping, if the camera is there, which it
al ways was..." (Newfield, et al., 1990, p.70). In
anot her study, one half of the adol escents who conment ed
on their famly therapy experience objected to the video
taping of their session (Stuart-Smth, 1994). One
adol escent stated, "I didn't |ike other people being
able to |l ook at us w thout being able to | ook at thent
(Stuart-Smth, 1994, p.485).

Stith, et al. (1996) interviewed children and their
parents who participated in famly therapy at a
uni versity-based training center. They found that the
children interviewed didn't worry as nuch as the
teenagers reportedly did, yet there were sone children

who felt unconfortabl e about the one-way mrrors,
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caneras, team nenbers behind the mrror, and call-ins.
One nine-year-old boy reported, "It's also kind of scary
because... sonebody's watching you every single second

and you don't even, sonetines you just forget that
they' re watching you. Then you suddenly go, ' Sonebody's
watching ne, | think." And you get frightened fromit"
(Stith et al., 1996, p. 75).

Interestingly, in Sells, Smth, and Mon's (1996)
gualitative study at a university-based training clinic,
there was no report concerning the technical therapeutic
environnent. They did note that 5 of 14 client systens
i nterviewed specifically reported that they viewed the
clinic as a safe place where they could openly tal k
about their problens and feelings. No other references
to the therapeutic environnent was docunented in their
st udy.

For the children, it was discovered that talking
with them openly about the physical set-up of the clinic
and the reasons for the technol ogy and call-ins hel ped
to ease their acceptance of those aspects of therapy
(Stith, et al. 1996). For the adol escents, there

weren't any suggestions offered that would hel p them
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better deal with the technol ogy side of treatnment. Many
reported feeling sensitive to the use of technol ogy and
woul d "dress up" for the camera or would situate
t hensel ves in a position where their back was to the
canera or where it was nore difficult to see themon the
canera throughout the therapy process (Newfield et al.,
1990). It was suggested, however that perhaps too many
intrusions by the teambehind the mrror can lead to an
unf avor abl e opi nion of the therapeutic experience
(Newfield et al., 1990).

Goal s and Direction

At | east one study reported that maintaining
speci fic goals and staying focused during treatnment was
very inportant to consuners of therapy. Four of the 14
clients interviewed in Sells et al. (1996) study
reported that unclear goals and having no clear
direction was not useful in therapy. "At the point
we're at right now, |I'munclear where we are going.
Basically, I"'mtold it's going to take tine, but | don't
know what we're going to be doing in the neanti me and
I'mfrustrated” (Sells et al., 1996, p. 333). Another

respondent advi sed,
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From one session to the next you need to come

back with knowi ng, "This is the path, this is

where we need to go." This is the nost

i mportant thing to establish because w t hout

it, he (therapist) is not going to get you

anywhere (Sells et al., 1996, p. 333).

By asking the consuners of therapy to share their
experiences, researchers and therapists are able to
gather first-hand information directly from essenti al
stakehol der's in therapy instead of basing their work
and research on the tainted assunptions of the clinical
"experts". Thus, clients beconme the experts of their
own stories and provi de post-nodern therapists with
val uabl e feedback that will help themto nold their
t herapeuti c approach to treatnent and enhance their
under st andi ng of the popul ati on they serve.

VOl CES OF ADOLESCENTS

Adol escents who have had the opportunity to
provi de feedback through ethnographic interviews have
given us new ways to view their experience. By asking
teenage clients to evaluate their therapeutic

experience, researchers have begun to better understand
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t he therapy process fromthe adol escent's perspective.
The work of Kuehl et al. (1990) and Newfield et al.
(1990), are the prinmary sources of our know edge
concer ni ng adol escents' experiences in famly therapy.

In a qualitative study both Kuehl, et al. (1990),
and Newfield et al. (1990), interviewed 8 adol escents
who reported on their experience in famly therapy in a
doctoral -1 evel program accredited by the American
Associ ation for Marriage and Fam |y Therapy. Each
famly presented for therapy because of a substance
abusi ng adol escent.

In the Newfield et al. (1990) analysis, researchers
found that four domains of meaning emerged fromthe
adol escent interviews: (a) expectations of therapy, (b)
types of psychos and shrinks, (c) the setting, and (d)

i ndi vidual versus famly therapy. Many of the
teenagers interviewed created their own expectations of
t herapy and "psychos and shrinks" through the influence
of the nedia. Some expected to lay on a couch while

ot hers expected people to shout at them One thought
their therapist would be |ike Bob Newhart, but not as

funny. Many of the informants, including adol escents,
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expected individual sessions with the drug abusing
teenager. Wen their expectations of treatnment did not
mesh with the therapist's approach, or the opinions of
other famly nenbers involved in treatnent, it was | ess
likely that they would report having a successful

t herapeuti c experience because "...therapy was creating
nore problens than it was solving” (Newfield et al.
1990, p. 73).

As noted above in the qualitative review,
adol escents reported not feeling confortable in a
t echnol ogy based training setting with cameras, and team
interruptions. They al so expressed interest in
i ndi vidual counseling versus a fam |y therapy approach
(Newfield et al., 1990).

As far as the process of therapy was concerned,
Kuehl et al. (1990), reported that in the initial phases
of therapy, adol escents reported feeling scared and
saying "as little as possible" to anyone, or saying
"only what the therapist and parents want to hear"
(Kuehl, et al., 1990, p. 314). As the therapeutic

process progressed, the adol escents reported m sl eadi ng

or "bull shitting" their parents and counselors in an
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effort to sabotage therapy. They tried to talk their
parents out of follow ng through on suggestions, tel
their parents that therapy was not working, and they
tried to instill doubt in their parent's m nds
concerni ng the hel pful ness of therapy (Kuehl et al.,
1990) .

According to those sanme adol escents, if counsel ors
woul d have initiated sone individual neetings along with
the fam ly meetings they woul d have been nore honest and
willing to nake therapy work. They al so suggested that
if the counsel ors had sone personal drug experience and
if they were not so easy to "bullshit", that they woul d
have been nore inpressed with their therapist and
hi s/ her skills (Kuehl et al., 1990).

The information provided by Newfield, et al.,

(1990) and Kuehl, et al., (1990) is insightful. It
gives us quality feedback froma difficult therapeutic
popul ation. Though the research clearly describes
adol escent experiences in famly therapy fromthe

t eenagers perspective, it gives therapists little
information as to what they can do to inprove the

t herapeuti c process for adol escents. For that purpose,
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the current study ties together positive and negative
experiences in famly therapy with the processes, and
approaches, that lead to such outcones, as described by
adol escent stakeholders. In addition, interview ng
adol escents who participated in counseling with
experienced famly therapists, in non-training clinical
envi ronnents, and who presented in therapy with a
variety of problens are unique aspects of this study.
Thus the information provided herein is nore applicable
to an expanded audi ence of experienced practitioners who
provide fam ly counseling to adol escents in non-training
envi ronnent s.

This study al so serves to add to the accumul ati ng
gualitative reports of adol escents' experiences in
famly therapy. As the research nounts and nore and
nore adol escent experiences are shared, it is assumed
that the qualitative insights, while not being
statistically generalizable, will become nore
uni versal ly applicabl e as common donai ns and t henes

energe across different cultures and sanpl es.
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SUMVARY

Though MFT is young as a nental heal th discipline,
the positive results of its |labors seemto denote that
it is a successful and hel pful field of treatnent.
Unquestionably the positive outcones for qualified
marriage and famly therapists are hel pful in
det erm ni ng what works in therapy, yet we have not
acquired sufficient insight as to the client's
per spectives concerning treatnent. Qualitative research
fromthe consuners perspective, is giving us additional
and essential information that is hel ping us to discover
what works in therapy and what doesn't work. Their
experiences and insights should be used to strengthen
our work with individuals and famlies in simlar

ci rcunst ances.
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CHAPTER THREE - METHODS

PROCEDURES

Two researchers, nyself and M Wal sh, jointly
conducted the data collection phase of this research
project. W are nmasters’ candidates in the MFT Program
at the Northern Virginia Graduate Center of Virginia
Tech. W worked together by interview ng both parents
and adol escents. Because the study involved human
subjects, it was initially approved by the Institutional
Revi ew Board at Virginia Tech to ensure appropriate
concern for the participants. | interviewed 6
adol escents and 4 parents and M Wl sh interviewed 6
parents and 4 adol escents. W each transcribed the
interviews that we conducted, and each of us shared
access to all the data fromall interviews to use in our
i ndi vidual projects. M Walsh focused her attention on
the parents' experiences in therapy while | studied the
adol escents' experiences. Thus the unit of analysis for
nmy portion of the research was adol escent participants
in famly therapy.

Once the data were coll ected, we worked

i ndependently on codi ng the data although on several
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occasi ons we di scussed our individual analyses as the
project proceeded. Each of us conpleted our own fina
report based on independent analysis and interpretation
of the data.

Sanpl e Sel ection

Thr oughout the creation of this project, we nade
several contacts with famly therapists who practiced in
non-training facilities to see if they would be willing
to present our project to their clients and ask
perm ssion for us to contact the fam |y about
participating in the study. |I|f a therapist was unable
or unwilling to participate, we would ask for the names
of other therapists to contact. Each therapist who
expressed interest in the study was given a brief
witten summary of the purpose and procedures of the
study, and an informal neeting was held with those
therapists. During the nmeeting, we reviewed the
therapi sts' roles and responsibilities in the study,
i ncludi ng the possible risks and benefits to their
participation. Tinme was given to the therapists during
the neeting to express any concerns and to ask any

guestions about their participation in the proposed
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study. Each famly therapi st who agreed to participate
was asked to sign a therapist informed consent (Appendi x
A) describing the study’ s basic purpose, its design,
confidentiality, and their right to withdraw fromthe
study at any tine. At this time we al so requested
general denographic informati on fromthe therapi st
(Appendi x B).

Participating therapists were asked to review their
client popul ations for parents and adol escents who (a)
had attended 4 or nore therapy sessions, (b) had
participated in counseling sessions where the adol escent
was a focus of concern, and (c) were currently in
therapy or who had termnated therapy within the | ast
six nonths. Therapists were al so asked to contact those
famlies to request that the parent(s) speak to the
resear chers concerning the study.

Each therapi st was given a packet including a
letter introducing the study (Appendix O, and a
parents' and adol escents' rel ease form (Appendix D) to
provide to those famlies who expressed an interest in
participating. Once the therapist received a signed

rel ease fromthe clients, a copy was sent to the
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researchers. One or the other researcher woul d then
contact the famly by phone to introduce ourselves, to
begin to establish rapport, to clarify the purpose of
the study, and to solicit participation. The first
eight famlies who nmet the criteria stated above, and
who volunteered to participate, were selected for the
study. 1In addition, two other teenagers who attended
famly therapy with their sibling(s) but who were not
t he focus of concern, and who participated in three
fam |y therapy sessions, agreed to be interviewed for
the study. These two adol escents were selected to
i ncrease the nunber of respondents, and to acquire a
di fferent adol escent point of view-that of a
participant in famly therapy who was not seen as "the
problem™"™ Thus, a total of 10 adol escents parti ci pated
in the study.

For those faml|ies who agreed to parti cipate,
appoi ntnents for the first interview were scheduled at a
mutual |y agreeable tine and | ocation for parents, their
adol escent children, and the researcher. Al of the
first interviews, with the exception of one, occurred in

the hones of the participants. The other interview was
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conpleted at the therapist's office where the adol escent
was being seen in therapy.

The Interviews

The parent/parent couples and their adol escents
were interviewed twice. For the first interview, one
researcher nmet individually with the parent(s) and their
adol escent (s) and conducted a face-to-face interviewin
which the informants were asked to describe their
experiences in famly therapy. Adolescents and the
parent (s) were interviewed separately. Each adol escent
interview | asted between 20-30 m nutes and each parent
interview | asted between 40-90 mi nutes. A second
interviewwith a mgjority of the participants was
conduct ed over the phone to ascertain the accuracy of
our interpretations of the first interview by review ng
a summary of their responses. The second interview al so
gave the participant a chance to share any additiona
i nsights and/ or concerns. Each foll ow up adol escent
interview | asted between 3-6 mnutes while foll ow up
parent interviews |asted between 8-30 m nutes.

At the onset of the first interview each

partici pant was asked to read and sign the appropriate
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i nforned consent (Appendix E, F, or Fl1) describing the
study’ s basi c purpose, design, confidentiality, and
their right to withdraw fromthe study at any tine.
During the initial phase of the first interview, we took
time to answer questions and to build a stronger rapport
by tal ki ng about non-therapy topics that were of
interest to the participant. W worked to build a sense
of collaboration with the participants by telling them
that we were interested in hearing their point of view
and by letting them know that we believed that they were
the best ones to tell us about their therapeutic
experience (see Marshall & Rossman, 1989). During this
time, basic famly background and denographic
i nformation (Appendix G or H was collected fromeach
partici pant.

The remai nder of the interview followed a sem -
structured design, guided by pre-determ ned questions
and topics (Appendix I or J). For the adol escents, the
topics of focus were; (a) the adol escents' experience in
therapy, (b) the interaction between the therapist and
t he adol escent, and (c) suggestions for famly

therapists to inprove their work with adol escents.
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Speci fi ¢ questions asked included: (a) Wat was your
fam |y therapy experience |ike for you? (b) Wat has
your therapi st done that has been hel pful (or not
hel pful)? (c) How do you feel the therapist relates to
you personal ly? (d) Wat advice would you offer a
t herapi st so he/she can inprove famly therapy for kids
your age? After each question was asked, we woul d use
the answer to fornul ate additional questions in order to
maxi m ze freedom of description fromthe participant's
poi nt of view The aimof the research questions and
topics was to create a conversation with a purpose
(Glgun, Daly & Handel, 1992), thus allow ng for data
coll ection and discovery through the free exchange of
descri ptions, |anguage, and narratives.

After the first interview was transcribed and a
prelimnary analysis of the data was conpl eted, we
mai | ed each participant a summary of their feedback
derived fromthe first interview (see appendix K for a
sanple). Once the participants received the sumary,
the researcher who initially interviewed the
partici pants contacted at |east one of the parents and

t he adol escent for a foll owup interview by phone.
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Ei ght of the 10 adol escent respondents participated in
the second interview. One adol escent refused to speak
with the researcher over the phone and anot her had run
away from hone and was unable to be contacted. Al of
t he adol escents who participated in the phone interview
were asked: (a) Wat did you think about our first
interview? (b) Is there anything about ny
interpretation of what you said that is inaccurate or
confusing? And (c) Wat would you add? One or two
speci fic additional questions were also asked to
i ndi vi dual adol escents to clarify ideas, thoughts, or
statenents left unclear in the first interview For
exanpl e, "You said that therapy hel ped you to be nore
open with your feelings, how did that happen?" Though
the second interview helped to clarify some of their
responses and to anplify the data, the main purpose of
t he second interview was to ascertain the
trustworthiness of the our interpretation of the
participants' views (Yin, 1989) and see if the
partici pant had any further thoughts he/ she w shed to
contri bute.

After the conpletion of both the first and second
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interviews, we contacted a few of the participating
t herapi sts by phone to solicit their general inpressions
of the differences between the group of famlies who
initially agreed to be contacted by the researchers and
t hose who did not give their consent. (Cbtaining the
t herapi st's opi nions concerning the famlies who did not
agree to be contacted shed |ight and understanding as to
why sone fam lies chose not to participate in the study.
The therapist's perceptions are docunented in this
chapter after the description of the sanple.
Data Col | ecti on
Al interviews, including the phone interview, were
audi o taped and transcri bed verbati mby nyself, ny wife,
or M WAl sh. To assure the accuracy of the typed
manuscripts | listened to portions of the audi o tapes
and read fromthe docunents to verify the correctness of
the transcriptions. In addition, the sunmaries that
were sent to the adol escent participants contai ned a
great deal of their exact |anguage and wordi ng which
served to affirmthat the transcriptions were reliably
transcri bed.

In the transcripts, pseudonyns were used for
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therapists and client participants to protect their
privacy.

Anal ysi s

As much as possible, data collection,
transcription, and analysis occurred concurrently
t hr oughout the research project. The constant
conparative nethod was used in analyzing these data to
extract patterns and thenes | eading to the devel opnment
of categories (d asser & Strauss, 1967). After each
initial interview, the researcher would briefly docunent
his or her inpressions concerning the interview These
notes included the docunentation of the informants’
attitude, sone general thenes that emerged throughout
the interview, and the interviewers' thoughts about the
process of the discussion. This was done to enrich the
anal ysis of the findings (Strauss & Corbin, 1990).
After the transcription of the interview, | carefully
read the content of each transcript and docunented ny
i mpressi ons about various themes and theoretical notes
on the transcript itself. As | did so, various patterns
and general thenes began to energe. Each transcript was

then re-read for the purpose of devel oping a
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conprehensi ve summary to give to the adol escent
participants for their review (see appendix K for a
sanpl e sumary).

The summari es were conposed of adol escent responses
and consolidated into general categories. Fromthe
sumaries, nenos, and notes, an initial set of
cat egori es was devel oped. Throughout the analysis, |
consulted with ny faculty advi sor and research partner
whi ch hel ped to broaden ny perceptions of the general
t hemes and whi ch hel ped in identifying and consolidating
speci fic categories. | then began to conbine the
categories into a visual nodel which |ead to further
consol i dation and categorization of the patterns and
themes. Once the categories were nostly identified, |
assi gned each category a specific color and | col or-
coded the transcripts of the first interviews as well as
the transcripts of the second interviews. The col or-
coded transcripts served as the basis for the wite-up
of chapter four of this docunment. There you will find a
final consolidation of the data into a begi nni ng nodel
of what works in therapy according to the views of ny

adol escent i nformants.
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SAMPLE

The sanple in this study was conposed of marri age
and famly therapists and their adol escent clients. The
parents of the adol escents also participated in the
study, however their experiences were reviewed and
docunented by M WAl sh's i ndependent anal ysi s and
report.
Fam |y Therapists

Several famly therapists located in the greater
Washington D.C. and Richnmond Virginia areas, who work in
non-training clinics, were conveniently recruited for
this study. Famly therapists were defined as a person
who had graduated from an AAMFT-accredited program or
who had experienced intensive post-graduate training in
the field of marriage and famly therapy, and who had
practiced famly therapy for at |east three years.
Thr oughout the project, over 35 famly therapists were
contacted. Over 20 therapists were formally introduced
to the study through presentations and information
packets, and 9 of those 20 expressed interest in
participating. Utinmately, five therapists participated
in the study.

Each of the five therapists reported that they
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practiced marriage and famly therapy and had sone
signi ficant background and training in marriage and
fam |y therapy.
BRAD*

Brad attained a naster's degree in social work and
becane a licensed social worker. Later, Brad took a job
where he was supervised in counseling by a director who
had a Ph.D. in Marriage and Fam |y Therapy. Brad worked
under his supervision and tutel age for two years.

During that tine, Brad al so attended several Marri age
and Famly sem nars and training neetings. Currently,
Brad is the director of a non-profit social services
agency. He reported that he nostly uses a Sol ution-
Oiented Brief Therapy approach to counseling. Brad was
the counselor to 3 of the 10 adol escents interviewed for
this study.

JED

Jed conpleted a nmasters degree in education and
wor ked as a nental health and school counselor for 10
years. He currently is a Licensed Professiona
Counsel or and has been in private practice for 3 years.

He is an associ ate nmenber of AAMFT and has had three

years of post-master's clinical training in marriage and
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famly therapy. Jed reported working nostly froma
systens and structural approach. Four of the 10
adol escents interviewed for this study worked with Jed
in famly counseling.

DEBBI E

Debbie is a Licensed Professional Counselor in the
state of Virginia. She is also an AAMFT Approved
Supervisor. She worked in county substance abuse
prograns and nental health services for three years and
for three additional years she has worked full tinme in
private practice. Debbie reported working froma
variety of systemc nodels with particul ar use of
col  aborati ve conversation and sol ution-oriented
techni ques. She was the counselor to 1 of the 10
adol escents intervi ewed.

JIM

Jim attai ned many graduate degrees, one of them
being a masters degree in an accredited Marriage and
Fam ly Therapy program He is a clinical nenber of
AAMFT and he currently works with a therapy group who
provide clinical services to a |large netropolitan
popul ation. He reported working froma Sol ution-

Oiented brief therapy nodel and he engages in sone
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Narrative therapy as well. Jimworked with 1 of the 10
adol escents interviewed for this study.
JILL

Jill earned a post-graduate certificate in Marriage
and Fam |y Therapy and is a clinical nmenber of AAMT.

For the past three years she has worked in private
practice and reported approaching therapy with Sol ution-
Focused, Cognitive, and Behavioral, system based
techniques. O the 10 adol escents intervi ewed, she
provi ded counsel to one.

Al'l the participating therapist were white Angl o-
Saxon Americans. Each reported that they had practiced
famly therapy for at least three years. Four of the
five counsel ors approached therapy from a post-nodern
perspective using Solution-Oiented, Narrative, and
Col | aborative nodels of treatnment. Al of the
counsel ors reported working froma general systens-based
appr oach.

Adol escent s

The adol escent participants in this study attended
famly therapy in a non-academ c private practice or
agency setting. E ght of the 10 participants

interviewed were the focus of concern for 4 or nore
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t herapy sessi ons. The two additional adol escents
attended fam |y therapy because their sibling(s) was
experiencing problens that effected the famly system
Bot h of those participants attended therapy three tines.

Ni ne of the 10 participants were adol escent nal es.

Seven were caucasi an- Anerican, two were African-

Anerican, and one was Asian-Anerican. The ages of the
adol escents' ranged from14 to 20 with the average age
bei ng 16-years-old. Their famlies income ranged from
$35, 616 to $110, 000 yearly-- the nean bei ng $83, 000 per
year. It should be noted that 5 of the 8 famlies
earned $90, 000 or nore per year while 2 other famlies
grossed $70,000 or nore annually. Thus, the nmajority of
t he sanple come fromecononmically stable mddle- class
famlies.

The following is a detailed review of each
adol escent partici pant.

AMY*

Any is a 20-year-old white fenmale. She is an only
child and she and her parents attended fam |y therapy
approxi mately 50 tinmes over a two year period. Any
wote that she attended famly therapy because of her,

"Intense yearning to nmake things better." Her nother
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wote that Any was depressed and suicidal and that was
t he reason for treatnent
JASON

Jason is a 16-year-old white male. He is the
mddl e child of three. Jason attended famly therapy
with his parents and reported participating 11 tinmes to
|l earn howto be able to live a good life and to better
understand his parents. H's parents wote that the
pur pose of therapy was to help himwith his Attention
Deficit D sorder and to help thenselves to deal with
i ssues that Jason rai sed.

STEVE

Steve is a 14-year-old white nmal e who attended
t herapy approximately 48 tinmes. He is the ol dest of
three children. Steve, his nother and his father al
attended famly therapy. Steve wote that they were in
t herapy because he and his dad had conflicts and that he
was depressed. H s parents noted that Steve was
sui ci dal .
DERRI CK

Derrick is a 17-year-old white nale and only child.

He and his parents all attended famly therapy for at

| east 6 sessions. Derrick wote that he attended famly
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therapy to be supportive of his nother, while his
parents reported that they were trying to inprove famly
rel ati onshi ps and communi cation skills with one anot her.
GARY

Gary is a 17-year-old African-Anmerican nmal e who
attended therapy 3 tinmes because his siblings were
havi ng problens. He is the second youngest of 10
children. Gary, his nom little brother and ol der
sister all participated in therapy. Gary wote that he
went to therapy so that he and his famly could share
their opinions in an organized setting with sonmeone to
arbitrate the discussion. Gry's nother wote that they
initiated therapy because of the death of her husband
and the children's father. She reported that they were
all grieving his death in different ways resulting in
famly difficulties.

TREVOR

Trevor is Gary's little brother. He is a 15-year-
old African-Anerican nmale who attended therapy nore than
10 tines. He wote that the purpose of famly therapy
was because they had sone famly problens. He
particularly had a hard tine getting along with his

ol der sister.
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BRENT

Brent is a 15-year-old Asian-Anerican nale. He is
t he youngest of three children. Brent, his nother and
his father all attended famly therapy on 12 occasions.

Brent reported that the purpose of therapy was because

of, "Problens". H s nother stated that Brent was court
i nvol ved and that he and his parents did not get al ong.
JARED

Jared is a 16-year-old white male who partici pated
in approximately 10 therapy sessions. On occasion he
met with his nomand dad in session. Jared is the
ol dest of 7 children. He wote that he attended therapy
because he took, "lIndecent liberties with two of his
sisters". H's nother noted that Jared had to overcone
probl ens of a personal nature.

BEN

Ben is a 17-year-old white male who attended famly
therapy on 10 occasions. He is the oldest of 2 children
and he, his nother, and his younger brother have al
participated in therapy. Ben wote that his famly did
not get along well and so "therapy was necessary". H's
not her wote that they were in famly therapy because

Ben was an underachi ever and angry.
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Bl LL

Bill, Ben's little brother, participated in therapy
3tinmes. He is a l4-year-old white male who went to
t herapy because he, "Was asked to."

Al of the adol escents reported attendi ng both
famly and individual sessions with their famly
therapist. Sone participated in nore famly sessions
t hroughout the course of therapy while others
participated in nore individual sessions over all.

At the onset of this study, it was assuned that the
vol unt eer adol escent participants woul d be teenagers who
were generally cooperative in counseling. This
assunption appears to be accurate because nost of the
adol escents interviewed were very cooperative and
reported taking personal responsibility for successful
outconmes in treatnment. One adol escent, however,
initially refused to be interviewed, yet ultimately
deci ded to give us feedback concerning his experiences
in famly therapy after eavesdropping on his parent's
interview. However, upon the request of a second phone
interview, that sanme adol escent refused to talk with the
researcher and told his parent that he did not read the

summary that was sent to him
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Simlarly, sone parents and adol escents who were
approached by their counselor refused to talk with a
researcher. A few therapists reported that famlies did
not want to let another person into their confidentia
t herapeutic world. One counsel or specul ated that sone
of the famlies felt shane for their problens and thus
were not willing to talk with anyone outside of therapy.
Q her client participants reportedly felt that they had
overcome their problens and that an interviewwith a
researcher would require themto rehash the issues. ne
adol escent wanted sone nonetary conpensation in order to
participate and others refused outright w thout giving
an explanation as to why they wouldn't talk with a
resear cher
Overall, despite the vast differences in age,
cul ture, socioeconom c factors, presenting problens, and
fam |y conposition, the adol escents in this study
provi ded significant feedback that can hel p therapists
enhance their skills of working with teenagers.
Confidentiality
Pseudonyns were assigned to each therapist and
famly participant before the analysis of data in this

study. Al identifying information (e.g. consent forns,
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denographic information, etc.) were kept separate from
the data and all transcripts and audi o tapes were
identified only by the participant’s pseudonym The
researchers and their advisors were the only persons
with access to the raw data which were destroyed when
anal ysi s was conpl et ed.

SUMVARY

The net hods and procedures of the study were
carefully designed to protect the participants and to
acquire quality feedback that will be useful to
counsel ors who work with teenagers and their famlies.
The process of collecting and anal yzing the data has
been a time consum ng chal l enge that has produced rich
results. Chapter four of this docunent provides a

detai |l ed account of our findings.
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CHAPTER FOUR - RESULTS

After ny student teaching experience with a class
of high school freshman, | sat down with nmy professor to
review the student feedback. In preparation for the
event, ny professor cautioned nme that students tend to
say what they think and "tell it like it is".
Accordingly, | was surprised at how articul ate the
students becane when asked to evaluate their student
teacher. Anal ogous to that experience, | found that the
adol escent respondents in this study were quite frank
with their feedback and appeared anxious to share their
point of view Wile | expected the adol escents to want
to share their opinions concerning therapy, | was
surprised at how cooperative they were fromthe out set.

| expected that it would be nore difficult to initially
gain their cooperation than it actually was.
SETTI NG THE STAGE

Ei ght of the ten adol escents participated in the
second interview because one adol escent had run away
from home and coul d not be contacted. Another refused
to speak with the researcher over the phone. Al eight
adol escents who did participate in the second interview

reported that they had read the summary of their first
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interview and each stated that the summaries were
accurate representations of their experiences and
f eedback concerning famly therapy. Quotes fromthe
followup interviews illustrate the adol escents’

j udgenents of the accuracy of our interpretations.
(Pl ease note that quotes fromall ten of the adol escent
participants are well represented throughout this
chapter. Pseudonyns were not used so that counsel ors,
parents, and other involved individuals could not
identify the adol escent and track his or her responses.
Three asterisks denote a shift from one adol escent
respondent to another. A= Adolescent; |I= Interviewer).
l: D dyou have a chance to review the
things that | wote up about what you
sai d?

A Yes, actually | did. They are right in
front of ne...

Dd we get it right? |Is that what you
wanted to tell us?

A.  Yeah, | would say that ninety nine
percent of the stuff was very accurate,
that nost of it was right on the noney.
I think that you did a very good job
consi deri ng what | gave you.

* k% %

A Well | |ooked over it and everything
| ooks just like I told you. So it al
| ooks fi ne.
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* % %

Did you get a chance to read over the
sumary?

A.  Ch yeah.

l: Well what did you think?

A Wll that's basically what | said, you
just condensed it in a nore sufficient,
efficient way.

I's there anything that you think
m si nterpreted or got wong?

A- No, | don't think so. | think
everything's pretty good.

* % %

Was there anything that was inaccurate or
that you would |Ii ke nore enphasis
pl aced on?

A. Nope. You pretty rmuch read ne like a
book.

Based on the second interviews, it is assunmed that the
results of this study accurately represent the
partici pants' experiences, suggestions, and insights
into the process of famly therapy.

O the 10 adol escents interviewed, 6 viewed famly

therapy as a hel pful and/or a positive experience.

l: Wt was famly therapy |ike for you?

A Well actually I kind of liked it because
I was hesitant to go, because |ike
you' re going to a shrink, but then I
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went and it was cool because | really
like (therapist) and it actually
hel ped. . .

* % %

| think it was very hel pful

* % %

...1"ve had a good experience here...

* % %

It was very hel pful for nme. |
definitely don't think I'd be here if we
hadn't gone through therapy.

* % %

On a scale of 1 to 10 with 10 neaning it
was an awesone (therapy) experience,

coul dn't have been any better, and 1
nmeaning that it really stinks, how would
you rate your experience?

Ni ne. Just because sonetinmes | didn't
want to go because | wanted to do
sonmet hing el se. ..

Interestingly, 3 of the 6 adol escents who reported

havi ng good experiences in famly therapy al so reported

that they didn't always feel |ike going to therapy.

A

...0One night I had a |l ot of honmework and
| wasn't like, ok so let's all go to

t herapy, but after | got there it was
good. | was glad that | went.

* k% %

...\Wen the tine cones it mght be a
little annoying driving up here or
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something like that. | mean | can't go
do sonething with ny friends or sonething
l'i ke that.

Despite their difficulties in generating an enthusiastic

attitude for each therapy visit, these 3 respondents

reported that they were generally glad that they
attended fam |y therapy.

Three adol escents were sonmewhat indifferent about
their experience. They reported that therapy was both
hel pful and not hel pful.

A: \Vell, it helped ne in a couple of

i sol ated situations. (Ther api st) gave
me good suggestions which | put to use
and it worked. But overall, in ny
lifestyle and ny notivation...no

t herapi st has been able to help ne there.
That's the only drawback that |'ve had.

* % %

A Sonetinmes | feel it is not helpful. I
mean | guess later oninlife l'd
probably realize that it was.
One of the 10 reported that there was no reason to
go to famly therapy and that the worst part of famly
t herapy was, "Just having to go."

A | guess that | just don't see that | need
to be there... | don't see any reason to

go.
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Most of the respondents participated in a

conbi nati on of individual and famly sessions with their
therapist. As the study progressed and | was finishing
the interviews, | becane interested in finding out if
t he respondents |liked fam |y sessions, individual
sessions, or a mxture of the two. Thus, only 3
adol escents were asked whi ch approach they preferred.

A. Well a conbination of the two because
neeting al one you got to say what may be
your particular problemyou were having,
but neeting together you actually found
out why it was happeni ng.

So do you think it was inportant to
actual ly have the opportunity to neet
wi th him al one?

A.  Yeah because then if nothing el se that
gave us a period to get to know each
ot her.

If you were to go back to therapy again
for any reason, would you choose to go
back as a group, as a famly, or as an
i ndi vi dual or bot h?

A Wll it would depend on the problem |If
| was having a ot of trouble with nyself
| would want to go by nyself, but if |
was havi ng conplications with others |
woul d maybe want to go as a group

* k% %

A.  They were both beneficial in different
ways.

...So if you were to continue or go
in for different problens...would you



63

want to go in with your famly or as an
i ndi vidual ...?

A.  Probably a conbi nation of both again
dependi ng on what the probl em was.

* % %

A.  Famly sessions were hel pful but |
preferred individual because | got nore
out and | was able to get into the
sessi on nore.
According to the adol escents | spoke with, both famly
and i ndividual sessions were beneficial, but in
different ways. The teenagers viewed famly therapy as
hel pful with famly or rel ational problens while
i ndi vidual sessions were nore hel pful for working
t hr ough personal probl ens.
One half of the participants had previous therapy
experiences with other counselors. Sonme of those
adol escents tal ked about how their nost recent famly
t herapy experience differed fromtheir previous
experiences. The following results are nostly based on
their nost recent famly therapy experience, however,
f eedback from previous experiences was integrated into

the results to provide sonme contrast to their nost

recent experience in famly counseling.
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FI NDI NGS

In careful analysis of the data, five main
cat egori es energed that describe successful therapy
experiences for adol escent clients. Primarily, the
client/therapist relationship served as a solid
foundati on upon which all other categories were built.
Enbodi ed in the relationship foundati on was bei ng abl e
torelate to the teenager, naintaining a broad focus,
mai nt ai ni ng a bal anced structure, respect and trust for
t he adol escent, and respect and trust for the therapist.

These sub-categories have the potential of
strengt heni ng or weakeni ng the very foundation of
t herapeuti c success wi th adol escents.

A solid relationship was necessary but not
sufficient for successful therapy in the infornmants
eyes. Built on the relationship foundation was a frane
of three activities that led to progress. First,
adol escents found it hel pful to be able to talk about
their problens with someone who actually Iistened.
Being heard in an individual setting and in a famly
setting, with the therapist acting as a nediator, was

i mportant to these participants.
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Second, gaining insight through conversations with
the therapist lead to change. Both personal and fam|y-
rel ational insights were reported to be hel pful.

Third, the respondents reported that therapy will
not work if they are not willing to take personal
responsibility for its success. They had to do their
part to nmake it work. Thus categories two, three, and
four, served as a frane of activities which lead to
progression and change in therapy.

Finally, assuming that the relationship foundati on and
the frame for progress and change were in place, the
crowni ng factor to a successful therapeutic experience
for these adol escents respondents was that they had to
be able to see the results of their efforts.
Recogni zi ng positive therapeutic outcones was essenti al
to their perceived success in therapy (see appendix L).

RELATI ONSHI P FOUNDATI ON

Thr oughout the interviews, it becane increasingly
clear that a successful therapeutic experience for these
adol escents rested on the establishnent of a positive
relationship with their therapist. Wen asked about
their therapeutic experience, 6 of the 10 respondents

began by tal ki ng about their therapist and referred to



the quality of the relationship. Al 10 respondents

tal ked about the inportance of the therapeutic
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rel ati onshi p throughout the course of the interview and

a few teenagers clearly articul ated the

a rel ationshi p foundati on.

A

| have to like the person, the
t herapi st, otherwise | didn't get

anywhere.... The person has to be i ked

wel | enough so that you want to talk.

* % %

... Try and befriend the teenager and
build a definite trust between them
before trying to go anywhere el se. That
probably should and was the first step in
any adol escent therapist relationship...
Yeah, a strong relationship like with
(therapist), | feel that | can go there
and tell himwhat's wong and why | think
t hi s.

* k% %

Now | have established a relationship
with himand | can tell himanything and
| go by nyself and | can start a
conversation and talk to himand he hel ps
ne alot. But at first, it was difficult
and kind of intimdating speaking to an
adult that you don't know, about your

pr obl ens.

According to the respondents, therapists can

si gni ficance of

construct and/or strengthen a rel ationship foundation by

relating to the youth, maintaining a broad focus,
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mai nt ai ni ng a bal anced structure, and respecting and
trusting the adol escent.

Rel ating to Teenagers
Ni ne of the 10 adol escents spoke about how
inmportant it was to feel that the therapist related to
their particular needs and circunstances.
A.  Through our talks...l think that he's
gotten to know ne a |l ot better and
hmm . .1 feel like ny therapist |ike
really can relate to what |' m goi ng
through. ...l feel like he's able to

relate to what I'msaying as if he were
sonebody ny age.

* % %
A. | thought (therapist) was real down
to earth and able to relate to us as
t eenagers.
* % %
A ...He (therapist) knew where | was com ng

fromand he could talk to ne about it.

* k% %

So what kind of advice can you give to a
therapist? Wat do they really need to

know to be good with teenagers...today's
t eenagers?

A ...Kind of just go out and see things
through a teenager's eyes like, | don't
know, and understand what they do.... |If

they could see it our way, they woul d
understand a | ot nore and be nore
hel pf ul .



Sone of the respondents offered insight and
suggestions as to how a counsel or can better relate to

adol escent clients.

A He's really good at putting hinself |ike
pul I'ing hinsel f back to when he was ny
age and he is able to recogni ze and
remenber what |'m goi ng through and what
he had to go through.

* % %

A Wll, he (therapist) always told us
stories about hi mwhen he was a
teenager.... He also relates a |lot of
per sonal experiences to what he says.

* % %

A.  The way (therapist) related to nme is by
aski ng questions about how things are
goi ng at home.

* k% %

What sort of things did he (therapist) do
or say that hel ped you to feel that he
related to you, that he understood you?

A.  He just kind of expressed sonme of the
things that he liked that we |iked, like
he |ikes football and things |ike that
and he just seened |ike he |iked sone of
the things we liked and it just kind of
wor ked.

* k% %

A Try to understand.... Tell them
(therapists) to go to high school for one
day and hang out with people for one day
and just see what it is |iKke.

68
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Descri bi ng previous counsel ors, two adol escents warned

that trying too hard to relate doesn't work.

|: Wat about it (therapy) nade it boring?

A.  She (therapist) told these stories that
went on forever about herself--so what
does that have to do with ne?

l: How did the therapist relate to you?

A Relate to ne? She tried to do it through

the stories but that didn't hmm work.
She didn't really relate.

* % %

A Don't try like being all extrenely
friendly. Don't go to any extreme with a
t eenager .

l: Wiy didn't you like her (therapist)?

A She seened kind of fake.

Bei ng genui ne and being able to relate to the youth
wi thout trying too hard was noted as an inportant
element in the relationship foundation.

Mai nt ai ni ng a Broad Focus

Seven of the adol escent respondents reported that
bei ng the focus of concern during therapy was not
hel pful. They reported feeling nore confortable with
t herapi sts who nai ntai ned a broader focus.

A At the first it (therapy) was really
unconfortable. | didn't like it. It
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depends a | ot on the therapist and how
much focus he puts on you. ...Sonetinmes
the focus would be on ne and in the
beginning | didn't like it being on nme at
all. Let it be on soneone el se.

* % %

If you ever |like get backed into a
corner, that's what the first person did,
she'd back nme into a corner sonetines,
and | just, "Can | |eave now?!"

* % %

One of these tines | just want to be
like--they're going to ask ne how | fee
and, "No! How do you feel?" (to the
therapist). "Let's talk about you

t oday!"

* % %

They (therapists) are trying to talk to
me like they are ny friend, but they are
trying to figure out what's going on in
ny head. That's the worst feeling in the
world. ...It doesn't take one person in
the famly to screw things up. M
parents have probl ens too.

Four of those sane respondents reported that

focusi ng on problens was not hel pful in therapy and it

also led to feelings of disconfort with the therapist.

Speaki ng about his relationship wth his dad, one

adol escent reported that tal ki ng about problens didn't

| don't think that fam |y therapy hel ps



71

it along that much. W just kind of go
and tal k about the problem

QO her adol escents reported:

A ...it just is--had a |l ot of people
telling nmy parent what was wong with e
and what they needed to fix, and how t hey
needed to fix it and it's just not what
it is about at all.

* % %

Was t here anything about the first
t herapy that was hel pful that you can
r emenber ?

A No. It just brought up a |l ot of problens
between ny dad and I, and it really
didn't work.

Sone of the respondents told us what their

therapist did to hel p broaden the focus in therapy.

A He didn't like try to analyze ny brain
like the first ten mnutes | was there.
He was getting to know you, "Wat do you
like," "Hey that's cool," just relating
to you on nore of an adol escent basis.

* k% %

A He does his job. He tries to find out
what's wong but he doesn't sit there and
brow beat ne about it either. So there's
a ni ce bal ance between it.

Reportedly, sone therapists creatively applied certain
activities to broaden the focus in therapy.

A Wen | conme (to therapy), sonetimes it's
been in just a roombut sonetines we go
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for wal ks outside and it's, | guess a
variety helps. And just taking a wal k
out in nature with a breeze bl owi ng and

everything, | guess for ne I'mkind of a
nature person, but it helps a little bit
to have a little variety. | think it

hel ps my mnd to think and everythi ng and

just sitting in aroomit helps to get

out .
Anot her adol escent reported that the therapist used pie
charts, witing, sculpting, and drawi ng as ways to
nmet aphorical |y di scuss what was goi ng on.

A.  She liked using different objects and

using the Play Dough al nost |ike a

nmet aphor for somne things.

Br oadeni ng the therapeutic focus by di scussing
solutions rather than being problemcentered al so hel ped
teenagers feel nore confortable with their therapist.

A ...it's not just like he's (therapist)

telling me to do sonething, he's hel ping
nme to solve ny probl ens.

According to these adol escents, naintaining a broad
focus by not putting themon the spot, and by focusing
on nore than just their individual problens, hel ped them

to feel confortable with their therapist and thus

strengt hened the rel ati onshi p foundati on.



73
Mai nt ai ni ng a Bal ance in Structure
According to the adol escent's feedback, it appears
that therapists need to find an appropriate bal ance
bet ween providing structure and flexibility in therapy.
According to 8 of the 10 adol escents, their
rel ati onshi ps were stronger with therapi sts who were
successful in finding and establishing an appropriate
bal ance. In the follow ng exanple, the interviewer
restated the adol escents response to the question, "Wat
hel ps you to |ike the therapist?"
l: So |ike soneone who will just sit down
and talk to you like a friend?
A. Kind of like that, but not so rel axed.
Soneone who's just, you do anything |ike

a friend, that didn't work for ne at all.

And why didn't that work?

A.  Because they never got anything done. It
was too relaxed. ...There has to be sonme
structure. It's a conpromn se between

structure and what you |i ke doi ng.
O her teenagers advi sed:

A | think actually as a therapist that you
woul d maybe just want to have a certain
pl an of action and then not stick to it
word for word and just |ike have what you
want to get done and then apply it
differently for each person.

* % %



Do you have ot her suggestions that you
woul d give to therapists working with
t eenagers?

A | think that if they felt nore
confortable in talking to the person,
just a relaxed environment not a rea
formal situation that they woul d be nore
open, open thenselves up to let you know
how they really feel.

Anot her respondent reported on how frustrating it
was to nmeet with therapists who worked froma non-
structured therapeutic approach.

A Alot of tines when |I'd go to counsel ors

they'd make ne cone in and expect ne to
sit there and talk, and I was not there

because | wanted to be there! | was not
t here because, hhmm.. 'cause | wanted to
talk to them It would nmake ne so

angry!! In fact it still does!! ...For

nme going in there and having that
counsel or/therapist...say, "Wat do you
want to tal k about today?"... The gal
of sonebody to do that and after they
had tal ked to ny parent and knew that |
didn't want to be there!

Conversely, an approach that is too structured and too

directive doesn't work well either.

A. Being too forceful doesn't work. It just
makes you go away, | don't want to talKk.
You know, that's a big thing--yeah
that's the main thing that nmakes ne not
want to talk to soneone, trying to force
t hensel ves in.
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According to the adol escent feedback, sone
t herapi sts were able to establish and maintain a

bal anced structure in therapy.

A.  She (therapist) was not overpowering mne
with, "You have to do it ny way and
that's it!"™ But we'd do what she wanted
to do like we'd tal k about sonet hi ng,
then she'd ask me what | wanted to do or
tal k about type of thing.

And was your other experience a contrast
to that in some ways?

A. A dictatorship.

* % %

A He (therapist) hasn't said, "I want you
to go do this." He hasn't said, "This is
what you need to do," but he'll suggest
things.... He's never forceful about it

or anything like that but he will
sonmetinmes he will give suggestions.

* k% %

A He'll (therapist) try to start to guess
and ask the initial questions and from
there | keep on talking until |'m
finished with all of my conplaints and
then he helps ne out with them
Fi ndi ng and mai ntai ni ng a bal anced structure by not
being too directive or forceful and by not being too
rel axed or flexible was viewed as an inportant
ingredient in the relationship foundation. Adol escents

reported liking a therapi st who was rel axed and
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flexible, but to go too far in that direction and not
provi de sone therapeutic structure was
count er producti ve.

Respect and Trust for the Adol escent

Al 10 of the adol escent participants spoke about
the i nmportance of feeling respected and trusted by their
therapist. For therapists who treated the adol escents
with respect and established a collaborative and equa
partnership with them the relationship foundation was

greatly strengthened.

A He (therapist) talks to ne as an
equal .... He talks to ne as sonebody
who's worth talking to and it's not |ike
| come in here and he's preaching to ne
trying to bend nme or shape nme in the way
he wants me to go. It's nore like | cone
in and he takes what | tell him he takes
what he knows, and tries to nerge them
together to hel p ne nake decisions in ny
life, not try and force ne to do what he
want's nme to do.

* k% %

|: So what helps you to |like the therapist?

A.  Their attitude. The way they were if
they are friendly or if they seemlike
t hey are soneone whose trying to
investigate you like a friend or a
person...not someone who is a
pr of essi onal or above you.



* % %

You' || never get an answer from him
"Because | said so" or "Because | told
you too."

It sounds like he treats you with
respect.

I ncredi bl e respect. |
no matter if |'m being
in the world or trying
still going to treat ne
amount of respect.

i ke that because

he bi ggest shnuck
o help out, he's

with the sane

|
t
t

* % %

Wiy do you think he's easy to talk to?

Because it's like, it's like I'"mtalKking
to one of ny peers. It's not |ike when |
sit down with nmy counsel or at school and
talk to her because she's a nice |ady but
it's like talking to a brick wall, but
"Il sit there and try to figure out
what's going on and you know he'll tell
me if I"'mfull of crap or sonething and
he'll tell ne if he agrees with ne. So |
enjoy talking with him

* k% %

He (therapist) nmade it about me whereas
ny Iife was al ways about ot her people.
He'd just ask ne questions and wanted

to get to know ne and said, "I'mnot here
to take sides” and "I'mnot here to fix
you, |I'mhere as sonmeone to talk to." A
| ot of times counselors go through that,
and you know, after a tine you realize
its not |ike that.

So (therapist) said and stuck to it then.
What he said he was going to do he really
di d?
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A Yeah! And he said | don't really expect
you to believe nme when | say that right
now, you know, are you willing to give ne
a shot? Because if you're not only you
can deci de that.

One way therapists were able to denonstrate respect
and trust for the adol escent was by giving themthe
power to make inportant therapeutic decisions.

A.  She (therapist) was really into what the

person wanted to do. ...She kept asking
nme after every session, "Wen do you want
to bring your dad in? Maybe next tine."

And she wanted to bring ny dad in when |

was confortable. ...She asked nme if |

was confortable with that or if | wanted
her to talk to him

* % %

A M therapist usually gave nme the option
If I don't want to come to therapy any
nore, it's ny choice....

One participant reported that sonetinmes he didn't
feel like tal king about things and his therapi st
respected that feeling and allowed himto tal k about it
when he want ed.

A He'll respect ny belief, Iike this is new

or this is sonething that I would like to
deal with before | bring it to you.

Sone counselors were able to denonstrate respect

and trust by keeping confidences. One adol escent

reported the foll ow ng about her previous therapy
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experi ence:

A

And right after 1'd say sonething to her
that I didn't want her to repeat, she'd
go and tell them (parents) anyway.

She woul d tell them anyway? So what did
that do to you? How did you feel?

There was no trust there.
So you didn't trust this therapist?

No. That's why we went to a different
one.

What about your |ast experience with
famly therapy?

She (therapist) was just really good
because if she wanted to tell ny nom
sonet hing, she'd ask me first. And
hmm..if | didn't want her to know she
woul dn't tell her, and she actually would
not tell her.

* k% %

Don't feel |like oh, he's going to nake
fun of me or he's going to tell ny
parents or sonething because he's not.
He respects your confidence.

A few of the adol escent respondents clearly

articulated the need they have to feel respected by

their therapist and to feel that an equal relationship

has been est abli shed.

Any ot her advice you'd give to a
therapist to make it a better experience
for kids |ike you?
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A Be nore of a friend type figure than

authoritative. ...Treat themlike
adul t s.

* % %

A. Don't use conplicated words.

* % %
A Cet themto feel Iike you are on their
si de.
* % %

A Talk to themlike they' re people. Like
they're not kids like they're a person,
i ke you were tal king with your friends.
That's very effective for ne and |
imagine it is for other as well. ... Talk
to themlike they are human beings. That
woul d be very effective.
| nevi tably, when the adol escent client felt
respected and trusted, they felt better about their
t herapeutic relationship and they had a stronger
tendency to respect and trust their therapist in return.
Respect and Trust for Therapi st
Once the therapi st had applied the above el enents
to the relationship foundation, a final and solidifying
el enent remained in the hands of the adol escents. |If
t he adol escent chose to respect the therapist as a
person, and also for his or her counseling skills, the
rel ati onshi p foundati on beconme a strong fortress upon

whi ch continued therapeutic progress could be built.



81
Al six of the adol escents who reported having a
successful experience al so reported respecting their
therapi st and his or her skills. Two of the respondents
who were indifferent about the hel pful ness of therapy
al so spoke of the inportance of respecting and trusting
the therapist. Thus, 8 of the 10 respondents
acknow edged that respect and trust for the therapist
was an inportant factor in the relationship foundation.
A | think he (therapist) just knows a | ot
about the field. ...Every answer he
gives to any question always has sone

logic behind it. He's just nore stable
than nost of the adults | know. ...

* % %
A ...He was a genius.... | think he's a
genius when it conmes to people. ...He

can just pinpoint exactly what was goi ng
on inside your head.

* k% %

A. | guess | consider him(therapist) an
honest person who will--who respects ne
and | respect himtoo. ...He still has
the wi sdom and everything of an adult and
he's been through it all. ...l feel like
he's there for nme. ...He always
remenbers what we tal ked about |ast tine
and everything and he's |ike up-to-date
on what's goi ng on.

* k% %

A He (therapist) knows his stuff. He
knows what he's tal king about. He knows
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what's going on. | think he has
experience and he's been through school
and so he knows a | ot about people |ike
nme. So he knows what he's tal king about
and he knows what to say. Wich is very
good. It's nice to hear sonmeone who
knows their stuff.

In summary, adol escents have the power to weaken or
strengthen the rel ationship foundati on by choosi ng
whet her or not they will respect and trust the
therapist. A therapist can work to construct a strong
foundation by relating to clients, maintaining a broad
focus, a bal anced structure, and respecting and trusting
t he adol escent client. One adol escent el oquently

summari zed:

A | would tell them (therapists) to try not
to be so intimdating or so caught up in
their profession or doing things the
t ext book way. To relax and have an
i nformal mneeting, kind of casual, and to
get to know the person to build a
relationship of trust with the patient or
the client and this will help. You may
not solve the problemon the first visit
or even tal k about their problemin the
first visit but as long as you naintain
kind of a friendship and hrmm .., it hel ps
a | ot because the person will be nore
willing to discuss with you the feelings
because a | ot of people just don't wal k
into an office and just let it all out
and you tell themwhat to do and go hone.
It's a long process but it's worth it and
it's very beneficial to everyone
i ncl udi ng the therapi st.
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Constructing a strong rel ati onship foundation | ead
the way to progress and change. Though the respondents
found it difficult to explain what exactly lead to
change, they were able to give sone ideas as to what
hel ps in building upon the rel ationship foundation.
Just being able to talk and being heard in both an
i ndividual and famly setting, helped in fram ng
progress and change. Both personal and rel ational
i nsight were reported factors that facilitated change as
well. And finally, taking personal responsibility for
maki ng therapy work for thensel ves added essenti al
support to the frane of progress and change.

TALKI NG AND BEI NG HEARD

Wien asked what was hel pful about therapy, 9 of the
10 adol escents reported that just being able to tal k and
bei ng heard was an essential factor. The only
adol escent who did not nmake nmention of the hel pful ness
of talk, was the teenager who reported that famly

t herapy was not useful.

A ...It (therapy) kind of gave ne an
opportunity to talk and like spill the
beans on stuff inny life. It wasn't a
bad experience. It was a nice
opportunity for ne to talk and ki nd of
lay out ny side of things. It was a

pretty good experience. ...l feel like



Wien referring to a previous negative experience in

being able to talk and to have sonebody
there listening to you who actually cares
and will listen to your side of the story
isreally inportant and it helps a |ot.

* % %

You pretty rmuch get to go in there and
tal k about anything that's bothering you.
...Alot of tines that's what you really
need to do is go and vent to a person
that you can actually say what you
actual ly think wi thout getting grounded
or what have you. So that's actually a
very inportant thing.

* % %
That's one thing that has kind of hel ped
nme to go there just kind of rel ease al

of nmy pressures and everything that |I'm
worried about rather than keep it inside.

* % %

So you' ve had sone good experiences in
t her apy?

Ah huh. | didn't always |ike them but
t here was sone good.

Li ke what was good about it?
W got feelings out and sonetimnmes they

were enotional and sonetines they
weren't.

t herapy one adol escent st ated:

A

Just that half the tinme | didn't even
talk to her
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Conversely, when referring to the nost recent positive
t herapy experience the sanme adol escent reported that
feeling free to talk with the therapist and to tell the

truth was hel pful.

A It just gets the problens off your chest.
Anot her adol escent reported that tal king hel ped hi mand

hi s therapi st devel op solutions to probl ens.

A But | just go and talk to himand he
talks to ne and at the end he kind of
gives me solutions to ny problens.

Do you feel like you come up with
sol utions together or that he cones up
with all the solutions?

A | think we cone up with themtogether...
W just sit there and talk and we'd cone
up together with solutions that would
just start me out, not the solutions to
all ny problens, and then when | go hone
and I'mconfronted with these situation |
find that I cone up with themon ny own.

Ther api st as a Medi at or
Si x of the 10 respondents reported that having a
nmedi ator during famly sessions allowed themto tal k
about their feelings in a non-threatening environnent
which | ead to positive therapeutic outcones.
In general, | would |ike to know what

your fam |y therapy experience has been
i ke as a teenager?
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Yeah, | think it was very hel pful. I
think that we needed someone to kind of
arbitrate the discussion between not only
oursel ves but ourselves and our parents
or parent whatever the situation is. Let
your voice be heard in a not really a
formal setting but an organi zed setting.
...So it was not |ike someone was forcing
you to listen but kind of assured you
that everyone el se was |istening to what
you were saying. | guess that was kind
of conforting to me.

* % %

Ohm | guess...(therapist) helped to be a
nmedi at or between ny parents and ne. Both
sides woul d al ways | eave feeling that
things worked out to their benefit.

* % %

Wth the famly problens the whole famly
was involved in and we would neet with
the famly and they were hel pful because
we got to talk with each other and he was
going to be the nediator

(One adol escent who reported feeling closer to parents as

a result

happened.

of therapy offered sone insight as to how that

What do you think contributed to that
(feeling closer to parents)?

Just understandi ng and di scussi ng things.

So did famly therapy give you the place
to nake some of that happen?

It's a safe zone, | guess. That's were |
told ny dad | got a ticket....



l: It was easier to do it there?

A.  There's soneone there to give their
opi ni on of what coul d happen wi t hout
t aki ng si des.

Anot her adol escent spoke about taking sensitive famly
i ssues into therapy.

A ...Bringing that in front of (therapist)
and so that (therapist) could be the
nmedi ator in the process was hel pf ul
...You woul d get a chance to voice your
opi nion wi thout worrying about any one
el se getting their feelings hurt or
getting in trouble for what you're saying
and then you get a chance to find out
what the problems really about and find
out howto solve it.

An adol escent who went to therapy with his father
reported:
A.  Sonetines we both sat in there.
Sonetimes | just wanted her (therapist)
to tell ny dad stuff, and they'd tal k
about it. M dad and I woul d never talk
about it again, but it would be fixed.
...(Therapist) was the mddl e person in
it.
l: She was the mddle person in it?

A.  The person passing the note in study
hal I ....

Tal ki ng, and being heard in both individual and
famly settings, with the therapist taking the role of
nmedi at or, hel ped these adol escents in the construction

of a frame of progress and change.
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GAI NI NG | NSI GHT
Personal and rel ational insight was reported to be
hel pful by the adol escents. According to the
respondents, it was useful in initiating individual and
system ¢ changes. N ne of the 10 participants
acknow edged that insight was an inportant factor in
t her apy.
Personal 1 nsight
Most of the adol escent respondents reported that
per sonal insight gained through therapy was hel pful.
A He (therapist) helped ne to realize that
| had to change nyself because | coul dn't
change everyone and so it was a | ot of

self-discipline involved in ny situation
wi t h changi ng nysel f.

* % %
A | feel like it's been hel pful to nove
forward. | think one of the things

that's helped ne a lot is |ike thinking
and anal yzi ng nysel f and being able to

i ke change nyself and... and find things
in nyself that can be changed and can be
hel ped.

* k% %

Has t herapy hel ped you in sone way to be
different?

A | guess it nakes ne understand things
nore. ...It nakes ne think about things
before | do them which is sonething I
haven't done in the past 16 years.
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* % %
A ...Because |I've come to himwith a
conflict saying, "you know, |I'm having a

conflict with this person because they're
doing this.” And he's found sormet hi ng
that I m ght have been doing to inplenent
it and usually I would brush it off
saying, "No, noit's them it's them"
But actually he pointed out that nost of
the tine I'"'malways able to stop sone
sort of conflict that I'"'min. So that's
been very hel pful because that's one of
the reasons | think it has been a working
experi ence.

* % %

A.  They (therapists) have to nmake you | ook
at yourself and nake you realize certain
things |ike what you |ike about it, what
you like, what you didn't |ike, finding
yoursel f.. ..
Rel ati onal I nsight
Three of the 9 adol escents told us that gaining
famly relational insight was hel pful as well. Two of
the three were the siblings of the troubl ed adol escents
who were not the focus of concern, and the third was the
adol escent who reported that famly therapy was not
hel pful. The only "sonewhat hel pful” thing about famly
therapy for that adol escent was gaining insight into
rel ati onal patterns.
A | would do sonething that | didn't

perceive as a problem and he'd flip out
about it. Then | would flip out about
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it. Then I would flip out about him
It's like we fed into each other. 1've
| ear ned about why that happens.

* % %

He (therapist) showed us that we are
actually a lot the sane and we both
attack each other...

So (therapist) hel ped you to figure out
ki nd of the process that was goi ng on
that hurt perhaps?

And realize what we were doi ng so that
the next tinme we had a confrontation we
woul dn't |ike automatically resort to our
def ense nechani sns.

(later in the interview)

Wiat's it like going to famly therapy
and not really being the main problenf

Wl | then you get to see what everyone
el se's maybe probl ens or stipul ations
are and then you can see why they were
havi ng a probl em and then you can adj ust
your own personal attributes to maybe
suit that or maybe help themto find a
conclusion to that.

sibling participant gained insight into

individual famly roles that help himto change his

behavi or.

A

I think what it was him (therapist)
stressing the point that there were too
many chi efs and not enough indians and |
think that you know that aspect if you
take care of yourself and pl ease yourself
then there will be |l ess contention and
things will run a little snoother and
that's pretty nuch what | was shooting
for.



Sone of the adol escents tal ked of personal

t herapeuti c experience and gave sone suggestions that

may hel p therapists stimulate personal and rel ational

insights for their adol escent clients.

A

I think by asking them questions, naking
them part of the interview, having them
answer things and think about things.

Li ke once teenagers start thinking about
it and having to answer questions and
stuff then they start to take a little
bit nore responsibility because they
start to realize how things actually are.

* % %

They (therapists) need to be, | was going
to say not accusing, but it hel ps sone

ti mes when you are accused of somet hi ng
i ke you know you inplenmented this. |
guess they shouldn't be afraid to turn it
back on the patient, which | guess nost
of themdo. Not in a mean way, but turn
it back on them make them | ook at what
they've done in the situation. That's
been effective for ne.

Two respondents reported that tal king about real life

scenarios in therapy hel ped.

A

I"d tell them (therapists) that they ask
guestions and gi ve you situations about
what can happen. Like if it's an
action... what can happen bad or what can
happen good. .. what you shoul d have
done...and then you realize what's goi ng
on. Then that nakes you think about
doi ng that.
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* % %

A.  He (therapist) gave nme hypotheti cal

situations that showed ne how to react in

a certain way if a certain situation came

up. And that helped ne a | ot because a

|l ot of the situations did come up.
Anot her adol escent reported that working creatively in
therapy by witing, drawi ng and scul pting hel ped to
pronot e insight.

A It just gave ne a different understanding

of 1t, kind of like a different
per specti ve.

According to the adol escent participants in this
study, personal and relational insight helps in
constructing a solid frame for progress and change.

PERSONAL RESPONSI BI LI TY

As it isin a solid relationship foundation, so it
is in the frane of therapeutic progress, teenage clients
have to do their part to construct a successful therapy
experience. Ei ght of the 10 teenagers intervi ewed spoke
of the inportance of taking personal responsibility for
change.

A.  The therapist doesn't really do a | ot of

the work. | think the person has to do a
ot of the work thenselves. | think the
therapist is there to guide you . They

are not there to pull your teeth or force
answers out of you.

* % %



A ...If you' re not open and honest then the
session is really not doing what it's
supposed to because you're not getting
what ever you' re supposed to.

Wien t he adol escents were asked the foll ow ng question,
many of themresponded by giving their "friend" advi se

as to how to nake therapy work.

If a friend about your sane age canme up
to you and said, "I have to go with ny
famly for counseling. WII you tell me
what it is going to be Iike?" Wat would
you say?

A 1'dtell himthat it's not just something
that you go there and they sol ve your
probl ens for you but you have to sol ve
themyourself. So don't expect themto
just tell you what you shoul d be doing or
not, they just help you change and there
is alot of work involved on your part

and you'll always be working at it. You
do get better in time, but you still have
to work no matter how far you've cone.
* % %
A ...l nean you have to put sone effort
intoit. | mean you have to listen to

what the other famly nenbers are saying

and try to incorporate that into how you

were acting and try to change that to how
you act after. So | guess you just Kkind

of have to put into action what you hear.
... You have to want to change.

* % %
A Be open. ...I'd recommend bei ng open
about everything and if you feel |ike

maybe you want to say sonet hi ng about
sonmething then say it.
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* % %

| guess I'd tell himyou get out of it
what you put into it. You go there with
a shitty attitude nothing is going to get
acconpl i shed and you don't understand and
don't want to go, and put up this whole
rebellion thing, it's not going to work.
And if you go in there and lie and say,

"l don't have a problem and |I'm doing
this or that.." everything will stay the
sare.

* % %

| would say, you know, do your best to go
inwth sort of an open mind and try to
listen to what he's going to tell you.

* % %

Ch, just the main thing is to go in there
and tell the truth

Interestingly, one of the adol escents who found therapy

to be hel pful in some ways and not hel pful in others,

said that he was not willing to take enough personal

responsibility to make therapy work.

A

Vell it helped me in a couple of isolated
situations. He gave ne good suggestions
which | put to use and it worked but
overall inny lifestyle and ny
notivation, whatever, it hasn't. No

t herapi st has been able to help nme there.
That's the only drawback that |'ve had.

(later in the interview)

Since it wasn't all that effective for



95

you, what woul d have nmade it nore
effective?

A. Again, what | said, | don't think that it
was anything that the therapist in
general did, it's the fact that | was not
very open to it because it was forced
upon ne, and therefore | went in with a
closed mnd. Therefore, the therapy has
not been working. | don't knowif I'mto
the point yet where I"'mready to apply it
but | think that as soon as | am it
probably will be much nore hel pful.

Sone of the respondents offered advice as to what a
t herapi st can do to assist a teenage client in taking

personal responsibility in therapy.

A He (therapist) can just show you that if
you were having sonme sort of problemthat
you weren't treating yourself right. He
could tell you why that was and show you
your best route about changing that.

* k% %

A \Wll, they can kind of tell themthat
they are going to have to do sone worKk.
The therapist can't do it all, they can
use your ideas but the teenagers would
have to go there and be willing to change
what ever' s the probl em

* k% %

A Wll, they have to be frank with that in
the very begi nning and say that in order
for this therapy to work I can't just sit
here and talk to you. You have to apply
what |'m saying and di gest what |'m
saying. You can't just sit there and be
an i nani mate object and have this stuff
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bounce of f you head, or it is not going
to work for you

* % x
A.  Let the kid handle it.
|: Let the kid handle it in what way?
A.  For the nost part, | don't know,

it's nore of a maturity thing or
it when I'mready type thing.

| think
"1l do

For therapists to be able to effectively construct
a frame of progress and change, they nust enlist the
adol escent's help in the process. According to the
partici pants, therapy does not work if clients do not
t ake personal responsibility to make it work. [|f they
choose to be responsible, if they acquire personal and
relational insight, and if they are able to talk and be
heard in both individual and famly settings, a strong
frame of progress and change will be constructed and it
t hen becones nore likely that they will see positive
results in therapy.

SEEI NG RESULTS

Crowning the frane of progress and change which
sits atop the relationship foundation, is the
adol escents' ability to see positive results for their

efforts in therapy. Al 10 of the adol escents spoke of

its inportance.



A

| keep feeling |ike we keep noving
forward and that we're not floating back
all the tine.

* % %

It took ne a while to realize that I
never left his office unhappy, | could
be bawling in there the first fifteen

m nut es, and when the hour was over, |
was fine always! And it was amazi ng.
And | don't know when | finally realized
that. And when | talked to ny parents
they felt the sane way.

* % %

Vell, | mean when ny brother and | went
there and we were goi ng through sone
turnoil pretty much as a direct result of
that (therapy), we found out how to deal
with each other w thout physically
harm ng each ot her and since that ny
relationship with nmy brother has been

al nost fl awl ess.

* k% %

What changes have you seen in your
parents since you've been going to see
(therapist)?

Whien | get in trouble every once in a
while, they don't explode as bad. They
just try to understand why | did it.

.1 seemto be closer to ny parents.

* k% %

I think it kind of got everybody in a
better nmood. Just going up there, before
you even got to therapy or after therapy
everybody kind of seened to get al ong
because if you got sonmething to say you
knew t hat you were going to have a chance
to say it or to get that point across.
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It just seened |like things kind of were
better going to and from before and
after.

* % %

A Every tine | go | get sonething out of it
or sonething helps ne....

* % %

A ...If you actually see that he's
(therapist) hel ping you then your nore
willing to talk. And if he's hel ping you
and you like it then that's good.

One therapist, using a nore structured approach,

reportedly used a pie chart to help track results.

l: 1s that sonething that worked for you in
sone way?

A.  Yeah, and we'd go back to it and work on
the small est one first and when the
smal | est ones were done, we'd cross it
out. Wen we got to the biggest one we
didit last. So gradually once you got
over those, it was |ike building you up
for sonet hi ng bi gger.

| see. You would get over the little
pi eces of the pie, you would put them
behi nd you?

A.  Yeah, solve themand um.. after you did
that successfully you felt good about it
and you were ready to go for the next
one. ...And we always at the end of
session go over the progress we nade. ..

One of the participants who was indifferent about

t he hel pful ness of fam |y therapy reported:
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A Wen | talk to him (therapist) you know
it sounds |ike a good idea, maybe |'Il]I
try and inplenment that,...It sounds like
a great idea but when you go honme and try
and work it out it seldomworked for nme.
The one adol escent who reported that famly therapy was
not useful stated:
A It seens |ike when we go nothing really
cones out of it. It doesn't get any
better or any worse.

Adol escents who found famly therapy hel pful in one
way or another, were able to recognize and articul ate
the positive results of their therapeutic experience.
Seeing positive results topped off a sound edifice of
successful therapy experiences with the adol escent
participants.

SUMVARY

Famly therapy was reported to be hel pful for nost
of the participants. It strengthened them personally as
wel | as enhanced their famly relationships. Al of the
partici pants spoke about the inportance of first
establishing a relationship foundation. Once the
foundation was laid by both the therapist and the
adol escent, a franme of progress and change was co-

constructed through tal k, insight, and taking persona

responsibility in therapy. Topping both the frame and
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foundation was the adol escents ability to see positive
results for their efforts in attending and participating

in famly therapy.
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CHAPTER FI VE - | MPLI CATI ONS AND DI SCUSSI ON

After having received the student feedback
concerning ny student teaching experience, | had to nmake
sone choices as to what | wanted to do with the
information. | had to decide howto best utilize ny
students' feedback in ny life and how it could be used
to enhance ny skills as a high school educator.
Simlarly, each reader will need to decide how t he above
information will best serve themin their respective
career and field of study. The follow ng discussion
will serve to generate sone thought on the application
and inplications of this research.

Though the findings in this study are hardly
generalizable to a | arge popul ation, they do offer a
"thick" description of adol escent experiences in famly
therapy. It is assuned that as this in-depth feedback
is conpared to other client experiences in famly
t herapy, the congruencies and conmmonal iti es across
sanples will begin to energe and becone nore and nore
generalizable to a |l arger population. Certainly, the
fieldis inits infancy as far as ethnographi c studies
are concerned, and there needs to be nany nore
i ndependent studies before we can begin to assune that

the commonalities in feedback are wi dely generalizable.
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Nevert hel ess, the congruenci es across qualitative
studies of client's experiences in famly therapy shoul d
not be ignored. Rather they should be viewed as |aying
a general ground work for understanding what |eads to
t her apeuti c success according to one of the primary
st akehol der' s perspecti ves.
The five core categories (client/therapist
rel ationship, talk, insight, personal responsibility,
and seeing results) and the five sub-categories
(relating to teenagers, maintaining a broad focus,
mai ntai ning a bal anced structure, respect and trust for
adol escent, and respect and trust for therapist), that
energed fromthe client's feedback in this study provide
a useful framework for therapists to consider when
wor ki ng with adol escents in famly therapy. In the
foll ow ng di scussion, each conponent of the framework is
reviewed and conpared to existing literature.
RELATI ONSHI P FOUNDATI ON
In their book, Changing the Rules: A dient-

D rected Approach to Therapy, Duncan, Sol ovey, and Rusk

(1992), reported that client/therapist relationship
factors play an essential role in the influence of
successful outcones in psychotherapy (see al so,

Luborsky, Critis-Christoph, Mntz, & Auerbach, 1988,
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Pinsof & Catherall, 1986; Strupp & Hadl ey, 1979).
Congruent with their quantitative findings, qualitative
researchers have al so docunented the inportance of the
t herapeutic relationship in producing successful client
experiences in famly therapy (Kuehl, et al., 1990;
Mabrey, 1995; Quinn, 1996; Sells, et al., 1996; Stith,
et al., 1996; Swint, 1995). Indeed the findings in this
study show that the adol escent's relationship with the
t herapi st is of paranount inportance in the process of
successful therapy.

As it was for many of the respondents in this
study, Kuehl, et al. (1990) found that adol escents
initially felt scared, awkward, and/or intimdated in
therapy. Thus, taking the tine to establish rapport in
t he very begi nning phases of therapy can lay a
foundation for therapeutic success (see Quinn, 1996, for
simlar feedback fromadult clients).

Rel ating to Clients

For the participants in this study a portion of the
rel ati onship foundation was built on the therapist's
ability torelate to the client as a teenager.

Simlarly, Kuehl et al., (1990) found that when a
t herapi st asked questions and gave suggestions t hat

i ndicated that he or she really understood the client,
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the therapi st was viewed as caring and the
client/therapist relationship was strengthened. Quinn
(1996), found through his interviews, "Cients want to
know that therapists live in the sane world they do" (p.
76). Therefore, Laing' s (1960) notion of how a
t herapi st needs to posture hinlherself rings true, "In
t hese cases, one has to be able to orient oneself as a
person in the other's schenme of things rather than only
to see the other as an object in one's own world" (p.
26) .

According to the participants in Quinn's (1996)
study and the respondents in this inquiry, one way that
t herapi sts have been able to relate to their clients is
t hrough sel f-disclosure. Sharing personal experiences
and buil ding on common interests seemto help clients to
feel like a therapist can relate to themin their
i ndi vidual circunstances (Quinn, 1996). Also, the
respondents in this study suggested that therapists can
show they relate by pulling thensel ves back--trying to
remenber what it was |ike when they were teenagers, and
by asking question that help the therapist |earn how it
is for today's teenagers.

The findings fromthis study indicate that

t her api sts shoul d be careful not to try too hard to
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relate to their adol escent client. To self-disclose too
much or to act as if you relate when you really don't
seens to be counterproductive in building a strong
rel ati onship. Adol escents are good at detecting
counterfeit attenpts at relating and react rather
negati vely when they view a therapist as "fake." Being
genui ne i s hel pful
Mai nt ai ni ng a Broad Focus

Mai nt ai ning a broad focus in therapy appears to
gi ve the adol escent sonme needed space to strengthen his
or her relationship with the therapist. Stith et al.,
(1996) interviewed children between the ages of 5-13 who
participated in famly therapy. Simlar to the
adol escents in this study, the children Stith and her
col l eagues interviewed did not like to be the focus of
attention during therapy.

Interestingly, many famly therapy nodel s encourage
therapists to be tenacious with their clients. For
exanpl e, M nuchin and Fi shman (1981), suggested that
clients are selective in what they choose to hear in
t herapy and thus, "The therapist nust nmake the famly
"hear,' and this requires that his nessage go above the
famly threshold of deafness" (pp. 116-117). Simlarly,
Madanes (1981) suggested, "The therapi st shoul d repeat

his requests tinme and time again until he succeeds. A
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great many of the therapist's tactics within this
approach involve repetitiousness and tenacity" (p. 143).

The results of this study and Kuehl's et al. (1990),
study suggest that therapists should proceed cautiously
when wor ki ng tenaci ously with adol escent clients so as
to not "brow beat” them and put too much focus on the
t eenage client.

This raises an interesting question, how does a
t herapi st provide treatnent to a troubl ed adol escent
wi t hout maki ng themthe focus of concern? According to
sone of the adol escents in this study, focusing nore on
solutions rather than being problemfocused was hel pful.

Thi s woul d make sense assuming that with a problem
centered approach the focus naturally becomes nore
narrow as core problens are identified, whereas with a
sol ution-oriented approach the focus beconmes broader as
you eval uate options in search of solutions. By
focusi ng on sol utions, the adol escents didn't feel as if
they needed to be "fixed" and it hel ped themto
participate in therapy without feeling as if they were
t he focus of concern.

Based on this feedback, perhaps a solution-oriented

approach to treatnment with adol escents would help to
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noderate the focus by offering what Sel ekman (1993)
called, "a well ness perspective on adol escent problens"
(p. 139). A systens approach that enbraces the idea of
circular causality may al so be hel pful in that the
t herapeutic focus is nore on the inter-relational
patterns rather than individual problens.

A creative treatnment approach that was reported to
be hel pful by one adol escent in this study was the use
of objects, diagrans, and charts to assist in the
externalization of the problens and in taking the direct
focus off of the adolescent. A pie chart, for exanple,
was used to visually list the biggest stressors down to
the small est stressors. The concerns were franed as
"stressors" and not as "problens.” Once the stressors
were listed, the focus of both therapist and client was
centered on the pie chart with a goal of resolving the
smal | est stressors first and crossing them out as
t herapeutic progress was made. This seened to help take
the direct focus off the teenager. It allowed themto
externalize the stressors and focus the treatnment
towards finding solutions. Perhaps by enploying a nore
creative approach in therapy by using activities in the

treatment of adol escents, teenage clients will feel nore
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confortable with their therapist and not feel as if they
are, "Backed into a corner” or "put on the spot", thus
strengt hening the rel ationship foundati on.

Mai nt ai ni ng an Appropriate Bal ance

Mai nt ai ni ng an appropri ate bal ance between a
structured approach and an unstructured or extrenely
fl exi bl e approach was reported to be hel pful in building
and maintaining a positive relationship with the
therapi st. Sonme of the respondents in this study
reported di stancing thensel ves fromthe therapi st who,
"t ook charge" and who choose a directive approach to
treatnment. According to Kuehl, et al. (1990), clients
who believed that the counselor was on too strict a
program were dissatisfied with their experience. The
aut hor also found that informants preferred a therapi st
who of fered suggestions, rather than, "telling us what
to do" (p. 315). Most of the respondents in this study
felt the same way.

Conversely, to go too far froma structured
approach and becore too flexible and unstructured in
t herapy appears to frustrate adol escents and damage the
t herapeutic relationship according to our participants.

Simlarly, Sells, et al. (1996), found that clients did
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not appreciate a therapi st who did not have a specific

goal of focus and who woul d nmeander fromtopic to topic.

Ther api sts have the chal | engi ng task of
appropriately assessing the adol escent's cognitive and
enoti onal progress and then finding a proper balance in
structure with each individual client. Wile |aboring
to establish a balance in structure, counselors nmay find
it useful to consider taking a collaborative approach in
therapy with teenagers. Wrking collaboratively means
taking ideas fromboth clients and therapists in order
to shape outconme (Duncan et al., 1992). Therefore,

t herapi sts can provi de sone feedback and structure in
therapy and at the same tine integrate the client's
opi nions and expertise into the therapeutic process
according to the teenager's devel opnental capabilities.
In the qualitative interviews conducted by Sells, et
al. (1996), both therapists and clients expressed
satisfaction in collaboration, "Cients said that 'they
felt an active part of treatnent,' and therapist stated
that treatnent was often better because 'both clients
and therapists provided input into the treatnent

process'" (p. 338).
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O her suggestions to hel p therapists establish and
mai ntai n an appropriate balance in structure include,
(a) give suggestions but don't "tell themwhat to do"
and (b) go into each session with a treatnent plan but
be flexible.
Respect and Trust for the Client

The results of this study indicate that the
therapist's respect and trust for the adol escent is an
i mportant elenent in the relationship foundation.
Adol escents reported that they felt better about the
t herapi st when he or she treated themw th respect by
talking to themlike a friend, by trusting and
respecting their judgenent and insights, and by keeping
confi dences.

Adol escent respondents did not appreciate a
hi erarchal structure in therapy. They wanted to be
treated on nore of an equal level. They wanted to be
treated like a friend. Quinn (1996), reported that
clients who expected a partnership with their therapi st
yet who ended up being treated nore like a patient in a
doctor's office, felt shortchanged and m sunder st ood.
Most of the clients Swint (1995), interviewed who

reported having good experiences in therapy felt that
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therapy was |like talking with a friend, talking with
soneone who was trustworthy and who was nonj udgenent al

A few of the clients in Qinn's (1996) study
reported that they expected nore of a hierarchical
structure in therapy. Conversely, the adol escents in
this study enphasi zed the inportance of an equa
relationship with their therapist. Being "treated as an
adult™ was inportant to them Thus it seens that
adol escents feel much nore confortable in an equa
rel ati onship of nutual respect and trust.

Ther api sts can show respect and trust in their
adol escent clients by keeping confidences, respecting
their noods (i.e. if they' ve had a bad day and they
don't feel like talking about their problens--that could
be respected), trusting the adol escent to nmake inportant
decisions in the therapeutic process (e.g. "Wen woul d
you like to invite your nrominto these sessions?"), and
by working to create an equal, collaborative
rel ationship as appropriate. One researcher concl uded
that by soliciting and utilizing opinions and
suggestions of clients, practitioners are better able to

establish and maintain an equalitarian and
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noncondescendi ng rel ationship early on in the therapy
process (Swint, 1995).

According to the adol escents in this study, if a
t herapi st was successful in relating, maintaining a
broad focus and a bal anced structure, and show ng
respect and trust for the adol escent, these el enents
served to facilitate a feeling of respect and trust for
the therapist and his or her skills.
Respect and Trust for Therapi st

In other studies it was reported that when clients
felt confortable with their therapist, they were nore
likely to foll ow the suggestions and counsel they
of fered (Kuehl, et al., 1990; Swint, 1995). The
adol escents' in this study, who felt confortable with
their counselor, likew se indicated that they respected
and trusted their therapist. Thus one inportant el enent
to solidifying a strong relationship foundation is |eft
to the adol escent client. They have to choose whether or
not they will respect and trust the therapist. This
infers that the relationship foundation is not sinply
constructed by the therapi st al one but co-constructed by
both the therapist and the client together.

Interestingly, one thing that may hel p an
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adol escent to respect and trust the therapist is the
counselors ability to not be deceived and to
appropriately confront the teenage client when
necessary. Adol escents interviewed in Kuehl's, et al.
(1990) study indicated that they did not respect a
t herapi st who was easy to "bullshit”. Simlarly, one
adol escent in this study suggested that therapists
should not, "take any crap froma teenager." Thus it
appears that therapists who are perceptive and
appropriately confrontive are nore likely to gain the
respect and trust of the adol escent client.

The findings of this study indicate that a strong
rel ati onship foundation is an essential precursor to
fram ng progress and change. Congruently, Sw nt (1995)
found that "feeling confortable" was significantly
related to the informant's perceptions of how change
occurred.

A FRAME OF PROGRESS AND CHANGE

For the adol escent respondents in this study,

i dentifying exactly how change occurred was difficult.
Swint (1995), found that the respondents in her study

struggled simlarly. Nonetheless, the adol escents
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of fered sone insight as to what hel ped to frane progress
and change.

Tal ki ng and Bei ng Heard

Bei ng a young therapist, | probably underestinate
the power of talk therapy. | sometines feel that unless
| come up with creative answers and/or solutions, that
therapy is not effective. Surprisingly, many of the
adol escents in this study spoke of the inportance of
just being able to talk to someone about their problens,
soneone who would listen in a caring and non-judgnent al
manner. | was left with the inpression that some of
t hese adol escents really didn't have anyone to talk to
about their intimate problens and that being able to
talk with a therapist and being heard was hel pful in
fram ng progress and change.

Five of the informants that Sells, et al. (1996),
i nterviewed reported that,

Counsel ing was a "safe place where one coul d

tal k openly about their feelings and

problens.” Cdients reported that they did not

tal k about feelings or problens outside

counsel i ng sessions. Sonehow, the act of

going to a counsel or gave clients perm ssion
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to tal k about their feelings and/ or problens

(p. 331).

An inportant part of talking and being heard for
many of the participants in this study was that they had
t he opportunity to be heard in both individual and
famly sessions. 1In Kuehl, et al.'s (1990) study,
parents and adol escents reported that therapy woul d have
been nore productive had the adol escent experienced sone
i ndi vidual sessions along with famly sessions.

Adol escents in this study valued a conbi nati on of bot h.

If they were going to tal k about personal problens,
they would prefer to do so in an individual setting. |If
they were to talk about famly issues they preferred to
do so in a famly session with the therapist acting as a
nmedi ator so that all could speak and be heard.

Interestingly, the adol escent siblings who were not
the focus of concern in Kuehl's et al. (1990) study
reported that therapy was "boring"” and felt as if they
shoul d not have to go. Conversely, the nonproblematic
siblings in this study reported that being included in
therapy was very beneficial. The difference between the
two sanples are that the sibling adol escents in our
study only participated in three famly therapy sessions

on a, "as needed" basis whereas the adol escent siblings
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in the Kuehl et al. (1990) study participated in each
fam |y therapy session regardless of the therapeutic
focus. This inplies that nonprobl ematic adol escent
siblings may feel better about attending therapy only
when the focus of the session deals with their
particular role in the famly process.

Personal and Rel ational 1 nsight

Congruent with other qualitative investigations
concerning client's experiences in famly therapy, the
findings of this study indicate that gaining personal
and relational insight strengthens the frame of progress
and change (See also Sells, et al., 1996; Sw nt, 1995;
Mabrey, 1995; Quinn, 1996). For sone of the adol escent
participants in this study, gaining insight into their
personal and famly problens |ed the way to naking
changes and to interrupting dysfunctional behaviors and
patterns. They gained insight by responding to thinking
guestions, being challenged, in a nice way, and by
di scussing and/ or practicing real life scenarios with
their therapist.
Personal Responsibility

Anot her inportant factor in constructing a frame of

progress and change is that the adol escent client takes
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responsibility to do his or her part in making therapy
wor k. Therapi sts have sone responsibility in framng
progress and change yet therapeutic success al so rests
on the shoul ders of the adol escent client who has to
deci de whether or not he or she is willing to do his or
her part in therapy.

Sone of the adol escents suggested ways that
t herapi sts can help a teenage clients to take persona
responsibility in therapy. One adol escent suggested
that if teenagers are not taking responsibility for
change then they are not treating thenselves right. So
a therapi st can show themhow to treat thenselves right
and they will then take nore responsibility. Qher
adol escents said that therapists should tell the teenage
client in the beginning that therapy will not work
wi t hout their cooperation. Another adol escent said,
“"let the kid handle it." Perhaps that is not bad
advi se, therapists should allow the adol escent to be in
charge of his or her own healing as appropriate
according to the adol escent's devel opnent al
capabi lities.

Fromthis study, it appears that |aying a strong

foundation and fram ng an environnment of conversation
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and insight will facilitate, but not nandate, the
participation of the adol escent in therapeutic success.

Thus, both the foundation and the franme have to be co-
constructed with both the therapist and the client doing
their part.

TOPPI NG THE FRAMEWORK

Once a solid foundation and franme had been co-
constructed, being able to see positive results topped
of f a successful therapeutic experience for the
adol escents in this study. Simlar to our findings,
Kuehl, et al. (1990) found that if positive results were
not seen quickly enough, famly nenbers woul d becone
impatient with the therapy process and in sone cases
drug use would increase. For those famlies who did see
and discuss positive results with their therapist, the
adol escents reported feeling less inimcal toward the
t herapi st and therapy and their drug use was either
greatly reduced or discontinued altogether. These
findi ngs suggest that therapists who work with
adol escents may benefit by anplifying strengths and
progress, praising and noticing differences, asking
guestions to help clients recognize what has worked in

t herapy, and docunenting and tracking progress (see also
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Metcal f, et al., in press). QG her interesting factors
that were illumnated through this study were that (a)
t he therapeutic environnent (with out caneras, one-way
mrrors, etc.) was not noted as an inportant factor in
t he adol escent's therapy experience and (b) teenagers
who reported having good experiences in therapy did not
al ways feel l|ike attending. Because our study was
conducted wi th adol escents who participated famly
therapy in a non-training setting (e.g. wth out
canera's, one-way-mrrors, phones, etc.) the therapeutic
envi ronnent was not noted as a significant factor in
their experience. Conversely, Kuehl, et al. (1990),
found that the technical equipnment used with the
adol escents in their study significantly influenced
their therapeutic experience. Al so, adolescents in this
study who had good therapy experiences did not always
feel like attending. Simlarly, Stith, et al. (1996)
found that the young children they interviewed did not
want to come to therapy at first. The authors
suggested, "that therapists and parents not be put off
by children's initial resistance to attendi ng sessions
and give the process sone tinme to develop” (p. 84). The

results in this study with adol escents indicate that
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parents and therapi sts would benefit by follow ng the
sanme advi ce.

LI M TATI ONS

The clinical inplications of this study nust be
i nterpreted nodestly because of the small sanpl e size,
the | ack of probalistic sanpling, and the generic
gualitative features inherent therein (Sprenkle, 1994).
Al so, the denographic characteristics of this sanple
l[imt the application of our findings in that nine of
the ten respondents were nal e adol escents and all of the
adol escent respondents cane from econonically m ddl e-
class famlies who may have nore confidence in
pr of essi onal hel p than ot hers.

Thi s research was based on the responses of
vol untary adol escent participants. Mst of the
adol escents who vol unt eered appeared to be cooperative
in therapy and thus the feedback of |ess cooperative
adol escents was not well represented herein. Al so, nost
of the adol escents in this study |iked their therapists
and felt that fam |y therapy had been hel pful.

| MPLI CATI ONS FOR FUTURE STUDY
This study serves to build on other qualitative

studies of client experiences in famly therapy. It
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adds sone depth and validation to the work of Kuehl, et
al. (1990), who were the first to interview adol escent
participants in famly counseling. It also breaks new
ground in that these adol escents participated in famly
therapy in non-training facilities with professional
practitioners who were not in training. It is suggested
that we continue to instigate future qualitative
inquiries to anplify our understandi ng of client
experiences in therapy. Focusing in on a particular
popul ation, such as adol escents, parents of adol escents,
children, etc., appears to be particularly helpful to
gain nore specific insight into the treatnent of that
popul ation. Al so, nost famly therapy consuners see
private practice and/ or agency practitioners in a non-
training setting and thus it is recomended that nore
studi es be conducted with clients receiving services in
non-trai ni ng environments.

In this study, there is sone evidence that may
suggest that the therapists related better to adol escent
clients of their sane sex. Thus, it is also recomended
that future studies with adol escent clients exam ne
gender issues and how they may influence the devel opnent

of a strong relationship between teenager and therapi st.
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CONCLUSI ON

After receiving the student feedback from ny
student teaching experience, | carefully evaluated ny
opti ons and thought about how to best inplenent their
feedback into ny life. Since that tine | have chosen a
different career and | have not placed a foot into any
hi gh school classroom Truthfully, the feedback wasn't
all that bad, but |I found that | was nore interested in
working with famlies than teachi ng hi gh school
st udents.

Hopeful Iy, the feedback and insights gai ned through
this study will benefit the reader by offering new ways
to view the therapeutic experience with adol escents. 1In
addition, it is hoped that the information contained
herein will offer newideas and elicit different ways of
t hi nki ng when choosi ng approaches and treat nent
i nterventions while working with adol escent clients.
Finally, it is suggested that therapists take the tine
to nore fully consider the client's perspective by
studying the qualitative, consumers-eye-view literature
and by openly maintaining an ongoi ng eval uation with
current clients to further enhance understandi ng and

insight into the stakehol der's experiences in famly
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t herapy (see Barnard & Kuehl, 1995). Atkinson, et al.
(1991), insightfully noted that "...the legitimzation
of know edge requires the judgnment of an entire
comunity of observers and is nost appropriately a
denocratic process in which all stakehol ders have equal
input" (p. 162). Traditionally clients have not had
much of a voice in the therapeutic process and there has

not been "equal input."” That is beginning to change.
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Partici pating Therapist’s |Informed Consent

Title of the Study:
Parents’ and Adol escents’ Experiences in Famly
Therapy: A Qualitative Study

| nvesti gators:

This study is being conducted by Maryann S. Wl sh
and Kevin D. Broderick, candidates for nmasters degrees
in Marriage and Famly Therapy at the Virginia
Pol ytechnic Institute and State University. Faculty
advisors are Dr. Karen Rosen and Dr. Eric MCol |l um
Maryann Wal sh can be reached at 703-631-4985; Kevin
Broderick can be reached at 703-698-6033.

| . Study Purpose

The purpose of this study is to exam ne parents’
and adol escents’ descriptions of their experiences of
famly therapy. W are interested in |earning about
what parents and their adol escent children find useful
and not useful about their experiences in famly
t her apy. The focus will not be on the issues that
brought the famlies to therapy nor on eval uating your
performance as their therapist.

Il. Procedures

Participation in this study will consist of
review ng your client population and then selecting and
contacting famlies who neet the study’s criteria to
request that they speak with the researcher concerning
the project. For those famlies willing to be contacted
by the researcher, we will provide you with an
i nformation packet which includes a letter introducing
the study, release formallow ng the researcher to speak
with the famly, and a sel f-addressed, stanped mail -back
envelope. Qur interest is to interviewfamlies who may
have not term nated under the best circunstances, as
well as those who did well in therapy. It is expected
that the process of soliciting clients will take tine
beyond your normal schedule. Please keep in mnd that
the researchers anticipate conpleting the sel ection
process between April and June, 1996, and the interviews
with participants by June of this year.
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The researchers will not be asking you to share
i nformati on about the details of therapy, nor wll
speci fics of what your client participants disclose
about therapy be shared with you. It is also the
intention of the researchers to solicit infornation
regarding the participants’ experiences in famly
therapy and not to evaluate you as their therapist.

L. Benefits of this project

Your participation in this project will provide the
researchers with parents and adol escents
to interview who have experienced famly therapy in non-
academ c or agency settings. The researchers wll
provide all participating therapists with a sumary of
the findings upon conpletion of the project. Therapists
who have participated in simlar qualitative research
projects have found this type of research experience
provi des val uabl e feedback.

V. Ext ent of Anonymty and Confidentiality

The information you provide for this study will be
treated as conpletely confidential. Your name will be
renoved fromthe Therapi sts’ Denographic Questionnaire
and be replaced with a participant pseudonym for use
during analysis and in the final witten report. Only
the researchers and their advisors will have access to
t he audi otapes of the interviews and other raw data.
The expected conpletion of this research project is
Septenber, 1996. At the tine of conpletion, all raw
data pertaining to this study will be destroyed.
Specific information received fromyour clients will not
be nmade available to you at any tinme during or after the
st udy.

V. Risks
For participating therapists, the risks are
mnimal. Sonme of their clients may offer eval uati ons of

their work. The final report, however, wll focus nore
on the client’s experience in famly therapy and wl |
not be used in any way to eval uate the participating

t her api st s.
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VI. Conmpensation

Upon conpl etion of this project, participating
therapists will be provided wth sunmaries
of the studies’ findings. The final reports in their
entirety will be nmade available at Virginia Tech for
t hose of you who are interested.

A/ Freedom to Wt hdraw

If at any tine you change your m nd about
participating in the study, you are encouraged to
wi t hdraw your consent and to cancel your participation.

VII1l. Approval of Research

Thi s research project has been approved, as
required, for projects involving human subjects at by
the Institutional Review Board O Virginia Polytechnic
Institute and State University and by the Departnent of
Fam |y and Child Devel opnent.

| X. Participant’s Responsibilities

| agree to participate in this study, and realize
that ny responsibility lies in providing researchers
with potential parent and adol escent participants
between the nonths of April and June, 1996. | have read
and had ny questions answered. | hereby give ny consent
for participation in this project.

Participant’s Signature Dat e
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X. Participant’s Perm ssion

| have read and understand the informed consent and
conditions of this project. | have had all ny questions
answered. | hereby acknow edge the above and give ny
vol untary consent for participation in this project. |
agree to abide by the guidelines of this project. |
realize | have the right to withdraw at any tine.
Shoul d I have any questions about this research | wll
cont act :

Maryann S. Wl sh Karen Rosen
(703) 631-4985 (703) 698-6027
Resear cher Facul ty Advi sor
Kevin D. Broderick Eric McCol | um
(703) 698-6033 (703) 698-6018
Resear cher Facul ty Advi sor

Ernest R Stout
(540) 231-9359
Chair, | RB Research Division
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Ther api st Denographic I nformation

Name M F
Race

Addr ess of
Practice_

Pl ease |list your years of famly therapy
experience and clinical
credential s: _

Ther apeutic nodel (s) or approach(es) most used
wi th
clients

Approxi mate number of eligible
clients
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Letter of I|Introduction

Dear

Thank you for your interest in participating in our
study. Qur purpose for conducting this study is to find
out what parents and their teenagers think about famly
t herapy. Because you have recently conpleted, or you
are currently attending famly therapy, we feel that you
and your teenage son/daughter are the best people to ask
about your fam |y therapy experience.

The information that you share with us will be
confidential and will not be used to eval uate your
therapi st’s work. Your personal responses will be
conbined with the experiences of several other parents
and teenagers, and used to informtherapi sts about how
parents and their teenage children experience famly
therapy. Your therapist will not be told how you
personal |y responded to our study. A general summary of
our findings, void of any identifying information, wll
be given to all the famlies and therapists who
participate in the study so that you may know how your
responses informed our investigation and how some of
your experiences conpare to other famlies who have
participated in famly therapy.

Attached is a release formthat will allow us to
contact you by phone. Please conplete, sign, and
return the formin the encl osed sel f-addressed stanped
envel ope. By signing and returning the form you are
not required to participate in our study. The
researchers will contact you by phone to answer any
guestions that you may have regarding the study and to
schedul e a convenient time and place for an interview
with you and your teenager if you decide to participate.
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| f you have any questions before you sign and
return the attached release form please feel free to
call one of us at any tinme. |If we are not inmmediately
avail able, we will return your call as soon as possible.

Thank you again for your time and interest.
Mar yann Wl sh Kevi n Broderi ck

Co- Princi pal Investigator Co- Princi pal Investigator
703- 631- 4985 703- 698- 6033
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Parents’ and Adol escents’ Experiences in Famly
Ther apy

Rel ease Form

Researchers at Virginia Tech are conducting a study
to see what parents and adol escents think of famly
therapy. They are currently recruiting famlies who
have at | east one adol escent between ages of 12 and 19,
who have been seen for at |east four sessions or who
have conpleted treatnment. They are |ooking for parents
and their adol escents who are willing to talk to
researchers about their experiences in famly therapy.
The researchers are famly therapy interns in the
Marri age and Fam |y Therapy Programat Virginia Tech and
are not the therapist who worked with your famly. The
interviews will be arranged at a nmutually acceptabl e
time and | ocati on.

If you would be willing for me to give your nane
and tel ephone nunber to the researcher so that he or she
coul d give you nore informati on about the proposed
study, please sign below Participation in the study is
not a requirenent for continued famly therapy or future
t herapeutic treatnent.

| amw lling to have you give ny tel ephone nunber
to the researcher. | understand that | have not yet
agreed to participate in the study and only agree to
talk to the researcher nore about the study.

Parent (s) Signature Dat e

Parent (s)’ Nane Printed

Adol escent’ s Signature Dat e

Adol escent’ s Nane Printed

Dayti me Phone No. Eveni ng Phone No.
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Best tine to cal

Location of Practice

140

Therapi st’s Signature

Therapi st’s Nanme Printed



141
Appendi x E
Parent Participation Informed Consent

Title of the Study:
Parents’ and Adol escents’ Experiences in Famly
Therapy: A Qualitative Study

| nvesti gators:

This study is being conducted by Maryann S. Wl sh
and Kevin D. Broderick, candidates for nmasters degrees
in Marriage and Famly Therapy at the Virginia
Pol ytechnic Institute and State University. Faculty
advisors are Dr. Karen Rosen and Dr. Eric MCol |l um
Maryann Wal sh can be reached at 703-631-4985; Kevin
Broderick can be reached at 703-698-6033.

| . Study Purpose
The purpose of this study is to exam ne parents’

and adol escents’ descriptions of their experiences of
famly therapy. W are interested in |earning about
what you as parents find useful
and not useful about your experiences in famly therapy.

The focus will not be on the issues that brought you
to therapy. The results of the study will not be used
to eval uate your therapist’s perfornance.

I'l. Procedures

Participation in this study will consist of two
interviews. The first will be conducted in person
| asting sixty to ninety mnutes, and the second will be
conducted via the phone for fifteen to thirty m nutes.
Al the interviews will be audi otaped and transcri bed
for analysis. A potential risk of participating nmay be
di scussing unconfortabl e issues during the interview
al though you will not be asked to discuss the content of
t herapy unless you want to. If you shoul d becone uneasy
during this process and wish to wi thdraw, you need only
to informthe researcher

The researchers will focus their questions around
your experiences of famly therapy. They will not be
sharing your specific responses with your therapist.
Only the researchers and their faculty advisors wll
have access to the information you share.
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L. Benefits of the Project

Your participation in this project will provide the
resear chers and
t herapi sts who work with parents and adol escents the
opportunity to | earn how parents experience famly
therapy and to learn how to be nore helpful to famlies
simlar to yours. The researchers wll provide
participating famlies with a summary of their findings
upon conpl etion of the project.

V. Ext ent of Anonymty and Confidentiality

The information you provide for this study will be
treated as conpletely confidential. Your name will be
renoved fromthe Fam |y Background Questionnaire and be
replaced with partici pant pseudonyns for use during
analysis and in the final witten report. Only the
researchers and their advisors will have access to the
audi ot apes of the interviews and other raw data. The
expected conpletion of this research project is
Septenber, 1996. At the tine of conpletion, all raw
data pertaining to this study will be destroyed.
Specific information you share will not be nade
avai l abl e to your therapist at any tine during or after
t he study.

However, if it is learned that you are in danger to
yourself or to soneone else, or if there is suspicion of
child abuse, the researcher has the responsibility to
report this information to the appropriate persons and
will do so.

V. Risks

As a participant, you may on occasion find it
unconfortable to discuss certain aspects of your
experiences in therapy. You will not be asked to
di scuss the issues that caused you to seek therapy
unl ess you wish to do so. It is the expectation that by
doing this, the potential for disconfort will be
m ni m zed.

VI. Conpensation
Upon conpl etion of this project, participants wll
be provided with a summary of the studies’ findings.
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A/ Freedom to Wt hdraw

If at any tinme you change your m nd about participating in
t he study, you are encouraged to w thdraw your consent and to
cancel your participation.

VII1l. Approval of Research

Thi s research project has been approved, as required, for
proj ects
i nvol ving human subj ects by the Institutional Review Board O
Virginia Polytechnic Institute and State University and by
the Department of Fam ly and Child Devel opnent.

I X. Partici pant’s Responsibilities

| agree to participate in this study. | have read and had
ny questions answered. | hereby give ny consent for
participation in this project.

Participant’s Signature Dat e

Participant’s Signature Dat e

X. Participant’s Perm ssion
| have read and understand the i nforned consent and

conditions of this project. | have had all ny questions
answered. | hereby acknow edge the above and give ny
voluntary consent for participation in this project. | agree
to abide by the guidelines of this project. | realize | have

the right to withdraw at any tine. Should | have any
guestions about this research I wll contact:

Maryann S. Wal sh (703) 631-4985 Karen Rosen (703) 698-6027
Resear cher Facul ty Advi sor

Kevin D. Broderick (703) 698-6033 Eric MCol | um 703) 698-6018
Resear cher Faculty Advi sor

Ernest R Stout (540) 231-9359
Chair, IRB
Research D vi sion
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Parent Consent for Adol escent Participation

Title of the Study:
Parents’ and Adol escents’ Experiences in Famly
Therapy: A Qualitative Study

| nvesti gators:

This study is being conducted by Maryann S. Wl sh
and Kevin D. Broderick, candidates for nmasters degrees
in Marriage and Famly Therapy at the Virginia
Pol ytechnic Institute and State University. Faculty
advisors are Dr. Karen Rosen and Dr. Eric MCol |l um
Maryann Wal sh can be reached at 703-631-4985; Kevin
Broderick can be reached at 703-698-6033.

| . Study Purpose

The purpose of this study is to exam ne parents’
and adol escents’ descriptions of their experiences of
famly therapy. W are interested in |earning about
what your adol escent son/daughter finds useful and not
useful about his/her experiences in famly therapy.
The focus will not be on the issues that brought you to
therapy. The results of the study will not be used to
eval uate your therapist’s perfornmance.

I'l. Procedures

Participation in this study will consist of two
interviews. The first with your adol escent will be a
thirty to sixty mnute face-to-face interview and the
second wi ||l be conducted via the phone for fifteen to
thirty mnutes. Al the interviews will be audi ot aped
and transcribed for analysis. A potential risk of
participating may be discussing unconfortable issues
during the interview although they will not be asked to
di scuss the content of therapy unless they want to. |If
your adol escent shoul d becone uneasy during this process
and wish to withdraw, he/she needs only to informthe
resear cher

The researchers will focus their questions around
your son/daughter’s experiences of famly therapy. They
will not be sharing their specific responses with your
therapist. Only the researchers and their faculty
advisors will have access to the information they share.
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I, Benefits of the Project

Participation in this project will provide the researchers
and t herapi sts
who work with parents and adol escents the opportunity to
| earn what adol escents think about the experience of famly
therapy and to learn how to be nore helpful to famlies
simlar to yours. The researchers will provide participating
famlies with a summary of their findings upon conpletion of
t he project.

V. Extent of Anonymty and Confidentiality

The informati on your adol escent provides for this study
will be treated as conpletely confidential. Their nane will
be renoved fromthe Adol escent Background Questionnaire and
be replaced with a partici pant pseudonym for use during
analysis, and in the final witten report. Only the
researchers and their advisors will have access to the
audi ot apes of the interviews and other raw data. The
expected conpletion of this research project is Septenber
1996. At that tine, all raw data pertaining to this study
will be destroyed. Specific information you share will not
be made available to your therapist at any tinme during or
after the study.

However, if it is |learned that your son/daughter is a
danger to himherself or to sonmeone else, or if there is
suspi cion of child abuse, the researcher has the
responsibility to report this information to the appropriate
persons and will do so.

V. Ri sks

As your child participates, he/she may on occasion find it
unconfortable to discuss certain aspects of your experiences
in therapy. Your child will not be asked to discuss the
i ssues that caused your famly to seek therapy unless hel/she
wi shes to do so. It is the expectation that by doing this,
the potential for disconfort wll be mnimzed.

VI. Conmpensati on
Upon conpletion of this project, client participants wll
be provided with a summary of the studies’ findings.

VI, Freedom to Wt hdraw

If at any tinme you change your m nd about your adol escent’s
participating in the study, you are encouraged to w thdraw
your consent and to cancel your participation.
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VI11. Approval of Research

Thi s research project has been approved, as required, for
projects invol ving human subjects by the Institutional Review
Board O Virginia Polytechnic Institute and State University
and by the Departrment of Fam |y and Child Devel opnent.

I X. Participant’s Responsibilities

| agree to allow ny adol escent to participate in this
study. | have read and had ny questions answered. | hereby
give ny consent for ny son/daughter to participate in this
pr oj ect .

Parent’s Signature Dat e

Nanme of Participating Adol escent

X. Partici pant’s Perm ssion
| have read and understand the i nformed consent and

conditions of this project. | have had all ny questions

answered. | hereby acknow edge t he above and give ny vol untary
consent for participation in this project. | agree to abide by
the guidelines of this project. | realize | have the right to

wi thdraw at any time. Should | have any questions about this
research I will contact:

Maryann S. Wal sh (703) 631-4985 Karen Rosen (703) 698-6027
Resear cher Facul ty Advi sor

Kevin D. Broderick (703) 698-6033 Eric McCollum (703) 698-6018
Resear cher Facul ty Advi sor

Ernest R Stout (540) 231-9359
Chair, IRB
Research D vi sion
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Adol escent Assent

Title of the Study:
Parents’ and Adol escents’ Experiences in Famly
Therapy: A Qualitative Study

Why do we want to talk to you?

The purpose of this study is to devel op a better
under st andi ng of what teenagers |ike you think about famly
therapy. W are interested in |earning about what you like
and don’t like. W also want your ideas about how we can
make therapy nore useful for other teenagers.

What do we want you to do?
VW want to talk to you one tine in person to get your

experiences, ideas, and suggestions for famly therapists.

Because we are interested in what you have to say about
t herapy, and in your suggestions for famly therapists, the
intervieww Il last between thirty and sixty mnutes. A
few days after our interview, we will want to contact you
by phone to assure that we accurately understood what you
told us and to see if you have any further questions or
comrent s.

Who is going to talk to ne?

The person who will talk to you is a famly therapi st
intern fromVirginia Tech’s Marriage and Fam |y Therapy
Program He or she will not be your famly’'s therapist.

What are the Risks?

As a participant, you may on occasion find it
unconfortable to discuss certain aspects of your
experiences in therapy. You will not be asked to discuss
the issues that caused you to seek therapy unless you w sh
to do so. It is the expectation that by doing this, the
potential for disconfort will be m nimzed.

What if | change my m nd?

If at any tine you do not want to answer any
guestions, or are not confortable, you should tell the
person who is talking to you that you want to stop. Though
the intervieww |l focus nore on your experiences in
t her apy
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than the issues that brought you to therapy, it is
possi bl e that you may be di scussi ng unconfortabl e i ssues

during the interview however you will not be asked to
di scuss the content of therapy unless you want to. |If
t hi s happens, please informyour interviewer. This
study should be interesting for you. If it is not, you

have the right at any time to say you have changed your
m nd and do not want to participate in the study
anynore.

Who will know what | said?

VW will be tape recording the answers to your
guestions, but no one who knows you will get to listen
to your answers. They will be private. W wll not
tell your therapist or your parents what you said. The
i nformati on you share will be conbined with the
responses formother teenagers. However, if the person
who tal ks to you | earns sonething that nakes hinl her
think that you are in any danger, he/she will |[et
soneone know who can hel p you. Wen the researchers
share the information they |l earned fromyou in a
research report, they will share responses from many
t eenagers so that no one will know what you said. Your
real name will not be connected in any way with what you
sai d.

W Il you give your perm ssion?
| have read and understand this consent form |
have had all ny questions answered. | know that | do

not have to participate in this study if | do not want
to, and I know that | can change ny mnd if | want to.

| agree to participate in this project and to share ny

i deas about fam |y therapy whether they be good, bad, or
indifferent.

Participant’s Signature Dat e

Pri nted Nane
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Partici pant’s Perm ssion

Shoul d | have any questions about this research | wll
cont act :

Maryann S. Wal sh (703) 631-4985 Karen Rosen (703) 698-6027
Resear cher Facul ty Advi sor

Kevin D. Broderick (703) 698-6033 Eric McCollum (703) 698-6018
Resear cher Faculty Advi sor

Ernest R Stout (540) 231-9359
Chair, IRB
Research D vi si on
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Parent Background Questionnaire

Name Mal e / Femal e

Addr ess _

Fam |y I ncome_

Fam |y Members

__Age /| Femal e
__Age /| Femal e
__Age e /| Female
__Age Mal e / Femal e
__Age Mal e / Femal e
Who attended famly
t herapy?
How many sessions did you attend? Conpl eted: No_
Yes |If yes when?_

In your own words, describe why you attended fam|ly
t herapy _
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Adol escent Background Questionnaire

Name
Age Mor F

Fam |y name (if different)

Number of fam ly therapy sessions in which you
participated_

I n your own words, why did you attend therapy
with your
fam | y?
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Gui ding Interview Questions for Parents

This interview schedule will serve as a guide during the
actual interview The researcher will begin with a brief
i ntroduction stating the purpose of the study.

First Interview

1. | aminterested in know ng nore about your experience of
famly therapy as a parent of a teenager. Wat can you tel
me?

2. What did you as parents expect to have happen in the
sessi ons?

3. How did that conpare to your initial experiences of
famly therapy? Wat factors do you feel contributed to your
experiences?

4. Tell nme what participating in famly therapy has been
like for you as a parent. Wat do you think of your
teenager’s experience in famly therapy?

5. How did your experience of therapy change as treatnent
progressed? Wat brought about that change?

6. Tell me about the experiences in therapy that were
particularly helpful to you as the parent. Be as specific as
you can. Wat about it was hel pful for you? for your

t eenager ?

7. How do you think the therapist relates to your teenager?

8. Wiat did you find not hel pful about famly therapy? Wat
did you find not useful about therapy for you? for your
t eenager ?

9. What suggestions can you nake for a therapist to consider
when working with a famly simlar to yours?

10. Tell me about the experiences of a session that you
found yourself reflecting on between visits. Wat did you
notice that was different about your famly as a result of
famly therapy? How does your teenager tal k about
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t herapy between sessi ons?

11. On a scale of 1 to 10 with 10 nmeaning famly

t herapy has been very hel pful for your teenager, and 1
meaning it has not at all been hel pful, how would you
rate your experience in therapy? Wat could the

t herapi st do that woul d increase your rating?

12. If a friend with a troubl ed adol escent was

consi dering treatnment, and asked you about the overal
experience of famly therapy, what would you say to
t hen? How woul d you describe the therapy process?

13. Sone people find out as they | ook back that they
see things differently. |In what ways have your thoughts
and feelings about therapy changed since you have

conpl eted the experience?

14. What changes do you continue to experience because
of what you learned in famly therapy? Wat do you fee
contributes to nmaintaining those changes?

15. In your own words, tell me about what led you to
initiate comng to famly therapy.

Second I nterview

Share the summary of the first interview and ask
for thoughts and inpressions about the researcher’s
interpretations as well as the parents’ own thoughts of
the first interview

1. Wiat el se have you thought of since our first
interview that you would Iike to share about the
experience of famly therapy for yourself?

2. What questions haven’t | asked that you think are
i mportant?
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Gui ding Interview Questions for Adol escents

This interview schedule will serve as a guide during
the actual interview The researcher will begin will a
brief introduction stating the purpose of the study:

First Interview

“I aminterested in what famly therapy is |ike for
t eenagers and what ideas or suggestions you have for
famly therapists. Since you have been to therapy, |
bel i eve that you are the best person to hel p me understand
this. The information you provide will also help
t herapi sts i nprove how they hel p teenagers. Do you have
any questions?”

The areas of focus are the adol escent’s experience in
t herapy, the interaction between the therapist and the
adol escent, and suggestions for the famly therapist.

1. Tell me about your famly therapy experience. Wat
was it like for you?

2. How do you feel that the therapist relates to you
per sonal | y?

3. What has your therapist done that has been hel pful to
you in therapy?

4. \What has your therapi st done that has not been hel pful
for you in therapy?

5. If a friend about your sane age canme up to you and
said, 'I have to go with ny famly for counseling. WII
you tell ne what it is going to be like? what would you
say?

6. On a scale of 1 to 10 with 10 nmeaning that famly
therapy is really awesone and 1 neaning that famly
therapy really stinks, how woul d you rate your experience
in therapy? Wat could the therapist do that would

i ncrease your rating of famly therapy?

7. What advice would you offer a therapi st so he/she can
improve famly therapy for kids your age?



155
Appendi x J (cont'd)

8. What questions did we forget to ask that we shoul d
ask the next teenager we interview?

Second Interview

Share the summary of the first interview and ask
for thoughts and inpressions about the researcher’s
interpretations as well as the adol escent’s own thoughts
of the first interview
1- What did you think about our first interview?
2- |Is there anything about ny interpretation of what you
said that is inaccurate or confusing?
3- Wiat woul d you add?
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Sampl e Summary of First Interview

The first interviewwas for nme to | earn about your perceptions

and experiences in famly therapy. You offered ne a glinpse of
what you |iked and didn't |ike about therapy. In an attenpt to
read between the lines, | offer you the follow ng brief sunmary
of ny interpretations of your experience of famly therapy.

Therapy was a positive experience for you because. ..
It gave you the opportunity to talk about problens in your life.

You got to explain your side of things.

Therapy was a conversation and not an interrogation.

You had the feeling that you were progressing and novi ng forward.
Thi nki ng about your problens and anal yzi ng yourself hel ped you to
find things that were wong in your |ife and then to change

your sel f.

Bot h you and your therapi st devel oped sol utions together by
sharing insights.

You |iked your therapist because...

He was nice and easy to get along wth.

He was easy to talk to.

He was able to relate to you by trying to renenber what |ife was
i ke for himwhen he was your age.

He didn't conpare you to hinself but tried to see things from
your perspecti ve.

He hel ped you to visualize things that gave you sel f-insight that
hel ped you to

make things better in your life.

He gave you suggestions but did not tell you what to do.

Your therapist really cared about you and showed it by...
Li stening to you.

Taking tine to get to know you personally.

Being there for you

Renmenbering what you had tal ked about fromone session to the
next .

Stayi ng up-to-date on everything that was goi ng on.

Hel ping you to feel that you were worth tal king to.

You respected your therapist because...
You saw himas w se.
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You viewed himas an honest person and who kept his
wor d.

He was insightful.

He didn't force you to do the things he wanted you to
do.

Your therapist showed respect for you because...
He spoke to you in a way that you coul d understand.

He gave you the power to decided what he was going to
share with your parents and what he woul d not share with
your parents.

He mai ntai ned confidentiality.

He tal ked to you as an equal .

He didn't "preach" to you.

He all owed you to deci de when you wanted to see him

agai n.

Teenagers are responsible to make therapy a good
experience by. ..

Bei ng open.

Not being afraid to tal k about personal things.

Sayi ng what they really want to say.

Just being able to talk to someone who wil
listen, relate and care about you is very
hel pful .

The therapi st asked good questions that made you
t hi nk about certain things that hel ped you to see
things froma different perspective. Those
guestions hel ped you during therapy.

Even t hough therapy was a positive experience for
you, there were still times when you didn't feel
i ke going.

Thanks for you help! You gave us great feedback!
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Fi gure 1:

CONSTRUCTI NG A SUCCESSFUL THERAPEUTI C

EXPERI ENCE W TH ADOLESCENT CLI ENTS

SEEING RESULTS

TALK
BEING HEARD
THERAPIST AS
AMEDIATOR

INSIGHT

PERSONAL
AND
RELATIONAL

RESPONSIBLE
ADOLESCENTS

LIAKE THERAFY
WORK FORE
THEMSELVES
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RELATIONSHIP FOUNDATION

RELATING TO TEENAGERS
MATNTAINING A BROAD FOCUS
MAINTAINING A BALANCED STRUCTURE
EESPECT AND TRUST FOR ADOLESCENT
RESPECT AND TRUST FOR THERAPIST
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