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CHAPTER I 

INTRODUCTION 

With our continually evolving society, families are 

presented with difficult challenges to not only. survive but 

to maintain their integrity and values. Over the past three 

decades in response to our evolving society, we have seen 

the family change and adapt to include not only the nuclear 

family but many 11 non-traditional 11 family forms as well, such 

as divorced-remarried families, single parent families, and 

same sex couple families. In actuality, many of these 

alternative ways of being a family have been present in our 

society for a number of decades (Walsh, 1991). However, as 

the family responds to our changing society and culture, and 

as it simultaneously moves through its own family life 

cycle, families have naturally encountered stress and 

problems (Carter & McGoldrick, 1989). In response to this 

str.ess and the problems it causes within the family, some 

families have sought out family therapy. With this constant 

change in our society and the resulting stress this places 

on families, there is a definite role that family therapy 

plays in helping families to respond and adapt to our 

changing society. 

The field of family therapy developed as new theories 



such as general systems theory (Bertalanffy, 1968) and 

cybernetics (Wiener, 1967) became more available to 

psychotherapists in the 1940's and 1950's (Guttman, 1991). 

During the early years of the family therapy field, the 

adaptation and use of these theories to conceptualize and 

treat human problems was quite innovative due to the 

predominance of the psychodynamic model in the 1940's and 

1950's (Haley, 1976). 

Need for Research on Emerging 
Models of Family Therapy 

Since its conception, the family therapy field has 

developed many models of family therapy which suggests 

continued inventiveness and innovation but this also calls 

out for the continued need for ongoing evaluations on these 

new and evolving m.odels of family treatment (Gurman & 

Kniskern, 1978). 

In this research study, the author describes one of 

these new and innovative models of Systemic Family Therapy 

called the Reflecting Team Model. (Systemic Family Therapy 

is a model of family.therapy that was originally developed 

by Selvini Palazzoli, Boscolo, Cecchin and Prata [1978, 

2 

1980) and is also known as the Milan Systemic Family Therapy 

Model. Since the development of this family therapy model, 

other practitioners have used and refined these original 

theoretical and clinical ideas as well. These family 

therapy practitioners that use Milan or post-Milan concepts 
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·, 

in their therapy are considered to be using a Systemic 

Family Therapy Model.) The conception and clinical 

application of the Reflecting Team Model is relatively 

recent (Andersen, 1987, 1990; Davidson, Lax, Lussardi, 

Miller, & Ratheau, 1988; Griffith & Griffith, 1992; Hoffman, 

1991; Parry & Doan, 1994; White, 1995). However, 

practitioners of Systemic Family Therapy are interested in 

the potential of the Reflecting Team Model to help families 

change themselves so that they can evolve to a preferred 

level of family functioning (Andersen, 1987, 1990; Hoffman, 

1988; Tomm, 1988b). These systemic theorists/practitioners 

see the potential for this model to be nonintrusive and 

liberating for families experiencing problems. Liberation 

in the sense of opening space for the generation of new 

ideas which may lead to the self-discovery of new solutions 

by the client system in question (Tomm, 1988b). 

These practitioners (Hoffman, 1991; Tomm, 1988b; White, 

1995) have suggested in workshops and in the literature that 

the Reflecting Team Model seems to fit well with some of the 

current guiding theoretical frameworks in the family therapy 

field, namely Bateson's (1972) cybernetic epistemology and 

Maturana's (1975) theory of structure determinism. From 

Bateson's (1972, 1979) cybernetic epistemology, the 

Reflecting Team Model draws on the concept that the 

therapist and the therapy team are part of an observing 

system that includes the clients where no one part of the 



treatment system has unilateral power or control over 

another part of that system. In drawing on Maturana's 

(1975) theory of structure determinism, the Reflecting Team 

Model offers clients a variety of ideas that could possibly 

be helpful to clients in the resolution of their problems. 

However, it is the clients who choose which if any ideas 

from the reflecting team are helpful or useful to them in 

their efforts to resolve the presenting problem. 

4 

However, in reviewing the literature, there are only a 

handful of research studies in the family therapy literature 

(Griffith, Griffith, Krejmas, McLain, Mittal, Rains, & 

Tingle, 1992; Hoger, Temme, Reiter & Steiner, 1994; Sells, 

Smith, Coe, Yoshioka & Robbins, 1994; Smith, Sells & 

Clevenger, 1994; Smith, Winton & Yoshioka, 1992; Smith, 

Yoshioka & Winton, 1993) designed to verify and validate 

that the Reflecting Team Model actually does operationalize 

what its adherents claim. Since this is a new and promising 

Systemic Family Therapy Model for treating clinical family 

systems, it is useful to conduct studies that would examine 

the perceptions of the family therapy process by all 

subsystems involved. The subsystems involved in this family 

therapy process would include the clients, the therapist and 

the observing therapy team. This strategy of studying the 

perceptions of the reflecting team members, the family 

members, and the therapist during the course of family 

therapy is precisely what Smith et al. (1992, 1993, 1994) 
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have begun tracking. (The tracking refers to the initial 

studies on the reflecting team process that have been 

completed to date by Smith et al. [1992, 1993, 1994].) This 

is particularly important because the Reflecting Team Model 

is being guided primarily by theory alone without much 

empirical validation. Further research in this area is 

necessary to adequately document the effectiveness of this 

approach. The participating systems in this therapy process 

include the clients, the therapist(s), and the observing 

therapy team (i.e., the reflecting team). 

Issues Affecting Research on 
Family Therapy Process 

It is proposed that the perceptions of the therapy 

process by the participating systems (i.e., couple/family, 

therapist, and the observing team) when the Reflecting Team 

Model is used, will be different from the perceptions of the 

therapy process by the participating systems when the 

Strategic and Solution-Oriented Family Therapy Team Model is 

the treatment modality. The Strategic and Solution-Oriented 

Family Therapy Team Model is defined here as a family 

therapy team that uses theory and techniques from the 

Structural Family Therapy Model (Minuchin, 1974), the 

Strategic Family Therapy Model (Haley, 1976, 1980, 1987; 

Madanes, 1981), or the Solution-Oriented Family Therapy 

Model (Deshazer, 1985, 1988, 1991). These are models of 

family therapy that look at structural and hierarchical 
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imbalances in the family system as leading to the 

development of problems in the family (Minuchin, 1974; 

Haley, 1976, 1980). These models intervene to help families 

change by interrupting problematic patterns in families and 

by giving directives and tasks for families to do that focus 

on the development of.solutions in order to change these 

structural and hierarchical imbalances (Deshazer, 1985, 

1988, 1991). 

Clearly, the perceptions and experiences of the family 

therapy process by the clients is important and should be 

given priority in studies in this area. However, since this 

model impacts on the therapist(s) and the observing therapy 

team as well, it is also useful to study the impact of the 

Reflecting Team Model on these ~ther interdependent 

subsystems in the family therapy process. These systems are 

interdependent because the family, the therapist(s), and the 

observing therapy team are focused on a common goal of 

solving the problem that the clients bring to treatment and 

because information is exchanged between these various 

subsystems. In essence, there could be two different 

research projects with one focusing on the clients 

perceptions of the therapy process and one focusing on the 

therapist(s) and the observing team's perceptions of the 

therapy process. Due to the interdependence between the 

clients, therapist(s), and the observing therapy team in the 

reflecting team therapy process, this study will compare the 



perceptions of the therapy process by all of the subsystems 

involved. 
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Currently, there are only a few studies that compare 

the perceptions that clients have of the family therapy 

process when an observing therapy team is part of the 

treatment approach. Green and Herget (1989a) suggested in 

their research, on the use of a Milan Systemic Family 

Therapy Team Model (Selvini Palazzoli, Boscolo, Cecchin, & 

Prata, 1978, 1980) that there has not been any empirically 

sound studies that have examined the process or the outcome 

of the Milan Family Therapy Team Model. The Milan Systemic 

Model of family therapy was developed in Milan, Italy during 

the 1970's by Selvini Palazzoli et al. (1978, 1980). This 

model became very popular with family therapists due to its 

use of a family therapy team in the treatment process and 

its efforts to operationalize such theoretical constructs as 

hypothesizing, circularity, and neutrality in the therapy 

process. The Reflecting Team Model is a derivative of this 

Milan Systemic Family Therapy Model. 

Green and Herget (1989a) developed their own outcome 

study contrasting regular family therapy without the use of 

a family therapy team with a treatment group that received a 

Milan Systemic Family Therapy team consultation interview in 

addition to their regular family therapy without the use of 

an observing therapy team. Green and Herget's (1989a, 

1989b, 1991) results indicated that the treatment group 
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which had received the therapy team consultation in 

conjunction with the regular family therapy did better at 

attaining their main treatment goals at follow-up periods of 

one month and three years than the comparison treatment 

group of families that did not have the consultation 

interview with the therapy team. 

In another study, Coleman (1987) examined a group of 

clinical families that received family therapy using an 

observing therapy team model and this treatment group was 

compared to a group of families that received family therapy 

without the use of an observing therapy team. In this 

study, the treatment group was given family therapy based on 

the Milan Systemic Family Therapy Model (Boscolo, Cecchin, 

Hoffman, & Penn, 1987; Selvini Palazzoli et al., 1978, 1980) 

where an observing therapy team was employed as part of the 

treatment model. The results suggested that the Milan 

Systemic Family Therapy Team Model was not as effective as 

their comparison group that received Structural/Strategic 

Family Therapy (Minuchin, 1974; Haley, 1987). They also 

noted that families receiving the Milan Systemic Family 

Therapy Model generally did not like the approach or feel a 

strong therapeutic alliance with the therapist or the 

observing therapy team. 

Mashal, Feldman, and Sigal (1989), in an outcome study 

of the Milan Systemic Family Therapy Model, found more 

promising outcome results than Coleman's (1987) study, but 



also reported the lack of a strong therapeutic alliance for 

the families with the therapist and the observing therapy 

team. In response to the less than favorable alliances of 

9 

. the clients with the therapists and the observing therapy 

teams in these studies, Green and Herget (1991) developed a 

process and outcome study of a revised Milan Systemic Family 

Therapy Model which placed more emphasis on therapist warmth 

and therapist activity rather than the standard therapist 

stance of neutrality in the original Milan Family Therapy 

Model. Green and Herget 1 s (1991) results suggested that 

families were more likely to achieve their main treatment 

goal in a therapy team approach to family therapy when the 

therapist was active and warm during the therapy session as 

perceived by the client families. 

More recently, two quantitative studies (Griffith et 

al., 1992; Hoger et al., 1994) and four qualitative studies 

(Sells et al., 1994; Smith et al .. , 1992, 1993, 1994) 

examined the reflecting team therapy process. Griffith et 

al. (1992) compared client communication processes during 

the therapy session prior to and immediately after the 

reflecting team intervention. The results showed an 

increase in interactional sequences indicating more trust, 

comforting, and nurturing for client families after the 

reflecting team intervention. Hoger et al. (1994), in an 

outcome study on the Reflecting Team Model, found that two 

thirds of the families at follow-up (15 months) reported a 
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decrease in symptoms and 80% of the families were satisfied 

with their treatment. The studies by Smith et al. (1992, 

1993, 1994) used qualitative methods to study clients' and 

therapists' perceptions of the reflecting team process. 

Statement of the Research Problem 

This current study intends to add to the research on 

the Reflecting Team Model by including both quantitative and 

qualitative methodologies in the study design and by 

describing and contrasting two observing therapy team 

models, the Reflecting Team Model and a Strategic and 

Solution-Oriented Team Model of practice. This was 

accomplished by assessments from all contributing members of 

the therapy process and by use of self-report, 

observational, and qualitative data collection strategies. 

Purpose and Objectives 

This study examined the perceptions and experiences of 

all subsystems involved in the Reflecting Team Model 

(Andersen, 1987, 1990). In this study, the clients' 

perceptions and experience of the therapy process will be 

examined using two different family therapy team treatment 

models. The family therapy team treatment models are: Xl

clients receiving therapy using the Reflecting Team Model 

and X2-clients receiving therapy using a Strategic and 

Solution-Oriented Therapy Team Model. 

Some of the previous studies (Coleman, 1987; Green & 



Herget, 1989a, 1989b, 1991) have compared a Milan Systemic 

Family Therapy Team Treatment Model to family therapy 

without the use of an observing therapy team where the 

therapist worked with clients alone without the use of an 

observing therapy team. In comparison, this current study 

contrasts and compares two different family therapy team 

treatment models. 

11 

It will become evident in the upcoming literature 

review chapter for this study that there is not one model or 

type of Systemic Family Therapy. Systemic Family Therapy is 

practiced differently by a variety of family therapy 

clinicians and theorists. Some practitioners were 

particularly influenced by the original developers of the 

Milan Systemic Family Therapy Model (Selvini Palazzoli et 

al., 1978). However, as Hoffman (1988) indicated, other 

important practitioners (Anderson, Goolishian & Winderman, 

1986; Keeney, 1983; McCarthy & Byrne, 1988; Tomm, 1987a, 

1987b, 1988a; White, 1986) developed their own versions of 

Systemic Family Therapy. As will be noted in the upcoming 

literature review chapter, these models of family therapy 

have drawn on the theories of Bateson (1972, 1979) and 

Maturana (1975) to guide their clinical work. 

The Reflecting Team Model (Andersen, 1987, 1990) is an 

example of one of these systemic, second order cybernetic 

concepts that have been operationalized for the family 

therapy process. It is considered a second order cybernetic 
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process because the reflecting team is considered to be one 

part of a larger client-therapist-therapy team treatment 

system where information is exchanged in a recursive manner 

by all of these components of this larger treatment system. 

In contrast, a first order cybernetic model of therapy is 

one where the therapy team is viewed as separate and not a 

part of the client-therapist system. Therefore, the therapy 

team can intervene into the therapist-client system directly 

by calling in interventions to the therapy room or by giving 

clients tasks to do at home in between therapy sessions 

(Keeney, 1983). A description of Bateson's (1972) 

definitions for first and second order cybernetics will be 

given in the literature review chapter. 

Clinicians (Tomm, 1988b) who have used a Reflecting 

Team Treatment Model suggest that it is an interesting, 

respectful, and enjoyable way to conduct therapy. It is the 

perception of those who have used the Reflecting Team Model 

that it is less directive in the way it intervenes in 

working with the family system and more likely to generate 

the family system's own solutions than the Strategic or the 

Milan Systemic Therapy Team Models (Hoffman, 1988; Parry & 

Doan, 1994; Tomm, 1988b; White, 1995). Tomm (1988b) argued 

that besides being a less directive approach to family 

therapy, he also indicated that families may feel less of a 

sense of manipulation when the Reflecting Team Model is used 

in comparison to when a Strategic or a Milan Systemic Family 
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Therapy Model is used with clients. However, proponents of 

the Strategic and Solution-Oriented Family Therapy Models 

(Deshazer, 1988, 1991; Haley, 1987) would probably take 

issue with the above description of the therapy process by 

arguing that Strategic and Solution-Oriented Models are 

respectful of clients. At times, Strategic and Solution

Oriented therapists can be directive in therapy but would 

argue that they do not manipulate clients any more than any 

type of psychotherapy does (DeShazer, 1988, 1991; Haley, 

1-976, 1987). 

The Reflecting Team Model utilizes a procedure where 

the therapist and the clients are sitting together to 

observe and listen to the reflecting team's comments about 

the current therapy session. This contrasts with the 

consultative model where the therapist leaves the room to 

consult with the observing therapy team behind the one-way 

mirror (as Strategic and Milan Systemic Family Therapy 

Treatment Models do). It is hypothesized that the 

Reflecting Team Model may strengthen the therapist/family 

alliance and facilitate a more egalitarian relationship for 

clients with the therapist and the therapy team. In theory, 

from a reflecting team perspective, this egalitarian 

relationship is more likely to occur in the Reflecting Team 

Model than in the Strategic Team Model because of the 

different ways the therapy team is used in these two models. 

However, it is argued that both of these different therapy 
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team models help families develop alternative ideas and 

behaviors but the process of how it happens is different for 

each model. 

Prior to the reflecting team I s.· conversation, the team 

members sit quietly behind the observati.on mirror and listen 

to the therapist/family conversation in order to come up 

with their own alternative ideas about what they are 

observing in the therapy interview. Theoretically, this is 

intended to reduce potential contamination by preventing the 

therapy team from coming up with just one hypothesis or idea 

about the family's situation. The therapist/family system 

hears a number of different ideas rather than any single 

pre-planned idea (which usually occurs on a Strat~gic or a 

Milan Systemic Family Therapy Team). In addition, during 

the actual reflection by the team, an idea of one member may 

trigger a new idea in another team member that he/she had 

not considered prior to he.aring the other member's 

reflection or comment (Andersen, 1987, 1990; Tomm, 1988b). 

In contrast to this, in the Strategic Team Model, the 

therapy team purposefully talks together to provide clients 

with one or two ideas or tasks so that the clients have a 

specific direction to follow that will help them resolve 

their presenting problem. 

Some of these ideas about the possible impact of the 

reflecting team on the therapy process are primarily 

theoretical assumptions that have only begun to be validated 
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by research (Griffith et al., 1992; Hoger et al., 1994; 

Sells et al., 1994; Smith et al., 1992, 1993) into the 

effect of this Systemic Family Therapy Model and process on 

the family system, the therapist, and the therapy team. 

Initially, as is the history with most of the family therapy 

models and their subsequent therapeutic techniques, the 

Reflecting Team Model was derived only from theory rather 

than from a combination of theory and empirical research 

findings. The Reflecting Team Model is being advocated by 

many systemic family therapists (Andersen, 1987; Hoffman, 

1988; Tomm, 1988b) because of its fit with the theoretical 

foundations of Systemic Family Therapy which includes 

cybernetics (Bateson, 1972, 1979) and constructivism (Efran, 

Lukens, & Lukens, 1988). However, the question of whether 

there is an empirical fit between the model's theoretical 

assumptions and its actual clinical outcomes has only begun 

to be known. It is hoped that researchers and therapists 

will continue to develop research instruments that are 

designed to elicit perceptions of the therapy process by the 

participants involved (this includes families, therapists, 

and the therapy teams). Bringing forth these perceptions in 

conjunction with outcome results will allow further steps to 

be taken to validate the preliminary assumptions of this new 

Systemic Family Therapy Model. 

This study is a limited and far from comprehensive 

attempt to empirically study the impact of the Reflecting 
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Team Model on a small sample of families, therapists, and 

therapy team members. The families' perceptions of the 

reflecting team therapy process will be compared to the 

perceptions of the therapy process by another small group of 

subject families using a Strategic and Solution-Oriented 

Family Therapy Team approach. The therapists and team 

members will be exposed to both family therapy team models 

and will be asked to compare and contrast their experiences 

using the two different models. As Gurman and Kniskern 

(1978) suggested, this study will employ multiple measures 

of the therapeutic process and will measure the perceptions 

of the process from both the insider and outsider 

perspectives. The insider perspective is the perspective of 

the therapy process that any part of the therapy treatment 

system (i.e., clients, therapist, and the therapy team) 

would have. An outsider perspective comes from someone who 

is not part of the therapy treatment system such as 

independent raters who would code transcripts or videotapes 

of the therapy process. 

Hypotheses for the Clients 
Stated in the Null Form 

1. There will be no difference in the perceptions of the 

therapy process between couples/families in the two 

treatment groups Xl and X2, where Xl is the Reflecting Team 

model and X2 is the Strategic and Solution-Oriented Team 

Model. 
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2. There will be no difference among the two treatment 

groups in the couples'/families' ability to find and use 

their own solutions to the presenting problem. 

3. There will be no difference between the two treatment 

groups in the couples'/families' sense of hopefulness that 

the presenting problem will be resolved. 

4. There will be no difference between the two treatment 

groups in the perceptions by the couples'/families' that 

they are united with the therapist in solving the presenting 

problem. 

5. There will be no difference between the two treatment 

groups in the couples'/families' level of interest and 

cooperation in the therapy process. 

6. There will be no difference between the two treatment 

groups in the couples'/families' ability to change their 

original view of the problem. 

7. There will be no difference between the two treatment 

groups in the couples'/families' perception of being 

manipulated by the therapist. 

Hypotheses for the Therapists/Team Members 
Stated in the Null Form 

1. There will be no difference in team members' preferences 

for using a Reflecting Team Model or a Strategic Team Model. 

2. There will be no difference in team members' ability to 

focus on clients' strengths, exceptions to the problem, and 

on solutions to the problem when either a Reflecting Team 
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Model or a Strategic Team Model is used. 

3. There will be no difference in team members' awareness of 

and focus on clients' problems, and problematic patterns 

when either a Reflecting Team Model or a Strategic Team 

Model is used. 

4. There will be no difference in team members' perceptions 

of how their ideas/interventions for clients are listened to 

in the therapy process whether a Reflecting Team Model or a 

Strategic Team Model is used. 

5. There will be no difference in team members' perceptions 

of cooperativeness among the team members whether a 

Reflecting Team Model or Strategic Team Model is used. 

6. There will be no difference in team members' perceptions 

of their effort to attend to and focus on the family therapy 

interview whether a Reflecting Team Model or a Strategic 

Team Model is used. 

7. There will be no difference in team members' perceptions 

of the pressure or anxiety that they feel to come up with 

ideas/interventions for clients whether a Reflecting Team 

Model or a Strategic Team Model is used. 

8. There will be no difference in team members' experience 

of any hierarchical differences or professional distance 

between the therapy team and clients whether a Reflecting 

Team Model or a Strategic Team Model is used. 

9. There will be no difference in team members' experience 

of themselves as active participant observers in the therapy 
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process whether a Reflecting Team Model or a Strategic Team 

Model is used. 

10. There will be no difference in the therapists' 

· perceptions of being supported and not judged by the therapy 

team whether a Reflecting Team Model or a Strategic Team 

Model is used. 

11. There will be no difference in the therapists' 

perceptions of being connected to and aligned with clients 

whether a Reflecting Team Model or a Strategic Team Model is 

used. 

12. There will be no difference in the therapists' 

perceptions of the clients' ability to focus on their own. 

ideas and solutions to their problems whether a Reflecting 

Team Model or a Strategic Team Model is used. 

13. There will be no difference in the therapists' 

perceptions of the clients' comfort level and ease with the 

therapy team process whether a Reflecting Team Model or a 

Strategic Team Model is used. 

14. There will be no difference in the therapists' or the 

team members' perceptions of the usefulness and 

effectiveness of the therapy team process whether a 

Reflecting Team MQdel or a Strategic Team Model is used. 

Assumptions 

Given concerns about mortality of subjects while the 

study was being conducted, it will be assumed that 

couples/families will have had enough treatment sessions 
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with the therapists after the fourth therapy session to 

respond to the multiple measures of the dependent variable. 

Therefore, it is assumed that in the two treatment groups, 

after four therapy sessions, the therapists will be able to 

join with the couples/families initially, will be able to 

develop a clear understanding of the problem for both the 

therapist and the family, and will have discussed some 

possible solutions to the problem. 

For the population fromwhich the sample will be drawn, 

originally the author attempted to use subjects from several 

counseling centers including the clinic employing the 

author. This was proposed in an effort to strengthen the 

generalizability of the results from the study. However, 

the study was turned down by the other clinical sites 

contacted. Therefore, subjects were solely drawn from the 

clinic site where the author worked and generalizability of 

the results would have to be limited to sites with similar 

client demographics. For a copy of the solicitation letters 

to the proposed clinical sites and to prospective clients 

for the study, see Appendix A. 

Limitations 

Since this study draws from a client population of 

mostly self-referred couples/families that are seeking 

marital/family therapy, it was difficult to develop a large 

sample for the study. The small sample size is a potential 

threat to the internal and external validity of the study. 
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Given that this is a self-referred population, random 

selection of subjects for the study was not possible because 

many of the clients seeking marital/family therapy at the 

clinic site chose not to participate in the study. This 

ruled out the use of a true experimental design and called 

for the use of an exploratory design with an emphasis on 

descriptive and comparative analyses. 

Given the recent development of the Reflecting Team 

Model of systemic family therapy practice and the limited 

number of empirical studies on this model, it is argued that 

an exploratory/descriptive research design is warranted. 

With the proposed dependent variables emanating from the 

couples'/families' and the therapists'/team members' 

perceptions of the therapy process. It is also important to 

use quantitative and qualitative instruments that measure 

the therapeutic process from the multiple perspectives of 

the subsystems involved in the therapy {i.ea~ clients, 

therapist, and therapy team). 

In a review of the therapeutic process and therapeutic 

alliance literature, the author decided to use the family 

version of the Integrative Psychotherapy Scales developed by 

Pinsof and Catherall (1986). Use of other scales for the 

study are reported in Chapter III. However, as noted in 

Chapter III, some of the quantitative instruments used in 

this study had to be rewritten to reflect a systems or 

family focus rather than an individual focus. This may 
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affect the validity and reliability of these instruments. 

In Chapter III, two other measures of the clients' part· 

of the dependent variable (i.e., face to face interviews by 

the researcher with the couples/families asking open-ended 

and closed-ended questions about the therapy process and 

independent raters viewing videotapes of the therapy 

sessions for the two treatment groups) are used to 

strengthen the study design by using multiple measures from 

both the insider and outsider perspective. However, the 

observational coding system was developed by this author and 

validity and reliability had not been established on an 

adequate sample prior to this study. 

Qualitative interviews and a quantitative instrument 

are employed to measure the therapists'/team members' part 

of the dependent variable. Due to the unique aspects of 

this study, the quantitative instrument for the 

therapists/team members was developed by this author and 

validity and reliability were not fully established. These 

reliability and validity issues for both clients and 

therapists/team members are limitations in this study. 

Measurement issues will be carefully addressed and 

qualified during the discussion of the design and the 

results from this study. In short, the exploratory and 

qualitative features will be highlighted within the context 

of its potential for further study. Another limitation is 

the aspect of the researcher's bias as to the outcome of the 
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study due to the author's personal training, study, and use 

of the Reflecting Team Model for about seven years now. The 

Reflecting Team Model was adapted as a clinical and training 

tool in the clinic one afternoon/evening a week, where the 

author worked at the study site. The equivalence of the 

researcher being the therapist for some of the families in 

the study and, also, a participant on the observing therapy 

team, creates potential bias problems. Gurman and Kniskern 

(1978) point out how a study's research design is 

strengthened when the therapist is not in the role of the 

researcher as well. But the clinical and practical context 

of the study site did not permit this split between the 

therapist and researcher. Coders, other than the author, 

were used and consultants were used at all phases of the 

study. 

Other limitations in the design of the study include 

the possibility of the existence of extraneous and 

interve~ing variables that were difficult to control in the 

study design. Clearly, having a self-referred sample of 

clinical couples/families leads to the possibility of the 

two treatment conditions not being similar on demographic 

variables, functioning level, organization of the families, 

and on the presenting problem bringing the families into 

treatment. Other potential problems in the study's design 

include the differences in the training and expertise of the 

therapists and team members for the two treatment groups. 



As Gurman and Kniskern (1978) point out, the inability to 

control for these extraneous variables in family therapy 

outcome studies are common methodological flaws in past 

family therapy research studies. 

Definitions 
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A Reflecting Team Model is defined as a model of 

therapy where therapy team members observe the therapist

client session quietly from behind a one-way mirror. At a 

certain point in the therapy session, the therapy team goes 

into the interview room and the therapist and the clients go 

to the team observation room where they listen to the 

therapy team have a conversation (reflection) about their 

ideas of the therapist and the client(s) discussion up to 

that point in the therapy session. After the team 

conversation, the team goes back to the observation room and 

the clients and therapist go back to the interview room and 

resume their therapy conversation. The focus for the 

therapy team, in the Reflecting Team Model, is to offer a 

variety of ideas to clients in a respectful and tentative 

manner and to take a curious rather than a judgmental stance 

towards the clients' situation. 

A Reflective Therapy is a type of therapy that involves 

seeing the therapist as a co-participant in the therapy 

process with families or clients. As a co-participant, the 

therapist and the family engage in a conversation around the 

presenting problem (Anderson & Goolishian, 1988). The 
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therapist and the family both offer ideas about the problem 

situation. The therapist is not viewed as having more 

expert knowledge than the family, just a different kind of 

knowledge than the family. The therapist takes a curious 

stance with the family about their problem situation and 

offers ideas in a tentative manner that lets the family 

decide whether the ideas that are offered are useful to 

them. 

A Reflecting Team is an observing therapy team where 

the team members sit quietly and do not share their thoughts 

while they observe a family therapy session with a therapist 

and a family. At a certain point, in the therapy session, 

the reflecting team members have a conversation where they 

talk about the ideas that they had while watching the 

therapy session. The therapist and the family observe the 

conversation that the team members are having. In the team 

members' conversation, they offer the ideas that they think 

may be useful for the family or for the therapist, and this 

is done is a tentative manner so that the team members are 

not seen as the experts on the family's situation. After 

the team's reflection or conversation, the therapist and the 

family resume the therapy session and they may comment on 

some of the ideas that were discussed by the reflecting 

team. 

A Reflecting Process is a part of the therapy process 

where the therapist or the therapy team offer ideas that 
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they have about the family's problem situation. The ideas 

are offered in a tentative manner so that the therapist or 

the therapy team is not viewed by the family as the 

expert(s) on their situation. · It is the family that decides 

whether any of the ideas that are offered are useful to them 

in their efforts to resolve their problem situation. This 
f 

reflecting process can occur· when the treatment involves an 

observing therapy team or when the therapist is working with 

a family without the use of a therapy team. 

A Strategic and Solution-Oriented Family Therapy Team 

Model is defined in this study as a method of family therapy 

treatment that uses an observing team of therapists and 

students behind the one-way mirror who view the therapy 

session that involves the therapist and the family. The 

observing team is active and participates in the therapy 

process by calling in quest1ons or interventions for the 

therapist to ask the family during the interview. · Towards 

the end of the session, the therapist will usually go back 

and consult with the observing team and will bring back 

closing comments or homework for the family to do during the 

intersess·ion. The Strategic (Haley, 1976, 1987) and 

Solution-Oriented (Deshazer, 1985, 1988, 1991) Models of 

family therapy will be the primary models used by the 

observing team when this treatment approach is used in the 

study~ The Strategic Model of family therapy assesses the 

family's structure and hierarchy. This model believes that 
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problems occur for families when the family is in a 

transition phase in the family life cycle where the family 

is moving from one stage of the life cycle to another stage 

of the life cycle that is unfamiliar to them (such as the 

leaving home stage of the life cycle when young adults move 

out of the family home and become independent) (Haley, 

1980). Problems also arise in families when strong 

alliances occur that interfere with the normal hierarchy 

within the family. The therapist intervenes by helping the 

family to regain its normal structure and hierarchy through 

in-session interventions and planned tasks to do at home in 

between the therapy sessions. 

A Solution-Oriented Model of Family Therapy actively 

looks for exceptions to the problem behavior in the family 

(i.e., the times in the family when the problematic behavior 

is not occurring). As the therapist talks with the family 

about the exceptions to the problem, the therapists works 

with the family to find ways to continue and expand these 

non-problematic patterns (i.e., solutions to the problem) so 

that the solution behavior is occurring mo~e than the 

problem behavior in the family. The therapist verbally 

reinforces the family in their efforts to eliminate the 

problem behavior and offers suggestions and tasks for the 

family to follow at home in between the therapy sessions. 

(Deshazer, 19~5, 1988, 1991). The Strategic and the 

Solution-Oriented Models of family therapy can be used with 



an observing therapy team or can be used by a therapist 

without the use of an observing therapy team. 

A Milan Family Therapy Model is defined as a type of 

family therapy based on the concepts developed by Selvini 

Palazzoli et al. (1978, 1980) which include hypothesizing 

about the reasons for the clients' problems, taking a 

neutral therapeutic stance, and intervening with clients 

through the use of circular questions. The model tends to 

use an observing therapy team as well. 
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Systemic Family Therapy refers to models of family 

therapy that have been derived from the original Milan 

Systemic Family Therapy Model (Selvini Palazzoli, M., 

Boscolo, L., Cecchin, G. & Prata, G., 1978). These models 

of family therapy use a second order cybernetic perspective 

which implies that the therapist, in working with a clinical 

family, temporarily joins the family to form a new system 

called the therapist-family treatment system. In this new 

treatment system, the therapist and the family interact with 

each other in a recursive manner with neither having 

unilateral control over the other (Keeney, 1983). Due to 

their own participation in the treatment system, the 

therapist can not take a truly objective position because 

they are part of treatment system and are influenced by the 

recursive interactional process that occurs between the 

therapist and the family. This implies that the therapist 

is not separate from the family in therapy. Therefore, the 
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therapist can not intervene in the family system in an 

objective manner. When the therapist intervenes with a 

family, the family decides whether the intervention fits for 

them or not. Basically, the family gives its own meaning to 

behaviors and they are the experts in deciding what 

behaviors are useful for their family. Since its inception, 

with the Milan Systemic Family Therapy Model, Systemic 

Family Therapy has been further developed by other 

practitioners as well (Hoffman, 1988; Tomm, 1987a, 1987b, 

1988a). The Reflecting Team Model as developed by Andersen 

(1987) is an adapted version of the original Milan Systemic 

Family Therapy Model. 

A First Order Cybernetic Perspective is defined as a 

type of family therapy that sees the observing therapy team 

as separate and distinct from the therapist-client system. 

By being separate, a first order perspective suggests that 

the therapy team can observe the therapist-client system and 

suggest interventions that would help change the client 

system in a positive manner. 

A Second Order Cybernetic Perspective is a term used by 

models of family therapy that closely try to operationalize 

Bateson's (1972, 1979) cybernetic epistemology in actual 

family therapy practice. These are models of family therapy 

that attempt to deemphasize the hierarchical difference 

between the therapist and the family, that do not attempt to 

use directive techniques or interventions with clients, and 
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try to avoid using the therapist's power to bring about 

change in clients. However, these models of treatment view 

the therapist's role as one of a catalyst that helps the 

family to come up with their own solutions to the problem 

(Keeney, 1983). 

A Cybernetic Epistemology stems from Bateson's (1972, 

1979) interpretation of cybernetic theory (Wiener, 1967). 

Bateson examined the patterns that are similar for all 

living systems and looked at how information is exchanged 

for living systems within their environment. Bateson looked 

at how information was communicated and exchanged within 

families, so that families could be both stable and also 

change and adapt, when it needed to in response to its 

environment or to the developmental needs of the members of 

the family. Bateson believed that the concept of mind 

involved the recursive interchange of information for the 

living system with its environment. This implies that the 

living system becomes part of a larger system when it 

interacts with its environment. In the application of a 

cybernetic epistemology to family therapy, the therapist is 

seen as involved in a recursive process of exchanging 

information with the family where the therapist is not seen 

as separate from the family system but becomes part of a new 

treatment system that involves the therapist and the family. 

From this perspective, with the therapist being a part of 

the treatment system, the therapist can not be fully 
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objective in how it views the family since he/she is also 

part of the same system as the family. It is argued that 

both the therapist and the family have information and ideas 

but the therapist's ideas are not given a greater value than 

the family's ideas (Keeney, 1983). 

Liberation is defined as the family's ability to change 

their view of the presenting problem so that they can see 

alternative causes or reasons for the problem (Tomm, 1988b). 

Generally, the family moves or shifts from a blaming posture 

where one family member is identified as causing or having 

the presenting problem to a posture where they see 

everyone's participation in the problem behavior or are able 

to see a less blaming reason for why they have the problem. 

Liberation also refers to the family's ability to see 

alternative solutions for the resolution of the problem. 

Empowerment is defined as the experience that clients 

have when they have some control over the presenting problem 

and are able to use their own ideas and solutions to reduce 

or resolve the presenting problem rather than seeing the 

choices and control of their situation in the hands of the 

therapist or some other outside party. 



32 

CHAPTER II 

REVIEW OF LITERATURE 

This literature review begins with a discussion of the 

underlying conceptual frameworks for Systemic Family Therapy 

from which the Reflecting Team Model evolved. General 

systems theory (Bertalanffy, 1968) is included because of 

its importance as a theoretical framework for the family 

therapy field as a whole and because of its use by the Milan 

Family Therapy Team (Selvini Palazzoli et al., 1978) who 

were the original developers of the Milan Systemic Family 

Therapy Model. 

General systems theory was most influential as a 

guiding conceptual framewor~ for the 6riginators of the 

Miian Systemic Family Therapy Model in their early stages of 

development (Boscolo et al., 1987). The clearly predominant 

conceptual framework used in Systemic Family Therapy is 

cybernetic theory as interpreted by Bateson (1972, 1979). 

More recently, systemic theorists/practitioners (Andersen, 

1987; Cecchin, 1987) have also used Maturana's (1975, 1980) 

structure determinism as a theoretical.framework for 

Systemic iherapy. This biologically based theory has been 

in the forefront with the theorists/practitioners using 

constructivism as their guiding framework (Efran, Lukens, & 
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Lukens, 1988; Hoffman, 1990; Tomm, 1988b). However, 

constructivism has at times been confused with social 

construction theory by family therapy practitioners 

(Hoffman, 1991). Social construction theory is another 

theoretical framework that is currently guiding some models 

of Systemic Family Therapy (Gergen, 1985; Goolishian & 

Anderson, 1988; Hoffman, 1991). 

Theoretical Underpinnings of 
Systemic Family Therapy 

Using the metaphor of a newly constructed house to 

describe the various models of family therapy, one would 

probably be accurate to describe their foundations as being 

made of general systems theory (Bertalanffy, 1968) . 
. ~ 

Continuing this metaphor for only Systemic Family Therapy, 

one could probably get the sensation from touching its 

inside and outside walls and its roof that these quite 

noticeable components came from cybernetic theory. Looking 

through the windows of this newly constructed house, one 

would probably see that the glass comes from the theory of 

structure determinism (Maturana, 1975, 1980) and social 

construction theory (Gergen, 1985). The following sections 

in this chapter will provide an overview of these conceptual 

frameworks that have influenced the theory and practice of 

Systemic Family Therapy. 
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General Systems Theory: A Conceptual Framework for Systemic 

Family Therapy 

As most practitioners of family therapy know, the 

Systemic Family Therapy Model (Selvini Palazzoli et al., 

1978, 1980) is one of several major models or schools of 

family therapy. The common thread through most of the major 

models of family therapy is their use of general systems 

theory (Bertalanffy, 1968) as their underlying conceptual 

framework. General systems theory (Bertalanffy, 1968) can 

be viewed as a universal theory that can use its theoretical 

umbrella to understand and describe all living systems from 

an individual cell to the biosphere. 

According to Bertalanffy, "general systems theory is 

intended to elaborate properties, principles, and laws that 

are characteristic of •systems' in general, irrespective of 

their particular kind, the nature of their component 

elements, and the relation of 'forces• between them" (cited 

in Laviolette, 1981, p. 109). In describing the living 

organism as a system, Bertalanffy (1968) stated that "any 

organism is a system, that is a·dynamic order of parts and 

processes standing in mutual interaction" (p. 208). And, as 

a living system, the organism is inherently active in that 

it seeks out active interchange with its environment. From 

this perspective, the living organism maintains its 

stability and growth within its environment by using such 

systemic properties as wholeness, goal-directedness, 
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organization, hierarchical order, regulation, and other 

systemic properties in its interaction with its environment 

which is comprised of other smaller and larger systems with 

similar properties. 

Discussions of systems distinguish between open and 

closed systems, with living systems (such as a family 

system) being characterized as open systems. Bertalanffy 

concluded that open systems are "maintained in import and 

export, building-up and breaking-down of material 

components; in contrast to the closed systems of 

conventional physics which do not exchange matter with the 

environment" (cited in Laviolette, 1981, p. 112). 

Bertalanffy pointed out that closed systems move towards 

entropy while in living systems (such as family systems) 

movement is towards states of higher order which Bertalanffy 

called "anamorphosis". According to LaViolette (1981), who 

edited a collection of Bertalanffy's papers, Bertalanffy 

conceptualized general systems theory as a unifying theory 

that gives us a coherent view of the world that allows all 

disciplines to fall into a logical and coherent place within 

the overall framework of general systems theory. 

Constructivist Thinking and Systemic Family Therapy 

Ellis (1987) defined a conceptual framework as "a 

framework of concepts held together by a set of assumptions 

about human behavior" (p. 4). These concepts and 

assumptions help us organize reality by focusing on some 
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phenomena which also implies that certain other phenomena is 

not focused on (Ellis, 1987). Becvar and Becvar (1982) 

suggested that we "invent" the notion of a system so that we 

can understand recurring patterns that we see in the world 

around us. Becvar and Becvar s_tated that "it is useful and 

simplifies our understanding of the world to conceptualize a 

given pattern of relationships as a system .... Systems 

theory is a unifying theory. Instead of studying objects 

and people discretely, we now have a means of studying them 

in relationships" (Becvar & Becvar, 1982, p. _5). They 

indicated that we have "invented" other systems also by the 

way we punctuate and organize our environment, these other 

systems include the solar system, culture, neighborhoods, 

etc. (Becvar & Becvar, 1982). 

This notion of "inventing" a system can be seen in 

Systemic Family Therapy's current emphasis on the use of 

constructivist thinking and its application to family 

therapy. Constructivism stems from philosophy and has its 

origins in the work of Immanuel Kant in the 18th century. 

According to Efran, Luken, R., and Luken, M. (1988), Kant 

"regarded knowledge as the invention of an active organism 

interacting with an environment" (p. 28). Efran et al. 

(1988) further stated in their comparison of Lockean and 

Kantian philosophy that: 

The card-carrying Lockean regards mental images as 

basically representations of something outside the 
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organism; while the Kantian assumes that mental images 

are wholly creations of the organism ... the images of 

the objectivist can be thought of as discoveries about 

the outside world, and the images of the constructivist 

are more like inventions about what is out there. 

( P. 28) 

As much of the family therapy literature (Gurman & 

Kniskern, 1981) indicated, most of the models of family 

therapy used general systems theory as the theoretical 

framework in which to view interactions within the family. 

Since family therapy grew out of the study of culturally 

determined behavioral pathology within the culturally 

defined social unit called the family, family therapists 

found systems theory to be a more useful conceptual 

framework than the predominant conceptual framework (i.e., 

psychodynamic theory) used in the mental health field when 

family therapy began to develop in the 1950's. In essence, 

it was more useful for therapists with a social, 

interactional, and a family perspective to view behavioral 

problems within the context in which it occurs (the family) 

and less useful to view it from the intrapsychic context. 

(It should be noted though that some family therapists 

[Nichols, 1987] have begun to rediscover the "self" as an 

important component in the family system). In doing so, 

general systems theory became the natural theoretical 

framework to guide the family therapy field since it is a 
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conceptual framework that can be generalizable to all living 

systems. The emphasis on the usefulness rather than the 

correctness of using systems theory to study the family is 

important from a constructivist position. 

For a family therapist, a systems perspective of the 

maintenance of human problems is more useful than a 

psychodynamic perspective of human problems. (Obviously, 

for the psychodynamic therapist, the psychodynamic 

perspective is viewed as more useful.) For a true 

constructivist, neither conceptual framework is more correct 

or valid than the other and the differing positions taken 

tell more about the "observers" than they do about 

"reality". (Even though a constructivist family therapist 

would probably still view the family as seen from a systems 

perspective as more useful than the perspective that is 

given when one looks through a psychodynamic lens). 

Cybernetic Epistemology: A Framework for Systemic Family 

"Therapy 

Burbatti and Formenti (1988), in their book on Milan 

Systemic Family Therapy, suggested that Milan Systemic 

Family Therapy has its origins in general systems theory and 

Bateson's (1972, 1979) cybernetic epistemology. They state 

that "general systems theory is an integrated and 

interdisciplinary holistic approach to the most disparate 

fields of human knowledge. It is based on the concept of a 

system, namely of an organized unit determined by the 
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reciprocal interaction of its components" (Burbatti & 

Formenti, 1988, p. 7). These authors suggested that our 

defining families as systems led to viewing families as open 

systems that interact with their environment through the 

exchange of energy (i.e., information). 

In Burbatti and Formenti's (1988) discussion of 

Bateson's seminal work, they emphasized Bateson's ideas on 

the pattern that connects. With this idea, Bateson (1972, 

1979) examined the patterns that connect or are universal to 

all living systems that interact with their environment 

including the family system. Bateson held that the concept 

of "mind" was not an organ within the human skull but is the 

pattern of interaction that a system had with its 

environment that allowed for the continued existence of the 

living system in its environment. From this definition, all 

living systems were said to have "mind". In essence, 

Bateson (1979) looked for the pattern of life common to all 

organisms. This focus oh.the "pattern that connects" stems 

from Bateson's interest in biology, anthropology, and the 

new disciplines that emerged in the 1940's (general systems 

theory and cybernetic theory). Bateson was keenly 

interested in cybernetic theory. Norbert Wiener (1967) is 

commonly known as the founder of cybernetics; he was 

interested in the flow and exchange of information in living 

and nonliving systems. Burbatti and Formenti (1988) 

indicated that: 



Wiener proposed to revolutionize the scientific world 

by diverting scientific attention from the study of 

quantity, causes, and substances-typical of classical 

physics and of the disciplines inspired by it-to the 

study of relations, organizations, and form. The 

general principle of cybernetics was, and is, that of 

information. (p. 7) 

Bateson (1979), in his paper on the criteria of mental 

process, stated that: 

1) A mind is an aggregate of interacting parts or 

components. 2) The interaction between parts of mind 

is triggered by difference. . 3) Mental process 
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requires collateral energy. 4) Mental process requires 

circular (or more complex) chains of determination. 5) 

In mental process, the effects of difference are to be 

regarded as transforms (i.e., coded versions) of events 

which preceded them .... (p. 102) 

Bateson suggested that all living systems had these and 

other characteristics. These characteristics are similar to 

some of the concepts in general systems theory in which 

Bateson also had more than a passing interest. 

In contrasting general systems theory and cybernetic 

theory, Keeney (1983) discussed some of the differences 

between the two theories. For Keeney, a "systems" or 

"circular" epistemology may not actually be a cybernetic 

epistemology. Keeney (1983) stated that: 
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In family therapy, for example, a "systems 

epistemology" is often used simply to indicate a 

holistic view, for example, working with families 

rather than individuals. Cybernetics, however, is 

principally concerned with changing our conceptual lens 

from material to pattern, rather than parts to wholes. 

Thus, in the world of cybernetics, both parts and 

wholes are examined in terms of their patterns of 

organization. (p. 95) 

Keeney argued that Bertalanffy's (1968) general systems 

theory stems from the tradition in the physical sciences 

which uses "metaphors of force rather than pattern" and he 

suggested that Bertalanffy misunderstood the concept by 

mistakenly believing that cybernetics takes a mechanistic 

approach (Keeney, 1983, p. 62). For many non-cybernetic 

systems theorists, this is a common concern that cybernetic 

theory reduces the processes involved in a living system 

(such as a family) to mechanistic-like processes that are 

usually attributed to machines which take away the human 

qualities from the family system. Keeney argued that this 

stance is a misunderstanding of Bateson's (1972, 1979) 

cybernetic theory. He pointed out that mechanistic 

explanations, in cybernetic theory, are explanations derived 

from pattern and structure whereas explanations in general 

systems theory are derived from energy or force. Therefore, 

one could argue that general systems theory hasn't fully 



taken off its Lockean glasses, as of yet, at least from 

Keeney's perspective. 
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From a Kantian or constructivist perspective, an 

"observer" with a cybernetic perspective, will look for 

patterns and structures that connect the living systems that 

we distinguish out in the world. Whereas the "observer" 

with the traditional perspective that comes out of western 

science will look for a real objective reality that is made 

up of matter, energy, force, etc .... Disciplines such as 

physics and modern medicine are examples of this 

perspective. Keeney (1983) suggested that "seeing a 

cybernetic world does require changing our habit of viewing 

material exclusively ... it means avoiding any lineal 

dichotomies between material and pattern or mind and body" 

(p. 64). Keeney uses the analogy of a Japanese garden to 

explain cybernetic thinking, where the foreground becomes 

the overall pattern of the garden rather than the individual 

plants in the garden which in Bateson's (1979) language 

implies a "pattern that connects". 

First and Second Order Cybernetics 

Another way to discuss these important distinctions is 

to examine the differences between first order and second 

order cybernetics or the cybernetics of observed systems and 

the cybernetics of observing systems, respectively (Keeney, 

1983; Sluzki, 1983). Most of the major models of family 

therapy can be described as first order cybernetic models 
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(e.g. Strategic and Structural Family Therapy Models). From 

this perspective, the family system is seen as a separate 

and distinct system that can be "observed" by another system 

(the therapist) and this other system can use therapeutic 

interventions to alter, shift, redirect, or change the 

separate "observed" system (the family). This implies that 

the therapist has knowledge of how families should be 

organized in terms of their structure and hierarchy. 

Those familiar with Structural and Strategic Family 

Therapy interventions are aware that these interventions are 

designed to shift and alter what is observed by the 

therapist to be problematic patterns that prevent the family 

from functioning optimally. In contrast, from a second 

order cybernetic view, the therapist while working with the 

family system is viewed as part of a new system that 

includes the family and the therapist. "The therapist, at a 

higher order of recursion, is part of a whole system and 

subject to its feedback constraints. At this level, the 

therapist is incapable of unilateral control and can be seen 

as either facilitating or blocking the necessary self

correction" (Keeney, 1983, p. 74). This is in contrast to 

Haley's (1980) view that the Strategic family therapist 

needs to take a lot of the responsibility for changing the 

family system. 

In his later years, Bateson (1979) became concerned 

about the use of directive techniques by family therapy 
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models that were based on first order cybernetics. He 

argued against the use of power and positive manipulation 

(directive interventions) in family therapy believing that 

this did not fit with a cybernetic epistemology that 

respects the autonomy and self-corrective nature of systems 

(Bateson, 1972; Keeney, 1983). The first order cybernetic 

view also implies that there is a distinct system out there 

in reality that can be observed in an objective manner. 

However, a second order cybernetic view argues that the 

observer (therapist) is part of the system (therapist/family 

system) being observed. Therefore, the therapist by being 

another component of the new larger system is subject to the 

same recursions as the family in this newly formed system. 

The implication is that the observer (therapist) can not 

take a meta-position if it is really part of and not 

separate from this recursive process (Bateson, 1972; 

Hoffman, 1988; Keeney, 1983). Basically, the therapist is 

one part of an "observing system". From a Strategic Family 

Therapy perspective, Haley (1980) would argue that the role 

of the therapist implies some power and expertise and it is 

the responsibility of the therapist to use this power in a 

responsible, ethical, and helpful way with clients. 

Bateson (1972, 1979), Maturana (cited in Simon, 1985), 

and Gergen (1985) have argued that there is no one objective 

reality that can be perceived by an individual or family. 

What we perceive and respond to in the environment is based 
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on our internal maps, our personal epistemology, our nervous 

system, and our sociocultural biases and influences. So, 

there is no one correct way of being for a system; it is a 

matter of what is useful for that system in the given 

context in which it finds itself. The implication, from 

this theoretical position, is that the therapist's view of 

how the family should organize itself and respond to their 

problems is only one of many possible options that may be 

helpful for the family in resolving their problem. 

Structure Determinism: A Framework for Systemic Family 

Therapy 

To be a Systemic family therapist, with a second order 

cybernetic perspective, implies embracing the work of 

Maturana and Varela (1987). Within recent years, much 

attention within the family therapy field has been placed on 

the work of these neurobiologists (Dell~ 1985; Efran & 

Lukens~ 1985). Maturana's (1975) theory of structure 

determinism has become one of the conceptual frameworks from 

which current Systemic Family Therapy thought is guided. 

Structure determinism is an ontological theory that attempts 

to encompass and define the nature of existence for both 

living and non-living organisms and can be viewed as 

complementary to Bateson's cybernetic epistemology (Dell, 

1.985). 

In comparing Bateson's and Maturana's theories, Dell 

(1985) stated "in Bateson's view, all living creatures are 
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connected by, and constitute the epistemic. He believed 

that there is a 'sacred unity of the biosphere' which 

possesses the properties of mind" (p. 2). Whereas Maturana 

(1975) holds that "the fundamental feature that 

characterizes living systems is autonomy, and any account of 

their organization as systems that can exist as individual 

unities must show what autonomy is as a phenomenon proper to 

them, and how it arises in their operation as such unities" 

(p. 313). For Maturana (1975, 1980), the core 

characteristic of autonomy in living systems is 

"autopoiesis'' (i.e., self-production/self-creation). Dell 

(1985) argued that Bateson's cybernetic epistemology is 

incomplete as a conceptual framework for guiding family 

therapy (just as Keeney [1983] argued that general systems 

theory is also incomplete) because it lacks a "corresponding 

ontology'' (p. 1). Dell (1985) stated that "the biological 

ontology implicit in Bateson's writings and explicitly 

delineated in Maturana's (at long last) provide a sound 

foundation for the social and behavioral sciences" (p. 1). 

According to Dell (1985), Maturana's work focuses on 

two primary questions: "a) What takes place in the 

phenomenon of perception? and b) What is the organization of 

the living" (p. 5). Dell (1985) said that Maturana viewed 

these phenomena (i.e., cognition and the process of living) 

as being identical. From this perspective, a living 

organism is said to have knowledge because it is connected 
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to and surviving in its environment. Efran and Lukens 

(1985) stated that one of the propositions of this theory is 

that "living systems are structure determined" (p. 24). 

This implies that any possible behavior or interaction by a 

living system is dependent on and determined by the 

structure of the system (Dell, 1985). This proposes that 

other living systems or the environment (medium), in 

general, can not determine the behavior of a living system 

(individual, family, etc.). The environment (medium) or 

another system in the environment may "trigger" another 

system to respond but the particular response or behavior by 

that system is determined by that system's unique structure 

(Efran & Lukens, 1985). 

Another proposition of the theory is that "living 

systems are 'informationally-closed'. Their autonomous 

organizations can not be described as being simply 'caused' 

by or directly 'instructed' by outside forces" (Efran & 

Lukens, 1985, p. 24). Efran and Lukens (1985) suggested 

that this eliminates the argument between linear and 

circular causality in family therapy, since this proposition 

holds that there is no direct causality. However, Dell 

(1985) pointed out that there is circularity within the 

organization of the system and according to Maturana it is 

this circularity that "makes a living system a unit of 

interactions, and, it is this circularity that it must 
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maintain in order to remain a living systemtt (Dell, 1985, p. 

5). Dell (1985) further stated that: 

Maturana noted the following: if the organization of a 

living system is circular, then that organization is a 

closed organization-not thermodynamically closed but 

organizationally closed. The significance of 

organizational closure is that it directly implies 

autonomy .... Because interactions with the 

environment cannot specify how an organizationally 

closed living system will behave, it therefore must be 

the case that such systrems do not have inputs [and 

outputs] . ( p. 6) 

From this perspective, living systems (including 

individuals and families) do not receive information which 

implies that information, in this manner, does not exist 

(Dell, 1985). At first glance, this seems to be in contrast 

to the general systems theory concepts of input to the 

system from the environment and feedback from within the 

system. As Dell (1985) suggested, people or systems receive 

the same information differently because each person or 

system will behave or respond differently. In general 

systems theory (Bertalanffy, 1968), this is explained by the 

system's individual or family maps and by the specific 

characteristics that make the system unique and separate 

from other systems in the environment. Dell (1985) argued 

that: 
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This is precisely Maturana's point. It is the system 

that specifies how it will behave, not the 

"information". The information has no existence or 

meaning apart from that given to it by the system with 

which it interacts. The system specifies not only what 

is an interaction (for it), but also what kind of 

interaction that a given interaction is. Thus, 

information can have no objective existence. And, 

because objectivity is intrinsic to our conventional 

understanding of the term, "information", Maturana 

claims that there is no such thing as information. 

(p. 6) 

Andersen (1987), who originally proposed the use of the 

reflecting team as a family therapy intervention, indicated 

that the main contributors to his version of Systemic Family 

Therapy have been Bateson (1972, 1979) and Maturana (1975). 

Andersen (1987) stated that "Maturana speaks not of the 

universum but of the multiversa-the many possible meanings 

that constitute our many possible worlds. That is why he 

puts the word 'objectivity' in parentheses" (p. 416). The 

theory of structure determinism suggests that the system 

determines what it perceives in its environment and it 

determines how it understands and interprets and ultimately 

how it responds to its environment as well. Given this 

assumption, it does become difficult to state that there is 

an objective reality out there that everyone can see since 
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every system sees differently due to its organization as an 

autonomous living system. However, Maturana does admit that 

we have some shared meanings or consensus that help us drift 

in the same environment (medium) with other autonomous 

systems (cited in Simon, 1985). 

Social Construction Theory as a Framework for Systemic 

Family Therapy 

In a shift from a modernist perspective to a 

postmodernist perspective, the family therapy field has 

followed the larger sociocultural shift from modernism to 

postmodernism that has occurred in such diverse fields as 

philosophy, physics, literary criticism, semiotics and 

cultural anthropology. 

Sprenkle and Bischof (1994) concur with Hoffman (1990) 

that this important theoretical and clinical movement in the 

family therapy field towards a postmodernist type of therapy 

can be viewed as occurring under the general term 'social 

construction theory'. In contrasting social construction 

theory with constructivist theory, Hoffman (1991) stated 

that "the social construction theorists see ideas, concepts 

and memories arising from social interchange and mediated 

through language. All knowledge, the social 

constructionists hold, evolves in the space between people, 

in the realm of the 'common world' or the 'common dance'" 

(p. 5). From this perspective, our inner world is actually 

socially constructed through human conversations and our 



interpretation of the world is deeply influenced by the 

sociocultural structures that are all around us (Gergen, 

1991). 
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From a social constructionist perspective, a sense of 

self develops not in the individual's personality but in the 

constant conversations that individuals have with 

significant others in their life. This fits well with 

Bateson's (1972, 1979) concept of mind which develops not 

inside one's head but in the constant recursive interchange 

with one's environment. Ideas and beliefs are formed 

through the process of human communication. Anderson and 

Goolishian (1988) drew from Hermeneutics, which comes from 

the field of literary criticism, to develop their model of 

Systemic Family Therapy. Anderson and Goolishian (1988) see 

therapy as conversation where ideas and beliefs about human 

problems develop and form in the course of conversation and 

that new ideas and beliefs about problems can form during 

'therapy conversations' so that the problem can 'dis-solve' 

within the family system. In their overview of social 

construction theory, Sprenkle and Bischof (1994) stated that 

"Problems are conceptualized as stories that people agree to 

tell themselves and others" (p. 10). 

Postmodern ideas and concepts from social construction 

theory have provided the foundation for the narrative 

therapy movement (White & Epston, 1989; White, 1991, 1995) 

within the family therapy field. These postmodern ideas 
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have been adapted and fit well with the Reflecting Team 

Model (White, 1995) even though Andersen originally used as 

his conceptual frameworks Bateson's (1972, 1979) cybernetic 

epistemology and Maturana's (1975) structure determinism. 

Review of Systemic Family Therapy Literature 

Now that the guiding conceptual frameworks for Systemic 

Family Therapy have been discussed, the literature review 

will be expanded to include the model or school of family 

therapy called Systemic Family Therapy. From the conceptual 

underpinnings of general systems theory, cybernetic 

epistemology, structure determinism, and social construction 

theory, we have current Systemic Family Therapy as a mid

range theory as it is applied to living systems (i.e., 

individuals, couples, and families) that are experiencing 

some form of distress. 

For most people familiar with family therapy, Systemic 

Family Therapy tends to connote the type of therapy derived 

from the developers of the Milan Systemic Family Therapy 

Model in the 1970's (Selvini Palazzoli et al., 1978). These 

original developers of Systemic Family Therapy primiarly 

used general systems theory (Bertalanffy, 1968) and 

Bateson's (1972, 1979) cybernetic epistemology as their 

guiding conceptual frameworks, with most of their ideas 

coming from Bateson's work in studying cybernetics and human 

communication. In the 1980's, various systemic family 

therapists (Andersen, 1987; Dell, 1985; Cecchin, 1987; Tamm, 
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1987a, 1987b) began to see the relevance of Maturana's 

theory of structure determinism for family systems. As 

stated previously, in the 1990's, some systemic 

theorists/therapists (Dickerson & Zimmerman, 1992; Hoffman, 

1991; Parry & Doan, 1994; White, 1991, 1995) have moved 

towards the use of social construction theory in their 

clinical work as well. 

Historical Development of Systemic Family Therapy 

The Milan group (i.e., Selvini Palazzoli, Boscolo, 

Cecchin, and Prata) developed their ideas during the decade 

of the 1970's and their theoretical approach changed and 

evolved over time (Tamm, 1984a; Boscolo et al., 1987). (The 

Milan group refers to the original developers of the Milan 

Systemic Family Therapy Model which includes the following 

family theorists/therapists: Selvini Palazzoli, Boscolo, 

Cecchin and Prata.) Initially, the Milan group studied the 

work developed at the Mental Research Institute (MRI) 

(Fisch, Weakland, & Segal, 1982) that had evolved originally 

from Bateson's original research team of the 1950's. Due to 

the influence of the MRI group, the Milan Systemic Family 

Therapy Model had a strategic as well as a systemic flavor 

~o it. Boscolo et al. (1987) indicated that: 

In their therapeutic techniques, the group took some of 

the methods pioneered by the Mental Research Institute 

and expanded them. The therapeutic double bind, or, as 

the Milan group called it, 'counterparadox' became the 
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heart of their approach. The entire problem situation 

would be positively connoted, for instance, and the 

family warned against premature change. (p. 6). 

During this early period, the Milan group began to use 

a team of therapists behind the one-way mirror as part of 

the therapy process which was in contrast to the MRI group's 

use of a team which was for research purposes (Boscolo et 

al., 1987). During this stage of the group's development of 

Systemic Family Therapy, Tamm (1984a) pointed out that the 

families that they saw clinically were viewed more as stuck 

homeostatic systems than as growing, changing, and evolving 

systems. In this punctuation of the system, they looked for 

redundant patterns that maintained the problematic behaviors 

and used interventions that were sometimes paradoxical in 

nature that were designed to disrupt the redundant patterns 

(Tamm, 1984a). Due to the early influence of Strategic 

models, such as the MRI Model (Fisch et al., 1982) and 

Haley's Strategic Therapy Model (1980), the Milan Systemic 

Family Therapy Model became grouped with these models and 

was thought of as a Strategic Model (McKinnon, 1983). The 

Milan group's early interventions which were strategic in 

nature invited this model to be classified as a Strategic 

model of family therapy. During this period, the model was 

definitely more of a first order cybernetic model (Keeney, 

1983). 

During their next stage of development, the Milan group 
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began to study Bateson's ideas directly in Bateson's (1972) 

book, "Steps to an Ecology of Mind" as opposed to studying 

how others interpreted Bateson's ideas (i.e., MRI group and 

Haley). They were impressed with Bateson's (1972) concept 

of a model for living systems that employed the concept of 

cybernetic circularity. Boscolo et al. (1987), in their 

book on Milan Systemic Family _Therapy commented about this 

period and stated that: 

Although germs of Bateson's momentous and complex ideas 

were present in much of the original Milan thinking, 

especially in the systemic notion of positive 

connotation, a new round of invention was now set off. 

The model that Boscolo and Cecchin were beginning to 

teach as early as 1977 was becoming in some respects 

almost diametrically opposed to its early 11 strategic 11 

legacy. (pp. 9-10) 

Part of this shift away from a Strategic Model (first 

order cybernetic model) to a more Systemic Model (second 

order cybernetic model) included the development of circular 

questioning. Tamm (1984a) noted that the Milan group 

shifted their view of families experiencing problems from 

seeing them as locked into interactional patterns that 

maintained the problematic behaviors to seeing families 

continually evolving and changing even though they had 

problematic patterns within the family. Interventions were 

designed in the form of questions (circular questioning) 
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that hopefully allowed the family system to pick up new 

information (Selvini Palazzoli et al., 1980). In discussing 

this process, Tomm (1984a) stated that: 

No matter how the new "information" was introduced, it 

was oriented to stimulating the family to create new 

patterns for themselves. The therapist did not break 

up maladaptive patterns but acted more like an "enzyme" 

which triggered the family to experience greater 

freedom for spontaneous change in their continuing 

evolution in patterns of behavior and belief. (p. 116) 

Tomm (1984a) noted that, at this point, the Milan team 

began to see themselves as part of an "observing system" and 

began to move towards a therapy with a second order 

cybernetic perspective. During this phase of their 

theoretical development, the Milan group (Selvini Palazzoli 

et al., 1980) published an important paper entitled 

"Hypothesizing-Circularity-Neutrality: Three Guidelines for 

the Conductor of the Session". This paper indicated a way 

to conduct therapy that more clinically delineated concepts 

from Bateson's (1972) cybernetic epistemology. In 

commenting on this paper, Boscolo et al. (1987) indicated 

that: 

The three categories addressed by the article represent 

a brilliant attempt to translate the implication of 

Bateson's idea of cybernetic circularity into the day

to-day work of consulting with human beings and their 
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families. "Hypothesizing" translated the concept into 

an assessment process; "circular questioning" 

translated it into an interviewing technique; and 

"neutrality" translate.a it into a basic therapeutic 

stance . ( p . 10 ) 

In 1980, the Milan group separated into male and female 

teams, with the two different teams pursuing different 

interests. The women of the group (Selvini Palazzoli and 

Prata) focused their efforts on research with families that 

had strong problematic patterns and began to develop an 

"invariant" prescription or single, universal intervention 

that they used with clinically difficult families. The 

Boscolo and Cecchin team (called the Milan Associates) 

focused their efforts on training other therapists in their 

Systemic Model of family therapy. This training experience 

caused an emphasis not only on family systems but also on 

the larger systems in which their trainees worked and 

practiced. This developed into a therapeutic focus on the 

"significant system", Boscolo et al., (1987) stated that: 

The significant system includes all those units 

(persons or institutions) that are activated in the 

attempt to alleviate problems brought to professionals 

for a solution. Adding the professionals, including 

the Milan professionals, to the treatment picture was a 

major step in conceptualizing the problem in terms of 
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"observing systems" rather than "observed systems". 

(p. 23) 

As noted earlier, the Milan group (Selvini Palazzoli et 

al., 1978) was the first to use the therapy team behind a 

one-way mirror for therapy purposes rather than for research 

purposes. As the popularity of the Milan Systemic Family 

Therapy Model spread, the use of the therapy team spread as 

well due to its potential therapeutic use with families and 

its use as a training vehicle. Boscolo et al., (1987) 

stated that: 

The one prerequisite for a therapeutic team seemed to 

be that it fulfill some version of Bateson's idea of 

binocular vision. As long as there was one person who 

could be immersed in the family and one person who 

could watch-one who leaned out the window and one who 

sat on that person's feet-a depth dimension could be 

achieved. (p. 24) 

As will be pointed out later in this chapter, the observing 

therapy team continues to change and evolve in the way it 

works. Andersen's (1987) Reflecting Team Model is an 

example of a recent change in the operation of a family 

therapy observing team. 

Neutrality and Curiosity as Systemic Stances 

Cecchin (1987) in a paper entitled "Hypothesizing, 

Circularity, and Neutrality Revisited: An Invitation to 

Curiosity", continued to move Milan Systemic Family Therapy 
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in a direction that Bateson would probably have seen as a 

useful direction. In this paper, Cecchin pointed out that 

"neutrality" originally meant being open to everyone's view 

of the situation and not aligning with one particular view 

over another view in the family system. By doing so, the 

therapist was able to take a more constructivist view that 

there are many possible alternative views of the problem 

situation. This therapeutic stance of "neutrality" implied 

an acceptance on the part of the therapist that the family 

system could not be organized or behave differently than it 

had in the past up to the time that the family system sought 

therapy. This acceptance leads to a respect for the family 

system as a living organism despite the fact that we may 

view some of its behaviors as socially unacceptable (i.e., 

such as when domestic violence or child abuse occurs in some 

families). This stance of acceptance hopefully invites the 

family system to feel less blamed in the therapy process 

and, therefore, may invite the family system to evolve into 

a more socially adaptable form, perhaps more readily than a 

family system that feels blamed. 

Cecchin (1987) made the point that many therapists in 

the family therapy field interpreted this therapeutic stance 

of neutrality to mean acceptance of such non-socially 

desirable behaviors as domestic violence and sexual abuse. 

From this perspective, the systemic therapist was viewed as 

not taking a stand against these types of undesirable and 
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unlawful behaviors that occur in some family systems. 

Cecchin (1987) suggested that: 

We describe neutrality as the creation of. a state of 

curiosity in the mind of the therapist. Curiosity 

leads to exploration and invention of alternative views 

and moves, and different moves and views breed 

curiosity. In this recursive fashion, neutrality and 

curiosity contexualize one another in a commitment to 

evolving differences, with a concomitant nonattachment 

to any particular position. (p. 406) 

This type of acceptance and curiosity can also be seen 

in the Systemic Family Therapy intervention, the reflecting 

' 
team. Some systemic thinkers (Tomm, 1988b) believe that 

Boscolo and Cecchin have continued to evolve in a more truly 

systemic manner (continuing a second order cybernetic 

perspective) while they perceive that Selvini Palazzoli has 

evolved in a more strategic direction with her "invariant 

prescription" and in her concepts from her paper about 

"family games" (Selvini Palazzoli, 1986). Hoffman (1988), 

in her paper entitled "A Constructivist Position for Family 

Therapy", pointed out that Boscolo and Cecchin have left the 

strategic road for a more systemic one and this can be seen 

in the shift away from the end of session interventions 

towards a belief that the questions asked during the session 

are indeed interventions in their own right, in the sense 

that they may stimulate new information for the family 
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system. Proponents of the Strategic Therapy Model would 

argue that there is value in giving clinical families 

interventions and end of session tasks to do at home because 

these interventions help the family interrupt problematic 

patterns and allow families to try out and practice more 

useful behaviors and patterns. 

Ideas Derived from the Milan Systemic Family Therapy Model 

When one discusses Systemic Family Therapy, it becomes 

evident that there are many systemic practitioners in the 

field and that the ideas of the Milan group (Selvini 

Palazzoli et al., 1978, 1980) have spread and have been 

changed by various other practitioners in Europe, North 

America and Australia. In general, as noted in the previous 

sections of this chapter, Systemic Family Therapy hopefully 

operationalizes the theoretical work of Bateson's (1972) 

cybernetic epistemology and Maturana's (1975) theory of 

structure determinism. Hoffman (1988) and other systemic 

theorists would also argue that this implies taking a 

constructivist stance in how we view the world and punctuate 

a family system. Some authors (Efran, Lukens & Lukens, 

1988) suggested that the constructivist thought has always 

been with family therapy because of the seminal influence of 

Bateson's ideas on the field since its inception and this 

constructivist view has grown recently due to the work of 

Maturana and Varela (1987). Hoffman (1988) suggested that 

these new ways of viewing Systemic Family Therapy have 



evolved in a variety of family therapy training centers 

throughout the world; she described these various systemic 

practitioners as "post Milan teams". 
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Tomm (1987a) has suggested a fourth guideline, 

Strategizing, be added to the original clinical guidelines 

(i.e., hypothesizing, circularity, and neutrality) proposed 

by the Milan group (Selvini Palazzoli et al., 1980). He 

suggested that these are actually "conceptual postures" that 

can be used in a therapy session by the therapist. Tomm 

describes the overall process of using these postures as 

"interventive interviewing" and defines it as "an 

orientation in which everything an interviewer does and 

says, and does not do and does not say, is thought of as an 

intervention that could be therapeutic, nontherapeutic or 

countertherapeutic" (Tomm, 1987a, p. 4). 

The idea seems to be that the therapist, as part of the 

recursive, circular system (therapist/family system) is 

always responding to the family system's responses and the 

family system, in turn, is continually responding to the 

therapist's responses. This implies that the therapist is 

one component of a larger system (i.e., therapist/family 

system). With this view, the therapist's own behavior 

influences the larger systems' direction, but the family's 

behavior also influences the larger system as well. This 

suggests that the therapist needs to be in tune with their 

own behavior as well as the family's behavior. These four 



conceptual postures, which the therapist consciously and 

unconsciously adopts during the therapy session, help the 

therapist maintain a second order cybernetic perspective 

(i.e., observing system perspective). When a therapist 

intervenes by purposely adopting a specific conceptual 

posture and asks a question from that conceptual stance, 

Tomm (1987a) pointed out: 
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That the actual effect of any particular intervention 

with a client is always determined by the client, not 

by the therapist. The intentions and consequent 

actions of the therapist only trigger a response; they 

never determine it .... Listeners hear and experience 

only that which they are capable of hearing and 

experiencing [by virtue of their history, emotional 

state, presuppositions, and so on]. (pp. 4-5) 

It is evident that Bateson's (1972, 1979) and 

Maturana's (1975) ideas form the underlying theoretical 

framework for l'interventive interviewing". Tomm (1987a) 

believed that the type of questions the therapist asks 

(based on the conceptual posture the therapist is in when 

asking a specific question) can be therapeutic or 

interventive in the sense that it may open space for new 

information to enter the family system (which is similar to 

the logic behind the Milan group's circular questioning). 

Tomm (1987b, 1988a) has delineated four different categories 

of questions that can be used by a therapist during a 
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therapy session. These include lineal questions, strategic 

questions, circular questions, and reflexive questions. 

It is believed that during an interview that all four 

types of questions are asked by the therapist, whether the 

therapist is aware of it or not. However, Tornm (1987b) 

believed whenever possible the therapist should adopt a 

conceptual posture that brings forth reflexive questions, he 

stated that: 

Reflexive questioning is an aspect of interventive 

interviewing oriented towards enabling clients or 

families to generate new patterns of cognition and 

behavior on their own. The therapist adopts a 

facilitative posture and deliberately asks those kinds 

of questions that are liable to open up new 

possibilities for self-healing. (p. 167) 

It is apparent that this line of systemic thought is similar 

to Cecchin's (1987) description of neutrality where the 

therapist takes a stance of curiosity which suggests 

acceptance of the present family system and opens the door 

for future change by the family system. 

Hoffman (1991), in discussing a reflexive stance for 

family therapy, indicated that this movement, in part of the 

family therapy field, has paralleled the shift in our 

society from a modernist to a postmodernist view. Hoffman 

(1991) pointed out that the shift at the larger 

sociocultural level was initiated in semiotics and literary 
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criticism. In the process of shifting from a modernist to a 

postmodernist stance in family .therapy, Hoffman believed 

that the field confused constructivist thinking (von 

Glasersfeld, 1984) with social construction theory (Gergen, 

1985). 

In Hoffman's (1991) interpretation of the differences 

in the two theories, it was pointed out that both challenge 

and question the notion of one true objective reality but 

the reasons for the challenge to an objective reality are 

quite different. Constructivism takes a more biological 

challenge where reality is determined by the structure and 

organization of the living system (a la Maturana). Whereas 

social construction theory challenges the modernist view of 

reality by suggesting that reality develops in the social 

· interchange between living systems and is bounded by the 

limitations of language (i.e., reality is socially 

constructed through language). As Hoffman and some other 

systemic theorists (Anderson & Goolishian, 1988; White, 

1993; White & Epston, 1990) have noted, a social 

constructionist view of therapy is more appealing to these 

theorists/practitioners than the more biologically based 

constructivist view of therapy. (Strategic family 

therapists would probably find a first order cybernetic 

model more appealing to them in their work with clinical 

families who want and expect the therapist to be active, 

possibly directive and, also be able to give them 



information based on their professional knowledge.) 

Recent Variations on the Milan Systemic Model 
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Hoffman (1988), in a discussion of post Milan teams, 

indicated that Penn and Sheinberg of the Ackerman Institute 

have been studying how the questioning process is 

interventive in and of itself through their use of future 

and hypothetical questions (Penn, 1986). And, Hoffman 

(1988) noted that Draper, Campbell, Little and Lang have 

been experimenting with using the Milan Systemic Family 

Therapy Model in London with various social agencies in the 

public sector. Byrne, McCarthy and Kearney have adapted the 

Milan Systemic Family Therapy Model to work with incest 

families and the larger systems involved with them in Dublin 

(Hoffman, 1988). She pointed out that other therapy teams 

in Sweden, Norway, Germany and Finland have been adapting 

systemic, constructivist ideas to their own particular 

therapy settings. 

In the U.S., Systemic Family Therapy teams have 

developed in the 1980's, in such places as Atlanta 

(Southeastern Institute for Systemic Studies) and Vermont 

(Brattleboro Family Institute) where systemic ideas were 

being used to work on family violence and incest, 

respectively (Hoffman, 1988). In the closing discussion of 

post Milan teams, Hoffman (1988) indicated that Keeney while 

at Texas Tech University in the 1980's and Goolishian at }he 

Houston-Galveston Institute both made significant 



contributions to operationalizing second order cybernetic 

and social construction ideas at their family therapy 

programs. 

Another current significant contributor to Systemic 

Family Therapy and thought is Australian family therapist, 

Michael White. White's model of Systemic Therapy (1986, 

1990, 1991, 1995) was not influenced by the Milan group. 

His conceptual and clinical ideas stem from his efforts to 

operationalize Bateson's (1972) cybernetic epistemology, 

Foucault's (1980, 1988) theory of the practices of power, 

Bruner's (1986) use of narrative structure, and Bourdieu's 

(1988) deconstruction of knowledge practices. White's 

(1995) work has evolved from an emphasis on cybernetic 

epistemology to a focus on the text or narrative metaphor 

for the therapy process. White's (1986) earlier work, as 

indicated above, was primiarly influenced by Bateson's 

ideas. At that time, White (1986) suggested that: 

67 

Cybernetic theory provides a negative explanation of 

events in systems. According to this theory, events 

take their course because they are restrained from 

taking alternative courses .... From this perspective, 

habitual family interactions or the specific behaviors 

of family members are best explained negatively by the 

analysis of different kinds of restraints. (p. 169) 

White proposed that families are restrained from finding 

workable solutions to their problems due to a variety of 
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patterns of interactions in the family system. These 

restraints "include the network of presuppositions, 

premises, and expectations that make up the family members 

map of the world ... " (White, 1986, p. 169). The family's 

internal maps and their view of the world prevents the 

system from what Bateson (1972) called that trial and error 

search that is needed to find and try out new solutions to 

the family's problem. Instead, the family's internal maps 

which restrain and block the finding of alternative 

solutions, keep the family trying solutions that do not work 

(White, 1986). 

According to Tomm (1988b), White's model, suggests that 

the symptom/problem inhibits the evolutionary growth of the 

family system and that the symptom is actually a restraint 

that prevents the natural growth of the system 

(morphogenesis). However, what is unique to this model is 

that the symptom does not serve any useful or positive 

function for the family system which is in contrast to the 

view of the presenting problem in most other models of 

family therapy. From this perspective, when the symptom 

first occurred in the family system, the family tried 

solutions that didn't work and was restrained from trying 

solutions that do work, and over time, the family adapted to 

and learned to live with the symptom despite the discomfort 

the symptom probably caused family members (White, 1986). 

In White's (1991, 1995) more recent work, the metaphor 
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of the family being negatively restrained from noticing and 

finding solutions has evolved to a metaphor of the family 

being restrained by a dominant story about their lives that 

focuses too much on their problems and not enough on their 

strengths, abilities and resources. In this metaphor, which 

draws on literary criticism, cultural anthropology and 

philosophy, the dominant problem story influences what 

events are selected from the environment to become 

integrated into this dominant story that individuals and 

families have about themselves. 

One of the key elements in this model is the concept of 

externalization (White, 1988-89). This is operationalized 

by the efforts of the therapist to separate the problem from 

the identified patient. White (1988-89, 1991, 1995) 

believed that various cultural practices (such as the 

diagnostic and labeling process in mental health) have the 

impact of isolating the person with the problem to the 

extent where the identified patient may focus and identify 

him or herself by the problems that they have and forget 

about their own strengths and personal resources. By 

externalizing or separating the problem from the person, 

through ongoing externalizing conversations in the therapy 

sessions, it invites the identified patient, his/her family, 

and the therapist system to see the identified patient as a 

whole human being rather than a person who's identity 

becomes wrapped up in culturally defined symptoms. 
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As noted earlier in the chapter, it is clear that there 

is no one model or type of Systemic Family Therapy. 

Systemic Family Therapy is practiced differently by various 

family therapy clinicians and theorists. Some practitioners 

were particularly influenced by the Milan group (Selvini 

Palazzoli et al., 1978, 1980) but as Hoffman indicated some 

other major practitioners (Anderson & Goolishian, 1988; 

Keeney, 1983; White, 1986, 1991, 1995) developed their own 

versions of Systemic Family Therapy. Irrespective of which 

road was taken to reach the systemic path, it is evident 

that Batesonian (1972, 1979), Maturanaian (1975), 

constructivist (Efran, Lukens & Lukens, 1988), and social 

constructionist (Gergen, 1985) ideas have been present 

theoretically and specific clinical techniques have been 

designed to o~erationalize these ideas. 

Conceptual Literature on the 
Reflecting Team Model 

One such Systemic Family Therapy Model that has 

attempted to operationalize some of Bateson's and Maturana's 

ideas is the work of Andersen, Hald, Flam, and others in 

Tromso, Norway (Andersen, 1987, 1990). This family therapy 

group, headed by Andersen, has developed the therapeutic 

technique called the "Reflecting Team". From this 

perspective, a family system that seems or appears to be 

stuck in problematic patterns, needs new information or new 

ideas so that it can "broaden its perspectives and its 



71 

contextual premises" (Andersen, 1987, p. 415). In using 

this method, a therapy team behind a one-way mirror observes 

and listens to a therapist, who is having a conversation 

with a family that has come in for family therapy. At 

certain points, during the therapy session, the team or the 

therapist can invite the therapist and the family 

(therapist/family system) to observe and listen to the ideas 

and comments that the team (reflecting team) has about the 

conversation that the therapist and the family were having. 

After the reflecting team has finished their discussion of 

the therapist-family discussion, the therapist invites the 

family to comment on their observation of the reflecting 

team's discussion. This reflecting team discussion can take 

place towards the end of the therapy session or at various 

times throughout the actual interview. 

Autonomy of the Family System with the Reflecting Team 

As indicated in Bateson's (1972, 1979) cybernetic 

epistemology and Maturana's theory of structure determinism 

(1975), the autonomy of the living system is clearly evident 

and needs to be respected. The reflecting team process 

makes an effort to be respectful of the family system's 

autonomy because of these theoretical underpinnings. Given 

this assumption, the family system's autonomy is respected 

in a number of ways and these show the theoretical 

influences of structure determinism (Maturana, 1975) and a 

cybernetic epistemology (Bateson, 1972, 1979) in the 
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reflecting team process. One such way is that the family is 

always asked first if they want to hear the team's comments. 

Another way is that the family is always given the "last 

word" in the sense that they are asked whether they have any 

comments on the reflecting team's comments. Another way of 

showing respect for the family system is that the family 

becomes "observers" of the so-called "experts" (i.e., 

therapists behind the mirror) which tends to imply a more 

egalitarian hierarchical stance than the Strategic Family 

Therapy Team that the family doesn't actually see during the 

therapy session. 

Strategic and Solution-Oriented therapists would argue 

that clients come to therapy because of the expert knowledge 

and experience that therapists have in dealing with human 

social problems. These two models would propose that the 

reality of therapy is that there is a hierarchical imbalance 

due to the role that society puts therapists in. However, 

this hierarchical difference between the therapist and 

clients actually helps facilitate change because clients 

will be more likely to listen to the therapist and try out 

the therapeutic interventions because of the knowledge and 

expertise that the therapist has (Haley, 1976, 1987). 

Hoffman (1988), in discussing the Reflecting Team 

Model, suggested that "this powerful idea has extended the 

'conversation' model for therapy in the direction of a less 

hierarchical and genuinely recursive dialogue" (p. 15). 
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Tomm (1988b) indicated that the implication is not just that 

the team is not the "experts" on the family problem, it is 

that the family members are the "experts" on their own 

system. The reflecting team offers new ideas or 

possibilities but does not know whether any of these will be 

useful, only the family system knows. By not stating 

opinions as facts, the reflecting team takes a 

constructivist position (Efran et al., 1988) where the team 

realizes that their view of the situation comes from their 

own position as observers in the treatment system. The 

comments and ideas that the team shares with the therapist 

and the family are stated in question form in order to 

maintain a constructivist position (Andersen, 1987; Tomm, 

1988b; Davidson et al., 1988). At the University of 

Calgary, their reflecting team's goal is to value diversity 

rather than homogeneity and they invite the family to see 

different alternative understandings or views of their 

situation by use of the reflecting process (Tomm, 1988b). 

Whether or not the family sees any of the reflecting 

team's comments as useful depends on the family system not 

on the therapist or the reflecting team. This implies 

Maturana's idea that it is the system that decides whether 

it will respond and that the system's structure and 

organization decides how it responds (Tomm, 1998b). 

Andersen (1987) commented on this process stating that "the 

reflecting team has to bear in mind that its task is to 
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create ideas even though some of those ideas may not be 

found interesting by the family, or may even be rejected. 

What is important is to realize that the family will select 

those ideas that fit" (p. 421). Davidson et al.(1988) of 

the Brattleboro Family Institute stated that: 

The reflecting team emphasizes the central position of 

the client's belief system in the therapy process. The 

therapist's role is to help generate ideas and possible 

solutions while maintaining a respectful, non

hierarchical position in the therapeutic system. None 

of the alternatives and constructions that emerge in 

the dialogue between therapist and clients are 

considered more "right" than any others-the only 

relevant criterion is what "fits" the system and is 

acceptable to it. (p. 44) 

Andersen (1987) and Tamm (1988b) pointed out that the 

process of having the therapist and the family observing the 

reflecting team's discussion tends to amplify the team's 

comments more so than if the same comments were heard in an 

ordinary conversation. Due to this amplification process, 

Andersen (1987) warned that: 

It must be emphasized that connotations must always be 

positive and never negative .... The screen [the 

process of observing] tends to magnify criticisms and 

remarks of the 'why-did-they-do-this-or-that' category 

.... The team must remain positive, discreet, 



respectful, sensitive, imaginative, and creatively 

free" (p. 424). 
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In its efforts to maintain respect for the family system, 

Andersen (1987, 1990) noted that the team may not comment on 

some of the nonverbal behavior that it observed during the 

therapist and family conversation because the team may 

believe that the family system is not ready to talk about 

whatever that underlying issue may be. However, if the team 

does decide to bring up some analogic information that it 

observed then it is done in a very tentative tone. Andersen 

(1987) stated that "it is important to respect the stuck 

system's resistance to that which is too unusual. The only 

way to know if one is on the right side of this boundary is 

to be sensitive for signs the system itself gives us when it 

closes itself to our questions" (p. 417). 

In this process of being respectful, the reflecting 

team is observing not the family system but the 

therapist/family system and the team is commenting on the 

recursive, circular process that it is observing from behind 

the mirror .. This implies that the team may choose to 

comment on the behavior or comments of the therapist, also. 

If, this occurs the same ideas hold for the therapist as 

those that were indicated for the family. The team does not 

try to alter the therapist's direction if they believe that 

the therapist is pursuing a nonuseful line of inquiry with 

the family. Instead, the team may offer some alternative 
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avenues or ideas for the therapist to consider but, like the 

family, it is the therapist's choice whether to follow the 

alternative ideas during the remainder of the therapy 

session (Tamm, 1988b). 

Concepts of Empowerment and Opening Space in the Family 

System 

Tamm (1988b), in his version of Systemic Family 

Therapy, talked about the idea of "opening space" for the 

possibility of new ideas or alternative views for the family 

system. And, if this therapeutic space is opened, the 

family system may discover some alternative views of the 

problem or alternative solutions to the problem. Tomm 

(1988b) pointed out how a system that discovers its own 

ideas feels empowered from his perspective. From Tomm's 

(1988b) perspective, this sense of empowerment is an 

important part of the therapy process because it opens space 

for self-discovery by the family system and is in line with 

the views of Bateson (1972, 1979) and Maturana (1975). Tamm 

(1987b) worked on using reflexive questions by the therapist 

to enable more of a sense of empowerment by the family 

system; he also noted that the reflecting team may also 

invite a sense of empowerment for the family system if it 

opens space for the generation of new ideas by the family 

system that had previously focused on recurring problematic 

patterns. 

This can also be applied to the therapist, in the sense 
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that empowering and liberating ideas may be given to any 

part of the therapist/family system. In addition, a 

therapist who feels stuck during the therapy session may ask 

for the reflecting team's comments to help the therapist to 

pursue a more useful line of questioning with his/her 

clients. (Tomm, 1988b). With this issue, Strategic and 

Solution-Oriented Therapy Models would believe that a 

positive outcome for clients is liberating and empowering 

because the family gets assistance in moving away from 

problematic patterns. In this process, the family discovers 

patterns of behaviors that are more productive and useful 

for them in their lives. Strategic and Solution-Oriented 

therapists would argue that this change is empowering and 

liberating for clients and helps them to continue to change 

on their own as problems arise in the future. 

Observations of the Reflecting Team Model by Clinicians 

The reflecting team is one of many systemic, second 

order cybernetic concepts that have been operationalized for 

the therapy process. Clinicians, who have participated on a 

reflecting team, suggest that it is an interesting, 

respectful and enjoyable way to conduct therapy (Hoffman, 

1991; Tomm, 1988b; White, 1995). 

The process of the therapist and the family sitting 

together and watching the reflecting team's comments, rather 

than the therapist leaving the room to consult with the 

therapy team behind the one-way mirror (as the Strategic, 
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Milan Systemic, and Solution-Oriented Therapy Team Models 

do), may strengthen the therapist/family alliance. 

Strategic therapists would argue that they must form a 

positive alliance with clients in order to get clients to 

follow through with the strategic interventions or tasks in 

the therapy process (Haley, 1976, 1987). 

Proponents of the Reflecting Team Model (Andersen, 

1987, 1990; Hoffman, 1988, 1991; Tomm, 1988b) believe that 

the process of generating new or alternative ideas occurs 

not only for clients and therapists but, also, for the 

reflecting team members as well. While observing the 

therapist/family conversation, each reflecting team member 

sits quietly and listens in an effort for each team member 

to come up with their own alternative ideas about what they 

are observing. Andersen (1987, 1990) believes this helps 

prevent the team from coming up with just one common 

hypothesis or idea and the result is that the 

therapist/family system gets to hear a number of different 

ideas rather than one preplanned idea (which usually occurs 

on Strategic, Milan Systemic, and Solution-Oriented Therapy 

Teams). During the actual reflection, an idea of one member 

may trigger a new idea in another team member that he/she 

hadn't thought of prior to hearing the other member's 

reflection (Andersen, 1987, 1990; Tomm, 1988b). The 

Strategic and Solution-Oriented Models argue the opposite, 

that giving families too many ideas will be confusing and 



lead to the family having difficulty remembering what they 

are supposed to work on in between their therapy sessions 

(Haley, 1976, 1987). 
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Some clinicians (Parry & Doan, 1994; White, 1995) have 

added to Andersen's (1987, 1990) original ideas of how to 

implement and use the reflecting process. Parry and Doan 

(1994) use the narrative or text metaphor to describe their 

therapy process where the therapist and the reflecting team 

are viewed as "re-visionary editors''. The reflecting team 

is used as an "editorial committee" which keeps track of a 

possible "hidden text" in the family which the family may be 

reluctant or fearful to bring up during the therapy 

conversation. 

White (1995) has made efforts to make his model of 

therapy more "transparent" where the therapist shares his or 

her ideas, theories, and thinking with the family system in 

order to make the therapy process more egalitarian and less 

hierarchical from his perspective. White's notion of 

transparency suggests that therapists need to share more of 

their underlying premises and beliefs with clients, so that 

clients can know where the therapist is coming from with the 

questions they ask clients in therapy. This concept of 

transparency comes from Foucault's (1980) concern about the 

misuse of power that can occur when the underlying 

sociocultural biases of expert knowledge is not revealed to 

clients. 
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Again, Strategic therapists would argue that the role 

of therapist implies some power and that it is better to 

accept this reality rather than pretend that it does not 

exist (Haley, 1976, 1987). Along with this theoretical line 

of thinking, the therapist's responsibility is to use this 

power in a responsible manner to help clients change in a 

positive direction. 

White (1995) has adapted this stance of transparency to 

the reflecting team process as well. This is accomplished 

during the team's reflecting conversation by the team 

members asking each other questions about the origins of 

their comments during the reflecting conversation. The idea 

is for the team members to situate their comments in their 

personal experiences so that their comments are more 

"transparent" to the family system listening behind the one

way mirror. For example, if team member A makes a comment 

during the reflecting conversation, team member B may ask 

team member A where the idea/comment came from in terms of 

did it arise from team member A's personal life, his/her 

professional theories, or from work with other 

clients/families. Team member A then shares where his/her 

idea came from. 

Research on the Reflecting Team Model 

As noted in Chapter I, there have only been a few 

research studies on the use of the Reflecting Team Model. 

Two quantitative studies attempted to measure the 
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effectiveness of the Reflecting Team Model. One of these 

studies (Griffith et al., 1992) measured the ability of the 

reflecting team intervention to change the family's 

communication before and after the intervention. This study 

used the observational coding system known as the Structural 

Analysis of Social Behavior (SASB) (Benjamin, 1974) to 

measure the families communication before and after the 

reflecting team intervention. The results indicated an 

increase positive communication as noted by more coding of 

trusting, comforting, and nurturing codes after the 

intervention and less coding of negative codes such as 

controlling, blaming, monitoring, and belittling. The other 

quantitative study (Hoger et al., 1994) used a single-group 

design to measure the outcome effectiveness of the 

Reflecting Team Model fifteen months after treatment had 

ended. In this study, 35 families responded at follow-up, 

two thirds of this group believed that their symptoms had 

improved and 80% of this group were satisfied with the 

reflecting team treatment. 

Two of the qualitative studies of the Reflecting Team 

Model in the literature focused on clients' and therapists' 

perceptions of the reflecting team process (Smith et al., 

1992, 1993). Other qualitative studies used qualitative 

analyses to elicit the domains of practice in the Reflecting 

Team Model (Sells et al., 1994) and to do a content analysis 

of clients' and therapists' perceptions of the reflecting 
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team process (Smith et al., 1994). For a comparison of the 

Reflecting Team Model studies in the literature, see 

Appendix B. 

Review of the Therapeutic Alliance Measurement Literature 

Since this is a process-oriented study that examines 

the perceptions of the therapy process for the clients, 

therapists, and team members, it is hypothesized that an 

important indicator for perceptions of the process would 

include measures of the therapeutic alliance between the 

clients and the therapists/team members. However, most of 

the literature on the therapeutic alliance comes from the 

individual psychotherapy process literature. Saunders, 

Howard, and Orlinsky (1989) pointed out that across many 

psychotherapy research studies it has been found that the 

quality of the psychotherapeutic relationship is strongly 

related to successful outcomes in psychotherapy. Part of 

their concern is that measurement of the quality of the 

therapeutic relationship between the client and the 

therapist comes from a "non-participant observer 

perspective" (Saunders et al., 1989, p. 323). These authors 

developed the Therapeutic Bond Scales which attempts to 

measure the quality of the therapeutic relationship through 

a self-report instrument. The instrument has the following 

dimensions: working alliance, empathic resonance, and mutual 

affirmation. These dimensions form the three scales for the 

instrument. The items for the three scales of the 



instrument were taken from the patient version of the 

Therapy Session Report (TSR) questionnaire (Orlinsky & 

Howard, 1967). There are 50 items in the three scales and 

there is a Global Bond Scale which is a composite of the 

three scales. 
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Tracey and Kokotovic (1989) examined the factor 

structure of the Working Alliance Inventory (WAI) which was 

developed by Horvath and Greenberg (1986). This inventory 

examines the perception of agreement on therapeutic goals by 

the client and the therapist, the perception of agreement on 

how to reach these goals, and the perception of the strength 

of the personal bond between the client and the therapist. 

Tracey and Kokotovic (1989) indicated that the WAI is a 

useful instrument because the self-report instrument can be 

given to both the client and the therapist, because it can 

be used to assess the therapeutic relationship regardless of 

the theory base of the therapist, and it is designed to be 

given during the early stages of the therapy process. The 

Working Alliance Inventory is a 36 item questionnaire that 

has three 12· item subscales which consist of Task, Bond, and 

Goal and it also provides an overall score. 

Marmar, Weiss and Gaston (1989) designed a study to 

test the validity of the California Therapeutic Alliance 

Rating System (CALTARS). This instrument was developed to 

measure the therapeutic alliance between the client and 

therapist by using trained raters who view videotaped 
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therapy sessions. In this study, the treatment modality was 

short-term dynamic psychotherapy. This instrument, rated by 

non-participant observers, includes 41 items of which 20 are 

therapist items and 21 are client items. There are four 

dimensions to the instrument which include: therapist 

positive contribution, therapist negative contribution, 

patient positive contribution, and patient negative 

contribution. 

Within the family therapy research literature, 

Joanning, Newfield and Quinn (1987) designed an interesting 

study that examined both the effectiveness or outcome of 

treatment as well as the ongoing therapeutic process. This 

study involved using both quantitative and qualitative 

measures to examine the effectiveness of three different 

treatment modalities with families that have adolescent drug 

abusers as members of their system. 

Pinsof and Catherall (1986) developed the Integrative 

Psychotherapy Scales which have been adapted from Bordin's 

(1975) concept of the working alliance and includes a 

systems orientation so that the strength of the therapeutic 

alliance can be measured in marital and family therapy. 

Since this is a systems measure of the therapeutic alliance, 

it will be used as one of the measures in this study. This 

systems self-report instrument is made up of three separate 

alliance scales that measure the individual's, the couple's, 

and the family's perceptions of the therapeutic alliance; 
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the couple (CTAS) and family (FTAS) scales have 29 items 

each. Each of the scales has three subscales which include 

tasks, bond, and goals. 

In addition to this scale which measured the overall 

alliance as perceived by the couples/families in this study, 

the Session Evaluation Questionnaire (SEQ) (Stiles, 1980) 

was given to the couples/families after their fourth therapy 

session in the study in order to measure the therapeutic 

impact of that session. The SEQ uses a semantic 

differential format and has 22 bipolar adjectives that 

relate to the client's thoughts, feelings, and perceptions 

of their just completed therapy session. The therapeutic 

alliance will also be measured in the study by a qualitative 

interview with the couples/families after the fourth session 

as well. Other instruments that are included in the pretest 

and posttest measurements to compare the subjects in the two 

comparison groups will be discussed in Chapter III. 

Summary 

In summary, there has only been a limited number of 

evaluation studies on the Reflecting Team Model. Griffith 

et al. (1992) found an increase in positive codes and a 

decrease in negative codes in subject families for in 

session communication after the reflecting team 

intervention. Hoger et al. (1994) found at a fifteen month 

follow-up period that two-thirds of the respondent families 

reported improvement in their symptoms and 80% of this group 
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were satisfied with the Reflecting Team Treatment Model. 

Two of the qualitative studies (Smith et al., 1992, 

1993) analyzed clients' and therapists' perceptions of the 

reflecting team process. One qualitative study (Sells et 

al., 1994) used ethnographic analyses to elicit the domains 

of practice in the Reflecting Team Model. The analysis 

indicated six domains of reflecting team practice which 

included: (a) benefits of its use, (b) effects of gender, 

(c) recommended use, (d) contraindicated use, (e) creating 

spatial separateness between clients and reflecting team 

members, and (f) communication patterns between clients and 

reflecting team members that bring forth change. Using the 

same client sample as the Sells et al. (1994) study, Smith 

et al. (1994) did an ethnographic content analysis of 

clients' and therapists' descriptions of the reflecting team 

process during marital therapy. The analysis showed that 

the clients focused on what they liked about the reflecting 

team process and how hearing ideas about their problems, in 

a different manner, were helpful. The therapists focused 

more on therapeutic outcome rather than on the therapeutic 

process. In this study, therapists' and clients' 

perceptions and perspectives of the Reflecting Team Model 

differed; the clients focused more on the process and 

therapists were more focused on the outcome. 

These initial studies have started the evaluation 

process on the Reflecting Team Model in family therapy 
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practice. However, there have been no comparison studies of 

the Reflecting Team Model with other models of family 

therapy practice. This researcher plans to continue the 

evaluation process of the Reflecting Team Model by doing a 

comparison study of the Reflecting Team Model with a 

Strategic Team Model that uses strategic (Haley, 1976, 1987) 

and solution-oriented (deShazer, 1985, 1988, 1991) 

strategies and intervetions. 
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CHAPTER III 

METHODOLOGY 

Overview of Research 

In this research study, a descriptive and exploratory 

design will be employed. As Gay (1987) indicated, for a 

researcher to use a true experimental design, the study has 

to include random selection of subjects. However, given the 

constraints of the setting and the context of where the 

research was conducted, a true experimental design with 

random selection of subjects was not possible. Therefore, 

the design employed in this study used a less rigorous 

design that will have some sources of invalidity. Sources 

of invalidity, such as shifting or veering from the study 

design, will be documented and reported in the study. 

Issac and Michael (1983) suggested that descriptive 

research can be narrowly or broadly defined. In its broad 

definition, it can include most research designs except 

those which are historical and experimental in nature. 

Since there is little empirical research on the Reflecting 

Team Model, preliminary exploratory and descriptive 

investigations, such as this study, are necessary to 

identify potentially relevant variables for consideration in 

more rigorous designs to be used later. Most of the 
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published work on the reflecting team (Andersen, 1987 & 

1990; Lax, 1989; Miller & Lax, 1988; Roberts, Caesar, 

Perryclear, & Phillips, 1989) involves theory and practice 

papers that describe, in a retrospective manner, one or two 

case studies where the reflecting team has been employed. 

Smith, Yoshioka, and Winton (1993) in their review of the 

reflecting team literature pointed out that there has been 

no empirical study of clients' perceptions of this treatment 

process or model. In response to the lack of studies, these 

authors (Smith et al., 1993) did a pilot study using 

qualitative research methods to begin the process of 

understanding this model from clients' perspectives. A 

similiar pilot study on the therapists' perspective was done 

by these authors (Smith et al., 1992) as well. To date, 

there are only two studies on the Reflecting Team Model 

(Griffith et al., 1992; Hoger et al., 1994) that have 

employed quantitative research measures. Griffith et al. 

(1992) examined changes in the families' communication style 

before and after the reflecting team interventions. Hoger 

et al. (1994) examined client outcomes and satisfaction with 

the Reflecting Team Treatment Model at a fifteen month 

follow-up period. 

An attempt was made for this study to involve several 

different counseling agencies, however, delays and the lack 

of control at other sites led to the decision to use an 

exploratory and descriptive design for this study. These 
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other sites turned out to not be available anyway. One of 

these sites felt that given the amount of data, that was 

requested from clients, that financial incentives for 

clients would be needed to recruit subjects. The lack of 

incentive for clients, such as financial reimbursement for 

participation, made it less likely that respondents would 

cooperate. Without resources to provide incentives to 

clients for participation in the study, only the clinic 

where the author worked was used as the site for this study. 

Description of Research Methodology 

The study, as originally designed, used random 

assignment of couples/families seeking therapy to one of two 

treatment groups whenever possible. At times, random 

assignment to groups was not possible given constraints in 

the study site. The particular constraints on the 

collection of data in this study are discussed in Appendix C 

of this paper. Initially, in using descriptive and 

exploratory research methods, the study started out using a 

nonequivalent control group design that included not only 

quantitative but qualitative measures of the dependent 

variable. As Gay (1987) noted, this quasi-experimental 

design is similiar to the pretest-posttest control group 

design with the exception being the lack of random 

assignment to groups in the nonequivalent design. Using 

Gay's (1987) symbols, the proposed nonequivalent control 
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O Xl O (Reflecting Team Model) 

O X2 O (Strategic Team Model) 
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Using these symbols, the first column of O's represents the 

pretest, the second column of O's represents the posttest. 

Xl is the group of couples/families receiving the Reflecting 

Team treatment and X2 is the group of couples/families 

receiving the Strategic Team treatment. With no group of 

subjects on a waiting list and both groups of 

couples/families receiving therapy, the proposed design is 

viewed as one with two different treatment or comparison 

groups without the use of a waiting list control group. Gay 

(1987) indicated that in this design, the Strategic Team 

treatment group (X2) can be viewed as the control group for 

the new treatment (Reflecting Team Model) but he suggested 

that the two treatment groups in this study design are more 

likely comparison groups where each treatment group is the 

control group for the other treatment group. However, the 

pretest data will be compared to the larger group of 

couples/families receiving marital/family therapy without 

the use of an observing therapy team at the clinic site 

during the time frame of the study. 

In addition to using this nonequivalent control group 

design when possible, the qualitative research methods 

employed qualitative interviews to add to the type and 

variety of information collected from couples/families in 
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this study. This allows for a broader and richer view of a 

clinical process that involves not just the therapist and 

the family system but its interaction with the observing 

team as well. The intent was to provide multiple measures 

of the couples/families experience of the therapy process 

(dependent variable) as Gurman and Kniskern (1978) suggest. 

Moon, Dillon and Sprenkle (1991) believe that 

qualitative and quantitative research methods can be woven 

together and are complementary. For instance, Joanning, 

Newfield, and Quinn (1987) performed a large scale process 

and outcome study on the treatment of adolescent substance 

abusers and their families using quantitative and 

qualitative research methods. 

Moon et al. (1991) took a synthesist position in the 

debate over qualitative and quantitative research designs 

arguing that both methods of research can be employed 

together. These complementary but different measures 

provide multiple avenues for the collection of information 

and data on the couples'/families' perception of the 

treatment process. Moon, Dillon, and Sprenkle (1990, p. 

361) point out that this use of multiple measures in 

qualitative research is called triangulation which they 

define as "using multiple data sources, multiple data 

collection and analysis methods, and/or multiple 

investigators, in order to increase the 'trustworthiness' of 

findings." Multiple sources of information fits well with 



the purpose of the Reflecting Team Model (Andersen 19871 

1990) of offering multiple ideas to the client family 

system. 
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Qualitative research methods have been viewed by some 

Systemic Family Therapy theorists and researchers as being 

more compatible with the cybernetic and constructivist 

theories that underlie some of the recent ideas and current 

directions of some parts of the family therapy field and the 

Reflecting Team Model would be included as an example of one 

such recent approach (Atkinson & Heath1 1987; Moon et al. 1 

19901 1991). 

Within these cybernetic and constructivist ideas 1 that 

include the Reflecting Team Model 1 is the concept that the 

therapist and therapy team are part of the phenomenon being 

observed and this includes recursive interactions between 

the family 1 therapist 1 and the therapy team (Keeney 1 1983; 

Tomm, 1988b). As Wynne (1988) indicated1 the therapist is 

not separate from the client system but is one member (a 

participant) of an observing system that includes the client 

family system. 

Research methods that employ qualitative interview 

procedures view the researcher as a "participant observer" 

who not only observes but participates and influences the 

phenomenon being studied (Patton, 1987). Qualitative 

methods using these procedures fit well with the Reflecting 

Team Model where there is a deemphasis on hierarchical 
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differences between the clients and the therapist/therapy 

team members. This involves a shift in emphasis to seeing 

the clients as their own experts on resolving their issues 

when the normal differences between the clients and 

therapist are theoretically lessened. (Again, Strategic 

therapists would propose that this normal hierarchical 

difference between the therapist and clients is useful in 

bringing about positive change in clients since clients may 

be more likely to try out new behaviors due to the expertise 

of the therapist.) Moon et al. (1990) indicated that the 

participant observer role for the researcher also has 

implications for the subjects in the research who take on a 

less passive and more equal role as participants rather than 

subjects in the research in question. 

Qualitative interviews of couples/families will add and 

hopefully complement the quantitative data gained from the 

use of self-report questionnaires. In order to gain more of 

the multiple views of the participants in the therapy 

process, qualitative interviews will be used with the 

observing therapy team participants as well. Although, the 

main focus of the study still remains on the 

couples/families experience as participants in the process. 

As noted earlier in this chapter, this study can be 

seen as exploratory and descriptive in nature due to the 

small sample size and the need to diverge from the original 

study design in order to gain more sources of data. 
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Smith et al. (1993) pointed out that researchers need to be 

open to change as information is received in that recursive 

process between the researcher and the participants in the 

study and the researcher needs to be adaptive to such 

changes. It is argued that a pilot study of this type, 

though limited in scope, contributes to the existing body of 

knowledge of the Reflecting Team Model given the sparseness 

of empirical studies on the model. Cavell and Snyder (1991) 

maintain that qualitative methods help elaborate and build 

on theory development in a generative manner but due to 

difficulty in generalizing the results beyond the study in 

question, these authors (Cavell & Snyder, 1991) hold that 

qualitative designs are limited in what they can offer the 

family therapy field. Just as Cavell and Snyder (1991) 

indicated, this present study, due to its limitations, may 

not be generalizable beyond the participants in the study 

but it hopefully will indicate trends that are similar or 

dissimilar to the existing research on the Reflecting Team 

Model. This contribution to a more indepth empirical 

analysis of the model could be helpful to future efforts. 

However, given the early stages in the empirical analysis of 

the Reflecting Team Model, qualitative methods which tend to 

be exploratory in nature (Moon et al., 1990} will fit with 

the purposes of this current study. 

Included in the multiple measures of the dependent 

variable will be the observational coding of videotaped 
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segments of the therapy sessions by two independent raters. 

This strategy will provide an outsider perspective of the 

phenomenon being studied which Gurman and Kniskern (1978) 

consider to be important in family therapy research. 

Research Design 

Independent Variables 

Within this study, the primary independent variable was 

the type of family therapy treatment that each of the 

treatment groups received. Other independent or client 

background variables were collected during a pretest phase 

when couples/families came to the clinic site and filled out 

the agency's intake forms and the study's self-report 

instruments prior to therapy. These instruments measured 

the couples'/families' current level of stress, their 

typical responses to stress, their communication, their 

level of family functioning, their problem-solving 

confidence, and their sense of hopefulness. Family members 

twelve years and older were asked to complete the pretest 

instruments. One of the pretest measures was the agency 

intake questionnaire which assessed whether the 

subjects/participants in each of the two groups were similar 

to each other on a number of extraneous variables such as 

age, education, socioeconomic status, racial group, sex, 

family type, presenting problem, and duration of the 

problem. 

The pretest self-report instruments were used to assess 
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stress level, family functioning, the amount of confidence, 

and the amount of hopefulness that the couples/families have 

in resolving their issues/problems prior to beginning 

treatment. These measures were also used to ascertain if 

the couples/families assigned to each treatment group were 

similar on these variables prior to the start of treatment. 

These measures also indicated whether these two groups were 

similar to the larger group of couples/families receiving 

marital/family therapy at the clinic site without the use of 

an observing therapy team. 

In the original study design, the posttest measures 

were given after the fourth treatment session for each 

couple/family participating in one of the two treatment 

groups. The independent variable was duration (the four 

therapy sessions) with either a Reflecting Team Model (Xl) 

or a Strategic Team Model (X2). The time frame chosen for 

the posttest is rather short but given the potential of 

couples/families dropping out of treatment, this is a way of 

dealing with an important source of internal invalidity, 

differential experimental mortality (Issac and Michael, 

1983). In this study, concern for subject mortality was an 

issue but the difficulty in getting subjects to participate 

in the study required changes in the original study design. 

A combination of factors made it difficult to find subjects 

who were willing to participate in the study. Given the 

recent development of the Reflecting Team Model, the limited 
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amount of empirical research in the literature on the model, 

and the time constraints for the completion of the study, it 

was decided to allow changes in the study design. For a 

detailed description of these study design issues, see 

Appendix C. 

Whenever possible, posttest data were collected at the 

end of the first four therapy sessions for both treatment 

models. Posttest data were also collected from 

couples/families at the study site that were receiving 

current marital/family therapy by the author or the other 

staff family therapist; these previous therapy sessions were 

done without the use of an observing therapy team. Most of 

these couples/families that were receiving current 

individual marital/family treatment received usually two to 

four therapy sessions without the use of a therapy team 

prior to being assigned to one of the two therapy team 

treatment groups. At that time, these couples/families 

received either of the therapy team treatments for at least 

their next two therapy sessions then posttest data were 

collected on these couples/families. 

Since there were difficulties in recruiting subjects 

for the study at the pretest period, just prior to the 

initial therapy session, it was decided to ask as many of 

the couples/families receiving individual marital/family 

therapy at the study site as possible to participate in the 

study after the first two to four therapy sessions with 
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their individual family therapist. It was hoped that these 

families felt more comfortable after the initial therapy 

sessions and it was assumed that the therapist had begun to 

build an alliance with these couples/families. The 

assumption was that these couples/families may be more 

receptive to participating in the study at this early stage 

of treatment. 

When these couples/families were solicited to be in the 

study, the vast majority of these couples/families chose not 

to participate in the study. These clients did not 

participate because of the following reasons: (1) scheduling 

problems for the family; (2) some anxiety about being in the 

study; or, (3) a lack of interest in participating in the 

study. When approached about using a therapy team and being 

videotaped, many couples/families already in individual 

marital/family therapy felt uncomfortable with this proposed 

treatment context and chose to continue in their current 

individual marital/family therapy. However, a few 

couples/families did elect the proposed new treatment 

context and could also rearrange their schedules to be seen 

on the day that the family therapy team works with families 

at the study site. (This raises the question about what was 

different about these couples/families, that they were 

willing to participate in the study, after they had already 

begun therapy without the use of an observing therapy team. 

At this time, it is unclear what if any differences were 
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present in these couples/families as compared to those 

couples/families who declined to participate in the study.) 

The difficulty in recruiting subjects from the larger 

population of marital and family therapy clients at the 

study site needs to be looked at. Did clients choose not to 

participate in the study due to the amount of data to be 

collected at the posttest stage, or because being in a study 

felt like an invasion of privacy to them? Many clients are 

initially hesitant to participate in family therapy when 

they are informed that the treatment process involves the 

use of an observing therapy team. Generally, clients become 

used to having a therapy team as part of the therapy process 

particularly when they experience the observing therapy team 

as being helpful to them in resolving their presenting 

problem. However, some clients continue to feel 

uncomfortable with a team of observers. (When this occurred 

at the study site, these clients were seen by the therapist 

alone.) 

Whenever a large number of clients decline to 

participate in a study (as happened in this current study), 

does this imply something about the data being collected or 

does it say something about the proposed treatment involved 

in the study? In family therapy, observing therapy teams 

are primarily used in training settings, not in most 

community practice settings, with the primary purpose of 

helping to educate and train family therapy trainees to do 



101 

marital and family therapy. As a discipline, it may be 

useful for the family therapy field to examine the reasons 

for the use of an observing therapy team given the normal 

hesitancy of some of our clients to participate in the 

process when observers are involved. Basically, the 

question is whether the use of an observing therapy team is 

more for our benefit (i.e., the family therapy field) or for 

the benefit of the clients that we work with? 

It should also be pointed out that both treatment 

models involved in this study can be used by therapists 

without the use of an observing therapy team. The context 

is somewhat different when there is no observing therapy 

team but strategic and reflective concepts and interventions 

can be implemented by a therapist working without an 

observing therapy team. 

The only subjects that received the treatment process 

differently than in the original study design or altered 

study design was one couple who were seen for their first 

two therapy sessions with the family therapy team but then 

due to scheduling problems, the couple could no longer come 

in for therapy on the day that the family therapy team met. 

Posttest data were then collected after the end of the 

second session and the couple was seen in individual marital 

therapy in subsequent sessions. The other exception was a 

family that was terminating family therapy at the end of 

their twelfth family therapy session. The family therapist 
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referred the family to the family therapy team for a 

combination termination session and consultation interview 

which the therapist hoped would help the family to leave 

therapy in a positive manner. At the end of their twelfth 

session and only therapy team session, some posttest data 

were collected. 

Clearly, these shifts in the study design, along with 

the accompanying confounding variables that these shifts in 

design introduce, limit the possible impact and 

generalizability of the study and raise questions about the 

conclusions that are drawn from the data collected in the 

study. However, given the preliminary and exploratory 

nature of the prior research on the Reflecting Team Model, 

it is again hoped the trends found in this study will still 

provide a contribution to the existing research on this 

model. The use of qualitative research methods as part of 

the multiple dependent variable measures will help in the 

discovery of any possible trends in the analysis of the data 

given the introduction of a confounding variable, such as 

ongoing individual marital/family therapy. The constraints 

on subject participation and data collection in this study 

called for flexibility and adaptability which is more 

accepted in qualitative research methods (Moon et al., 19~0; 

Smith et al., 1992, 1993). 

Description of Therapy Treatment 

In describing the type of therapy received by each 
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treatment group, a typology used by Green and Herget (1989a, 

1989b, 1991) will be used to explain the differences in the 

two treatment models used in the study. In general, the 

therapeutic stance of the therapist(s) was one of empathy, 

warmth, and active participation with the couple/family 

during the session. Therapists using the Reflecting Team 

Model tended to be more non-directive in their interactions 

in the therapy session. Whereas, when the Strategic Therapy 

Model was used, the therapist made efforts to be more 

problem focused (i.e., framing the problem in solvable 

terms) and more solution focused (i.e., looking for 

exceptions to the problem behavior and encouraging clients 

to continue to try out behaviors that involved possible 

solutions to the problem). Following the results and 

recommendations from Green and Herget's (1991) study on 

outcomes from Strategic/Systemic Family Therapy, when the 

Strategic Model was used, the therapist made efforts to be 

less directive and hierarchical with the couple/family. 

When interventions or assignments were given in this model 

by the therapist or the therapy team, efforts were made to 

explain any interventions or directives given. 

The therapy team operated and made efforts to intervene 

differently depending on the treatment model being used. 

With the Strategic Team Model, team members discussed 

observations, ideas, and strategies behind the observation 

mirror. The therapy team called in questions, thoughts, and 



104 

interventions at least two times prior to the end of session 

break. The therapy team's phone interventions always began 

with an acknowledgement and compliment of something that the 

clients were doing well, prior to making an intervention. 

Towards the end of the interview, the therapist left the 

room and joined the therapy team in the observation room 

where an end of session strategy was designed which the 

therapist brought back and delivered to the clients. This 

usually included a focus on current and past functional 

behavior by the clients as well as some intersession 

assignments for the clients to do. 

In contrast, the reflecting team members generally did 

not talk to one another while observing the therapy session. 

Generally, about two-thirds or three-quarters of the way 

into the session, the therapist would ask the family if they 

wanted to hear some of the team's comments or ideas about 

their situation. At that point, the therapist and family 

would trade rooms with the reflecting team where the family 

would see the team members and hear their comments. The 

reflecting team made efforts to intervene by having a 

reflecting conversation between the team members with the 

family and the therapist observing the team's conversation 

about their therapy session. The focus of the therapy team 

was on looking for family strengths, exceptions to the 

problem, solution behavior, and a decreased emphasis on 

examining the problematic patterns that were occurring for 
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the clients. The therapy team's reflection began by 

acknowledging the family's strengths and efforts to resolve 

the presenting problem. Interventions and ideas were 

introduced by the team through the use of a questioning 

format where the team members offered ideas in a tentative 

manner. 

Role of the Researcher/Therapist 

As Gurman and Kniskern (1978) indicated the role of the 

therapist and researcher needs to be delineated and 

separated in order to provide a more objective perspective 

of the clinical processes being studied. However, research 

methods involving qualitative interviews suggest that the 

researcher take on a participant observer role where the 

researcher not only observes the phenomenon under study but 

joins in and actually experiences the phenomenon 

himself/herself (Patton, 1987). According to Patton (1987), 

qualitative research methods involve choices by the 

researcher on how to observe and study the phenomenon in 

question. Patton (1987) views the observational process of 

the researcher as being on a continuum from active 

participation on one end to an onlooker who observes the 

phenomenon as an outsider on the other end of the 

observational continuum. Clearly, the role of the 

researcher as active participant in the process fits with 

the cybernetic and constructivist ideas on which the 

Reflecting Team Model is based. 
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This participant observer role may seem in contrast to 

Gurman and Kniskern's (1978) views on the separation of the 

roles of the therapist and the researcher. Smith et al. 

(1992, 1993) worked on combining these researcher 

perspectives/roles by involving a small research team in the 

ongoing reflecting team processes for a three month period 

where the research team observed the therapist-family 

sessions and participated in the reflecting team discussions 

and activities. These authors (Smith et al., 1992, 1993) 

took the stance that the participant observer method 

provided the flexibility for one of the authors to take on 

the dual role of research team member and clinical 

supervisor of the reflecting team in the university based 

clinic that was the study site. However, it did not appear 

that this dual role by the faculty member included taking on 

the role of therapist with the subjects/participants in the 

study which is consistent with Gurman and Kniskern's (1978) 

call for separation of the therapist and researcher roles. 

In this study, the author also takes on the dual role 

of researcher and supervisor of the therapy team at the 

study site. Since the study site is not a university based 

clinic but a community counseling center with an emphasis on 

service provision, the researcher also had to take on the 

role of therapist or co-therapist frequently during the time 

frame of the study. Other factors involved in the combining 

of these roles included the lack of family therapy staff at 
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the clinic site, the lack of clinical experience for some of 

the trainees on the therapy team, and a concern about the 

quality of the therapy provided for the couples/families 

seen by the therapy team. 

In an effort to be cognizant of Gurman and Kniskern's 

(1978) concerns for separation of roles, this author 

attempted whenever possible to take an observing team member 

role rather than the therapist role in the clinical work 

with couples/families. The author also made efforts to 

separate the roles of therapist and researcher whenever 

possible. Whenever qualitative interviews were conducted 

with couples/families where the author was the therapist, a 

member of the observing therapy team conducted the 

qualitative interviews with the subjects/participants. 

There is only one exception to this where the author was the 

co-therapist and qualitative interviewer for one couple, in 

the study, due to scheduling demands on the other team 

members which didn't allow anyone else to perform the 

qualitative interview with this couple. This blurring of 

roles was pointed out to the couple in question during the 

qualitative interview. When the author was a member of the 

observing therapy team and not the therapist, the author was 

the participant/conductor of the qualitative interviews with 

the couples/families in the study. The reasons for this 

being the lack of a research team or human resources at the 

study site and the intention by the author to not burden 
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possible. 

The Observing Team 
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During the sixteen month time period when data were 

collected, membership of the observing team did not remain 

constant. The author was the only stable member of the team 

and was present for all three weekly time slots where the 

therapy team approach to therapy was used at the study site. 

A sociology faculty member from a local university was 

present throughout the study period for one of the three 

time slots as well. A family therapist colleague from the 

study site was a team member for five months of the study 

period. The remainder of the team members were made up of 

masters level graduate students and one doctoral level 

graduate student. These students participated in the family 

therapy team out of either interest in family therapy or as 

part of their practicum requirements at the study site. The 

team members ranged in age from 24 to 58 years and included 

people of various socioeconomic status. The group was 

Caucasian in racial makeup and generally had more women than 

men on the team at any one time. The range of clinical and 

family therapy experience ranged from no prior experience to 

ten years experience. For the most part, the majority of 

team members had only limited or no clinical experience. 

However, two graduate students had experience in chemical 

dependency treatment and the one doctoral student had some 
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experience working with a Structural/Strategic Family 

Therapy team in a university based training clinic. The 

author had been working with a Reflecting Team Model one day 

a week for four and a half years when the study began. No 

other team members had any prior clinical experience in 

using a Reflecting Team Model before becoming team members 

except for the local faculty member who had been a member of 

the reflecting team at the study site for a year prior to 

the beginning of the study. 

Since many of the team members did not have knowledge 

of the Reflecting Team Model, this author gave the team 

members frequent theory and practice papers from the 

literature on this model as well as papers on the Strategic 

and Solution-Oriented Models of family therapy. 

Periodically, the author would use didactics and role 

playing to help initiate team members in the Reflecting Team 

and Strategic/Solution-Oriented Models. The interest level 

of the team members in learning more about the Reflecting 

Team and the Strategic/Solution-Oriented Team Models of 

treatment varied greatly. Differing theoretical preferences 

by team members and the feeling that many of the student 

team members had of being overloaded with readings from 

their academic courses contributed to this variation. 

The actual process and operation of the team varied 

according to whether a couple/family was receiving the 

Reflecting Team Model or the Strategic Team Model. The 
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number of observing therapy team members for a particular 

team therapy session ranged from one to seven team members. 

Dependent Variables 

The dependent variables were the couples'/families' 

perceptions and attitudes of the therapy process and the 

therapy team members' perceptions and attitudes of the 

therapy process as well. As a second order cybernetics 

perspective suggests, the family-therapist-therapy team form 

an observing system with recursive interactions which 

indicates that the therapy process effects not only the 

family but the therapist and the therapy team as well. 

Therefore, perceptions of the therapy process from both the 

families and the therapy team members were gathered. 

In measuring the couples'/families' perceptions of the 

therapy process quantitatively, a self-report instrument was 

used with subscales attempting to measure the overall 

positive or negative view of the treatment process, the 

couples'/families' perceptions of how the therapist views 

them, the couples'/families' perceptions of their ability to 

develop their own solutions for the presenting problem, the 

couples'/families' perceptions of hopefulness that the 

presenting problem will be reduced or resolved, the 

couples'/families' perceptions of being listened to and 

understood by the therapist, the couples'/families' 

perceptions that the therapist and family are a team working 

together to resolve the presenting problem, the 



couples'/families' perceptions of liberation from their 

previous view of the problem, and the couples'/families' 

perceptions of being manipulated by the therapist. 
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Another measure of the dependent variable was the data 

collected from couples/families in the qualitative 

interviews. The qualitative interview questions attempted 

to complement the data that was obtained from the self

report instruments. Theoretically, the qualitative 

interview questions stem from the work of Andersen (1987, 

1990) on the Reflecting Team Model and from Tomm's (1987a, 

1987b, 1988) work on interventive interviewing. 

The other quantitative dependent variable measure of 

the couples'/families' perceptions of the therapy process 

was the observational coding of two five minute segments of 

videotape of the marital/family therapy session done 

immediately prior to the collection of the posttest data. 

Just as qualitative research measures are used to 

elicit the perceptions of the therapy process for 

couples/families, the therapy team members' perceptions of 

the therapy process were measured by qualitative interviews 

of current and past therapy team members who have 

participated in the team process during the time frame of 

the study. The qualitative interview asked team members of 

their experience using a Reflecting Team Model and asked 

them to compare the Reflecting Team Model with their 

experience using the Strategic Team Model. Besides the team 
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members' qualitative comparisons of the two team treatment 

models there was also a quantitative comparison of their 

level of comfort in using each of the team treatment models 

with a variety of commonly encountered clinical problems. 

The overall purpose was to gain multiple perspectives 

on the therapy process by the various participants (i.e., 

the couples/families, the therapist, and the team members) 

in the treatment process and to see if these multiple 

perspectives complement each other (Gurman & Kniskern, 

1978) . 

In the collection of the measures of the dependent 

variable, considerable effort had been made to gain sources 

of information/data from each couple/family on all three 

measures (i.e., the self-report instrument, observational 

coding system, and the qualitative interview). This was 

accomplished on some of the couples/families in the sample 

but did not occur with all couples/families in the study. 

For example, some subjects/participants, due to time 

constraints, took the posttest self-report questionnaire 

home to fill out and did not return it. Some subjects did 

not feel comfortable being videotaped for the observational 

coding and some subjects/participants agreed to the 

qualitative interview but did not have the time to stay 

after the therapy session to be interviewed. Again, given 

the exploratory nature of the study and the state of 

existing empirical research on the Reflecting Team Model, it 



was decided that even partial data could be useful in 

understanding how the reflecting team process is being 

experienced by clients and professionals alike. 

Research Hypotheses for the Clients 
Stated in the Null Form 

1. There will be no difference in the perceptions of the 

therapy process between couples/families in the two 
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treatment groups Xl and X2, where Xl is the Reflecting Team 

Model and X2 is the Strategic Team Model. 

2. There will be no difference between the two treatment 

groups in the couples'/families' ability to find and use 

their own solutions to the presenting problem. 

3. There will be no difference between the two treatment 

groups in the couples'/families' sense of hopefulness that 

the presenting problem will be resolved. 

4. There will be no difference between the two treatment 

groups in the perceptions by the couples'/families' that 

they are united with and working together with the therapist 

in solving the presenting problem. 

5. There will be no difference between the two treatment 

groups in the couples'/families' level of interest and 

cooperation in the therapy process. 

6. There will be no difference between the two treatment 

groups in the couples'/families' ability to change their 

original view of the problem. 

7. There will be no difference between the two treatment 



groups in the couples'/families' perceptions of being 

manipulated by the therapist. 

Research Hypotheses for the Therapy Team 
Members Stated in the Null Form 

1. There will be no difference in preference for team 
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members in terms of whether to use a Reflecting Team Model 

or a Strategic Team Model. 

2. There will be no difference in team members' ability to 

focus on clients' strengths, exceptions to the problem, and 

on solutions to the problem when either a Reflecting Team 

Model or a Strategic Team Model is used. 

3. There will be no difference in team members' awareness of 

and attention to the clients' problems, and problematic 

patterns when either a Reflecting Team Model or a Strategic 

Team Model is used. 

4. There will be no difference in team members' experience 

of whether their ideas/interventions for the clients are 

listened to in the therapy process whether a Reflecting Team 

Model or a Strategic Team Model is used. 

5. There will be no difference in team members' perceptions 

of the cooperativeness among the team members whether a 

Reflecting Team Model or a Strategic Team Model is used. 

6. There will be no difference in team members' perceptions 

of their effort to attend to and focus on the family therapy 

interview whether a Reflecting Team Model or a Strategic 

Team Model is used. 



115 

7. There will be no difference in team members' perceptions 

of the pressure or anxiety that they feel to come with 

ideas/interventions for the clients whether a Reflecting 

Team Model or a Strategic Team Model is used. 

8. There will be no difference in team members' experience 

of any hierarchical differences or professional distance 

between the therapy team and the clients whether a 

Reflecting Team Model or a Strategic Team Model is used. 

9. There will be no difference in team members' experience 

of themselves as active participant observers in the therapy 

process whether a Reflecting Team Model or a Strategic Team 

Model is used. 

10. There will be no difference in the therapists' 

perceptions of being supported and not judged by the therapy 

team whether a Reflecting Team Model or a Strategic Team 

Model is used. 

11. There will be no difference in the therapists' 

perceptions of being connected to and aligned with the 

clients whether a Reflecting Team Model or a Strategic Team 

Model is used. 

12. There will be no difference in the therapists' 

perceptions of the clients' ability to focus on their own 

ideas and solutions to their problems whether a Reflecting 

Team Model or a Strategic Team Model is used. 

13. There will be no difference in the therapists' 

perceptions of the clients' comfort level and ease with the 



therapy team process whether a Reflecting Team Model or a 

Strategic Team Model is used. 

14. There will be no difference in the therapists' or the 

therapy team members' perceptions of the usefulness and 

effectiveness of the therapy team process whether a 

Reflecting Team Model or a Strategic Team Model is used. 

Population and Sample 
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Given the already stated constraints in finding 

subjects for the study, it was proposed that each of the two 

treatment/comparison groups (Xl and X2) have a sample size 

of ten couples/families in each group (n=lO). Issac and 

Michael (1983) indicated that small sample sizes with N's of 

10 to 30 are easy to work with, allow for easier 

calculations, are adequate enough to test the study's 

hypotheses, and the N is small enough to prevent the 

appearance of less significant treatment effects that may be 

due to having a large sample for the study. The sample was 

drawn from a larger population of couples/families that are 

seeking marital/family therapy for some kind of 

marital/family problem. The population is generally low and 

middle income couples/families from an urban area in 

Oklahoma and the majority were Caucasian. The time 

constraints on the author made it difficult to develop a 

larger and more desirable sample size. As noted earlier, 

problems in solicitation of subjects combined with the time 

constraints for completion of this study led the author to 
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end the study prior to getting the desired sample size for 

the two treatment groups. This will be taken into account 

in the analysis of the data from the study. 

Clearly, the study would be more rigorous (i.e., more 

statistical power and generalizability) with a larger sample 

but this was not practical for the completion of the study. 

Issac and Michael (1983) in discussing the selection of a 

large or small sample indicate that "between the economy and 

convenience of small samples and the reliability and 

representativeness of large samples lies a trade off point 

balancing practical considerations against statistical power 

and generalizability" (p. 190). These authors (Issac & 

Michael, 1983) suggested that small samples may be more 

useful than larger samples in studies involving various 

types of therapy/counseling or intensive interviewing. In a 

review of the literature on the Reflecting Team Model, the 

number of studies remains small and the sample sizes used in 

these studies are also small (Andersen, 1987, 1990; Griffith 

et al., 1992; Hoger et al., 1994; Sells et al., 1994; Smith 

et al., 1992, 1993, 1994). 

As stated earlier in the chapter, the study sample was 

derived primarily from two sources. One was from 

couples/families who received either of the team treatment 

therapies for their first four therapy sessions at the study 

site. The other primary source was from the subgroup of 

couples/families who had received two to four sessions of 
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individual marital/family therapy and then received one of 

the team treatment therapies for their next two therapy 

sessions. In both of these sources for the two treatment 

groups, subjects were randomly assigned to the two treatment 

groups by the author. 

The exceptions to the random assignment included the 

family that was referred to the family therapy team for 

their twelfth and last therapy session (in this case, the 

referring therapist requested a Reflecting Team Model) and 

one family that was referred due to child sexual abuse. The 

later family was also going through very stressful legal 

proceedings at the time of referral. For this family and 

the context it was in, the author made a clinical decision 

to use the Reflecting Team Model. This indicated the 

author's bias for the Reflecting Team Model over the 

Strategic Team Model. The author made the assumption that 

this family would have some difficulty with a team of 

observers, given the presenting problem, so the author 

assumed that the Reflecting Team Model would be less 

stressful for the family since the family gets to see and 

hear from the reflecting team directly in the therapy 

session. (With this particular case, Strategic therapists 

would argue that a Strategic Team Model can be quite 

sensitive to these issues as well.) 

This last case, nonrandomly assigned to its treatment 

group, brings up the issue of the researcher's theoretical 
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preference for the use of a Reflecting Team Model in working 

with observing therapy teams in family therapy. However, 

the author is aware of this bias and made efforts to see 

that couples/families receiving the Strategic Team Model of 

treatment continued to receive therapy on a level comparable 

to the level achieved by the subjects in the Reflecting Team 

Model. 

Instrumentation 

The scales and subscales for the pretest and posttest 

measures are presented below. The reliability levels 

reported for each scale represents the level reported by the 

authors' of the scales in the original reliability and 

validity studies for each scale. The scales and subscales 

for the pretest measure included: The Family Issues Scale 

(FIS) (Olson, Mccubbin, Barnes, Larsen, Muxen, & Wilson, 

1982) which is a 20 item self-report questionnaire that 

examines the stress in a family over the past year and has a 

reliability (alpha) of .85. The scale was used to measure 

the level of stress for families prior to beginning therapy. 

The Family Coping Style Scale (FCSS) (Olson et al., 1982) is 

a 10 item self-report scale that measures how a family is 

responding to stress; it has a reliability (alpha) of .83. 

The scale was used to measure the families perceived 

responses to stress in their lives at the pretest and 

posttest stages. The Family Communication Scale (FCS) 

(Olson et al., 1982) is a 10 item self-report questionnaire 
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that measures the quality of the communication within a 

family; it has a reliability (alpha) of .79. It was used to 

measure the perceived quality of couples/families 

communication at the prettest and posttest stages. 

The Family Satisfaction Scale (FSS) (Olson et al., 

1982) is a 10 item self-report questionnaire that measures 

the overall level of satisfaction within a family; it has a 

reliability (alpha) of .91. It was used to measure the 

overall satisfaction level for couples/families at the 

pretest and posttest stages. A revised version of The 

Problem Solving Confidence Subscale of the Problem-Solving 

Inventory (PSI) (Heppner & Peterson, 1982) is an 11 item 

self-report questionnaire that measures an individual's 

perceived confidence in solving their problems; it has a 

reliability (alpha) of .85. The subscale is one of three 

subscales that make up the 32 item Problem Solving Inventory 

(PSI). This subscale was revised by the addition of two 

items by the author and the items were rewritten to reflect 

a couple/family perspective rather than a self perspective. 

The subscale was used to assess the perceived level of 

problem solving confidence for couples/families at the 

pretest and posttest stages. Analysis of possible effects 

of the modification will be estimated in this study. 

The General Functioning Subscale of the McMaster Family 

Assessment Device (FAD) (Epstein, Baldwin, & Bishop, 1983) 

is 12-item questionnaire that measures the overall level of 
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family functioning; it has a reliability (alpha) of .92. 

This subscale was used to measure the level of functioning 

for couples/families at the pretest and posttest stages. 

The Hopelessness Scale (HS) (Beck, Weissman, Lester, & 

Trexler, 1974) is a 20 item true-false self-report 

questionnaire that measures the sense of hopelessness in 

individuals; it has a reliability (alpha) of .93. Sixteen 

items in the scale were rewritten to reflect a family 

perspective and were used to assess a continuum of 

hopelessness to hopefulness at the pretest and posttest 

stages. The items used had the scoring reversed for the 

study to better reflect the hypothesized relationships. The 

pretest self-report scale was comprised of 91 items. For a 

copy of the pretest questionnaire, see Appendix D. 

The posttest measure included the following (sub)scales 

which have been described in the preceding paragraphs: The 

Family Coping Style Scale (FCSS) (Olson et al., 1982), The 

Family Communication Scale (FCS) (Olson et al., 1982), The 

Family Satisfaction Scale (FSS) (Olson et al., 1982), a 

revised version of the Problem Solving Confidence Subscale 

of the Problem-Solving Inventory (PSI) (Heppner & Peterson, 

1982), The General Functioning Subscale of the McMaster 

Family Assessment Device (FAD) (Epstein, Baldwin, & Bishop, 

1983), and a revised version of the Hopelessness Scale (HS) 

(Beck et al., 1974). 

The following scales were not used in the pretest 
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questionnaire but are part of the posttest instrument. The 

Mental Health Locus of Control (MHLC) Scale (Hill & Bale, 

1980) is a 22 item self-report questionnaire that measures 

individuals' beliefs as to where the control for change in 

psychotherapy lies in terms of being the client's or the 

therapist's responsibility. The MHLC Scale has a 

reliability (alpha) of.84. Eighteen of the 22-items on the 

MHLC Scale were rewritten to reflect a family perspective 

and the revised 18 item scale was used in the study to 

measure couples'/families' beliefs as to whether change 

occurred due to their behavior or due to the behavior of the 

therapist. 

The Family Therapy Alliance Scale (FTAS) (Pinsof & 

Catherall, 1986) is a 29 item self-report questionnaire that 

measures the therapeutic alliance between the family and the 

therapist; it has a reliability (alpha) of .94. The FTAS 

Scale was used to measure the strength of the therapeutic 

alliance between the couples/families and the therapist. 

The last scale in the posttest instrument is the Session 

Evaluation Questionnaire (SEQ) (Stiles, 1980) which is a 22 

item scale made up of 22 bipolar adjectives in a semantic 

differential format; it has a range of reliability (alpha) 

from .78 to .91. The SEQ Scale is designed to measure the 

perceptions and impact of a psychotherapy session that has 

just been finished. The SEQ scale was used in the study to 

measure the perceptions and feelings of couples/f~milies 
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about their family therapy session just preceding the 

collection of the posttest data. This self-report posttest 

instrument has 141 items. For a copy of the posttest 

questionnaire, see Appendix E. 

The qualitative research measure for clients includes 

eleven open-ended questions that the interviewer asked the 

couples'/families' about their perceptions of the treatment 

they received, their perceptions on how they believe the 

therapist and team view the client system, their current 

view of the presenting problem, possible new ideas or 

solutions in solving the problem, and a comparison with any 

previous or current therapies. For a copy of the clients' 

qualitative interview questions, see Appendix F. 

The qualitative interview questions for the therapy 

team members were comprised of 28 open-ended questions that 

the interviewer asked the therapy team members. The first 9 

questions were developed by Smith et al. (1992, 1993) in 

order to understand the clinical process of how the 

Reflecting Team Model works from the perspectives of the 

team members. Questions 10 through 28 were developed by the 

author in order to compare the contrasting and similar 

experiences and perceptions of the therapeutic process by 

therapy team members when the Reflecting Team and the 

Strategic Team Models were used. In the last part of the 

qualitative interview with the therapy team members, the 

author gave the team members a list of clinical problems and 
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asked them to rate on a 7-point Likert Scale how comfortable 

they were using each of the two therapy team models with 

each particular clinical problem. For a copy of the 

therapists'/team members' qualitative interview questions 

and a description of the therapists'/team members' ratings 

of the two treatment models, see Appendix G. 

The last instrument to be used to assess the clients' 

experience of the therapy process is 16 item observational 

coding system measuring the therapy process from the 

outsider perspective. A review was made of the most widely 

used observational coding systems in the individual and the 

family therapy process research literature such as the 

Structural Analysis of Social Behavior (SASB) (Benjamin, 

1974), Family Therapist Coding System (FTCS) (Pinsof, 1980), 

The Client Resistance Code (CRC) (Chamberlain, Patterson, 

Reid, Kavanagh, & Forgatch, 1982) and the Marriage and 

Family Interaction Coding System (MFICS) (Olson & Ryder, 

1978). 

In a study noted earlier in the chapter by Griffith et 

al. (1992), the Structural Analysis of Social Behavior 

(SASB) (Benjamin, 1974) was used by that research team to 

code the impact of the reflecting team process on families 

communication patterns. Griffith et al. (1992) reported 

that the SASB is one of the few observational coding systems 

that can adequately capture and code the richness and 

complexity of human interaction that occurs within family 
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systems. However, the author decided not to use the SASB, 

in this study, due to the significant amount of time needed 

to learn the coding system and to train raters in the coding 

system. The time to learn and train raters was one of the 

major obstacles to using any of these coding systems. 

Therefore, given the time constraints, the author 

developed a preliminary coding system that included some of 

concepts found in study by Griffith et al. (1992) as well as 

some of the concepts hypothesized in this study. This 

observational coding system has not been validated in the 

literature and has no evidence of reliability at this time. 

However, given the exploratory and preliminary nature of 

this study, it is hoped that this rough coding system will 

provide the outsider perspective that Gurman and Kniskern 

(1978) recommend in family therapy research. Issues of 

interrater reliability were important in the analysis of the 

observational coding system and any conclusions from the 

findings will not be generalizable beyond this sample 

population. 

Procedures 

Couples/families were asked to complete the agency 

site's intake forms and the pretest questionnaire just prior 

to the initial therapy session at the agency where the data 

were collected. Couples/families agreeing to participate in 

the study were asked to give permission to videotape the 

therapy session immediately preceding the collection of 
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posttest data. After the videotaping of the clinical 

session, the couples/families were asked to participate in a 

face-to-face qualitative interview that was audiotaped. 

Upon completion of the qualitative interview, the 

couples/families were asked to complete the posttest 

questionnaire. Due to the length of the therapy session and 

the data collection process, some couples/families could not 

stay at the clinic site to fill out the posttest 

questionnaire. These couples/families were given the 

questionnaire to fill out at home and mail the completed 

questionnaire to the author. 

Current and former therapy team members were asked to 

participate in qualitative interviews with the author; these 

interviews were also audiotaped. The author explained that 

the first part of the interview focused on the team members' 

experience using the Reflecting Team Model and the remainder 

of the interview focused on comparing the Reflecting Team 

Model with the Strategic Team Model. Team members were 

asked to use their own judgement in interpreting the 

interview questions and to feel free to be negative or 

critical of the therapy process. 

For the observational coding system, the independent 

raters were given a summary of how to use the observational 

coding sheet and the author explained and went over the 

handout of the behavioral examples of the theoretical 

constructs that were used to help the raters to learn the 
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coding system. The author used videotapes of therapy 

sessions to review and practice the coding system with each 

independent rater prior to the raters use of the 

observational coding system with the clients in the study. 

The raters were asked to not review or code a videotaped 

segment if they recognized anyone person on the tape. To 

review the observational coding system and the coding sheet 

used by the raters, see Appendix H. 

Data Collection 

Pretest data were collected just prior to the initial 

interview for the couples/families. Posttest data were 

collected in one of two ways: first, subjects in the early 

part of the study were asked while they were filling out 

intake forms if they would be willing to participate in the 

study. This strategy was not successful in recruiting 

participation in the study. An adjustment to this involved 

asking subjects who began treatment using the therapy team 

process at the beginning of their fourth therapy session if 

they would be willing to participate in the study. If the 

couple/family agreed to participate, then the fourth session 

was videotaped and a qualitative interview and posttest 

questionnaire were administered immediately following the 

fourth session. Second, for couples/families that began 

treatment with an individual family therapist without the 

use of the therapy team, these couples/families were asked 

to participate in the study in their second to fourth 
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therapy session with their individual therapist. The next 

two therapy sessions for these clients involved using the 

therapy team. Data were collected for these couples and 

families during and after the second therapy session with 

the therapy team. With the shift to using the therapy team 

with these couples/families, their therapist remained 

constant. 

The collection of data from the therapy team members 

using qualitative research techniques occurred during the 

month of April, 1993. The team members interviewed included 

current team members and former team members who had not 

participated in the team process for a period of five to 

eleven months. 

In the observational coding, the first five minute 

segment of the interview to be coded was at the twenty 

minute mark in the session and the second five minute 

segment was immediately following the reflecting team 

intervention or right after the therapist-team consultation 

behind the one way mirror in the Strategic Team Model. With 

the Strategic Team Model, if the team phoned in an 

intervention prior to the twenty minute mark in the session, 

the five minutes of interaction just before the phone 

contact was used as the coded segment. The time line graphs 

in Appendix I may be useful as a visual aid in understanding 

the data collection process. 
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Data Processing and Analysis 

Given the purposes of this study, to examine subject 

perceptions of the therapy process, the author did not use a 

statistical test that examines a cause-effect relationship 

between variables when the data from the study were 

analyzed. Finding a cause-effect relationship would be 

impossible with the confounding variables in the study as 

well. Since this study attempted to examine the perceptions 

of the therapy process, the author was looking at the 

strength of the relationship between the two methods of 

family therapy and the perceptions of the therapy process by 

both couples/families and the therapy team members. 

However, t-tests were used to compare scores on the 

(sub)scales used in the pretest and posttest questionnaires. 

The t-tests were used to examine whether there were 

differences on each scale from the pretest to posttest 

periods for each treatment group. Comparisons at the 

posttest period examined differences in scores between 

treatment groups. To assess sample representativeness, 

pretest stage results were compared between the treatment 

groups and the larger group of clinic couples/families who 

chose not to participate in the study. The t-tests were 

also used to compare team members' quantitative responses to 

using the two treatment models given at the end of their 

qualitative interviews. The t-tests were also used to 

com.par€ the clinical impressions of the independent raters 



on each of the concepts used in the observational coding 

system. 
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The responses to the qualitative interview questions 

for both the subjects and the therapy team members were 

reviewed by the author to look for general patterns about 

the therapy process and for each particular treatment model. 

Smith et al. (1992) used a small research team to review 

their qualitative interview responses in order to elicit 

"representative and unique responses" from the qualitative 

data (Smith et al., 1992, p. 8). In this current study, the 

author looked for common themes and patterns as well as 

"unique responses" from the qualitative data but the author 

did not have the use of a research team to assist with the 

process. 

Methodological Assumptions 

Given the difficulty soliciting subjects for the study 

and concerns about mortality of subjects during the study 

period, it was assumed that subjects had enough treatment 

sessions after the fourth therapy session, (if their 

treatment was solely with the family therapy team), to 

respond to the dependent variable measures. It was also 

assumed that subjects, where their initial 2 to 4 therapy 

sessions were without the therapy team, were able to respond 

to the dependent variable measures after their second 

session with the therapy team. In both of these paths, the 

assumption was that the therapists were able to join with 



the couples/families initially, that they were able to 

develop a clear understanding of the problem for both the 

therapist and the family, and that they discussed some 

possible solutions to the problem. 
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At times, there is little cross-over in use of self

report instruments that are used in the individual therapy 

and family therapy fields (Pinsof & Catherall, 1986). The 

self-report instruments used in individual therapy treatment 

models were designed from theories of individual personality 

development to be used with individual psychotherapy 

clients. The marital/family self-report instruments have 

generally been derived from systems theories and have been 

used to assess the larger family system rather than the 

individual subsystem within the larger family system. Some 

of the instruments used in this study were developed for 

individual therapy clients and have not previously been 

adapted for use with the larger family system. It is hoped 

that these scales which were revised to reflect the larger 

unit of treatment (i.e., couple or family) will contribute 

to a wider use of these instruments to encompass family 

systems as well. The reliability of the revised scores will 

be compared with the original reliability scores for these 

instruments. 

Limitations 

Since this study was drawn from a client population of 

mostly self-referred couples and families that were seeking 
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marital/family therapy, it was difficult to develop a large 

sample for the study. Other difficulties in developing a 

large sample size included the context of the study site, 

the time constraints, and the lack of staff and financial 

resources. The extensive amount of data collected also 

reduced the number of participants in the study. 

The small sample size and the confounding variables 

(i.e., some subjects receiving individual marital/family 

therapy prior to using one of the therapy team models and 

the lack of random assignment to treatment groups in two of 

the cases) are threats to the internal and external validity 

of the study. These factors rule out the use of a true 

experimental design and require the use of an exploratory 

study design. Given the recent development of the 

Reflecting Team Model in the family therapy field and the 

lack of intensive empirical studies on this model, it is 

believed that many useful findings could emerge from 

exploratory/descriptive findings despite the numerous 

limitations in the current study. 

Given the difficulty in collecting data experienced in 

the study and the extensive amount of data requested from 

subjects, not all subjects completed all of the quantitative 

and qualitative measures of the dependent variable. This 

complicated the statistical analysis of the data but should 

still provide useful information. 

Another limitation is the aspect of the author's bias 
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as to his theoretical and treatment preference for the 

Reflecting Team Model over the Strategic Team Model. The 

author made efforts to distribute literature on both 

treatment theories and models of practice and to provide 

didactic discussions on both models. The author and the 

other team members made efforts to perform competently given 

our own limitations as clinicians. Subjects received the 

best therapy that we could provide regardless of the 

treatment model employed with any given family. However, a 

personal preference for the Reflecting Team Model was 

present and stated by the author and had some influence on 

the other team members experience of the therapy process. 

Gurman and Kniskern (1978) pointed out how a study's 

research design is weakened when the therapist is not able 

to separate the roles of therapist and researcher. In this 

study, there was difficulty in separating the role of 

therapist and researcher due to staff and time limitations. 

As Gurman and Kniskern (1978) indicated, limited training 

and expertise of therapists in a treatment model or approach 

limits the effectiveness of the treatment provided and the 

potential conclusions that can be made from the data. (In 

general, caution must be exercised in any generalization of 

the results in any family therapy process or outcome study.) 

In the present study, the general theoretical and clinical 

inexperience of the therapy team members was another 

limitation in this study's design. 
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Since the research design in this study is weakened due 

to the above limitations, it calls into question the value 

of the findings in this study. However, given the recent 

development of the Reflecting Team Model, and the small 

number of studies on the model, it is argued that the 

findings do contribute to the existing knowledge on the 

Reflecting Team Model. Some researchers in the family 

therapy field (Moon et al., 1990, 1991; Sells, Smith & 

Sprenkle, 1995) have pointed out the need for qualitative 

methods to further theory generation with new theoretical 

models of practice. From this qualitative process, 

theoretical constructs can be brought forth for further 

empirical analysis using quantitative methods. 

With a new model of practice like the Reflecting Team 

Model, the role of therapist as researcher may prove useful 

in the initial qualitative analysis of this new model. In 

such a new model, a researcher, without familiarity with the 

Reflecting Team Model, may not have enough information on 

the model to adequately do a qualitative analysis. As Moon 

et al. (1990, 1991) indicated the role of the researcher as 

a participant obseryer fits quite well with qualitative 

analysis. This fits with the scientist-practitioner model 

of the blending of the roles of practitioner and researcher 

as well. As the exploratory studies on the Reflecting Team 

Model are completed, the next stage in the research will be 

to have quantitative studies that have tighter controls on 
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extraneous and confounding variables where there is a 

clearer separation between the therapist and the researcher. 

Operational Hypotheses for the Clients 
Stated in the Null Form 

1. There will be no difference in the level of stress for 

couples/families in the two treatment groups at pretest 

stage as measured by the Family Issues Scale {FIS) {Olson et 

al., 1982). 

2. There will be no difference in the responses to stress 

for couples/families in the two treatment groups at either 

the pretest or posttest stages as measured by the Family 

Coping Style Scale {FCSS) (Olson et al., 1982). 

3. There will be no difference in the type of communication 

for couples/families in the two treatment groups at either 

the pretest or posttest stages as measured by the Family 

Communication Scale (FCS) {Olson et al., 1982). 

4. There will be no difference in the level of satisfaction 

for couples/families in the two treatment groups at either 

the pretest or posttest stages as measured by the Family 

Satisfaction Scale (FSS) (Olson et al., 1982). 

5. There will be no difference in the level of problem 

solving confidence for couples/families in the two treatment 

groups at either the pretest or posttest stages as measured 

by a revised version of the Problem Solving Confidence 

Subscale of the Problem-Solving Inventory (PSI) (Heppner & 

Peterson, 1982). 
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6. There will be no difference in level of functioning for 

couples/families in the two treatment groups at either the 

pretest or posttest stages as measured by the General 

Functioning Subscale of the McMaster Family Assessment 

Device (FAD) (Epstein et al., 1983). 

7. There will be no difference in the level of hopefulness 

for couples/families in resolving their presenting problems 

in the two treatment groups at either the pretest or 

posttest stages as measured by a revised version of the 

Hopelessness Scale (HS) (Beck et al., 1974). 

8. There will be no difference- in the perceived 

responsibility and origin of therapeutic change for 

couples/families in the two treatment groups at the posttest 

stage as measured by a revised version of the Mental Health 

Locus of Control Scale (MHLC) (Hill & Bale, 1980). 

9. There will be no difference in the perceived strength of 

the therapeutic alliance for couples/families in the two 

treatment groups at the posttest stage as measured by the 

Family Therapy Alliance Scale (FTAS) (Pinsof & Catherall, 

1986) . 

10. There will be no difference for couples/families in the 

two treatment groups at the posttest stage in their 

perception of the therapist's ability to focus on 

therapeutic tasks that are meaningful to the clients and are 

directed at the couples/families stated problems as measured 

by the Family Therapy Alliance Task Subscale of the Family 
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Therapy Alliance Scale (FTAS) (Pinsof & Catherall, 1986). 

11. There will be no difference for couples/families in the 

two treatment groups at the posttest stage in their 

perception that they are in agreement with the therapist on 

the goals that need to be worked on in the therapy as 

measured by the Family Therapy Alliance Goal Subscale of the 

Family Therapy Alliance Scale (FTAS) (Pinsof & Catherall, 

1986). 

12. There will be no difference for couples/families in the 

two treatment groups at the posttest stage in their 

perception of the therapeutic bond between the therapist and 

the couple or family as measured by the Family Therapy 

Alliance Bond Subscale of the Family Therapy Alliance Scale 

(FTAS) (Pinsof & Catherall, 1986). 

13. There will be no difference in the perceived impact of 

therapy session immediately preceding the collection of 

posttest data for couples/families in the two treatment 

groups as measured by the Session Evaluation Questionnaire 

(SEQ) (Stiles, 1980). 

14. There will be no difference in the overall perceptions 

of the therapy process for couples/families in the two 

treatment groups as measured by qualitative interview data. 

15. There will be no difference between the two treatment 

groups in the overall clinical impressions of the videotaped 
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segments of the couples'/families' therapy sessions 

immediately preceding the collection of posttest data by the 

independent raters. 
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CHAPTER IV 

FINDINGS 

This chapter presents the findings of this study and is 

divided into five different sections: one for -each type of 

data collected in the study. The sections include: (1) the 

clients' responses to the quantitative self-report 

instruments; (2) the observational coding of clients' 

videotaped segments of their therapy sessions; (3) the 

therapists'/team members' responses to the quantitative 

measure of their comfort level in using the team treatment 

models with various clinical problems; (4) the clients' 

responses to qualitative interviews; and, (5) the 

therapists'/team members' responses to qualitative 

interviews. Each section presents the findings with a 

discussion of the data collected in that category. At the 

end of the chapter a discussion of the findings for the 

entire study is presented. 

Demographic Data 

The clients' demographic information is presented in 

Table 1. The demographic data presented includes data on 

all clients who initially enrolled in the study. However, 

due to subject mortality, not all clients represented in the 

table completed the study. Some clients participated in all 
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the data collection phases, some clients participated in 

part of the data collection process, and some of the clients 

withdrew from the study. For the study participants, the 

mean age was 30.9 years old, the mean level of education for 

the adults was 12.7 years, the mean income was $19,413, and 

the mean length of the presenting problem was 2.4 years. 

The subjects were more female (59%) than male (41%) and 

predominantly Caucasian (89%). The presenting problems were 

usually multiple in nature at the time.of intake. The 

presenting problem listed in Table 1 is the primary problem 

as seen by the clients even though many of the clients 

presented with multiple concerns. 

Table 1 

Client Demographics 

Category Frequency Percent Mean 

Sex: male 19 41 
female 27 59 

Age: 12-18 years 10 22 
19-29 years 11 24 
30-49 years 21 46 
50-69 years 4 9 30.9 

Education: 1-8 years 1 3 
9-11 years 3 8 
high school graduate 16 44 12.7 
13-15 years 14 39 for 
college graduate 2 6 adults 

Race: Caucasian 41 89 
African American 4 9 
Native American 1 2 



(Table 1--continued) 

Family 
type: 

Stated 
problem: 

first marriage intact 
divorced/single parent 
separated/single parent 
blended 
remarried/no children 
divorced/no children 
live-in relationship 

parent-child 
school problem 
alcohol/drugs 
child abuse 
marital conflict 
relationship 
domestic violence 
depression 
suicide attempt 

Income: 0- 8,000 
8,001-16,000 

16,001-24,000 
24,001-32,000 
32,001-40,000 

over-40,000 

Past Yes 
therapy: No 

Current Yes 
therapy: No 

Length 
of 
problem: 

0-6 months 
7-12 months 

13-23 months 
2-5 years 

6-10 years 
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Frequency Percent Mean 

7 
9 
6 

18 
2 
2 
2 

17 
4 
0 
2 

15 
4 
2 
0 
2 

10 
9 

16 
5 
2 
4 

23 
23 

5 
41 

16 
9 
0 

19 
2 

15 
20 
13 
39 

4 
4 
4 

37 
9 
0 
4 

33 
9 
4 
0 
4 

22 
20 
35 
11 

4 
9 

50 
50 

11 
89 

35 
20 

0 
41 

4 

19,413 

2.4 
years 



Analysis of the Clients' Responses 
to the Quantitative Measures 

Findings/Results of the Clients' Quantitative Measures 

The self-report client questionnaires contained 

(sub)scales that had not previously been adapted for use 

with the larger family system. These (sub)scales were 

revised by the researcher to reflect the larger unit of 

treatment (i.e., couple or family). These revised 

(sub)scales were noted in the instrumentation section in 

Chapter III. Given the changes made in these (sub)scales 

and due to the limited number of client responses to the 
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posttest questionnaires, reliability (alpha) estimates were 

obtained for the (sub)scales used in the study's pretest and 

posttest questionnaires. These reliability (alpha) scores 

were compared with the original reliability (alpha) scores 

for the instruments used in this study. The pretest 

instrument comparisons can be found in Table 2. The 

posttest instrument comparisons can be found in Table 3. 

The alpha coefficients in this study were generally 

high enough to be considered acceptable and were generally 

comparable to the original reliabilities of the instruments; 

the range was from .66 to .93. However, alpha coefficients 

for the Family Coping Style Scale (FCSS) (Olson et al., 

1982) at pretest (alpha .69) and posttest (alpha .66) fall 

within the low acceptable range, particularly when compared 

to the original alpha coefficient of .83. The (sub)scales 

that were revised by the researcher had alpha coefficients 

at pretest and posttest that were high enough to be 
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considered within an acceptable range. The revised Problem 

Solving Inventory Subscale (PSI) (Heppner & Peterson, 1982) 

had alpha coefficients at pretest and posttest of .80 and 

.88 respectively which compared favorably to the original 

alpha coefficient of .85. The revised Hopelessness Scale 

(HS) (Beck et al., 1974) had alpha coefficients at pretest 

and posttest of .88 and .92 respectively which compared 

favorably to the original alpha coefficients of .92/.83/.86. 

The revised Mental Health Locus of Control Scale (MHLC) 

(Hill & Bale, 1980) had an alpha coefficient at posttest of 

.72 which is in the acceptable range but lower than the 

original alpha coefficient of .84. The current 

reliabilities lend support for the adaptations/revisions and 

use of these (sub)scales for the purposes of the study but 

should not be generalized to any larger clinical population. 
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Table 2 

Comparison of Pretest Instrument Alpha Scores with 

Original Alpha Scores 

Scale Total Number of Number Ranges 
number cases for of of 
of cases alpha items scores 

score in 
theory 

Family Issues 99 61 20 20-100 
Scale 

Family Coping 99 80 10 10-50 
Style Scale 

Family 99 93 10 10-50 
Communication 
Scale 

Family 99 90 10 10-60 
Satisfaction 
Scale 

Problem Solving 99 68 13 13-78 
Inventory 
Subscale* 

Family 99 81 12 12-48 
Adaptability 
Subs ca le 

Hopelessness 99 64 16 16-32 
Scale* 



(Table 2--continued) 

Scale Mean 

Family Issues 49.04 
Scale 

Family 29.99 
Coping Style 
Scale 

Family 26.95 
Communication 
Scale 

Family 30.21 
Satisfaction 
Scale 

Problem Solving 44.12 
Inventory 
Subscale* 

Family 29.60 
Adaptability 
Subs ca le 

Hopelessness 23.77 
Scale* 

Key for Table: 

* Indicates scales revised 

SD 

11.35 

5.87 

6.05 

9.23 

6.29 

3.34 

1.87 

Actual 
range 

27-82 

14-47 

10-45 

10-49 

18-60 

20-45 

18-28 

for this study 

Sample 
alpha 

.74 

.69 

.79 

.89 

.79 

.87 

.88 

Original 
alpha 

.85 

.83 

.79 

.91 

.85 

.92 

.92/.83 
/.86 

145 
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Table 3 

Comparison of Posttest Instrument Alpha Scores with 

Original Alpha Scores 

Scale Total Number Number of Ranges 
number of cases items of 
of cases for scores 

alpha in 
score theory 

Family 17 11 10 10-50 
Coping Style 
Scale 

Family 17 15 10 10-50 
Conununication 
Scale 

Family 17 15 10 10-60 
Satisfaction 
Scale 

Problem Solving 16 13 13 13-78 
Inventory 
Subscale* 

Family 16 13 12 12-48 
Adaptability 
Subscale 

Hopelessness 17 12 13 16-32 
Scale* 

Locus of 16 13 18 18-108 
Control Scale* 

Family Therapy 17 12 29 29-203 
Alliance Scale 

Session 17 12 22 22-154 
Evaluation 
Questionnaire 
Scale 



(Table 3--continued) 

Scale Mean 

Family 29.12 
Coping Style 
Scale 

Family 30.88 
Communication 
Scale 

Family 36.41 
Satisfaction 
Scale 

Problem 46.88 
Solving 
Inventory 
Subscale* 

Family 29.00 
Adaptability 
Subscale 

Hopelessness 24.94 
Scale* 

Locus of 65.31 
Control Scale* 

Family Therapy 112.17 
Alliance Scale 

Session 113.24 
Evaluation 
Questionnaire 
Scale 

Key for Table: 

SD 

5.51 

5.13 

7.30 

4.76 

2.66 

1.56 

6.34 

6.00 

20.73 

Actual 
range 

21-37 

21-40 

19-44 

39-54 

22-33 

22-27 

57-75 

101-125 

80-145 

* Indicates scales revised for this study 

Sample 
alpha 

.66 

.87 

.86 

.88 

.92 

.92 

.72 

.93 

.93 
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Original 
alpha 

.83 

.79 

.91 

.85 

.92 

.92/ 
.83/.86 

.84 

.94 

.78 to 

.91 
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T-tests were preformed to compare scores on the 

(sub)scales used in the pretest instrument in order to 

examine whether there were any differences between the 

subjects in the two treatment groups, and between the 

subjects in each treatment group and the larger group of 

clients at the study site who did not participate in the 

study. Table 4 indicates the pretest t-test scores for the 

Reflecting Team treatment group as compared to the control 

group (i.e., study site clients not participating in the 

study). The results do not show any significant differences 

between these two groups on any of the pretest (sub)scales. 

This indicates that the Reflecting Team treatment group 

subjects are comparable to the larger clinical population at 

the study site as measured by the pretest instrument. 
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Table 4 

Pretest t-Test Scores For Reflecting Team Treatment Group 

and Control Group 

Scale # of 
cases 

RT CT 
FIS 25 53 

FCSS 25 52 

FCS 25 52 

FSS 24 53 

PSI 25 53 

FAD 22 51 

HS 24 51 

Key for Table: 

RT 
mean 

48.1 

28.8 

25.6 

30.0 

36.9 

29.3 

22.4 

RT 
SD 

12.7 

6.2 

4.9 

9.2 

13.3 

3.4 

2.6 

CT 
mean 

44. 4. 

.29.8 

27.8 

30.1 

40.8 

29.3 

23.1 

RT = Reflecting Team Treatment Group 
CT = Control Group 
FIS = Family Issues Scale 
FCSS = Family Coping Style Scale 
FCS = Family Communication Scale 
FSS = Family Satisfaction Scale 

CT t 
SD Value 

13.6 1.17 

5.9 -.64 

6.5 -1.6 

10.2 -.04 

10.4 -1.3 

3.5 -.07 

2.9 -1.1 

PSI = Problem Solving Inventory Subscale 
FAD = Family Adaptability Subscale 
HS = Hopelessness Scale 

DF Prob 

50.2 .247 

45.8 .524 

60.1 .121 

48.7 .969 

38.2 .201 

40.5 .946 

52.3 .284 

Table 5 indicates the pretest t-test scores for the 

Strategic Team treatment group as compared to the control 

group. The results do not show any significant differences 

between these two groups and indicates that the Strategic 
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Team treatment group subjects are similar to the larger 

clinical population at the study site as measured by the 

pretest instrument. 

Table 5 

Pretest t-Test Scores For Strategic Team Treatment Group and 

Control Group 

Scale # of ST ST CT CT t DF Prob 
cases mean SD mean SD Value 

ST CT 
FIS 20 53 43.8 9.2 44.4 13.6 -.22 50.8 .83 

FCSS 20 52 29.2 5.6 29.8 5.9 -.37 36.2 .72 

FCS 19 52 26.3 5.9 27.8 6.5 -.88 34.8 .38 

FSS 19 53 29.5 6.7 30.1 10.2 -.32 48.6 .75 

PSI 19 53 39.0 15.2 40.8 10.4 -.48 24.3 .64 

FAD 17 51 28.2 4.8 29.3 3.5 -.91 21.9 .37 

HS 18 51 21.2 7.5 23.1 2.9 -1.03 18.9 .32 

Key for Table: 

ST = Strategic Team Treatment Group 
CT = Control Group 
FIS = Family Issues Scale 
FCSS = Family Coping Style Scale 
FCS = Family Communication Scale 
FSS = Family Satisfaction Scale 
PSI = Problem Solving Inventory Subscale 
FAD = Family Adaptability Subscale 
HS = Hopelessness Scale 

Table 6 indicates the pretest t-test scores for the 

Reflecting Team treatment group compared to the Strategic 
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Team treatment group. The results do not show any 

significant differences between the two treatment group 

subjects and indicates that the subjects in each treatment 

group are similar at the pretest stage as measured by the 

pretest instrument. 

Table 6 

Pretest t-Test Scores For Reflecting Team and Strategic Team 

Treatment Groups 

Scale # of RT 
cases mean 

RT ST 
FIS 25 20 48.1 

FCSS 25 20 28.8 

FCS 25 19 25.6 

FSS 24 19 30.0 

PSI 25 19 36.9 

FAD 22 17 29.3 

HS 24 18 22.4 

Key for Table: 

RT 
SD 

12.7 

6.2 

4.9 

9.2 

13.3 

3.4 

2.6 

ST 
mean 

43.8 

29.2 

26.3 

29.5 

39.0 

28.2 

21. 2 

ST 
SD 

9.2 

5.6 

5.9 

6.7 

15.1 

4.8 

7.5 

RT = Reflecting Team Treatment Group 
ST = Strategic Team Treatment Group 
FIS = Family Issues Scale 
FCSS = Family Coping Style Scale 
FCS = Family Communication Scale 
FSS = Family Satisfaction Scale 
PSI = Problem Solving Inventory Subscale 
FAD = Family Adaptability Subscale 
HS = Hopelessness Scale 

t 
Value 

1.32 

-.23 

-.40 

.23 

-.49 

.79 

.63 

DF Prob 

42.6 .196 

42.2 .821 

35.0 .691 

40.7 .816 

36.0 .632 

27.8 .434 

19.9 .538 
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A comparison of the pretest t-test scores with the 

posttest t-test scores for the combined study sample which 

included the subjects from both the Reflecting Team 

treatment group and the Strategic Team treatment group shows 

significant changes from the pretest time period to the 

posttest time period on three of the six (sub)scales used in 

the comparison. This includes the Family Communication 

Scale (FCS) (Olson et al., 1982) where t= -3.44, df=15, p < 

.05; The Family Satisfaction Scale (FSS) (Olson et al., 

1982) where t= -2.43, df=15, p < .05; and the Hopelessness 

Scale (HS) (Beck et al., 1974) where t= -2.09, df=15, p= 

.05. A trend is indicated on the Problem Solving Inventory 

Subscale (PSI) (Heppner & Peterson, 1982) where t= -2.04, 

df=13, p= .059 (significant at .05 level using a 1-tail 

probability). 

Table 7 illustrates the pretest-posttest comparison for 

the combined sample. These scores reflect or infer that 

there was a positive treatment effect for the two types of 

therapy treatment models us~d in this study at least for the 

subjects who responded to the posttest questionnaire. 
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Table 7 

Pretest and Posttest Comparison oft-Test Scores For Combined 

Sample (Reflecting Team and Strategic Team Grou:Q.§J_ 

Scale # of Pre
cases mean 

FCSS 16 28.86 

FCS 16 27.31 

FSS 16 30.88 

PSI 16 40.19 

FAD 14 28.57 

HS 16 23.13 

Key for Table: 

Pre 
SD 

5.51 

5.15 

8.55 

13.07 

3.35 

3.01 

Post 
mean 

28.69 

30.44 

36.25 

46.63 

29.14 

24.25 

Post t DF 
SD Value 

5.19 .09 15 

4.95 -3.44 15 

7.51 -2.43 15 

4.80 -2.04 15 

2.80 -.63 13 

2.21 -2.09 15 

Prob 

.929 

.004* 

.028* 

.059+ 

.539 

.054* 

* significant at .05 level using 2-tail and 1-tail probability 
+ significant at .05 level using a 1-tail probability 

FCSS = Family Coping Style Scale 
FCS = Family Communicatin Scale 
FSS = Family Satisfaction Scale 
PSI = Problem Solving Inventory Subscale 
FAD = Family Adaptability Subscale 
HS = Hopelessness Scale 

Table 8 illustrates the comparison of the posttest t-

test scores for the Reflecting Team treatment group with the 

Strategic Team treatment group. The results indicated that 

there were no significant differences between the two 

treatment groups on any of the (sub)scales at the posttest 

time period using a 2-tail t-test with separate variance 
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estimate. In examining the results, the researcher did not 

find statistical significance but the data does indicate a 

trend of consistently higher mean scores for the Reflecting 

Team treatment group on nine of the twelve (sub)scales 

analyzed at the posttest time period. Of the remaining 

three (sub)scales, the means of the Reflecting Team 

treatment group and the Strategic Team treatment group were 

equal on the Family Adaptability Subscale. (FAD) (Epstein et 

al., 1983) and on the Family Coping Style Scale (FCSS) 

(Olson et al., 1982). The mean of the Strategic Team was 

higher than the Reflecting Team mean for the Hopelessness 

Scale (HS) (Beck et al .• 1974) (24.90 vs. 24.00). Further 

examination of this posttest data indicated that the Family 

Therapy Alliance Bond Subscale was significant at .OS for 

the reflecting team when a 1-tail t-test was used with a 

pooled variance estimate. An item by item analysis of the 

session evaluation questionnaire using a 1-tail t-test with 

a separate variance estimate shows that item #3 (difficult 

to easy) and item #18 (powerless to powerful) were 

significant at the .05 level for the Reflecting Team 

treatment group. 
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Table 8 

Posttest t-Test Scores For Reflecting Team and Strategic Team 

Treatment Groups 

Scale # of 
Cases 

RT ST 
FCSS 10 7 

FCS 10 7 

FSS 10 7 

PSI 10 6 

FAD 10 6 

HS 10 7 

MHLCS 10 7 

FTAS 10 7 

FTAS 10 7 
Task 

FTAS 10 7 
Goal 

FTAS 10 7 
Bond 

SEQ 10 7 

Key to Table: 

RT 
Mean 

28.4 

31. 7 

37.8 

47.2 

29.0 

24.0 

65.0 

111.8 

49.0 

23.2 

39.6 

116.3 

RT 
SD 

5.54 

4.24 

7.17 

4.83 

3.16 

2.58 

5.56 

6.00 

2.50 

3.12 

1. 78 

23.4 

ST 
Mean 

28.3 

29.7 

34.6 

45.7 

29.0 

24.9 

58.6 

103.1 

47.3 

21.4 

34.4 

108.9 

ST 
SD 

5.12 

6.37 

7.64 

5.05 

1.80 

1.46 

18.8 

18.9 

6.24 

6.10 

8.50 

16.9 

* Family Therapy Alliance Bond Subscale 

T 
Value 

.04 

.72 

.85 

.80 

.00 

-.87 

.88 

1.17 

.69 

.71 

1.59 

.76 

OF Prob 

13.7 .966 

9.7 .488 

12.5 .410 

10.3 .563 

13.9 1.00 

14.6 .399 

6.7 .410 

6.9 .281 

7.4 .512 

8.2 .498 

6.4 .16* 

14.9 .46+ 

is significant at .05 
level when a 1-tail t-test is used with a pooled variance 
estimate. The above scores are derived from a 2-tail t-test 
using a separate variance estimate. 
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(Key for Table 8--continued) 

+ In item by item analysis of the Session Evaluation 
Questionnaire using 1-tail t-tests with a separate variance 
estimate, item 3 (difficult to easy) and item 18 (powerless 
to powerful) were significant at the .05 level. 

RT= Reflecting Team Treatment Group 
ST= Strategic Team Treatment Group 
FCSS = Family Coping Style Scale 
FCS = Family Communication Scale 
FSS = Family Satisfaction Scale 
PSI= Problem Solving Inventory Subscale 
FAD= Family Adaptability Subscale 
HS= Hopelessnes Scale 
MHLCS = Mental Health Locus of Control Scale 
FTAS = Family Therapy Alliance Scale 
FTAS Task= Family Therapy Alliance Task Subscale 
FTAS Goal= Family Therapy Alliance Goal Subscale 
FTAS Bond= Family Therapy Alliance Bond Subscale 
SEQ= Session Evaluation Questionnaire Scale 

Discussion of the Clients' Self-Report Quantitative Data 

In analyzing this portion of the study data, (the 

clients' self-report quantitative measures), it is apparent 

that there is a positive treatment effect or impact on the 

couples/families in the study as evidenced by the 

differences in the posttest scores of the combined treatment 

groups in comparison to their pretest scores. However, at 

posttest, there was no significant differences between the 

Reflecting Team treatment group and the Strategic Team 

treatment group. There were trends (i.e., higher mean 

scores) at posttest for the Reflecting Team treatment group 

in nine of the twelve (sub)scales but the difference in 

scores was not great enough to be statistically significant. 

Whether this was due to there being actually no significant 

difference between the two treatment groups or whether the 
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' 
small and uneven sample group sizes at posttest contributed 

to the loss of statistical power, the researcher is 

uncertain. In summary, based on the data available from 

this portion of the study, the clients' who responded to the 

quantitative measures indicated that either type of 

couple/family therapy treatment (Reflecting Team Model or 

the Strategic Team Model) had a positive treatment effect on 

them. However, neither treatment model was significantly 

better than the other model according to the clients' 

quantitative measures. 

Analysis of Observational Coding 
of Clients Therapy Sessions 

This portion of the study involved the observational 

coding of two five minute segments of the couples/families 

therapy session at the time the posttest study data were 

collected. Again, due the study's problems in recruitment 

and mortality of subjects, an opportunistic sampling 

strategy (Sells, et al., 1994) was employed. There were a 

total of 14 couples/families involved in the observational 

coding of the therapy session at the posttest time; this 

included 9 couples/families from the Reflecting Team 

treatment group and 5 couples/families from the Strategic 

Team treatment group. Two independent raters were recruited 

by the researcher from an out of state marriage and family 

therapy doctoral program. The two doctoral students were 

given an overview of the coding system and participated with 
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the researcher in practice codings of non-sample therapy 

sessions. The training was done separately for each rater. 

Due to academic and professional constraints on the raters, 

the amount of time that they were available for prior 

training in the coding system was quite limited. The amount 

of training by the researcher for each of the raters was 3 

to 4 hours in training time. During the coding of the study 

videotapes, the researcher was available to respond to any 

questions that the raters had about the coding system. In 

the course of the coding of the clients' therapy sessions, 

the raters were to let the researcher know if they 

recognized any of the couples/families involved. Client 

confidentiality never became a concern with the raters 

living out of state and a significant distance from the 

study city. 

Findings/Results of the Observational Coding by Raters 

Interrater reliability was computed by the percentage 

agreement of the two raters for the 16 constructs in the 

observational coding system. For the pretest videotape 

segments, the percent agreement between the raters was 53%. 

The percent agreement was for the raters responses to the 

clinical impression section of the coding system where a 

Likert-type scale was used by the researcher to quantify the 

raters' clinical impressions where 1-none, 2-very low, 3-low 

to medium, 4-medium to high, 5-very high. When clinical 

impression responses 2 (very low) and 3 (low to medium) were 
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grouped together as similar (i.e., presence of construct in 

videotape segment is low) and when responses 4 (medium to 

high) and 5 (very high) were also grouped together as 

similar (i.e., presence of construct is high), the percent 

agreement between the raters for the pretest segments rose 

to 87%. For the posttest videotape segments, the percent 

agreement between tne raters was 56%. When similar 

responses were grouped together, as in the pretest segments, 

the percent agreement rose to 81%. 

The t-tests were performed on each of the sixteen 

constructs in the observational coding system. The 

constructs included family's use of own solution/ideas, 

change in view of problem, curiosity, creativity, being 

reflective, hopefulness, trust, humor, connection and 

affiliation, being manipulated, blaming, control/domination, 

being comforted, interest in session, cooperativeness with 

therapist and team, and the perception/reaction to team 

intervention. The t-tests were done on each construct to 

determine pre and post differences for each treatment model, 

for posttest differences between the two treatment models on 

each construct, and pre and post differences for the total 

sample of the treatment groups combined together. 

The construct of family's use of own solutions/ideas 

showed a significant difference (t=2.294, df=8, p=.05) for 

the Reflecting Team treatment group from pretest to 

posttest. The construct of change in view of problem showed 
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a significant difference (t=5.715, df=4, p< .01) for the 

Strategic Team treatment group from pretest to posttest. 

The construct of controls/dominates conversation showed a 

significant difference (t=6.325, df=4, p< .01) and a 

decrease in the construct for the Strategic Team treatment 

group from pretest to posttest. And, in a comparison of the 

combined treatment sample from pretest to posttest, there 

was a significant difference (t=4.270, df=14, p< .01). The 

significant findings from the observational coding are 

presented in Table 9. 

Table 9 

Significant Results of the Observational Coding of Clients' 

Videotapes (Pre-Test to Post-Test) 

Constructs 

Use of own 
solutions 

Change in view 
of problem 

Controls & 
dominates 

All constructs 
combined 

Treatment 
model 

Reflecting 
team 

Strategic 
team 

Strategic 
team 

Reflecting 
strategic 

& 

team subjects 
combined 

a 
T-Value 

2.29 

5.72 

6.33 

4.27 

OF Probability 

8 .05* 

4 .01** 

4 .01** 

14 .01** 



Key for Table: 

a Scores are for differences in constructs pretest to 
post test 

* Significant at .05 level 
** Significant at .01 level 

Discussion of the Observational Coding 
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Overall, the results of the observational coding show 

very little significant differences between the Reflecting 

Team treatment group and the Strategic Team treatment group 

in how the independent raters viewed the treatment 

interviews from their outsider perspective. Only three of 

the sixteen constructs (family's use of own solutions/ideas, 

change in view of problem, and controls/dominates 

conversation) showed any significant differences using t-

tests comparisons. 

Using a small opportunistic sample for the 

observational coding calls into question any statistical 

conclusions that can be drawn from the data. Since the 

observational coding system has been recently developed by 

the researcher for the purposes of this study, it has no 

empirical reliability or validity as of yet, which also 

limits any conclusions drawn from the data. Some of the 

videotaped segments chosen for the postsession show the 

influence of an extraneous variable, namely the requirements 

of the agency study site. 

In order to be fair to both the Reflecting Team and the 

Strategic Team Treatment Models, the researcher decided to 

code as the postsession videotape segment, the five minutes 
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of the clinical interview inunediately following the therapy 

team intervention for both treatment models. For the 

Reflecting Team Model that was after the therapy team's 

reflective conversation and for the Strategic Team Model 

that was inunediately after the therapist went back into the 

treatment room after consulting with the therapy team behind 

the one-way mirror. Generally, in the Strategic Team Model, 

the therapist consultation with the therapy team occurred at 

the end of the session. As a therapy team, when using the 

Strategic Team Model, we tried to facilitate some discussion 

and questioning of the therapy team's intervention when the 

therapist returned to meet with the couple/family. 

This is consistent with the research done by Green and 

Herget (1991) suggesting more discussion of the therapy team 

interventions with clients when using a Strategic/Systemic 

Treatment Model. However, in some of these postsession 

segments, the therapists had to do an agency treatment plan 

that may have interfered with the natural direction of the 

therapy conversation at that time. It also invited the 

therapist to do most of the talking at the end of some of 

the segments due to the delivery of the team intervention 

and the need, in some cases, to do an agency treatment plan. 

This may account for the significant difference in the 

decrease in the controls/dominates conversation construct 

from pretest to posttest for the Strategic Team treatment 

group. On the coding sheets, the raters noted at times, 



during these postsession segments, that the therapist 

dominated the therapy conversation. 
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Again, with no significant differences between the two 

treatment groups on most of the constructs, there was a 

significant difference from pretest to posttest for the 

combined treatment groups which suggests that the raters 

found the interventions of both team treatment groups to 

have a positive impact on the therapy session. The 

combining of the treatment groups also increased the sample 

size, as compared to the sample size of each treatment group 

separately, which may have helped in this part of the 

statistical analysis. 

After the coding, the researcher interviewed the raters 

about their impressions of the observational coding system 

and their experience with the coding process. The raters 

were somewhat surprised that the coding sheet was fairly 

easy to use, particularly given the number of constructs 

represented on the coding sheet. With only limited 

practice, they were able to pick up constructs being 

operationalized in the clinical interviews. However, there 

did appear to be too many constructs for measurement, and 

that a number of times, there were blurring of boundaries 

between some of the constructs which made it difficult for 

the raters to distinguish between them. Some of the 

constructs also appeared hard to operationalize as well. 

For instance, operationalizing and distinguishing between 
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curiosity and creativity may have been difficult. The same 

problem arises in distinguishing between a sense of trust 

and a sense of connection/affiliation in the coding system. 

One rater recommended a place on the coding sheet to notice 

and code clients' non verbal behavior because the verbal 

behavior of the client may not suggest the presence of a 

desired construct but the construct may be there 

nonverbally. One of the raters commented on the clinic site 

as an extraneous variable by wondering if the agency 

requirements (i.e., doing a treatment plan in the fourth 

session) invited the therapist to rush the_ interaction at 

the end of the fourth session. 

One rater wondered if the five minute time frame for 

the videotape segments presented an accurate view/picture of 

the therapy session that usually lasted from 70 to 90 

minutes in length. This was mentioned in spite of the fact 

that the raters commented on many of the coding sheets that 

the segments viewed seemed to be fairly representative of 

the larger session as far as they could tell with their 

limited view of the session. One positive note from one of 

the raters was that the coding of these constructs for this 

study opened space for him to look for these constructs in 

his own clinical work and in the work of others at the 

university based marriage and family therapy clinic in his 

doctoral program. 
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Analysis of the Therapists'/Team Members' Ratings of the 
Two Team Treatment Models for Various Clinical Problems 

Therapists/team members were asked to use a 7-point 

Likert type scale to rate the use of the two team treatment 

models with various clinical problems commonly encountered 

in clinical practice at the study site. (Response choices 

were: 1-strongly disagree, 2-disagree, 3-disagree more than 

agree, 4-neutral, 5-agree more than disagree, 6-agree, 7-

strongly agree). At the end of the qualitative interview 

with the therapist/team member, the researcher explained and 

showed the Likert-type scale to the respondent and then, the 

respondent was shown a written list of 12 clinical problems. 

The respondent was then asked how comfortable he/she felt 

using each team treatment model with each clinical problem. 

The respondent's numerical response to using each treatment 

model with each clinical problem was then recorded by the 

researcher. A total of twelve· past and current team members 

responded to this rating of clinical problems by type of 

team treatment. 

Findings/Results of the Therapists'/Team Members' Ratings 

Therapists'/team members' ratings of their preference 

for using the Reflecting Team Treatment Model and the 

Strategic Team Treatment Model with each clinical problem is 

illustrated in table 10. T-tests were performed on each 

clinical problem to compare the responses for the team 

treatment models and on the therapists'/team members' total 

ratings of the combined clinical problems. 



Table 10 

Therapists' Preference For Use of Team Treatment Therapy 

Models by Clinical Problem 

Clinical 
problem 

Sexual abuse 

Alcohol 

Parent-child 

Marital 

Child physical 
abuse 

Marital 
violence 

Depression 

Suicide attempt 

Adolescent & 
parent 

Medical-somatic 

Anxiety/phobia 

Major mental 
illness 

Total 

Key to Table: 

Number of RT 
therapists mean 

12 3.7 

12 6.0 

12 7.0 

12 7.0 

12 5.2 

12 5.7 

12 5.4 

12 4.4 

12 6.3 

12 5.2 

10 4.5 

8 3.5 

5.3 

RT = Reflecting Team Treatment Model 
ST = Strategic Team Treatment Model 

RT 
SD 

1. 3 

1.2 

0.3 

0.3 

1.5 

1.3 

1. 7 

2.0 

0.8 

1.8 

2.0 

1.1 

1.1 

ST 
mean 

3.6 

4.9 

5.5 

5.3 

4.6 

5.2 

4.0 

3.2 

4.9 

4.1 

4.6 

3.8 

4.5 
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ST 
SD 

2.0 

1.7 

1. 2 

1.1 

1.9 

1.8 

1.3 

2.0 

1.8 

1.6 

1. 7 

1.4 

0.7 
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For the following clinical problems: child sexual 

abuse, child physical abuse, marital violence, suicide 

attempt, anxiety/phobias, and major mental illness there 

were no significant differences in the therapists'/team 

members' preferences on whether to use a Reflecting Team 

Model or a Strategic Team Treatment Model. For six of the 

twelve clinical problems, the therapists'/team members' 

preferred to use the Reflecting Team Model. These 

preferences were statistically significant for alcohol 

problems (t=2.469, df=ll, p< .05), parent-child problems 

(t=3.957, df=ll, p< .01), marital problems (t= 5.380, df=ll, 

p< .01), depression problems (t=3.254, df=ll, p< .01), 

adolescent problems (t=2.966, df=ll, p< .01), and 

medical/somatic problems (t=3.026, df=ll, p< .01). The 

preference scores for the combined list of clinical 

problems, indicated a significant difference in terms of a 

preference for the Reflecting Team Treatment Model over the 

Strategic Team Model (t=4.412, df=ll, p< .01). 

Discussion of the Therapists'/Team Members' Ratings of 

Clinical Problems 

It is interesting to note that the therapists'/team 

members' ratings of child sex abuse problems and child 

physical abuse problems showed no significant difference in 

choice of team treatment models between the reflecting team 

and the strategic team but did prefer the Reflecting Team 

Model for parent-child problems in general. For the problem 
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of marital violence, there was no significant difference in 

choice of the team treatment models but for marital problems 

in general, there was a significant preference for the 

Reflecting Team Model. For the problem of suicide attempts, 

there was no difference in preference but for the problem of 

depression, there was a significant preference for the 

Reflecting Team Model. These findings can be understood 

from the therapists'/team members' verbal responses to the 

researcher while doing the problem ratings. 

Some of the therapists/team members wondered how 

comfortable clients would be having a team of observers with 

such sensitive problems as sexual abuse, domestic violence, 

and attempted suicide. From the therapists'/team members' 

verbal comments, some would prefer to use therapy without an 

observing therapy team, at least initially, for some of 

these sensitive problems that are difficult to have a 

discourse on in the community and sometimes in the therapy 

room as well. These comments fit with the clients' 

responses in the domain analysis study of the reflecting 

team process (Sells et al., 1994) where some clients felt 

the reflecting team was ineffective in the beginning of 

therapy when the therapeutic alliance is just being formed. 

(This may fit with the large number of clients who initially 

chose not to participate in this study.) The team members 

also had concerns about the use of a team treatment model, 

with clients who had a major mental illness or had 
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significant paranoid ideation, wondering how comfortable 

these clients would be having observers watching the therapy 

session. 

It is evident that these are legitimate clinical 

concerns that the therapists/team members raised. However, 

it is noted that both team treatment models worked with 

clients that had difficult and sensitive clinical problems 

during the study period. Two of the sample reflecting team 

families had sexual abuse and attempted suicide as 

presenting problems, respectively. One of the sample 

strategic team families had domestic violence as the 

presenting problem. The responses of these clients 

indicated that they had a positive experience of this 

therapy process which included observing therapy teams in 

the therapeutic process. However, our family therapy team 

experience over the past few years, has shown the researcher 

that certain clients, clients dealing with issues of 

violence, have difficulty with a team of observers being 

involved in their therapy experience, particularly during 

the initial therapy session. This phenomenon was a factor 

in subject mortality for this study as well. The concerns 

raised in the therapists'/team members' ratings and in their 

verbal comments during the ratings, match some of the 

concerns the therapists/team members raised during the 

qualitative interview portion of this study. It also speaks 

to similar concerns raised by the clients in the reflecting 



team qualitative study by Sells et al. (1994). 

Analysis of the Clients' Responses 
to the Qualitative Interviews 
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The qualitative interviews with clients were audiotaped 

by the interviewers (i.e. , · author and other team members) 

and then transcribed by an independent transcriptionist. 

The verbatim transcripts were then analyzed by the author. 

The transcribed interviews were first read a number of times 

by the author, then each couple's/family's responses to the 

eleven qualitative interview questions were edited and 

placed in a database. For a copy of the database for the 

Reflecting Team treatment group clients' qualitative 

interviews, see Appendix J, and for a copy of the Strategic 

Team treatment group clients' qualitative interviews, see 

Appendix K. 

Once in the database, each subjects' responses to each 

interview question could be viewed and compared to the other 

subjects in each treatment group and between the two 

treatment groups by rows and columns. For example, row 1 of 

the database listed the first interview question and each of 

the subjects' summarized responses to question #1. During 

the initial readings of the transcripts, through the editing 

of the responses, and the comparison of the subjects' 

responses in the database, the researcher looked for common 

themes and patterns that were surfacing from the 

couples'/families' responses as well as looking for specific 
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or unique responses that differed from the overall common 

themes and patterns. This process was done within each 

treatment group and between the two treatment groups. This 

process was similar yet different from a previous 

qualitative study of client perceptions of the Reflecting 

Team Model (Smith et al., 1993). In this previous study, 

common themes and patterns as well as exceptions to the 

patterns were analyzed using an iterative method. In this 

process, each analysis of the clients' responses led to the 

development of new qualitative interview questions. These 

new questions were then responded to again by the clients 

which led a series of three qualitative interviews for the 

clients. In that study (Smith et al., 1993), the final set 

of interview questions were not predetermined but evolved 

based on the clients' responses in each of the three 

qualitative interviews. 

In the current study, the qualitative interview 

questions were predetermined so that this study's hypotheses 

could be tested by using both qualitative and quantitative 

measures. The composition of the qualitative interview 

questions were based on theoretical concepts from the 

Reflecting Team Model (Andersen, 1987, 1990) and the 

interventive interviewing literature (Tamm, 1987a, 1987b, 

1988a). These questions were intended to help with the 

measurement of the operationalized hypotheses in this study. 

For the clients' qualitative interviews, there were six 
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subjects from the Reflecting Team treatment group and five 

subjects from the Strategic Team treatment group with a 

total of eleven subjects participating in this portion of 

the study. These eleven subjects were comprised of 

seventeen adults and nine children. 

Categories of the Qualitative Interview Questions 

The eleven qualitative interview questions for clients 

can be divided into two different categories based on the 

themes that the questions were trying to elicit from the 

couples/families in the study. The first category explores 

the clients' perceptions and experience of the therapy 

process both generally and specifically and includes the 

following qualitative interview questions: 

Category la-Clients' view of current therapy and comparison 
to any previous therapy: 

Ql) "What are your thoughts about the type of 
marital/family therapy you are receiving?" 
(general question) 

Q2) "If, you had previous marital/family therapy, how 
does this current therapy compare to it?" (general 
question) 

Q4) "What is positive and negative about this therapy 
experience?" (general question) 

Category lb-Clients' perceptions of the therapist(s) and the 
clients' perceptions of how they are viewed by the 
therapist(s): 

Q5) "What are your perceptions of the therapist?" 
(specific question) 

Q6) "How do you think the therapist views or sees you 
in your efforts to solve or cope with the problems 
that brought you to seek therapy?" (specific 
question) 



Category le-Clients' perceptions of having an observing 
therapy team and the clients' perceptions of how they are 
viewed by the observing therapy team: 
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Q7) "If, the therapy involves the use of a team what 
are your thoughts about having a team as part of 
your therapy?" (specific question) 

QB) "How do you think the team sees you in your efforts 
to solve or cope with the problem that led to your 
seeking therapy at this time?" (specific question) 

The second category of qualitative questions examines 

the clients' perceptions of the presentin~ problem(s) and 

possible new ideas or solutions for the presenting 

problem(s) and includes the following qualitative interview 

questions: 

Category 2a-Clients' change 1n their view or understanding 
of the presenting problem: 

Q9) "Has your view or understanding of the problem 
changed during this therapy?" 

Category 2b-Clients' perceptions of hopefulness that the 
presenting problem(s) will be reduced or resolved: 

Q3) "How optimistic are you now that the problem will 
be reduced or resolved?" 

Category 2c-Clients' perceptions of the development of new 
ideas/solutions for the presenting problem(s) and their 
understanding of t~e origin of these new ideas/solutions: 

QlO) "Have any new ideas or solutions developed as a 
result of the therapy?" 

Qll) "If, you now have some new ideas concerning the 
resolution of the problem, where did the ideas 
come from?" 

Findings/Results of the Clients' Qualitative Interviews 

Clients' responses to each category of the qualitative 

interview questions are presented for both the Reflective 

Team treatment group and the Strategic Team treatment group. 



174 

Due to the similarity in the clients' responses to the 

questions in each treatment group, certain individual 

responses are documented here as being representative of the 

treatment group as a whole. Also documented are client 

responses that are seen as having a different 

perception/view than the other subjects in that particular 

treatment group. As noted previously, the Reflect1ng Team 

treatment group clients' qualitative responses have been 

reviewed, edited, and placed in a database in Appendix J. 

The Strategic Team treatment group clients' qualitative 

responses have been reviewed, edited~ and placed in a 

database in Appendix K. 

Category 1-Clients' Perceptions of the Therapy Process 

For category la-clients' view of current therapy and 

comparison to any previous therapy, question #1 asks "What 

are your thoughts about the type of marital/family therapy 

you are receiving?", The respondents indicated the 

following: 

" ... Like having other people observe and then getting 
feedback from them, because it gives you more points of 
view-different people perceive different things, pick up on 
different things. (Mother) .... You put all the different 
views together (son)" (Reflecting Team couple/family #1). 

" ... Expected one-on-one [counseling] just because I 
figured it would take time just to talk all of our problems 
out and then therapy would start. While you guys are also 
talking, it kind of helps; it is different. You know, I'm 
not used to it yet" (Reflecting Team couple/family #5). 

" ..• After having all the conflict that we have had for 5 
or 6 years ... I really think that there's hope ... its the 
one-way mirror, not having everyone sit in here, that the 
people are behind the mirror, the therapist can be more 



subjective ... have more insight than if everyone was 
sitting here (wife)" (Strategic Team couple/family #4). 

In category la, question #2 asks "If, you had previous 

marital/family therapy, how does this current therapy 

compare to it?", The respondents indicated the following: 

" ... Before it was one-on-one, you wondered if you're 
getting anywhere ... like group more than one-on-one" 
(Reflecting Team couple/family #3). 

" ... Seen different ways of doing counseling, ... every 
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type ... I've received has been a little different in some 
way so its not similar" (Reflecting Team couple/family #5). 

" ... This is ... superior (husband) .... Having one of 
each [opposite sex co-therapists] is really great because 
you can't get around thinking like a woman or thinking- like 
a man ... I think that with part of each [male and female 
co-therapists], I think it is much better (wife)" (Strategic 
Team couple/family #4). 

In category la, question #4 asks "What is positive and 

negative about this therapy experience?", The respondents 

indicated the following: 

"Well, the positive thing ... is that the feedback that we 
get from the people involved is not always negative ... a 
lot of positive things that are said ... that's very 
important ... when you are in the middle of a crisis, it is 
real hard for you to see the positive kinds of things ... the 
only negative thing ... is that we just don't have the whole 
family here, so we're not getting a whole picture. 
(mother)" (Reflecting Team couple/family #1). 

"Positive about the comments, and most of them are good, and 
every once in awhile, one might not be so good, but in its 
way it is still positive because you can still find out more 
about yourself. So I don't really see any negatives 
(mother)" (Reflecting Team couple/family #3). 

"On a positive note ... I consider her feelings more ... on 
the other hand, I'm quite a private person and don't like 
the experience itself. But, overall, it's beneficial (male 
partner) .... It promotes me to think and it makes me 
examine myself ... [I] like it when [the] counselor gives us. 
things to do ... think about [the tasks] outside of office 
(female partner)" (Strategic Team couple/family #1). 
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In category lb-clients' perceptions of the therapist(s) and 

the clients' perceptions of how they are viewed by the 

therapist(s), question #5 asks "What are your perceptions of 

the therapist?", The respondents indicated that: 

"He tries to be helpful. He takes time out, and he listens 
to all of us ... (mother)" (Reflecting Team couple/family 
#6) . 

" .Like him [counselor]. I thought I would come in here 
and just sit here and not say a darn thing ... he brings 
things that are upsetting but they don't get out of hand 
(male partner)" (Strategic Team couple/family #1). 

In category lb, question #6 asks "How do you think the 

therapist views or sees you in your efforts to solve or cope 

with the problems that brought you to seek therapy?", The 

respondents indicated that: 

"I think he thinks we are going in the right direction and 
working on the problems (wife)" (Reflecting Team 
couple/£amily #4). 

"Just confused ... I don't think there is anything very 
major wrong. It is just that we have to learn a few things. 
You know, he is just trying to straighten us out by: if you 
open up to me, what do you expect me to do for you. You 
know, just those types of things. Just seeing us as 
confused (husband)" (Reflecting Team couple/family #5). 

"As trying to cope, to keep my head above water ... he can see 
that I am really trying ... he tells the boys that he sees 
that they are really trying too ... they are doing a little 
better than what they were (mother)" (Strategic Team 
couple/family #5). 

" .Sees us as boring. I'm sure there are people with 
lots worse problems ... I almost feel like I am wasting his 
time (male partner) ... Sees me as a person that he is 
trying to help in whatever way he can (female partner)" 
(Strategic Team couple/family #1). 

In category le-clients' view of having a therapy team and 

their perception of how the therapy team views them, 



177 

question #7 asks "If, the therapy involves the use of a team 

what are your thoughts about having a team as part of your 

therapy'?", The respondents indicated that: 

" ... Like it ... I think there is a lot to just ... sitting 
back and completely listening and then coming in and talking 
to him [counselor] ... I learn as much from you two [team] 
talking as I do from him [counselor] talking to us (mother)" 
(Reflecting Team couple/family #6). 

" ... Like it ... might be difficult for some of the team 
... like the gentleman who was here tonight ... first time, 
so he is jumping in in the middle ... doesn't know a lot 
about what is going on which kind of makes it difficult for 
him to interpret maybe some of the things that are going on 
that are being said (mother) .... Like the way it's 
handled ... letting [us] hear views from the people [team] 
and getting different aspects of it (son)" (Reflecting Team 
couple/family #1). 

"I'm kind of nervous about it, particularly when they are 
watching us-I'm not used to being watched ... but ... its a 
good process ... much more feedback (male partner) ... . 
Like having the different opinions ... they all pretty much 
stay in line ... all agree but yet they bring 
out ... different options (female partner)" (Strategic Team 
couple/family #1). 

" ... Its fine ... the more people that have insight the 
better advice I'm going to get (husband) .... At first, 
felt a little strange about people sitting back there 
listening to me and being able to see me without me seeing 
them but ... I need all the help I can get, so if their 
input helps, fine (wife)" (Strategic Team couple/family #3). 

In category le, question #8 asks "How do you think the team 

sees you in your efforts to solve or cope with the problem 

that led to your seeking therapy at this time'?", The 

respondents indicated that: 

" ... See us as strong people ... you guys see us as better 
than we see ourselves ... you know, we see the problem, and 
you guys see the strength (husband) .... You know, its like 
you guys saw something in us differently than what we're 
seeing in us right now, because we feel like we're at this 
low point ... and we're not able to see our high points 
right now (wife)" (Reflecting Team couple/family #5). 
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" .. If I were standing back there, you know, I would feel 
and hopefully they would feel this way, that we are trying, 
you know, because we are communicating, be it in a negative 
or a positive way, we are trying-we come back, both of us in 
one piece, every week, and that has got to say something 
(wife)" (Strategic Team couple/family #4). 

Category 2-Clients' Perceptions of the Presenting Problem(s) 

and Possible New Ideas or Solutions for the Presenting 

Problem(s) 

For category 2a-clients' change in their view or 

understanding of the presenting problem(s), question #9 asks 

"Has your view or understanding of the problem changed 

during this therapy?", The respondents indicated the 

· fo 11-owing-:-

" ... See that it is not just one person's problem-its all 
of our problems, and we all need to work towards them. 
(mother)" (Reflecting Team couple/family #2). 

"Somewhat ... some days I have doubts wondering if it is 
going to work or not. I know, I believe in the long run, it 
will ... I have thought about giving up, you know; but I 
still have hope that, you know, I don't think it is all for 
nothing (mother)" (Reflecting Team couple/family #6). 

" ... Have a stronger belief that I have to put this behind 
me before we can go on with our life (husband) .... Have 
gained a little more insight to my feelings ... that allows 
me to have a different perspective on my problem-that I do 
have options (wife)" (Strategic Team couple/family #3). 

" .See things a little differently, different light 
(husband) .... There might be a light, no matter how dim, 
at the end of the tunnel (wife)" (Strategic Team 
couple/family #4). 

For category 2b-clients' perceptions of hopefulness that the 

presenting problem(s) will be reduced or resolved, question 

#3 asks "How optimistic are you now that the problem will be 
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reduced or resolved?", The respondents indicated the 

following: 

" ... Know we're getting along better (husband) .... Don't 
think we're getting along better because of counseling ... 
better because we are trying a little bit more ... feel 
optimistic just with my own mind and my own feelings (wife)" 
(Reflecting Team couple/family #5). 

"Think it will be reduced a lot. I mean, it helps coming 
here and talking about everything (mother)" (Strategic Team 
couple/family #5). 

For category 2c-clients' perceptions of the development of 

new ideas or solutions for the presenting problem(s) and 

their understanding of the or~gin of these new ideas or 

solutions, question #10 asks "Have any new ideas or 

solutions developed as a result of the therapy?", The 

respondents indicated the following: 

"I have different ideas about my mother, because I never 
knew some things that we have talked about, and this is a 
good way to find out things, you know, that you haven't 
known before (daughter)" (Reflecting Team couple/family# 
3). 

" .They are on the verge of happening, really (male 
partner) .... Still putting them into practice ... not 
natural yet ... at home trying to solve it [a problem] . 
have to learn to think back to-what's going on in 
counseling, and I have to learn to calm myself down ... am 
changing ... in communicating with him (female partner)" 
(Strategic Team couple/family #1). 

For category 2c, question #11 asks "If, you now have some 

new ideas concerning the resolution of the presenting 

problem, where did the ideas come from?", The respondents 

indicated the following: 

"Well, I think from all of us talking it out as a whole. It 
is not just me; I think it is all of us, all together, 
discussing (mother)" (Reflecting Team couple/family #6). 
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"Counselor (daughter) .... The group comments and maybe 
some of the counselor, but the group helps a lot (mother)" 
(Reflecting Team couple/family #3). 

"Here (female partner) .... Not so much that we were given 
the ideas but given the opportunities to gain the ideas 
themselves (male partner)· •... The thinking was promoted-I 
mean our ideas (female partner)" (Strategic Team 
couple/family #1). 

"Some of them [ideas] came from the counselor and the team, 
and a lot of them came from Jesus Christ. I pray all the 
time. (Mother)" (Strategic Team couple/family #5). 

Discussion and Comparison of the Clients' Responses to 

the Qualitative Interviews 

For the clients' who participated in the qualitative 

interview portion of this study, at the posttest time 

period, the overall perceptions and views of their 

experience of the therapy process in the Reflecting Team 

treatment group and the Strategic Team treatment group did 

not differ significantly. An analysis of the clients' 

qualitative data, reveals that the therapy experience for 

these respondents, in both treatment groups, were generally 

positive in terms of their perceptions of therapy, their 

perceptions of using a therapy team, their alliance with the 

therapist(s) and the therapy team, and in their hopefulness 

in the reduction or resolution of the problem. Clients, in 

both treatment groups, tended to have these positive 

perceptions of the therapy process. However, some subtle 

distinctions between the treatment groups emerged as the 

qualitative data were analyzed. 

An analysis of the Reflecting Team treatment group and 
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the Strategic Team treatment group responses to each 

qualitative questions follows. The clients' responses in 

this study will also be compared to clients' responses in 

the qualitative study of the Reflecting Team Model done by 

Smith et al. (1993). 

Clients' perceptions of the therapy process. The 

clients' perceptions of the therapy process in general 

(qualitative question #1) indicates that the clients, in 

both treatment groups, liked using the team treatment 

models. One Reflecting Team client (RT #1) liked getting 

the multiple points of view that the team experience offers. 

Another Reflecting Team client (RT #1-son) responded that 

one team member interprets the problem one way and someone 

else on the therapy team will interpret it differently and 

the client puts all the different views together. 

Two Reflecting Team clients' (RT #1, #5) reported that 

the team process was different than individual therapy and 

that it took some getting used to. A Strategic Team 

treatment group client (ST #4) indicated that the team 

allowed the therapist to be more subjective which the 

researcher assumes that the client felt the observing team's 

vantage point behind the mirror allowed for more 

objectivity. This interpretation matched the perception of 

client #1 in the Smith study who stated in response to the 

question of how the reflecting team works felt that "they 

were just debating amongst themselves, um like objective 
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outsiders looking in ... " (Smith et al., 1993, P. 36). The 

researcher found that the responses of one Strategic Team 

treatment group couple/family (ST #1) fit well with the 

responses of the Reflecting Team couple/family (RT #3). The 

Strategic Team client's response (edited) was that the 

counseling "brings up issues that wouldn't be brought up; 

learning things about myself and about my behavior with him 

(partner)". The Reflecting Team client's response (edited) 

was that she "get(s) insight on things you said you might 

not have realized; gives me more understanding about 

myself". 

All of the Strategic Team treatment group clients' 

responded that they liked the therapy experience. In 

comparison, all of the Reflecting Team treatment group 

clients' liked the experience as well but some (two clients) 

in this group mentioned some of their uncertainty as well. 

One Reflecting Team client (RT #1) brought out the positive 

aspects of having the experience of multiple 

views/perspectives. This response by the Reflecting Team 

client is similar to the clients' responses in the Smith 

study where client #6 in that study felt the reflecting team 

was useful due to 11 ••• different points of view. Not 

everyone can think of everything. Different people, .. 

. different experiences ... when you get a team, you get a 

broader spectrum ... " (Smith et al., 1993, P. 35-36). In 

the Smith study, client #1 in response to the question of 
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what it meant when team members disagreed responded that 

II .means that there are different points of view, there 

is no one answer ... " (Smith et al., 1993, P. 36). 

Clients' comparison of the team therapy process to 

previous therapy. The clients' comparison of the team 

treatment process to previous counseling (qualitative 

question #2) indicated that the Strategic Team treatment 

group felt their current experience in the team treatment 

approach to therapy was positive when compared to their past 

therapy experiences. The Reflecting Team treatment group 

responded in the same manner to this question. Some 

clients 1 in both treatment groups indicated both positive 

and negative prior therapy experiences. One client in the 

Smith et al. (1993) study indicated a preference to have 

individual therapy in order to work with just the individual 

therapist with a possible occasional session with the 

therapy team; that client felt sometimes the reflecting team 

was not hearing him/her correctly but that the team did 

offer different perspectives. This client's comments fit 

with some of the positive and negative comparisons raised by 

some of the clients in the current study where a few clients 

had difficulty with the treatment context (i.e., an 

observing team) but still felt the team's interventions were 

useful to have in both the Reflecting Team Model and the 

Strategic Team Model. 
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Positive and negative aspects of the team therapy 

process. In response to what is both positive and negative 

about the Reflecting Team and the Strategic Team Models 

(qualitative question #4), clients in both treatment groups 

perceived the therapy experience as positive with very few 

negative comments offered. Reflecting Team client #1 

experienced the team therapy process in a manner that the 

proponents of the constructivist position, the social 

constructionist position (Efran et al., 1988; Gergen, 1991; 

Keeney, 1983), and the Reflecting Team Model (Andersen, 

1987, 1990; Lax, 1989; Miller & Lax, 1988) have suggested in 

the literature. This client (RT #1)- indicated that the 

different perspective and position of the therapy team 

allows for a different view and perspective that the family 

has hard a time seeing when they are in a crisis period. 

The team's different views opened space for this client to 

change her own perspective on her family's issue. 

At least, one client from each treatment group {ST #1 & 

RT #5) felt that the team's comments/ideas were sometimes 

difficult to hear but that they could learn from being able 

to listen to the team's comments in both the Reflecting Team 

and the Strategic Team Models. These perspectives match 

some of the clients' comments in the Smith et al. (1993) 

study where the reflecting team's ideas were not always easy 

to hear but provided an opportunity to learn or reflect on 

one's situation in a different manner. Reflecting Team 
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client #6 indicated that her twin teenage daughters have not 

changed their behavior as of yet, but that she still had 

hope that positive change will occur. It seems that the 

therapy experience helped to invite a change in attitude for 

this mother, with change first occurring in her belief 

system, rather than in actual behavioral change in the 

daughters. This may be an example of the beginning of the 

process of change described by Anderson and Goolishian 

(1988). Anderson and Goolishian (1988) believed that 

changes in clients' perceptions lead to a different type of 

conversation for the family with problematic patterns, which 

then allows for a positive change in the family's way of 

viewing the problem or for the resolution of the problem. 

Clients' view of the therapist(s). In response to the 

clients' view of the therapist(s) (qualitative question #5), 

the clients' in both treatment groups made comments that 

indicated a positive alliance with the therapist(s) and that 

the therapists' efforts to bring out issues to be discussed, 

during the therapy session, were helpful for clients in both 

treatment groups. 

Clients' perceptions of how their therapist(s) view 

them. When the clients were asked how the therapist views 

them in their efforts to solve their problem(s) (qualitative 

question #6), the clients are asked to take a meta-position 

and comment on another part of the therapy system. Clients 

in both treatment groups commented that the therapist(s) 
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sees them as positive and trying or making honest efforts to 

resolve their problems/issues. One Reflecting Team 

treatment group client (RT #5) thought the therapist saw him 

as "confused"; a Strategic Team treatment group client (ST 

#1) thought he was viewed as "boring". It is interesting 

that these responses came from male partners presenting with 

marital/couple issues and they were both males who had never 

been in therapy before. Overall responses to this question 

indicated that most were positive (i.e., therapist viewed 

them and their actions as positive) but the Strategic Team 

treatment group clients' had more mixed responses (e.g. I'm 

boring) than the Reflecting Team treatment group clients. 

Two Strategic Team treatment group clients had mixed 

responses and one Reflecting Team treatment group client had 

a mixed response. 

Clients' view of the observing therapy team. The 

clients' in responding to how they view the observing 

therapy team (qualitative question #7) had some interesting 

observations. Overall, clients' in both treatment groups 

liked using the therapy team as part of their therapy 

experience but some clients' from both treatment groups 

expressed some uneasiness with having a team of observers. 

Client #1 in the Smith study expressed a similar response 

when responding to the limitations of the reflecting team 

stating that" ... I like it and I don't like it, it's 

intimidating, but ... I take advantage ... " (Smith et al., 
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1993, P. 39). One Reflecting Team treatment group client 

(RT #6) commented that she listened better behind the 

mirror; another Reflecting Team treatment group client (RT 

#3) indicated that she learned in a different manner from 

the therapist than she did from the team and seemed to 

indicate that she gained more from the team's comments. 

In the Smith study, in response to a question of the 

value of the reflecting team to the client, a client (#1) 

had a similar experience of the reflecting team process as 

the above client (#3) in this study. The client, in the 

Smith et al. (1993) study, indicated that the reflecting 

team is "quite important, because (index therapist) was just 

talking with me but they (RT) gave me feedback which (index 

therapist) didn't give me, um which was enjoyable" (Smith et 

al., 1993, P. 38). 

One Reflecting Team treatment group client (RT #1) 

expressed some concerns with the inconsistency in team 

membership at times which was expressed by a client in the 

Smith et al. (1993) study as well but another client in that 

study felt that having new team members may help when 

"bogged down" in a session (Smith et al., 1993, P. 38). 

Some Strategic Team treatment group clients' (ST #1 & #3) 

commented that it was difficult not seeing the team behind 

the mirror but that their input helps. Another Strategic 

Team treatment group client (female partner of ST #1) felt 

that the strategic team allowed for different opinions and 



188 

options (different from the therapist's views and their own 

views) and also experienced the team's ideas as unified and 

not varying, which fits with the Strategic Team Model and 

contrasts with the use of the team in the Reflecting Team 

Model. 

Clients' perceptions of how the observing therapy team 

views them. The clients were invited again to take a meta

position, when asked how the therapy team viewed them in 

their efforts to resolve their problem(s) (qualitative 

question #8), some of the Strategic Team treatment group 

clients' indicated that they believed that they were viewed 

in a positive manner by the strategic team (e.g. making an 

effort) and one Strategic Team treatment group client (ST 

#2) was uncertain how the team viewed them but hoped that 

they were viewed in a positive light by the team. The 

Reflecting Team treatment group clients as a whole felt the 

team viewed them in a positive manner; their comments 

appeared to be more hopeful, in terms of how they thought 

they were viewed. In essence, more able to picture how the 

team views them than the Strategic Team treatment group 

clients'. One Reflecting Team treatment group client {RT 

#5) commented that the team is able to see more of their 

strengths as a couple than they were able to see when he 

felt they were at a low point. A Strategic Team treatment 

group client (ST #1) believed that he was viewed as boring 

but was able to overcome that perception of himself and take 
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useful ideas from the Strategic Therapy Team. 

Change in view of the presenting problem during therapy 

process. When clients' were asked if their view of the 

problem had changed during the therapy process (qualitative 

question #9), the Strategic Team treatment group clients' 

commented that their view of the problem had changed and 

that they were more hopeful about resolving their issues. 

These responses by the Strategic Team treatment group 

clients' seemed to indicate more of a change in attitude or 

in their perceptions of the problem instead of stating that 

there were actual changes in behaviors. This seemed more in 

line with the Reflecting Team Model and constructivist 

beliefs about change than it does with the Strategic Team 

Model where the goal is more of a change in behavior. 

However, Strategic therapists would be quite satisfied if a 

client's attitude or beliefs changed. In a Strategic 

Therapy Model, the reframing of the presenting problem 

implies a change in the client's beliefs about the problem 

(Haley, 1976, 1987). 

For the Reflecting Team treatment group clients', the 

problem view had changed; generally a change in view or 

beliefs prior to a behavioral change as well. One 

Reflecting Team treatment group client (RT #2) commented on 

the shift from seeing the identified patient (a 13 year old 

school phobic girl) as the problem to seeing this as a 

shared problem among the four family members where the whole 
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system needed to change not just the identified patient. 

Reflecting Team treatment group clients (RT #5 & #6) were 

hopeful (change in belief/attitude) but still expressed some 

realistic doubts about their situations, that the change 

process would take time. (Possibly more realistic than some 

of us using a Brief Therapy Model in the family therapy 

field.) One Strategic Team treatment group couple (ST #1) 

seemed to express two different levels of change. In this 

one couple system, the male partner indicated more of a 

cognitive change with a change in belief/attitude whereas 

the female partner experienced a change in her feelings, so 

an affective change. So, change may be different for 

different members of the same system and may be expressed in 

typical gender differences such as this couple did. 

Clients' hopefulness about problem resolution. In 

terms of the clients' hope£ulness that the problem will be 

reduced/resolved (qualitative question #3), the responses of 

both treatment groups were similar. The Strategic Team 

treatment group clients' were all optimistic or hopeful in 

changing their presenting problem. All of the Reflecting 

Team treatment group clients' were also hopeful/optimistic. 

In general, clients perceived it would take some time to 

change, so hang in there; there is hope. A theme that ran 

through the Reflecting Team treatment group client responses 

was that change may be more in their control and they were 

not looking for the therapist(s) to make the changes for 
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them. The Strategic Team treatment group clients' talked 

about a forum to talk about their problems as being helpful. 

Perceptions of new ideas/solutions from the therapy 

process. In response to whether any new ideas/solutions 

have developed from the therapy process (qualitative 

question #10), three of the five Strategic Team treatment 

group couples/families indicated that they had new ideas and 

all of the Strategic Team treatment group clients' were 

hopeful. With the Reflecting Team treatment group clients', 

all of them were also hopeful. Responses differed in that 

all the Reflecting Team treatment group clients gave 

examples of new ideas or changes going on as compared to 

Strategic Team treatment group clients. One Reflecting Team 

treatment group client (RT #3) felt that, in essence, space 

had been opened to have previously unspoken conversations 

which led to new information for this daughter (age 12) and 

a change in perception about her mother. A Strategic Team 

treatment group client (ST #1) indicated when back out in 

everyday life, she found it helpful to think about how she 

handled the situation in the therapy session which helped 

her to not be so reactive with her partner. 

Origin of new ideas/solutions for the presenting 

problem. In terms of looking at the origin of any new ideas 

or solutions (qualitative question# 11), the Strategic Team 

treatment group clients' view of where the ide-as--/solutions 

came from varied; from such sources as the therapy 
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conversation, the clients own awareness of the impact of the 

problematic patterns on the family, the therapist and an 

extraneous but important variable such as their spiritual 

belief system (i.e. , God) . So, the Strategic Team treatment 

group clients' ideas about change came from multiple 

sources/origins. For the Reflecting Team treatment group 

clients', the origin of change included: the therapy 

conversation, other client experiences (i.e., one client's 

individual therapist), and the therapist and therapy team. 

For the Reflecting Team treatment group clients, there 

was more acknowledgement of the importance of the therapy 

team whereas, in the Strategic Team treatment group clients, 

the importance of the therapist was commented on more so 

than the importance of the therapy team in the Strategic 

Team model. One Reflecting Team treatment group client (RT 

#6) felt that the origin of new ideas was the therapy 

conversation, in essence, it was generated not from one 

person but from the interplay in the social domain 

(Andersen, 1987; Bateson, 1972, 1979; Maturana, 1975). 

Another Reflecting Team treatment group client (RT #3) felt 

the origin of new ideas came from the therapist but that the 

therapy team's conversation/reflection may have been a more 

important source for her. A Strategic Team treatment group 

client (ST #4) seemed to agree with a Reflecting Team 

treatment group client (RT #6) that the origin came from the 

therapy context, meaning the therapy conversation. Again, 
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one Strategic Team treatment group client (ST #5) stressed 

the importance of God in the origin of her ideas, as well as 

the input from the therapist and the team. 

Analysis of the Therapists'/Team Members' 
Responses to the Qualitative Interviews 

The qualitative interviews with past and current family 

therapy team members occurred at the end of the data 

collection period for this study in April, 1993 and were 

conducted by the researcher. The potential for bias and the 

blurring of roles (i.e., as therapist, as team supervisor, 

and as researcher) were communicated to each team member 

prior to every qualitative interview by the researcher. 

There were a total of twelve past and current team members 

interviewed; by gender the composition was nine women and 

three men. Each therapist/team member was asked to respond 

to twenty-eight qualitative interview questions which 

included both open-ended (descriptive) and close-ended 

(structured) questions (Sells et al., 1994). The 

composition of the qualitative interview questions for 

therapists/team members were based on theoretical concepts 

from the Reflecting Team Model literature (Andersen, 1987, 

1990), the interventive interviewing literature (Tamm, 

1987a, 1987b, 1988a), and the quantitative and qualitative 

studies of the reflecting team process (Griffith, et al., 

1992; Smith et al., 1992, 1993). The first nine 

qualitative interview questions were taken directly from the 
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Smith et al. (1992, 1993) qualitative studies of clients' 

and therapists' perceptions of the reflecting team process 

with the author's permission in an attempt to see if this 

current study replicates the findings in the Smith et al. 

(1992, 1993) studies. The therapists' qualitative responses 

were reviewed, edited and placed in a database in Appendix 

L. 

At the end of the qualitative interview, the 

therapists/team members were asked to respond on a Likert

type scale to a list of various clinical problems in terms 

of how comfortable they would be using a Reflecting Team 

Model and a Strategic Team Model with each of the clinical 

problems listed. For further information on the clinical 

problems and the therapists'/team members' responses, see 

Appendix G. The responses were analyzed in the same manner 

as the clients' responses to the qualitative interviews. 

Categories of the Qualitative Interview Questions for the 

Therapists/Team __ Members 

The twenty-eight qualitative questions were divided by 

the researcher into eight different categories based on the 

themes that the questions were trying to elicit from 

therapists/team members in the study. The first four 

categories were derived initially from the work done by 

Smith et al. (1992). However, this researcher chose to not 

use all of the categories developed in the former study 

(Smith et al., 1992) and chose to place some qualitative 
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questions from that study (Smith et al., 1992) in different 

categories in the current study. However, the composition 

or content of the first nine questions in this study were 

taken verbatim from the study done by Smith et al. (1992). 

Questions 10-28 were developed by the researcher to 

understand the therapists'/team members' experiences with 

the therapy team process and to examine any perceived 

differences in the therapy team experience depending on 

whether the Reflecting Team Model or the Strategic Team 

Model were used. 

The twenty-eight qualitative questions can be viewed as 

fitting into the overall guiding themes that are seen in the 

following eight categories. The categories are presented 

below with the questions that are classified in each of the 

categories. The questions are represented by their number 

only due to large number of therapists'/team members' 

qualitative questions. For the wording of each question, 

see Appendix G. The categories are as follows: 

Category 1-Therapists'/team members' understanding of the 
reflecting team (Smith et al., 1992) (Questions 1, 2, 6-8). 

Category 2-Value of reflecting team for therapists/team 
members (Smith et al., 1992) (Question 4). 

Category 3-Suggestions for changes in the reflecting team 
(Smith et al., 1992) (Question 5). 

Category 4-Perceived limitations of the reflecting team 
(Smith et al., 1992) (Questions 3, 9). 

Category 5-Therapists'/team members' perceptions/experiences 
participating in a therapy team (Question 10). 



Category 6-Therapists'/team members' comparisons of their 
experiences participating on a reflecting team and a 
strategic team (Questions 11, 14-22, 25, 28). 
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Category 7-Therapists'/team members' perceptions/experiences 
as a therapist using a therapy team in general and a 
comparison of their experiences when a Reflecting Team Model 
and a Strategic Team Model is used (Questions 12, 24-25). 

Category 8-Therapists'/team members' perceptions of the 
clients experiences participating in a Reflecting Team Model 
in comparison to their participation in a Strategic Team 
Model (Questions 13, 26-27). 

Findings/Results of the Therapists'/Team Members' 

Qualitative Interviews 

Therapists'/team members' responses to each category of 

the qualitative interview questions are presented. Due to 

the similarity in the therapists'/team members' responses to 

the questions, certain individual responses are documented 

here as being representative of the therapy team as a whole. 

Also, documented were the therapists'/team members' 

responses that were seen as having a different 

perception/view than the other therapists/team members on 

the therapy team. Due to the large number of interview 

questions (twenty-eight), responses to each question will 

not be placed in this section but can be found in the 

therapists'/team members' database in Appendix L. 

Category 1-Therapists'/Team Members' Understanding of the 

Reflecting Team 

This category includes questions 1-2, 6-8. Question #1 

asks "Are reflecting teams useful?", and the 

therapists'/team members' responses included the following: 
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" .. Families appreciate all the feedback; ... useful as a 
training tool ... I get a chance to practice skills of 
asking those tentative questions; ... cotherapists ... 
watching the team reflect ... are listening to comments that 
they might not have thought of on their own ... " (team 
member #1). 

" ... Useful ... get a variety of ideas and perspectives; 
.. not only that ... the sum of all those different 

opinions is greater than individual input because you get 
some synergy going there-one person will build on another 
person's ideas ... " (team member #7). 

" ... Very useful; ... most useful with families that have 
less pathology in them [than] with more pathology ... best 
to be more directive" (team member #12). 

In category 1, question #6 asks "What relationship do you 

expect will exist between you and your team'?", and the 

therapists'/team members' responded with the following: 

" ... It creates a bond. I think at first it was difficult 
because, as a therapist, I sort of felt like I was on stage 
somewhat and that was anxiety provoking for me; ... once I 
learned to really respect other people's opinions and learn 
from their styles ... it really created a bond" (team member 
#7). 

"Well, it was interesting to watch myself and the 
relationship with the team members grow, just based on what 
you saw them say in the reflecting team ... sometimes it 
opened up possibilities for a relationship that you might 
not have suspected otherwise" (team member #10). 

In category 1, question #7 asks "Does it matter whether your 

team is predominately male or female'?", and the 

therapists/team members indicated the following: 

"I don't think it matters to the team members particularly. 
It might matter to some clients ... only if you had a client 
[where] that was a specific issue ... possibly some sex 
abuse issues or harassment ... some issue in their 
childhood, maybe some transference issues with gender" (team 
member #6). 

"I think it does. Sometimes the issue that is presented 
would make a difference; ... still real hard for therapists 
to know and overcome their own gender biases ... best of all 
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worlds would have a balance of genders as well as cultures" 
(team member #11). 

In category 1, question #8 asks "What does it mean to you 

when team members disagree?", and the therapists'/team 

members' responses indicated the following: 

"It means that we are perhaps looking through a different 
lens, a different framework; ... don't think there is one 
right way of seeing things; ... believe in multiple 
realities and I don't see that as being bad when people 
disagree ... probably things to be learned from that 
disagreement" (team member #7). 

"That's fine; ... you are going to have that ... if they 
disagree in a refTective-process, the family can see that; 
and that kind of gives the family a sense of 'Well, they are 
having problems, too' or that this can be seen to go several 
different ways and give the family different direction~ to 
go from" (team member #9). 

Category 2-Value of the Reflecting Team For the 

Therapist/Team Members 

This category includes question 4, which asks "What 

kind of things do you learn from the team?", and the 

therapists'/team members' responses included the following: 

"Well, I learn what other people's perspectives are; ... 
something that they may say or bring out in the reflection 
I'd kind of think, 'Yeah, that's really good or I haven't 
thought of that' and it changes my whole view and 
perspective ... " (team member #3). 

"You learn how the family is interpreting what you say. For 
instance, if you say something and you didn't mean it that 
way, you learn that you really need to express yourself in 
clearer terms •.. " (team member #5). 

" ... I think [what] I learned was the degree to which 
groupthink ... occurs; •.. if people behind the mirror 
communicate with one another, a consensus is ... rapidly 
arrived at; ... if you hold off with that, as you do in 
reflecting model ... you really get divergent points of 
view ... that was very interesting and very helpful. 
(team member #12). 

" 
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Category 3-Suggestions For Changes in the Reflecting Team 

This category includes question 5, which asks "What 

would you change about how the team works'?", and the 

therapists/team members responded with the following: 

II .More consistency in membership [on team]" (team member 
#2). 

" .Streamlining switching the rooms; ... I guess one 
thing I would really try to do is keep a strong awareness of 

.the possibility of information overload on clients; 
... the model invites us to be real energetic and creative 
and enthusiastic •.. that might be overwhelming although it 
might be change promoting ... " (team member #7). 

"Contracting with the families to show up. It is kind of 
frustrating when you are ready to do it, and the family 
doesn't show" (team member #8). 

Category 4-Perceived Limitations of the Reflecting Team 

This category includes questions 3 & 9. Question #3 

asks "When doesn't the team work'?", and the therapists'/team 

members' responses included the following: 

"Yes, I think it has always worked, from my viewpoint. We 
have seen clients refuse it because of too many therapists; 
and I think it was just overwhelming to them-the first 
session when they declined that" (team member #1). 

" .People who are somewhat paranoid-I feel it wouldn't 
work in that situation either or just with an issue that 
they feel is really sensitive, they may not feel comfortable 
having the reflecting team back there" (team member #8). 

" ... Team worked less well when the participants were less 
familiar with- reflective techniques .•• " (Te-am member #12). 

"It doesn't work, I would imagine, if you had somebody on 
the team who was monopolizing more than other people" (team 
member #9). 

"Well, there were a few times when I was the team, and then 
that's not really a team approach; .•• there's an alliance 
with the therapist who is with the client and the single 
team representative; ..• so in that sense, it's kind of a 
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team approach in that ... both working ... for client; but I 
did have kind of a feeling of being sort of out there and 
kind of isolated" (team member #2). 

In category 4, question 9 asks "How can the team be 

disruptive?", and the therapists/team members indicated the 

following: 

" ... If they are not taking it seriously. If, the team 
gets too friendly or in a playful mood or doesn't want to be 
there then it can be disruptive because it is not ... a good 
therapeutic atmosphere for the family!' (team member #5). 

"If they try to be too directive or controlling or if they 
did take things personally and get into arguments" (team 
member #6). 

Category 5-Perceptions/Experiences Participating in a 

Therapy Team 

This category includes question 10, which asks "What is 

your experience participating as a member of a team 

observing a marital/family therapy session/conversation?", 

and the therapists/team members responded with the 

following: 

'' ... Positive, uplifting kind of experience to really be a 
part of a process and to feel that you have input and that 
something that you hear or your perspective could make a 
real difference in what the client hears when you reflect, 
that one of your insights might be a real clue ... to 
successful intervention" (team member #3). 

" ... Good way to learn how to do therapy; ... helpful to 
watch a therapist's style; ... exciting to come up with some 
ideas and see pieces of them implemented and/or see them 
misunderstood and maybe think of different ways that it 
could have been implemented ... real learning experience 
... very reactive, energetic" (team member #7). 
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Category 6-Therapists'/Team Members' Comparison of their 

Experiences with the Reflecting Team and the Strategic Team 

Models 

This category includes questions 11, 14-23, 28. Given 

the large number of questions in this category, the 

researcher will document, in this section, only the 

qualitative questions that are open-ended (descriptive) in 

nature. The responses to the more structured qualitative 

questions will be discussed later in the chapter when the 

therapists'/team members' hypotheses are analyzed. In 

this category, question #11 asks "Is there any difference in 

your experience of and participation in an observing team 

when a reflecting team is used vs. when a strategic team is 

used? If, your experience is different, how is it 

different? How is your experience the same whether a 

reflecting team or a strategic team is used?", and the 

therapists/team members responded with the following: 

" ... Like the strategic [team] but ... like reflecting 
[team] more. Sometimes the strategic, to me, seems to force 
instead of moving at a pace. It is intrusive, at times or 
harsh. I'm not sure that if I were on the other side 
[client], I would be comfortable about strategic" (team 
member #3). 

" ... Preferred the reflecting team ... thought it was more 
effective; ... strategic team gives the therapist more 
control ... reflective team is going to give the client a 
tremendous amount of information and ways to think about his 
problem, and he is free to pick and choose which one he 
wants to follow through with" (team member #4). 

" ... In Reflecting [Team] Model ... kept our ideas to 
ourselves behind the mirror; ... different than when we 
called in an intervention and there was discourse between us 
[Strategic Team Model]; ... sometimes enjoyed the strategic 



... putting our heads together ... better than sitting 
silently behind the mirror [Reflecting Team 
Model]; ... but •.. as the therapist, I liked the reflecting 
format better" (team member #7). 
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" ... On the reflecting team I felt less pressure to come up 
with ... some kind of an idea ... it was more important to 
just share my thoughts ... so it felt like a gentler or more 
peaceful process; ..• during the strategic team ... felt more 
pressure to come up ... [with] some idea; ... in both 
[models], I felt there was a bond, a working relationship" 
(team member #12). 

" .. On the strategic team, you know that you are not going 
to be put on the spot; .•. when you know that you are coming 
in [reflecting teaml, then you know that- you a-re going to 
have some thoughts and you had all better be able to kind of 
bring them harmoniously together; ... on strategic team have 
opportunity to visit with other therapists ••. kind of plan 
. . . more teamwork" ( team member #1) • 

In category 6, question #17 asks "Do you have a preference 

to use a Reflecting or a Strategic Team Model?", and the 

therapists/team members responded with the following: 

" ..• Prefer the reflecting ... more uses to the therapist; 
... thought back to some of the groups [families] with 
small children ... the strategic model might be preferable 
because that [reflecting conversation] might be over the 
heads of the small children" (team member #6). 

" •.. Rather be involved in a reflecting team; •.. have 
several different comments that the family can choose as to 
what fits for them and what doesn't fit .•. the strategic 
[teaml is kind of along those line but. . • it [ref-lecting 
team] is more nonthreatening ... team members become more a 
part of the family ... " (Team member #9). 

" .Prefer the reflecting team. I think a lot of 
spontaneous what you may think are incidental comments, like 
someone may have made an observation that they would have 
not highlighted, ..• and it sparks and sometimes it can just 
grow from what might have been an incidental comment whereas 
in strategic [team], you kind of have to funnel [ideas] into 
the presentation [by the therapist to the clients]" (team 
member #10). 

In category 6-question #28 asks "Is there any difference in 

your perception of the usefulness and effectiveness of the 
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team process when a strategic team is used vs. when a 

reflecting team is used?", and the therapists/team members 

indicated the following: 

" ... The reflecting team is [more useful] because I have 
heard the family members comment 'Oh, I take all of this 
home with me, and I kind of think about it later' and they 
have heard so much, so many different voices speaking out. 
And maybe they can't comment on all of it right there, but 
they ... take it home and think about it ... I don't hear 
those comments coming from families in strategic therapy" 
(team member #1). 

"At first I really thought the reflecting team was much 
stronger, but I did begin to see at times when the strategic 
team was very effective .•. " (Team member #6). 

"Each have their own positive and negative points. The 
strategic [team] is more immediate, and it is also more 
interruptive. In the reflecting team, you get possibly more 
detail, but you don't get it immediately" (team member #8). 

Category 7-Perceptions/Experiences as a Therapist with a 

Therapy Team and a Comparison of the Experience of Being a 

Therapist with the Reflecting Team Model and the Strategic 

Team model. 

This category includes questions 12, 24-25. Question 

#12 asks "What is your experience as a therapist when you 

work with an observing team? Is your experience as a 

therapist different when a strategic team is used as 

compared to when a reflecting team is used?", and the 

therapists/team members indicated the following responses: 

" ... Just seeing it [therapy session] from a different 
viewpoint; .•. sometimes I get so into what's being said 
that I miss some cues; ... drawback with the strategic 
[team] is that sometimes it is hard to time the call [from 
team to therapist] where it isn't disruptive" (team member 
#7) . 

II . Was kind of good to have a backup ••. could 
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concentrate more on what was going on right there ... didn't 
have to be as aware of everything ... nervous ... the first 
time; ... the strategic [team] has positive benefits of 
being immediate but negative of being interruptive ..• the 
reflective [team] has positive of your getting to decide 
when you are going to switch and the negative of not getting 
immediate feedback ... " (team member #8). 

" ... It seemed like a more comfortable atmosphere with the 
reflecting team in that I wasn't necessarily required to do 
something with the information the team provided ... could 
observe with the family ... they were privy to the same 
information that I got in exactly the same way ... learned a 
lot by watching how they received those things ..• strategic 
team, the therapist felt more pressure to use the 
information provided [by team]" (team member #12). 

In category 7, question #24 asks "When you have been 

the therapist has there been any difference in the support 

you felt from the therapy team or whether you felt judged by 

the team when a strategic team is used vs. when a reflecting 

team is used?", and the therapists/team members indicated 

the following: 

"I think I did feel a tug between whether the strategic team 
was the expert or I [the therapist] was the expert. I don't 
feel that so much with the reflecting team, and it may be 
again back to having five options generated with the 
reflecting team and having the strategic team come up with 
only one option" (team member #11). 

" .Felt more supported and more judged during the 
strategic type of intervention just because the intervention 
was more direct; ... I did feel very supported in that way. 
But also I felt some judgement coming out about the 
direction to be used" (team member #12). 

In this category, question #25 asks ,,__Is there any difference-

in the connection with or your alliance with the clients 

when a reflecting team is used vs. when a strategic team is 

used?", and the therapists/team members indicated the 

following: 
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" .. More of an alliance with the reflecting team because 
there again it was taking the mystery out of it ... putting 
it where these are just people ... seemed to reenforce that 
'I'm a human and I'm trying and I have the way I see things 
and here is another one that is different"' (team member 
#7). 

" .Where you are the therapist, I don't think there is an 
alliance difference; ... I think, depending on what the 
strategic message ... or intervention [is] [and it] doesn't 
happen to go along with your line of thinking, I think there 
may be some [alliance] but not as strong a degree of 
alliance with that family" (team member #9). 

Category 8-Therapists'/Team Members' Perceptions of the 

Clients' Experiences Using the Reflecting Team Model and the 

Strategic Team Model 

This category includes questions 13, 26-27. Question 

#13 asks "Do you think families that you work with perceive 

or experience any difference when a reflecting team is used 

compared to when a strategic team is used'?", and the 

therapists/team members indicated the following responses: 

" ... If, I were a family member, I would like knowing who 
the team members were [reflecting team]; ... it seems like 
it almost adds an air of magic to it to have that team back 
there that you never see, that just calls in occasionally 
[strategic team]" (team member #6). 

"My subjective opinion of it is that the families enjoyed 
the reflecting team better. I think it was to move from 
feeling lrke I am in a lit room and people are watching me 
to move from that atmosphere into a darkened room in which I 
am the one who is watching and hearing what people say. I 
think it is kind of an intriguing thing for the family" 
(team member #12). 

In this category, question #26 asks "Is there any 

difference in your perception of the family's ability to 

focus on their own ideas and solutions to their problems 

when a strategic team is used vs. when a reflecting team is 
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used?", and the therapists/team members indicated the 

following responses: 

" ... They [clients] felt more comfortable disagreeing with 
the reflecting team ... with the strategic [team] 
suggestions that I recall were more or less ... [taken] more 
as a command; ... more likely to happen with the reflecting 
team [families using own ideas]" (team member #11). 

In this category, question #27 asks "Is there any 

difference in your perception of the clients' comfort level 

and sense of ease with the team process when a reflecting 

team is used vs. when a strategic team is used?", and the 

therapists/team members indicated the following responses: 

" ... Could go both ways ... with strategic [team] ... 
times when they forget we are back there until the phone 
rings; ... but ... being able to see people ... I think that 
increases the comfort level of being able to see these 
people [team members]" (team member #7). 

" ... When they got used to either, there wasn't any 
difference in their comfort level. I think it was just a 
matter of getting used to the process" (team member #9). 

"I think that families think they are going to be less 
comfortable with a reflecting team but I think what evolves 
is that they are more comfortable with it and they almost 
form a relationship with the team ... they create a 
relationship with the team and that can't happen with the 
strategic [team] ... " (team member #10). 

Discussion of the Therapists'/Team Members' Responses to the 

Qualitative Interview 

Therapists'/team members' understanding of the 

Reflecting Team Model. In response to category 1 

(qualitative questions 1-2, 6-8) which asked about the 

therapists'/team members' understanding of the reflecting 

team (Smith, et al., 1992), the therapists/team members 

found the Reflecting Team Model to be very useful (question 
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#1). Some of the comments included that the reflecting team 

was useful for practice/training, and that team members 

notice what's going on in the session differently, which in 

turn triggers a variety of ideas. Team members believed 

that the reflecting team gives information to the clients 

that the therapist may not give either due to not picking up 

on a certain idea or because the therapist didn't feel 

comfortable bringing up the idea. Basically, the unique 

observing position of the team may allow them to bring forth 

ideas that the therapist may be hesitant to bring up out of 

concern for the clients' response and the impact on the 

therapeutic alliance. 

In Sells' et al. (1994) qualitative study of the 

reflecting team process that analyzed clients' and team 

members' responses using a domain analysis, the reflecting 

team was seen as a buffer that allowed clients to have time 

to hear and reflect on alternative views of their problems, 

and the process allowed sensitive or difficult subjects to 

be breached by team members that would have been difficult 

for clients to bring up themselves. In that study (Sells et 

al., 1994), this process of listening differently was 

considered to be in the domain of "spatial separateness" 

which allows clients to hear differently and to have time to 

reflect before responding (Andersen, 1990). Another comment 

was that the reflecting process allowed the team to become 

real people to the clients. And, the reflecting team 
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process let the family comment or respond back to the team's 

reflecting conversation, so in a sense, dialogue develops 

between these two different parts of the therapy treatment 

system. 

Therapists'/team members' perceptions of how the 

Reflecting Team Model works. Category 1, question #2 asks 

about how the refleGting team works and one therapist/team 

member (#7) summed up the process by stating "it's 

recruiting an audience for clients where they can hear about 

improvement, strength, and resources from different 

perspectives". This is a good description of the process 

but there is danger for team members if they solely focus on 

the positives that they see in the clients in that the 

reflecting team process needs to also challenge clients to 

change as well. As Andersen (1987) draws upon Bateson's 

(1972, 1979) work, the reflecting team process needs to be 

not too similar or too different from the family but just 

different enough in the ideas it offers the family so that 

the family will consider these alternative pictures of their 

situation. 

Therapists'/team members' relationship with the 

reflecting team. In category 1, question #6 asks about the 

therapists'/team members' relationship with the reflecting 

team. One team member (#5) felt there was a camaraderie 

that develops by the team listening to the therapist-family 

conversation and that listening process helped trust to 
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develop between team members in doing the reflection. 

Another team member (#7) indicated there was a supportive 

bond but it was difficult at first, feeling on-stage as a 

therapist with the team. Team member #4 felt the team 

should be supportive of one another and if they disagreed, 

members should expand on the idea rather than disagreeing 

openly. Team member (#10) commented that the relationship 

between team members grew during the reflections and opened 

space for new relationships with team members. This 

response seems to be somewhat different but also complements 

the process described by team member (#5) who saw the act of 

listening together prior to the reflection as helpful in the 

building of relationships for team members on the therapy 

team. 

Gender differences in reflecting team composition. In 

category 1, question #7 asks about gender differences in the 

team's composition. Most of the team members felt a mix in 

gender was more helpful and that a racial and ethnic mix of 

team members would also be useful. Some of the team members 

felt a gender diverse team would be particularly useful when 

clients present with such problems as sex abuse and domestic 

violence. 

Disagreement among reflecting team members. In 

category 1, question #8 asks about disagreement among team 

members. Team member #5 responded that it was enlightening 

that multiple viewpoints make the team work. Another (team 
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member #5) saw disagreement on the team as a way to role 

model communication with families which fits some of the 

ideas in the study by Griffith et al. (1992). Another team 

member (#9) felt that team disagreement gave clients a sense 

that there are multiple options or alternatives in solving 

their problems. This fits with the researcher's experience 

with the reflecting team but we also found that some clients 

want one answer. These clients had difficulty with not 

getting a firm unified direction from the therapist and the 

therapy team and they may be more likely to benefit from 

models that are more purposive in nature, such as the 

Strategic Team Model. 

What team members learn from the reflecting team 

process. Category 2 discusses the value of the reflecting 

team and question #4 asks what team members learn from the 

team. Responses included that team members could observe 

different styles and skills among team members (team member 

#1). Team members (#2) and (#5) talked about learning by 

observing and noticing which ideas from the team are picked 

up by the family. This fits with Maturana's (1975) theory 

of structure determinism that one can perturb a living 

system but only the system knows whether and how it will 

respond to that perturbation (i.e., intervention in the 

context of therapy). Team member (#3) commented that the 

reflecting process not only allowed for a shift for the 

family but also saw changes in his/her own view or 
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perspective as well. The reflecting process allows, at 

times, for a different way of seeing and understanding for 

all members of the therapeutic treatment system. These 

responses fit with the Smith et al. (1993) study where 

therapists/team members indicated that they improved their 

own therapy skills by observing fellow team members in the 

role of therapist in front of the mirror. 

Changes in the reflecting team process. Category 3 

(question #5) asks about suggestions for changes in the 

reflecting team process. Team members responded that a 

larger therapy room would: be useful so that the therapy team 

would be in the room with the therapist and family and could 

avoid having to change rooms with the therapist and family 

for the reflection. (This corresponds with the experience 

of Kassis and Matthews (1987) in their use of team therapy 

models.) Two team members comments indicated a desire to 

combine the Reflecting Team Model with the Strategic Team 

Model by suggesting that the team phone in interventions as 

well as doing a reflection and that, at times, it might be 

useful to discuss their ideas prior to having the 

reflection. This is similar to the use of a team therapy 

model by Shilts et al. (1993) where the process involved a 

Solution-Oriented therapy interview with a reflection by the 

observing therapy team. 

One reason that some team members may want a "pre

conferencing" among the team prior to the reflection is 
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that, at times, team members found it difficult to come up 

with ideas that noted the strengths and positive resources 

of certain clients. This was particularly true in client 

systems where it was easy to see problematic patterns and 

difficult to see the clients' strengths and abilities. The 

researcher believes that one reason for this is the relative 

theoretical and clinical inexperience of many of the team 

members in this study. As one team member noted an 

experienced therapy team may work better. There was a 

concern also to not overwhelm clients' with too much 

information which matches some of the concern in the Smith 

et al. (1992) study. Another team member felt that more 

consistency in team membership would be helpful as well. 

Limitations in the Reflecting Team Model. Category 4 

(questions #3 & #9) asks about the perceived limitations of 

the reflecting team (Smith et ai., 1992). Question #3 asks 

about when the team doesn't work. Team members felt that it 

didn't work well with inconsistent membership on the team 

or, at times, with certain client populations such as abuse 

victims or paranoid clients. Another team member (#3) 

commented that when a family is really stuck they may not be 

able to hear the therapy team's ideas. This is in contrast 

to some of the therapists' responses in the domain analysis 

of the reflecting team (Sells et al., 1994) where the team 

members believed the reflecting team was ineffective when 

the clients weren't in any real crisis or no major problems 
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existed in the family system. In that same study (Sells et 

al., 1994), the clients perceived the reflecting team as 

ineffective during the beginning stages of the therapy 

process where the therapeutic alliance had not been formed 

as of yet between the clients and the therapist. 

How the reflecting team process is disruptive. In 

category 4, question #9 asks about how the team is 

disruptive. Some team members felt that the reflecting team 

process may feel disruptive to some clients presenting with 

problems that are difficult to talk about such as abuse and 

suicide. The reflecting team could also be disruptive if 

the reflecting team didn't focus behind the mirror or became 

too playful behind the mirror. 

There were also some concerns about one team member 

monopolizing the team conversation or about a negative team 

conflict emerging during the reflection. Some members 

commented on time pressures being disruptive, suggesting 

that stopping the therapy conversation just to have a 

reflection for the sake of having one, may disrupt the flow 

of the therapy session for the therapist and the clients. 

Experience being a member of an observing therapy team. 

Category 5 of the therapists'/team members' qualitative 

interview questions (question #10) explored their general 

experience participating as a member of an observing therapy 

team. Many team members felt that being a part of the team 

allowed for a different way of observing the therapy 
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process. For instance, team member (#12) indicated it was 

freeing to be the observer and not the therapist. Team 

member (#1) perceived that the clients enjoyed the process 

and looked forward to the input from the team~ 

This process seemed to be going on, in a simultaneous 

manner, both for the family and also for the therapy team as 

well. Team members have commented that they looked forward 

to the reflecting conversation and have sometimes altered 

their views as a result of the conversation. In a different 

manner, this occurs in the Strategic Team Model when the 

team brainstorms to come up with some interventions for the 

family. This discussion may invite some team members to 

change their view on how they were seeing the clients. 

Another team member (#4) felt that the observing 

position of the reflecting team allowed the team to make 

comments that the therapist might be hesitant to suggest to 

the family. In a sense, team member (#10) gave a good 

description of the process stating that "You never knew what 

would be spawned by the interaction-it moved everyone to 

observe". 

Perceptions of difference between the two team 

treatment models. Category 6 involves the therapists'/team 

members' comparisons between the Reflecting Team Treatment 

Model and the Strategic Team Treatment Model. These 

questions (#11, #14-23, #28) are both open-ended and close

ended in nature. When asked about any differences in their 
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experiences using the two treatment models (question #11), 

nine out of the twelve team members indicated a preference 

to use the Reflecting Team Model. In contrast to the 

predominant view, one team member (#1) felt more pressure to 

come with ideas with the reflecting team and preferred the 

discourse between the team members behind the one-way mirror 

rather than sitting silently and listening behind the one

way mirror as the Reflecting Team Model suggests. Another 

team member (#7), who responded in a similar fashion to team 

member (#1), indicated that he/she enjoyed the discourse 

behind the mirror in the Strategic Team Model but, in the 

therapist role, this team member preferred to use the 

Reflecting Team Model. 

Therapists'/team members' preferences in using the two 

team treatment models. Question #17 asks team members 

directly if they have a preference between the two treatment 

models. All twelve of the team members indicated a 

preference for the Reflecting Team Model. Team member #7's 

response seemed to fit the general view of the team in 

stating "pros and cons to both models; but prefer reflecting 

team, it seems more human and [has] more ... contact with 

different people". 

Differences in the effectiveness of the two team 

treatment model-s. Question #28 asked team members if they 

found any difference in the effectiveness or usefulness 

between the two treatment models. Their responses indicated 
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that seven out of twelve believed the Reflective Team Model 

was more effective or useful, three team members felt that 

both models were effective, and two team members were 

uncertain of any difference in effectiveness. Within these 

responses, two team members felt that the effectiveness 

would depend on the type of problem that the family was 

dealing with. Team member (#8) commented on some of the 

distinctions in the process between the two models stating 

"each has positive and negative; strategic team is more 

immediate and more interruptive; reflecting team possibly 

get more detail but not immediately" (edited). 

Differences in how team members' ideas were listened to 

in the two team treatment models. The remaining questions 

in category 6 (#14-16, #18-23) are more close-ended 

(directive) questions that asked team members to make 

specific comparisons between the two team treatment models. 

When asked about differences in how your ideas were listened 

to on the two therapy team models, eight out of twelve team 

members felt their ideas/observations were listened to more 

in the Reflecting Team Model while four team members felt 

there was no difference between the two models. Team member 

(#1) expressed the general perception stating that there is 

"more opportunity to be heard on a reflecting team; all 

contribute in strategic team but it gets reduced-in 

reflecting team your ideas go outright to families" 

(edited). 
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Experience of cooperativeness vs. competitiveness in 

the two team treatment models. In this category, the 

therapists/team members where asked if there were any 

differences in the cooperativeness vs. the competitiveness 

that they felt to have their ideas heard and implemented on 

the therapy team (question #15). Six team members felt 

there was less competitiveness among team members in the 

Reflecting Team Model, one team member felt there was less 

competitiveness in the Strategic Team Model and five team 

members expressed no difference between the models. In 

general, team members saw some subtle differences (i.e., 

Reflecting Team Model slightly less competitive) but saw 

team members as being cooperative in both models. Team 

member (#5) described some of the opinions stating that "in 

reflecting team, people are really paying attention so they 

can go in and reflect; in strategic team don't think it is 

competitive-members want to work together" (edited). 

Perceptions of differences for team members in what is 

focused on in the observation of the therapy session. In 

response to any perceived differences for the team members 

in what they focus on as observers in the two treatment 

models (question #16), two out of twelve team members 

responded that they focused more on positives and clients' 

strengths in the Reflecting Team Model. While ten of the 

team members either experienced no differences or slight 

differences in what they focused on. Since the therapeutic 
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process is different for the two treatment models, at least 

in how the therapy team intervenes, the team members' 

comments indicated that they organize their observations 

differently depending on which model they were using. For 

instance, one team member (#3) stated that the "questions 

I'd ask are different-in strategic team more looking at what 

happened that moment; in reflecting team more going back 

over-more curiosity" (edited). Another team member (#5) 

stated "in strategic team listen for things to get an 

intervention-so different cues than in reflecting team; in 

reflecting team listen to everything due to having to 

reflect-look differently" (edited). 

Another team member's (#7} comments seemed to express 

the process that occurs in the Strategic Team Model for the 

observing therapy team in stating that" ... because we were 

more free to converse while observing in the strategic team

what others noticed influenced what I focused on" (edited). 

This process behind the one-way mirror probably helped the 

team to come up with common or unified interventions that 

are given to the clients. 

This description is in contrast to Andersen's (1987, 

1990) belief that the observers should remain quiet while 

observing the session so that team members won't influence 

one another behind the mirror and can offer the clients a 

number of different ideas. (In contrast, the Strategic Team 

Model would argue that giving clients too many ideas may be 
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confusing to clients, whereas a planned and purposive 

intervention may be more useful for clients in trying out 

new solution behaviors, at least, according to the Strategic 

Team Model.) However, as some of the team members have 

commented, the reflecting conversation may influence or 

stimulate the team members to think about the family in a 

different way than they had prior to the reflection, as they 

hear unrehearsed thoughts/ideas from other team members. 

So, one distinction that could be drawn from these few 

comments, is that the team discourse behind the one-way 

mirror (Strategic Team Model) may influence what the team 

members' observe during the session, while the team 

discourse in front of the one-way mirror during the 

reflection (Reflecting Team Model) may influence the team 

members' way of thinking or their ideas about the clients. 

Ability to focus on clients' strengths and solutions in 

the two team treatment models. In question #18, team 

members were asked about differences in their ability to 

focus on clients' strengths and solutions between the two 

therapy team models. Nine out of twelve team members 

believed they were more able to focus on client strengths 

and solutions in the Reflecting Team Model, one team member 

focused more on these in the Strategic Team Model, and two 

team members experienced no distinction between the two 

models in these areas. One team member (#1) had an 

interesting dichotomy indicating she was more able to see 



client strengths and exceptions to the problem in the 

Reflecting Team Model but was more able to focus on 

solutions in the Strategic Team Model. 
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Differences in the cooperativeness between team members 

in the two team treatment models. When asked about any 

differences in the amount of cooperativeness between team 

members in the two models (question #19), two out of twelve 

responded that there was more cooperativeness with the 

Reflecting Team Model, three team members felt the Strategic 

Team Model was more cooperative and seven team members 

believed there were no distinctions. There was a theme that 

the act of coming up with an intervention is both 

cooperative and competitive as evidenced by one team 

member's (#11) comments who stated that "the strategic team 

[has] ... more competitiveness and more cooperation in that 

competitiveness was cooperating". 

Ability to attend and focus on therapy session in the 

two team treatment models. Question #20 asked about team 

members' ability to attend to and focus on the therapy 

session in the two models (i.e., ability to concentrate) and 

is contrasted with question #16 which asked about 

distinctions in what the team members focused on as part of 

an observing system. Responses indicated that five out of 

twelve team members believed they focused better in the 

Reflecting Team Model, two team members felt they focused 

better in the Strategic Team Model and five team members 
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experienced no distinctions. An interesting distinction was 

noted in the team members' comments where one team member 

(#4) felt less focus as a therapist due to wondering when 

the team was going to phone in an intervention (Strategic 

Team Model) and another team member (#1) had an easier time 

focusing as a team member with the Strategic Team Model 

since she didn't have the pressure of having to participate 

in a team reflection. 

Experience of pressure for team members to develop 

ideas/interventions in the two team treatment models. In 

response to question #21 which asked about differences in 

pressure to come up with ideas for the clients, seven of the 

twelve team members felt less pressure in the Reflecting 

Team Model, four team members felt less pressure in the 

Strategic Team Model, and one saw no difference between the 

two models. In general, some team members felt more 

pressure to come up with a ''single intervention" in the 

Strategic Team Model while other team members felt more 

pressure in having to share their ideas with the clients 

watching and listening to the team's reflection in the 

Reflecting Team Model. 

Perceptions of hierarchical distance between clients 

and the therapy team in the two team treatment models. In 

terms of the team members' perception of hierarchical 

distance between the clients and the therapy team (question 

#22), seven out of the twelve team members believed the 
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Reflecting Team Model had less hierarchical distance, one 

team member felt the Strategic Team Model had less 

hierarchical distance, and four team members saw no 

distinction between the two models. For those who felt the 

Reflecting Team Model was less distant, the responses 

centered around the clients not being able to see and hear 

the therapy team in the Strategic Team Model. 

Team members' activity level during observation of the 

therapy session. When asked for differences in how active 

the team members were as observers (question #23), six of 

the twelve team members perceived themselves as~more active 

observers in the Reflecting Team Model, two team members 

were more active in the Strategic Team Model and four team 

members perceived no differences. Team member (#12) 

expressed some of the distinctions in observation as "more 

interchange [discussing therapy session with team members] 

in strategic team-worked harder to watch carefully in 

strategic team but more effective an observer in reflecting 

team due to less interchange [during observation]" (edited). 

Therapists' experience of the two team treatment 

models. Category 7 involved the team members' perceptions 

and experiences as a therapist using a therapy team in 

general and their comparisons being a therapist- with the-two 

treatment team models. Question #12 asked about the team 

members' general experience as a therapist using a team and 

any differences being a therapist with the two treatment 
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models. Responses indicated that six out of twelve team 

members preferred being a therapist with the Reflecting Team 

Model and four team members experienced no differences 

between the two models. 

Many of the team members expressed some initial anxiety 

as a therapist being observed by the team, particularly 

given the clinical inexperience of the team. This was 

expressed by team member (#4) who stated that "being new I 

wondered, like the clients, what the team thought of the job 

I was doing-didn't follow-up on some things with clients due 

to team being there" (edited). However, team member (#10) 

indicated that after being anxious initially, as the 

therapist, she realized that the therapy team could see and 

hear things that she couldn't see/hear due to their 

different observing position in the therapy treatment 

system. As other comments, by team members, to previous 

questions indicated, the relationship among team members 

grew in trust over time. 

Therapists' perception of support vs. judgement from 

the therapy team. When asked about the support vs. 

judgement the team members experienced as the therapist 

(question #24), six of ten team members felt more support 

from the Reflecting Team Model, one team member felt more 

support from the Strategic Team Model, and three team 

members experienced no differences (two team members were 

not asked this question due to either lack of experience as 



a therapist with a therapy team or only experience as a 

therapist with one of the treatment models). 
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Therapists' alliance with clients in the two team 

treatment models. When asked about any difference in the 

connection the team members felt with the clients when they 

were the therapist (question #25), six of eleven team 

members felt more of a connection with their clients in the 

Reflecting Team Model, five team members didn't experience 

any differences (one team member was not asked this question 

due to not having the experience of being the therapist 

during the study period). Team member (#5) expressed the 

distinctions in the two models in the following manner "more 

alliance in reflecting team as therapist since you sit with 

the family during the reflection; in strategic team you're 

more linked to the authority of the team" (edited). 

Therapists'/team members' perceptions of the team 

therapy process for clients~ In category 8, therapists/team 

members were asked to take a meta-position by thinking about 

the therapy experience for their clients in using the two 

therapy team models. Question #13 asked if the team members 

felt that clients experienced any difference in general with 

the therapy process with a Reflecting Team Model and a 

Strategic Team Model. In response, ten of the twelve team 

members felt that the experience was more positive for their 

clients with the Reflecting Team Model, two team members did 

not experience any differences. One team member's (#7) 
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comments seemed to fit for most of the team members in 

stating that "clients reacted pretty positively to some 

ideas in both models; but see the validation clients get 

hearing [their] point of view understood in the reflection 

[Reflecting Team Model]" (edited). 

Therapists'/team members' perceptions of the clients 

ability to focus on their own ideas and solutions. When 

asked about differences in clients' ability to focus on 

their own ideas and solutions (question #26), nine of the 

ten team members believed that clients were more able to 

focus on their own strengths and solutions in the Reflecting 

Team Model, and one team member saw no difference (two team 

members either felt they didn't have enough information to 

respond to this question or weren't asked this question by 

the researcher). 

Therapists'/team members' perceptions of the clients 

comfort level with the two team treatment models. In 

response to their perception of the clients' comfort level 

with the therapy process using the two team models (question 

#27), eight of the eleven team members believed that clients 

were more comfortable with the Reflecting Team Model and 

three team members saw no differences in the clients' 

comfort level (one team member was not asked this question 

by the researcher). A good description of the distinction 

was expressed by team member (#1) who indicated that she 

"believe(s) families are much more comfortable with 
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reflecting team; haven't heard them complain about strategic 

team but see difference in gestures" (edited). 

Results of the Operational Hypotheses 
Testing for the Clients 

1. Operational hypothesis #1 stated that there will be no 

difference in the level of stress for couples/families in 

the two treatment groups at the pretest stage as measured by 

the Family Issues Scale (FIS) (Olson et al., 1982). Scale 

scores on the FIS do not indicate any significant 

differences between the two treatment groups in their level 

of stress. Based on lack of difference in these scores, the 

null hypothesis is found to be confirmed. 

2. Operational hypothesis #2 stated that there will be no 

difference in the responses to stress for couples/families 

in the two treatment groups at either the pretest or 

posttest stages as measured by the Family Coping Style Scale 

(FCSS) (Olson et al., 1982). Scale scores for the FCSS, at 

pretest, do not reveal any significant difference between 

the two treatment groups. Scale scores, at posttest, for 

the FCSS do not indicate any significant difference between 

the two treatment groups in their response to stress. Based 

on the FCSS scale scores, at pretest and posttest, the null 

hypothesis is confirmed. 

3. Operational hypothesis #3 stated that there will be no 

difference in the type of communication for couples/families 

in the two treatment groups, at either pretest or posttest 
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stages, as measured by the Family Communication Scale (FCS) 

(Olson et al., 1982). Scale scores for the FCS, at both 

pretest and posttest stages, do not indicate any significant 

differences between the two treatment groups. Based on the 

FCS scale scores, the null hypothesis is confirmed. 

4. Operational hypothesis #4 stated that there will be no 

difference in the level of satisfaction for couples/families 

in the two treatment groups, at either the pretest or 

posttest stages, as measured by the Family Satisfaction 

Scale (FSS) (Olson et al., 1992). Scale scores on the FSS 

do not indicate any significant differences between the two 

treatment groups at either pretest or posttest stages. 

Based on the FSS scale scores, the null hypothesis is 

confirmed. 

5. Operational hypothesis #5 stated that there will be no 

difference in the level of problem solving confidence for 

couples/families in the two treatment groups, at either the 

pretest or posttest stages, as measured quantitatively by a 

revised version of the Problem Solving Confidence Subscale 

of the Problem-Solving Inventory (PSI) (Heppner & Peterson, 

1982) and as measured qualitatively by questions #3 and #9 

in the clients' qualitative interview. Subscale scores on 

the Problem Solving Confidence Subscale of the (PSI), at 

pretest and posttest, and the clients' responses to 

qualitative interview questions #3 and #9, at posttest, do 

not indicate any significant differences between the two 



treatment groups. Therefore, the null hypothesis is 

confirmed. 
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6. Operational hypothesis #6 stated that there will be no 

difference in the level of functioning for couples/families 

in the two treatment groups, at either the pretest or 

posttest stages, as measured by the general functioning 

subscale of the McMaster Family Assessment Device (FAD) 

(Epstein et al., 1983). Subscale scores on the FAD General 

Functioning Subscale do not indicate any significant 

differences between the two treatment groups at either 

pretest or posttest stages. Based on these scores, the null 

hypothesis is confirmed. 

7. Operational hypothesis #7 stated that there will be no 

difference in the- level of hopefulness for couples/families 

in resolving their presenting problems in the two treatment 

groups, at either the pretest or posttest stages, as 

measured quantitatively by a revised version of the 

Hopelessness Scale (HS) (Beck et al., 1974), and as measured 

qualitatively by question #3 of the clients' qualitative 

interview. Scale scores on the HS and clients' responses to 

question #3 in the clients' qualitative interview do not 

indicate any significant differences between the two 

treatment groups. Therefore, the null hypothesis is 

confirmed. 

8. Operational hypothesis #8 stated that there will be no 

difference in the perceived responsibility and origin of 
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therapeutic change for couples/families in the two treatment 

groups, at the posttest stage, as measured quantitatively by 

a revised version of the Mental Health Locus of Control 

Scale {MHLC) {Hill & Bale, 1980) and as measured 

qualitatively by question #11 in the clients' qualitative 

interview. Scale scores on the MHLC scale and clients' 

responses to question #11 in the clients' qualitative 

interview do not indicate any significant differences 

between the two treatment groups at the posttest stage. 

T~erefore, the null hypothesis is confirmed. 

9. Operational hypothesis #9 stated that there will be no 

difference in the perceived strength of the therapeutic 

alliance for couples/fam1lies in the two treatment groups, 

at the posttest stage, as measured quantitatively by the 

Family Therapy Alliance Scale {FTAS) {Pinsof & Catherall, 

1986) and as measured qualitatively by questions #5 and #6 

in the clients' qualitative interview. Scale scores on the 

FTAS and clients' responses to questions #5 and #6 in the 

clients' qualitative interview do not indicate any 

significant differences between the two groups at posttest. 

Therefore, the null hypothesis is confirmed. 

10. Operational hypothesis #10 stated that there will be no 

difference for couples/families in the two treatment groups, 

at the posttest stage, in their perception of the 

therapist's ability to focus on therapeutic tasks that are 

meaningful to the clients and are directed at the 
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couples/families stated problems as measured by the task 

subscale of the Family Therapy Alliance Scale (FTAS) (Pinsof 

& Catherall, 1986). Subscale scores from the FTAS Task 

Subscale, at posttest, do not indicate any significant 

differences between the two treatment groups. Based on 

these scores, the null hypothesis is confirmed. 

11. Operational hypothesis #11 states that there will be no 

difference for couples/families in the two treatment groups, 

at posttest, ,in their perception that they are in agreement 

with the therapist on the goals that need to be worked on in 

the therapy as measured by the Goal Subscale of the Family 

Therapy Alliance Scale (FTAS) (Pinsof & Catherall, 1986). 

Subscale scores on the FTAS Goal Subscale do not indicate 

any significant differences, at posttest, between the two 

treatment groups. Based on these scores, the null 

hypothesis is confirmed. 

12. Operational hypothesis #12 stated that there will be no 

difference for couples/families in the two treatment groups, 

at the posttest stage, in their perception of the 

therapeutic bond between the therapist and the 

couples/families as measured quantitatively by the Bond 

Subscale of the Family Therapy Alliance Scale (FTAS) (Pinsof 

& Catherall, 1986), by constructs #14 and #15 in the 

observational coding of clients' videotaped sessions, and as 

measured qualitatively by questions #5 and #6 in the 

clients' qualitative interview. The subscale scores, the 
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observational coding by independent raters, and the clients' 

responses in the qualitative interview do not reveal any 

significant differences, at posttest, between the two 

treatment groups. Therefore, the null hypothesis is 

confirmed. 

13. Operational hypothesis #13 stated that there will be no 

difference in the perceived impact of the therapy session 

immediately preceding the collection of posttest data for 

couples/families in the two treatment groups as measured by 

the Session Evaluation Questionnaire (SEQ) (Stiles, 1980). 

Scores on the SEQ, at posttest, do not indicate any 

significant differences between the two treatment groups. 

Based on the scale scores, the null hypothesis is confirmed. 

14. Operational hypothesis #14 stated that there will be no 

difference in the overall perceptions of the therapy process 

for couples/families in the two treatment groups as measured 

by qualitative interview data. Based on the analysis of the 

qualitative interview data gathered, at the posttest stage, 

there were no significant differences between the two 

treatment groups. Therefore, the null hypothesis is 

confirmed. 

15. Operational hypothesis #15 stated that there will be no 

difference between the two treatment groups, in the overall 

clinical impressions of the independent raters, for the 

videotaped segments of the couples'/families' therapy 

sessions that immediately preceded the collection of 



232 

posttest data. Observational coding scores, by the raters, 

did not indicate significant differences between the two 

treatment groups. Therefore, the null hypothesis is 

confirmed. 

Results of Hypotheses Testing for 
the Therapists/Team Members 

1. Operational hypothesis #1 stated that there will be no 

difference in preference for team members in terms of 

whether to use a Reflecting Team Model or a Strategic Team 

Model as measured qualitatively by questions #17 and #28 in 

the team members' qualitative interviews and as measured 

quantitatively by the overall preference of team members in 

response to the team members' level of comfort in the 

clinical problem scale. Qualitative and quantitative 

responses by team members indicated a significant preference 

for the Reflecting Team Model. Therefore, the null 

hypothesis is rejected. 

2. Operational hypothesis #2 stated that there will be no 

difference in team members' ability to focus on clients' 

strengths, exceptions to the problem, and on solutions to 

the problem when either a Reflecting Team Model or a 

Strategic Team Model is used as measured by question #18 in 

the team members' qualitative interviews. Team members' 

responses indicated that there were significant differences 

in their ability to focus on clients' strengths, exceptions 

to the problem, and solutions to the problem in favor of the 



Reflecting Team Model. Therefore, the null hypothesis is 

rejected. 
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3. Operational hypothesis #3 stated that there will be no 

difference in the team members' awareness of and attention 

to the clients' problems and problematic patterns when 

either a Reflecting Team Model or a Strategic Team Model is 

used as measured by questions #16 and #18 in the team 

members' qualitative interviews. Based on the team members' 

qualitative responses no significant differences were found. 

Therefore, the null hypothesis is confirmed. 

4. Operational hypothesis #4 stated that there will be no 

difference in team members' experience of whether their 

ideas/interventions for the clients are listened to, in the 

therapy process, whether a Reflecting Team Model or a 

Strategic Team Model is used as measured by questions #14 

and #21 in the team members' qualitative interviews. 

Qualitative responses by team members indicated that there 

were significant differences in their experience of how 

their ideas/interventions are listened to with a preference 

for the Reflecting Team Model. Based on these qualitative 

responses, the null hypothesis is rejected. 

5. Operational hypothesis #5 stated that there will be no 

difference in team members' perceptions of the 

cooperativeness among team members whether a Reflecting Team 

Model or a Strategic Team Model is used as measured by 

questions #15, #19, and #24 in the team members' qualitative 
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interviews. Based on the qualitative responses, there were 

no significant differences between the two treatment groups. 

Therefore, the null hypothesis is confirmed. 

6. Operational hypothesis #6 stated that there will be no 

difference in team members' perceptions of their effort to 

attend to and focus on the family therapy interview whether 

a Reflecting Team Model or a Strategic Team Model is used as 

measured by questions #16, #20, and #23 in the team members 

qualitative interviews. Based on the qualitative responses, 

there were no significant differences between the two 

treatment models. Therefore, the null hypothesis is 

confirmed. 

7. Operational hypothesis #7 stated that there will be no 

difference in team members' experience of pressure or 

anxiety to come with ideas/interventions for clients whether 

a Reflecting Team Model or a Strategic Team Model is used as 

measured by questions #14 and #21 in the team members' 

qualitative interviews. Qualitative responses indicated 

that there were significant differences in the amount of 

pressure/anxiety that team members experienced to come up 

with ideas/interventions for clients. Team members 

experienced less pressure/anxiety with the Reflecting Team 

Model. Therefore, the null hypothesis is rejected. 

8. Operational hypothesis #8 stated that there will be no 

difference in the team members' experience of any 

hierarchical differences or professional distance between 
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the therapy team and the clients whether a Reflecting Team 

Model or a Strategic Team Model is used as measured by 

question #22 in the team members' qualitative interviews. 

Qualitative responses indicated less hierarchical difference 

for the team members when the Reflecting Team Model was used 

and the differences between the two treatment models were 

significant. Therefore, the null hypothesis was rejected. 

9. Operational hypothesis #9 stated that there will be no 

difference in the team members' experience of themselves as 

active participant observers in the therapy process whether 

a Reflecting Team Model or a Strategic Team Model is used as 

measured by questions #20 and #23 in the team members' 

qualitative interviews. Qualitative responses indicated no 

significant differences between the two team treatment 

models. Therefore, the null hypothesis is confirmed. 

10. Operational hypothesis #10 stated that there will be no 

difference in the therapists' perceptions of being supported 

and not judged by the therapy team whether a Reflecting Team 

Model or a Strategic Team Model is used as measured by 

question #24 in the team members' qualitative interviews. 

Qualitative responses indicated that there were significant 

differences in the amount of support team members 

experienced when they were in the therapist role. As 

therapists, they experienced more support with the 

Reflecting Team Model. Therefore, the null hypothesis is 

rejected. 
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11. Operational hypothesis #11 stated that there will be no 

difference in the therapists' perceptions of being connected 

to and aligned with clients whether a Reflecting Team Model 

or a Strategic Team Model is used as measured by question 

#25 in the team members' qualitative interviews. 

Qualitative responses indicated no significant differences 

between the two treatment models. Therefore, the null 

hypothesis is confirmed. 

12. Operational hypothesis #12 stated that there will be no 

difference in the therapists' perceptions of the clients' 

ability to focus on their own ideas and solutions to their 

problems whether a Reflecting Team Model or a Strategic Team 

Model is used as measured by question #26 in the team 

members' qualitative interviews. Qualitative responses 

indicated significant differences in the team members' 

perceptions of the clients' ability to focus on their own 

ideas and solutions to their problems in favor of the 

Reflecting Team Model. Therefore, the null hypothesis is 

rejected. 

13. Operational hypothesis #13 stated that there will be no 

difference in the team members' perceptions of the clients' 

comfort level and ease with the therapy team process whether 

a Reflecting Team Model or a Strategic Team Model is used as 

measured by questions #13 and #27 in the team members' 

qualitative interview. Qualitative responses indicated that 

there were significant differences in the therapists' 
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perceptions of their clients' comfort level. The 

therapists' perceptions were that the clients felt more 

comfortable with the Reflecting Team Model. Therefore, the 

null hypothesis is rejected. 

14. Operational hypothesis #14 stated that there will be no 

difference in the team members' perceptions of the 

usefulness and effectiveness of the therapy team process 

whether a Reflecting Team Model or a Strategic Team Model is 

used as measured by questions #17 and #28 in the team 

members' qualitative interviews. Qualitative responses 

indicated significant differences for the Reflecting Team 

Model, in terms of, it being viewed as more effective and 

useful by the team members. Therefore, the null hypothesis 

is rejected. 

Summary of Findings 

This chapter presented the results and data analysis of 

this quantitative and qualitative process study comparing 

the Reflecting Team Treatment Model and the Strategic Team 

Treatment Model. The study sought and analyzed data that 

were both quantitative and qualitative and attempted to 

access data from both an insider and an outsider perspective 

as Gurman and Kniskern (1978) have recommended for family 

therapy research. The insider perspective was gained from 

all subsystems (i.e., clients, therapist, and therapy team) 

of the treatment system. The outsider perspective was 

gained by the observational coding of client videotapes by 
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independent raters. This chapter was divided into five 

sections indicating the five different areas of data 

collection for this study. These areas included: the 

clients' qualitative interviews, the therapists'/team 

members' qualitative interviews, the clients' quantitative 

self-report instruments, the therapists'/team members' 

quantitative model-preference scale, and the observational 

coding of videotaped segments of client interviews. 

Due to difficulty with client recruitment, client 

mortality, and the large amount of data requested of 

clients, an opportunistic sampling procedure was implemented 

by the researcher. This probably had an impact on the data 

received from clients' in the study and makes generalization 

beyond the sample population limited to clients with similar 

demographics in similar settings as the study site. A 

revision of some of the quantitative self-report instruments 

and the use of a new observational coding system that is 

just being validated also would not allow for generalization 

to a more general clinical population. However, the results 

of this study adds to the small number of exploratory and 

pilot studies, in the literature, on the Reflecting Team 

Model and may help stimulate more rigorous and controlled 

empirical studies comparing the Reflecting Team Model with 

the Strategic Team Model. 

From the clients' perspective, data were sought using 

both the insider and outsider vantage points. The clients' 
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qualitative interviews did not show any significant 

differences between the two treatment models. However, 

distinctions did emerge from the data, indicating some 

differing perceptions of the therapy process by the clients. 

Overall, clients in both treatment groups believed that the 

therapy process was positive. However, clients in the 

Reflecting Team Model were slightly more hopeful about how 

they thought they were viewed by the therapy team, and 

seemed to be more able to take a meta-position to comment on 

how another part of the therapeutic system views them when 

compared to the Strategic Team Model clients in this study. 

The Reflecting Team Model clients seemed to have more of a 

sense of their own control, in resolving their presenting 

problem, than the Strategic Team Model clients. But, this 

response was countered when clients were directly asked 

about the origin of any new ideas and a number of clients in 

both treatment groups indicated frequently that their new 

ideas came from the therapist and/or the therapy team. The 

Reflecting Team Model clients were also more able to give 

examples of new ideas than the Strategic Team Model clients. 

The Reflecting Team Model clients had more of an 

acknowledgement of the importance of the therapy team while 

the Strategic Team Model clients seemed to place more 

importance on the role of the therapist. 

In reviewing the clients' qualitative data, this study 

suggests that there is possibly more opportunity for clients 
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to learn from the therapy team in the Reflecting Team Model 

than in the Strategic Team Model due to the clients 

witnessing what Andersen (1987) called the act of creation 

(i.e., clients listening to the therapy team's unrehearsed 

reflection where multiple ideas on the problem situation are 

discussed). In contrast, in the Strategic Team Model, the 

clients do not get to witness the actual process but get to 

hear only the outcome or finished product (i.e., the team 

intervention) which fits with the premises of the Strategic 

Team Model. 

The Reflecting Team Model clients were more likely to 

bring up the positive experience of hearing multiple 

views/perspectives on their problems than the Strategic Team 

Model clients. This experience of clients being able to 

hear multiple and diverse views of their problem situation 

fits with the clients' experience of the reflecting team 

process in the qualitative study on clients' perspectives 

done by Smith et al. (1993). However, in this current 

study, client mortality most likely indicated that some 

clients who did not participate in the data collection had 

more of a negative view of the therapy experience when the 

therapy team was employed. 

From the clients' quantitative self-report data, no 

significant differences in treatment effects were noted when 

the two treatment models were compared at pretest and 

posttest stages. However, when the two treatment models 
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were combined, there were significant differences for the 

clients, from the pretest stage to the posttest stage, in 

three of the six self-report scales that were given in both 

the pretest and posttest stages. This indicates that both 

treatment models had a positive impact on clients although a 

statistical analysis of the two treatment groups at posttest 

did not reveal any significant differences between clients 

in the two treatment groups. This positive overall 

treatment effect (but the lack of difference between the two 

treatment groups at posttest) may indicate that there were 

not enough distinctions or variations between the two team 

therapy models. Gurman and Kniskern (1978) did warn that 

this can occur in marital and family therapy research. The 

lack of difference may also be due to the small sample size 

for this section of the study. 

Trends (i.e., higher mean scores) in favor of the 

Reflecting Team Model were noted in nine out of the twelve 

(sub)scales used to measure clients' responses. Overall, 

the researcher noted a subtle trend for the Reflecting Team 

Model in comparison to the Strategic Team Model in both the 

qualitative and quantitative client measures. However, this 

trend was not statistically significant in the clients' 

quantitative data and was more subtle than significant in 

the client qualitative data. The acceptance of the clients' 

null hypotheses indicates the lack of any statistically 

significant differences between the two treatment groups 
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from the clients' insider perspective employing both 

quantitative and qualitative measures. Further research is 

needed with tighter design controls to see if there are any 

significant differences from clients' perspectives between 

the two therapy team treatment models. 

The other insider quantitative and qualitative data 

came from the therapists'/team members' perspective. The 

therapists'/team members' responses to the qualitative 

interviews on the Reflecting Team Model indicated that there 

is the development of a dialogue between the therapy team 

and the clients due to the clients' responses to the therapy 

team's reflecting comments. This is described, in a similar 

manner, in the therapists' perceptions of the reflecting 

team process in the Smith et al. (1992) study where clients 

seemed to have a relationship with the therapy team. In 

that study, the relationship with the team members developed 

and grew for the clients as they participated in the 

reflecting team process over time. It should also be noted, 

in this present study, that the building of the team 

members' relationship with the clients over time occurred in 

the Strategic Team Model as well. It is hard to distinguish 

the connection and bond among the team members, by treatment 

model, since team members participated in both treatment 

models. However, in the qualitative interviews, team 

members did indicate that a relationship among team members 

developed in both treatment models. The process was 



different in each therapy team treatment model due to the 

differences in the team interactions for the two models. 
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In the Reflecting Team Model, the perception is that 

one sees differently behind the one-way mirror which helps 

allow for the ascent of multiple ideas (Andersen, 1987, 

1990). It was thought by the team members that a bond 

develops by listening behind the one-way mirror and by 

participating in the team reflections. However, some team 

members, when asked later in their qualitative interviews, 

seemed to prefer the discussion among team members behind 

the one-way mirror in the Strategic Team Model over 

listening silently behind the one-way mirror in the 

Reflecting Team Model. This discourse that occurs behind 

the one-way mirror in the Strategic Team Model helped to 

facilitate the connection or bond among team members in that 

treatment model. 

Some team members expressed concern about the use of 

the Reflecting Team Model with sensitive clinical problems 

which is in contrast to the views of some of the experts on 

the Reflecting Team Model that these sensitive problems do 

not rule out the use of the reflecting team process 

(Jenkins, 1992). Some team members' comments seemed to 

suggest that the reflecting conversation, in the Reflecting 

Team Model, may invite a shift or change not only in the 

clients' view of the problem situation, but also in the team 

members' view of the problem situation. This occurs as the 
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team members hear each others' unrehearsed comments during 

the reflecting conversation. 

This value of hearing diverse or multiple ideas were 

also important for the clients in the Smith et al. (1993) 

study. However, the hearing of multiple ideas were also 

useful for the therapists/team members in the present study. 

In the present study, the hearing of different ideas, during 

the reflecting conversation, allowed for varied and less 

fixed ideas about the problem situation not only for the 

clients but for the team members as well. Team members 

believed that new or alternative ideas developed as a result 

of the reflecting conversation. Some team members found 

themselves noticing which ideas were picked up and seemed to 

be useful for the clients which, in turn, invited these team 

members to be more aware of how they used language to 

express their ideas during the reflecting conversation. 

Overall, the team members had a preference for the 

Reflecting Team Model over the Strategic Team Model and 

believed that the clients also preferred the Reflecting Team 

Model. However, even with a preference for the Reflecting 

Team Model, the team members also viewed the Strategic Team 

Model in a positive manner. The team members' belief that 

the clients preferred the Reflecting Team Model was not 

validated by the clients' own perspectives of the therapy 

process. 

Due to the differing ways of intervening into the 
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therapist-family system, in the two team treatment models, 

some team members tended to organize their observations 

differently depending on which team model was being used. 

Team members believed that there is pressure in both team 

models, with pressure in the Strategic Team Model to come up 

with unified interventions. In the Reflecting Team Model, 

there is pressure to participate in the reflecting 

conversation with the clients watching and listening. 

In the fourteen hypotheses for therapists/team members, 

nine of the null hypotheses were rejected with a positive 

difference for the Reflecting Team Model in the following 

categories: the overall model preference, the focus on 

clients' strengths/solutions, the team members having their 

ideas listened to, the pressure/anxiety to come with 

interventions/ideas, the hierarchical distance, the amount 

of therapist support experienced from the therapy team, the 

therapists' perceptions of the clients' ability to focus on 

solutions, the therapists' perceptions of the clients' level 

of comfort with the team therapy process, and the 

usefulness/effectiveness of the therapy team models. No 

significant differences were found in the therapists'/team 

members' responses in five of the fourteen hypotheses which· 

confirmed the null hypotheses in these categories. The 

categories included: the team members' focus on problems and 

problematic patterns, the cooperativeness among team -

members, the team members' ability to attend/focus on 
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therapy session, the active observation of therapy session 

by team members, and the connection/alliance for team 

members with the clients. 

In the therapists'/team members' ratings of their level 

of comfort in using the two team treatment models with 

various clinical problems, there were concerns about using 

either team treatment model with sensitive clinical problems 

such as abuse and violence. There were significant 

preferences for using the Reflecting Team Model in six of 

the twelve problem areas. These problem areas included 

alcohol problems, parent-child problems, marital problems, 

depression, adolescent problems, and medical/somatic 

problems. When the twelve problem areas were combined, 

there was an overall significant preference by team members 

to use the Reflecting Team Model. This preference for use 

of the Reflecting Team Model is consistent with the team 

members' qualitative interview responses. This may indicate 

not only the team members' personal preference but may also 

indicate the influence of the confounding variable of the 

researcher's bias in favor of the Reflecting Team Model. 

However, team members were able to perceive positive and 

negative aspects of both team treatment models and came to 

see therapeutic value in both the Reflecting Team Model and 

the Strategic Team Model. 

In the observational coding of videotapes of clients' 

therapy sessions, immediately prior to the collection of 
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posttest data, there were no significant differences between 

the two treatment groups on any of the 16 constructs in the 

observational coding system. As with the clients' 

self-report quantitative data, the observational coding 

showed a significant total treatment effect from pretest to 

posttest when the two treatment groups were combined. The 

combining of the two treatment groups may have provided for 

a large enough sample size to have an adequate statistical 

analysis. Limitations of the observational coding system 

included the following: the use of an opportunistic sample 

in the data collection, the use of a new coding system, and 

the time segment used for the posttest data collection for 

the Strategic TeamModel. 

In summary, the quantitative and qualitative data 

gained from the clients' insider perspective and the 

quantitative data gained from the independent raters 

outsider perspective did not indicate any significant 

differences in preference for the clients in either the 

Reflecting Team Model or the Strategic Team Model. This was 

indicated, by the fact, that no significant differences were 

found in the clients' operational hypotheses. Therefore, 

the null hypotheses were confirmed for all of the clients' 

operational hypotheses. Since there were no significant 

differences in the clients' operational hypotheses, the 

research hypotheses were also found to have no significant 

differences for clients in the Reflecting Team treatment 
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group and the Strategic Team treatment group. The research 

hypotheses were that there would be no significant 

differences for clients in the two treatment groups in the 

clients' perceptions of the therapy process, in the clients' 

use of their own solutions, in the clients' sense of 

hopefulness in the resolution of the presenting problem, in 

the clients' perception of being united and working together 

with the therapist, in the clients' interest and cooperation 

in the therapy process, in the clients' change in 

view/perception of the presenting problem, and in the 

clients' perception of manipulation by the therapist in the 

therapy process. In this study's research hypotheses, the 

clients' null hypotheses were confirmed. However, subtle 

trends for use of the Reflecting Team Model were indicated 

in the clients' quantitative and qualitative data from the 

insider perspective. The quantitative and qualitative data 

gained from the therapists'/team members' insider 

perspective indicated a significant preference for the use 

of the Reflecting Team Model over the Strategic Team Model. 
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CHAPTER V 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

The purpose of this study was to gain further 

information regarding the practice of the Reflecting Team 

Model of family therapy as it is perceived and experienced 

by participants in the therapeutic process, namely the 

clients, therapists, and therapy team members. Their 

experiences of the Reflecting Team Model were compared to 

the experiences and perceptions of clients, therapists, and 

therapy team members using a Strategic Team Model. A 

qualitative descriptive and exploratory pilot study was 

undertaken at a clinic site where the two team treatment 

models were compared and contrasted using both quantitative 

and qualitative data from insider and outsider perspectives. 

Summary 

Chapter I discussed the significance of the research 

problem and stated the purpose, objectives, assumptions, and 

limitations of this study. In spite of a growing demand for 

family therapy services of all modalities, only a limited 

number of outcome studies on team treatment models in the 

family therapy field have been published at this time. Some 

of this research had focused on the Milan Systemic Team 

Treatment Model (Boscolo et al., 1987). These studies 
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(Coleman, 1987; Green & Herget, 1989; Mashal, et al., 1989) 

suggested that the Milan Systemic Family Therapy Team Model 

did not develop a strong therapeutic alliance for clients 

with therapists and therapy team members. Green and Herget 

(1991) responded to the perceived distance in the 

therapeutic alliance with research suggesting therapist/team 

guidelines to improve the clients' alliance with the 

treatment system. These guidelines were used to 

operationalize the Strategic Team Model as the comparison 

group for the Reflecting Team treatment group in this study. 

In the past three years, a small number of research studies 

(Griffith et al., 1992; Hoger et al., 1994; Sells et al., 

1994; Smith et al., 1992, 1993, 1994) have analyzed both 

clients' and therapists' experiences using the Reflecting 

Team Model. 

The null hypotheses proposed in Chapter I stated that 

there would be no difference between the Reflecting Team 

Treatment Model and the Strategic Team Treatment Model, at 

the posttest stage, for clients in: (1) their perception of 

the therapy process; (2) their ability to focus on their own 

solutions; (3) their awareness of their own strengths and 

abilities to generate exceptions to the problem; (4) their 

sense of hopefulness that the problem will be reduced or 

resolved; (5) their perception of being united and working 

with their therapist; (6) their interest and cooperation in 

the therapy process; (7) their perception of a change of 



view regarding the presenting problem; and, (8) their 

perception of being manipula~ed by the therapy process. 
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Difficulties were encountered in data collection due to 

problems in the recruitment of subjects and in subject 

dropout since data were collected over time. In response to 

these study design problems, data were collected immediately 

after the fourth therapy session to reduce the effect of 

client/subject mortality due to typical patterns of therapy 

dropout. 

As noted by Smith et al. (1993), research on the 

reflecting team process is still in the early stages with 

only two quantitative studies (Griffith et al., 1992; Hoger 

et al., 1994) and four small qualitative studies currently 

in print (Sells et al. 1994; Smith et al., 1992, 1993, 

1994). Giveri the paucity of research, exploratory studies 

were still needed to supplement research completed so far on 

the reflecting team process. This study builds on previous 

work by including a new qualitative interview questionnaire 

for clients and the therapy team and replicates the basic 

design of the qualitative study done by Smith et al. (1992). 

This study expanded beyond these other studies by: (1) the 

use of existing and revised quantitative self-report 

instruments; (2) the inclusion of a new but unvalidated 

observational coding system; (3) the comparison of the 

Reflecting Team Model with the Strategic Team Model; and, 

(4) the inclusion of responses from children, which was not 



available in other studies, as part of the collection of 

data. 
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Chapter II provided a detailed literature review and 

included summaries of the guiding conceptual frameworks for 

Systemic Family Therapy such as general systems theory 

(Bertalanffy, 1968), cybernetics (Bateson, 1972, 1979), and 

constructivism (Efran et al., 1988). An understanding of 

first order and second order cybernetics (Keeney, 1983; 

Sluzki, 1983) and structure determinism (Maturana & Varela, 

1987) were also reviewed. A brief review focused on the 

Systemic Family Therapy literature from the Milan Systemic 

Family Therapy Model (Selvini Palazzoli et al., 1978) to 

more recent clinical developments derived from the Milan 

Systemic Family- Therapy Model. These included interventive 

interviewing (Tamm 1987a, 1987b, 1988a), the Collaborative 

Language Systems Model (Goolishian & Anderson, -1988), and 

narrative therapy (Dickerson & Zimmerman, 1992; White & 

Epstein, 1989; Zimmerman & Dickerson, 1993). 

In addition to deductive approaches using the above 

conceptual frameworks, the Reflecting Team Model also 

included strategies from inductive theory development. 

Initially, the Reflecting Team Model began with descriptions 

in the literature of its value for clients from a purely 

theoretical perspective. These studies suggested that the 

reflective process was consistent with the principles of 

systems theory in terms of non-directiveness, respect for 
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clients, the offering of multiple ideas, and the attempt to 

decrease the boundaries between the therapist, the therapy 

team, and the clients. Validation for this reflective 

process came from anecdotal claims by adherents and from the 

use of a small number of retrospective case studies. During 

the past three years, the enthusiasm for the reflecting team 

process has spurred the beginning of a small number of 

studies examining both the clients' and the therapists'/team 

members' perceptions of the process (Sells et al., 1994; 

Smith et al., 1992, 1993, 1994). 

Chapter III presented the methodology for the study 

including the primary independent variable comparing two 

team treatment models. The dependent variables included the 

clients' perceptions of the therapy process as measured by 

quantitative and qualitative data from both the insider and 

outsider perspective. Perceptions of the therapists/team 

members were also measured to contrast with the clients' 

perceptions of the process. Similarities and differences 

from all parts of the treatment system were hypothesized to 

increase understanding of the therapeutic process from all 

parts of the treatment system. The role of the therapy team 

and its experience level was discussed as well as the need 

to blend the role of researcher and therapist for the 

author. The researcher noted personal experience and 

theoretical preference for the Reflecting Team Model over 

the Strategic Team Model .. Other limitations to the study 
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design were also noted. Instruments used as part of the 

dependent measures were discussed and the modification of 

individual oriented instruments to reflect the family system 

were noted. The research hypotheses were put forth in 

operational language. 

The findings in chapter IV indicated that the clients' 

qualitative interviews did not show any significant 

preference for either the Reflecting Team Treatment Model or 

the Strategic Team Treatment Model in terms of the clients' 

perceptions/experience of the therapy process. However, 

distinctions did emerge from the clients' qualitative data 

that suggested some subtle differences in the therapy 

process for the clients. Since the clients' indicated an 

overall positive experience of the team therapy process in 

both treatment groups, the distinctions that emerged could 

prove to be helpful in future studies that contrast the two 

team treatment models. Due to the limitations of this 

study, the distinctions should not be viewed or interpreted 

as being a significant distinction or difference between the 

two treatment groups. Some interesting differences from the 

clients' qualitative responses were found. Clients in the 

Reflecting Team Model were slightly more hopeful about how 

they thought they were viewed by the therapy team and seemed 

to be more able to take a meta-position to comment on how 

other parts of the therapy system viewed them. The 

Reflecting Team treatment group clients seemed to have a 
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greater sense of their own control in resolving their 

presenting problem than the Strategic Team treatment group 

clients. However, when asked directly about the source of 

the new ideas/solutions, a number of clients in both 

treatment groups believed that new ideas came from the 

therapist or the therapy team. Although, some clients, in 

both treatment groups, indicated other sources for the 

development of new ideas as well. 

Reflecting Team treatment group clients seemed more 

able to give examples of new ideas and they expressed more 

acknowledgement of the significance of the therapy team. 

Clients treated with the Strategic Team Model put more 

emphasis on the role of the therapist instead of the therapy 

team in their experience of the therapy process. The 

Reflecting Team treatment group clients were more likely to 

bring up the positive experience of hearing multiple 

views/ideas on their problems. In general, the qualitative 

methodology helped these subtle distinctions to come forth 

in the data analysis but distinctions for clients in the two 

treatment groups are to be expected since the two team 

therapy models operate in different ways. These subtle 

distinctions should not be viewed as showing a preference 

for one of the treatment models over the other. 

Unfortunately, the need to use an opportunistic sample due 

to client mortality led to a small qualitative sample size 

and probably indicates that clients' with more negative 
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perceptions of team therapy models were not represented in 

the qualitative interviews. 

Client quantitative self-report data revealed no 

significant difference in treatment effect when the two 

models were compared at the pretest and posttest stages. 

When the two treatment models were combined, there were 

significant differences from the pretest to posttest stage 

in three of the six self-report scales given at both stages. 

This indicates that both treatment models had some positive 

impacts on the clients even though no significant 

differences could be found in the posttest scores between 

the two treatment models. The positive treatment effect for 

both treatment groups maybe due to-themeasures selected, 

the small sample size, or the lack of differences between 

the models. Trends (i.e., higher mean scores) were noted 

for the Reflecting Team Model in nine out of the twelve 

(sub)scales used to measure the clients' responses. 

Overall, a trend was indicated for the Reflecting Team Model 

in both qualitative and quantitative client measures but 

since the distinction was not significant, more rigorous 

study designs will be needed to replicate these findings. 

Additional insider quantitative and qualitative data 

were collected from the therapists/team members. The 

therapists'/team members' responses to the qualitative 

interviews examined the dialogue between the therapy team 

members and clients when clients respond to the reflecting 
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team's conversation. The therapists/team members perceived 

that a view from behind the one-way mirror, while observing 

the therapy session in the Reflecting Team Model, helps to 

bring forth a number of different ideas for the clients. A 

bond between the team members takes place during the process 

of observing and reflecting. Some team members noted that 

they preferred the discourse behind the one-way mirror in 

the Strategic Team Model. Other team members expressed 

concern about how clients might react to the use of an 

observing therapy team when sensitive problems such as 

violence and abuse were present. 

Team members noted that the reflecting conversation 

invited a shift or change in their thinking about the family 

and the problem situation similar to the way clients are 

hypothesized to be able to shift their view. Some team 

members began to focus on which ideas seemed more useful for 

the clients and adjusted their language with clients to see 

if their ideas were received by the clients in a different 

manner. The team members noted a slight preference for the 

Reflecting Team Model over the Strategic Team Model and 

believed that clients also had a preference for the 

Reflecting Team Model. Even so, team members discussed the 

strength of the Strategic Team Model as well. The team 

members' belief in the clients' preference for the 

Reflecting Team Model was not corroborated in the clients' 

perceptions of the therapy process. 



258 

Team members seemed to organize their method of 

observation differently depending on which treatment model 

was being used. Team members reported experiencing pressure 

to come up with ideas/interventions but the pressure was 

different in each model. In the Reflecting Team Model, the 

team members reported pressure to go into the therapy room 

and have to share their ideas with the clients watching and 

listening behind the one-way mirror. In the Strategic Team 

Model, the team members reported pressure to have to come up 

with a single intervention to give to the clients being seen 

in the therapy session; it was difficult to narrow down all 

of their ideas into one unified intervention. Nine of the 

fourteen null hypotheses were rejected in favor of the 

Reflecting Team Model and no significant differences were 

found in the therapists'/team members' responses in five of 

the fourteen null hypotheses. 

When therapists'/team members' rated their level of 

comfort using each team treatment model, with various 

clinical problems, there was a significant preference to use 

the Reflecting Team Model in six of the twelve clinical 

problems. A combination of all problem areas produced a 

significant preference by team members for the use of the 

Reflecting Team Model. This quantitative preference for 

using the Reflecting Team Model matches statements of the 

therapists'/team members' in their qualitative responses. 

However, due to the author's preference to use a Reflecting 
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Team Model, these findings should only be regarded as 

exploratory due to the author's bias which may have 

influenced the therapists'/team members' responses towards 

the author's preference. 

In the observational coding of clients' videotapes, 

results did not indicate any significant differences between 

the two treatment groups on any of the sixteen constructs in 

the coding system. As with the clients' self-report 

quantitative data, the coding system showed a significant 

total treatment effect from pretest to posttest when the two 

treatment groups are combined. 

In summary, the quantitative and qualitative data 

gained from the clients~ insider perspective and the 

quantitative data obtained from the raters outsider 

perspective·in the observational coding do not indicate any 

significant differences in preference for clients, in the 

study, for either the Reflecting Team Model or the Strategic 

Team Model. However, trends for use of the Reflecting Team 

Model were indicated in the clients' data. The quantitative 

and qualitative data obtained from the therapists'/team 

members' insider perspective indicated a significant 

preference for the use of the Reflecting Team Model over the 

Strategic Team Model. 

Conclusions 

This study attempted to further the understanding of 

the Reflecting Team Model as perceived by all members of the 
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therapeutic system and began a comparison of the Reflecting 

Team Model with the Strategic Team Model. This study used 

an opportunistic sampling procedure similar to other 

qualitative studies on the Reflecting Team Model (Sells et 

al., 1994; Smith et al., 1992, 1993, 1994). Results from 

this study can not be generalized to a larger clinical 

population due to the opportunistic sample and the small 

sample size. However, the data and conclusions continue the 

process of understanding the Reflecting Team Model and also 

provide some information on how observing therapy teams in 

general are perceived by both clients and therapists/team 

members. 

The data, in the study, indicated that both clients and 

therapists/team members believed that there were positive 

and negative aspects to both team treatment models. The 

conclusions concurred with the clients' and therapists' 

perceptions of the reflecting team process that were found 

in the qualitative studies done at Florida State University 

(Smith et al., 1992, 1993). The positive perception of the 

therapy process for the clients in the Strategic Team Model 

suggests that the recommendations and guidelines for 

Strategic/Systemic Team Treatment Models found in the study 

by Green and Herget (1991) are valid for a Strategic Team 

treatment approach in this study as well. 

The results of this study indicate that a positive 

therapeutic alliance can develop with both team treatment 
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models. The proponents of the reflecting team process 

(Andersen, 1987 & 1990; Lax, 1989; Miller & Lax, 1988; 

Roberts et al., 1989) are accurate in their claims that this 

is a helpful and innovative process for clients and 

therapists. An advocacy for this approach that views an 

observing therapy team using a Strategic Team Model in a 

negative manner does not seem warranted. In essence, the 

way of using an observing therapy team in the Strategic Team 

Model has advantages and criticism may not be warranted. In 

short, this study demonstrated a positive therapeutic 

alliance can be developed with both team treatment models 

when the effort is made to be respectful and open with 

clients no matter how the observing therapy team is used in 

the therapeutic process. 

There were similar and unique perceptions of the 

therapy process for clients in both treatment models as well 

as for the therapists/team members. It is evident that the 

clients in both treatment groups, who dropped out of the 

study, may have had a different or more negative view of the 

therapy process than the clients who remained in the study. 

It was the author's observation that clients who dropped out 

of the study, tended to fall into two groups. One group of 

clients may have felt uncomfortable being part of the study 

due to the data collection methods (i.e., the videotaping, 

the qualitative interviews, and the filling out self-report 

instruments). Another group of clients may have found the 
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observing therapy team approach with either treatment model 

as being too different from their expectations of therapy. 

Therefore, it is likely that these clients could have had a 

more negative view of the therapy process than the clients 

who were willing to share their perceptions of the process 

at the posttest stage. This issue of client mortality also 

limits any generalizations to other clinical populations. 

In reviewing the therapists'/team members' perceptions 

of their clients' experience of the therapy process, team 

members were not accurate in their perceptions that clients 

would prefer the Reflecting Team Model over the Strategic 

Team Model. The team members may have shared the author's 

bias in favor of the Reflecting Team Model. Since clients 

in both treatment models had overall positive perceptions of 

the therapy process, the only way to accurately assess the 

clients' preference between the two models would have been 

to have each couple/family experience both team treatment 

models by alternating the use of both models with each 

couple/family. 

The overall positive treatment effect for both team 

treatment models from the pretest to posttest stages was 

evident in both the qualitative and quantitative data and 

from both the insider and outsider perspectives. However, 

the inability to make distinctions between the two treatment 

models may be due to a number of factors including the small 

sample size, the lack of differentiation between how the 
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models were operationalized, or due to the lack of real 

treatment effect differences between the two team treatment 

models. The lack of significant posttest differences 

between the two treatment models is clear but it is also 

evident that there were trends (i.e., higher mean scores) 

for the Reflecting Team Model over the Strategic Team Model 

in the clients' quantitative data. There were also some 

small subtle distinctions between the Reflecting Team Model 

and the Strategic Team Model in the clients' qualitative 

data. The use of both quantitative and qualitative measures 

of clients' perceptions yielded helpful data. The clients' 

qualitative responses allowed for more subtle and finer 

distinctions that would~ have been missed if only 

quantitative data were used in this study. This fits with 

the complementarity between quantitative and qualitative 

measures that Moon et al. (1990) suggested for family 

therapy research. This study also found that self-report 

instruments designed for individual psychotherapy can be 

adapted for use with larger systems (i.e., .couples and 

families) as well. 

The qualitative data gained from the therapists/team 

members indicated that the two treatment models invite team 

members to observe the therapy process differently because 

the two models intervene into the therapeutic system in 

different ways. Since the two team treatment models 

intervene differently, the bond or connection between the 
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team members also developed differently, for some team 

members, depending on which model was being used. The team 

members' conversation behind the one-way mirror in the 

Strategic Team Model helped members strengthen their bond or 

connection as a group. In the Reflecting Team Model, the 

process of listening quietly behind the one-way mirror 

followed by the reflecting conversation in front of the 

clients helped to strengthen their bond as team members. 

The therapists/team members were able to see value in the 

use of both team treatment models even though there was a 

slight preference for the Reflecting Team Model. 

Recommendations 

The results of this study indicated that clients do 

have positive perceptions of the therapy process when both 

the Reflecting Team Model and the Strategic Team Model are 

used. It also found that the therapists/team members in the 

study identified positive uses for both team treatment 

models even when they may have had an initial preference. 

From both the insider and outsider perspectives, the 

clients' data did not reveal significant differences in the 

treatment effect for either treatment model. Results did 

indicate a significant treatment effect for both models at 

the posttest stage as measured by clients' self-report data, 

clients' qualitative data and observational coding by 

indepenoent raters. 

This study showed that even with a small client and 
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therapist sample that both team treatment models had a 

positive therapeutic effect on the clients and both models 

were perceived as useful by the therapists. Despite the 

common positive aspects of both team models, distinctions 

did emerge in the two team treatment models in the clients' 

and therapists'/team members' qualitative responses. 

However, the small opportunistic sample and compromises to 

the original study design limit any generalization of the 

results of this study. Therefore, it is recommended that a 

next step in the analysis of the reflecting team process 

include studies that allow for larger sample sizes and 

stricter adherence to the study design. As this study 

indicated quantitative and qualitative measures can 

complement each other to more fully understand the 

reflecting team process and future studies should include 

both types of measurements. 

In using the qualitative interview as the qualitative 

methodology for this study, the author was able to access 

finer and subtle distinctions that the quantitative data 

could not access. The interview process revealed that some 

of the qualitative interview questions were repetitive or 

unclear to some of the clients and the therapists/team 

members. An iterative method of question development, as 

used by Smith et al. (1992, 1993), would help with the 

development of future qualitative questions for participants 

in any team treatment study in the future. 



266 

Client mortality, in this study, may be partially 

related to the large number of measures for the dependent 

variable. The author believes that future studies would 

have less client mortality and a tighter study design if 

fewer measures of the dependent variable are used. For 

example, one quantitative instrument and a qualitative 

interview may lessen clients' anxiety and concerns about 

participation in a research study. It should be noted that 

the previous studies (Griffith, 1992; Sells et al., 1994; 

Smith et al., 1992, 1993, 1994) on the reflecting team 

process did not attempt to use as many dependent measures 

and these studies still had small sample sizes. 

As recommended in the most recent studies on the 

reflecting team process (Sells et al., 1994; Smith et al., 

1994), future studies on the reflecting team process that 

use qualitative methodologies should consider using a domain 

analysis (Spradley, 1979) and a content analysis (Weber, 

1990). This would assist in organizing and recording 

recurrent themes in the data and help to quantify the 

predominance of certain themes that repeat throughout the 

qualitative data. 

This study is the first to compare the Reflecting Team 

Treatment Model with the Strategic Team Treatment Model. In 

order to solicit more informed opinions and perceptions from 

clients in the comparison of these team treatment models, it 

would be useful in future studies to alternate the team 



treatment models with each couple/family so that a true 

comparison could be experienced by the subjects in the 

study. 
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Just as the finding of differences between team 

treatment models is important, the finding of and 

acknowledgement of similarities in the team treatment models 

will be important in future research. Future studies should 

continue to examine the therapeutic process from the 

outsider perspective as the Griffith et al. (1992) study did 

when they used the Structural Analysis of Social Behavior 

(SASB) (Benjamin, 1974) to code observationally the clients' 

conversations before and after the reflecting team 

intervention. It is recommended that future studies use a 

validated observational coding system like the SASB when 

gathering data from the outsider perspective. Use of a 

validated coding system in comparison studies of team 

treatment models will help elicit both differences and 

commonalities in team treatment models. The present study 

used a new coding system that is in the process of being 

validated, so generalization is not possible at this time. 

To reduce mortality, the posttest data collection for 

such a study should be earlier than it was in the current 

study. Another recommendation is based on the 

therapists'/team members' responses questioning the 

effectiveness of the Reflecting Team Model with families 

with small children and families where a member has a major 
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mental illness. Future studies may look to examine the 

effectiveness of the reflecting team process with these 

clinical populations. Since client mortality is a problem 

in this type of research, qualitative interviews with 

clients who drop out of the study should be included in 

future study designs if possible. 

In closing, the following is a summary of what was 

learned from this study, what future research on the 

Reflecting Team Model might include based on the findings in 

this study, and what the therapy team members learned as 

participants in both the therapy and the research processes 

from the author's perspective. 

From the author's perspective, what was learned from 

this study included the following: 

(a) The collection of too many measures of the dependent 

variable made this process study of family therapy practice 

difficult to complete. 

(b) Client reluctance to participate in the study may raise 

a question about the desirability of using family therapy 

treatment models that involve the use of an observing 

therapy team. 

(c) Subject attrition, during the study time period, made 

this process study difficult to complete and complicated the 

analysis of the data. 

(d) Given subject attrition during the study, it may be more 

useful in a process study to collect posttest data sooner 



such as in the first or second therapy sessions. 

(e) Given the difficulty with subject recruitment and 

attrition, it may be more useful to limit or decrease the 

number of measures for the dependent variable. 
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(f) Both the Reflecting Team Model and the Strategic Team 

Model have positive and negative aspects. Both team 

treatment models can be effective, and can be perceived by 

clients to be useful in helping them resolve the issues that 

they bring to family therapy. It is not an either/or choice 

between the two team treatment models. 

(g) Clients will listen to observers (i.e., the therapy 

team) if what they have to say is relevant and fits their 

experience regardless of which process is used, the 

Reflecting Team Model or the Strategic Team Model. 

(h) Having observers (i.e., the therapy team) is at times 

difficult for clients when they bring their personal issues 

to therapy but this hesitancy can be overcome if the 

observers are respectful of the clients, and if their 

comments fit for the clients in their situation or context. 

(i) The process of being an observer (i.e., therapy team 

member) is difficult if you want to do it in a responsible 

manner. There is pressure as an observer in both the 

Reflecting Team Model and the Strategic Team Model but the 

pressure seems to be experienced differently by team members 

in each treatment model. In the Strategic Team Model, there 

is pressure to come with only one or two interventions. It 
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is difficult to narrow down the multiple ideas that team 

members have into a single uniform intervention. In the 

Reflecting TeamModel, there is pressure to talk in front of 

the clients and exposure your ideas and thoughts to the 

clients and the therapist. This may help team members to 

understand more clearly how difficult it can be for clients 

to share their story in the therapy process. 

(j) It is important to be grounded in theory; sometimes it 

was difficult for the team members to see the strengths, 

positive behaviors, and exceptions to the problem with 

clients that were struggling with difficult problematic 

patterns. Obviously, the team members with more experience 

had less difficulty with this process than the team members 

with relatively little therapy experience. 

(k) There is a value in hearing multiple ideas not only for 

clients but for the therapy team members as well. This 

allowed both clients and team members to be open to 

alternative points of view. For team members, there is a 

tendency to think that your personal ideas about the 

clients' situation are important. The hearing of other 

ideas about the same client situation, during the therapy 

team's reflection, can open space for a change in thinking 

about the situation for team members. This can lead to the 

conclusion that there is no one right direction to go in, 

but many possible directions to go in as clients work to 

resolve their problems. 
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(1) For clients in this study, change may occur initially in 

one's ideas or beliefs about the problem situation rather 

than change first taking place at the behavioral level. 

(m) The clients in the study were realistic that change 

takes time, and they may be more realistic about change than 

some of proponents of brief therapy in the family therapy 

field. 

(n) On a personal note, the dual role of clinician and 

researcher sometimes made it difficult for the author to 

complete this study. The service needs of the clients and 

the training needs of the team members naturally had to take 

a priority over the recruitment of subjects and the 

collecti-on of data- for this- study. 

From the author's perspective, future research on the 

Reflecting Team Model could include the following: 

(a) A qualitative study on the way team members observe the 

therapy process, focusing on the similarities and 

differences in the process of observation when a Reflecting 

Team and a Strategic Team Model are used. 

(b) A qualitative study exploring how the bond, connection, 

and trust between therapy team members develops when the 

Reflecting Team and the Strategic Team Models are used. 

(c) Developing a direct comparative study of clients' 

experience of the Reflecting Team and the Strategic Team 

Models that includes quantitative and qualitative methods. 

The treatment model would be alternated by session for the 



272 

subjects in the study (i.e., the Reflecting Team Model would 

be the treatment modality in sessions one and three, and the 

Strategic Team.Model would be the treatment modality in 

sessions two and four). This would allow the subjects in 

the study to have experiences with both team treatment 

models and provide the opportunity for a more direct 

comparison of the two team treatment models. 

(d) Provide a follow-up study on clients that dropped out of 

the comparative study of the team treatment models. 

(e) Use the iterative method process to further refine and 

develop qualitative interview themes and questions for both 

clients and therapy team members that participate in the 

reflecting team process. Clients and team members would 

participate in the co-research process by receiving 

information on the initial themes that were developed from 

the qualitative analysis of the data, and then give feedback 

to the researcher which would allow for further refinement 

of themes and questions in a recursive manner. 

(f) Use of a co-researcher to verify themes that are 

developed in the qualitative interview process. 

(g) Use of a Domain Analysis and a Content Analysis on the 

qualitative responses in further comparative studies. 

(h) A qualitative study examining how clients listen during 

the therapy session in their conversation with the therapist 

in comparison to how they listen to the reflecting team from 

behind the one-way mirror. 
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(i) Doing a comparative study of the Reflecting Team and the 

Strategic Team Models using quantitative methods where the 

posttest data would be collected after the first therapy 

session. More rigorous control of the study design would 

include controlling for the clients' presenting problem and 

complete random assignment to treatment groups. 

(j) A comparative study of the regular Reflecting Team Model 

as it was used in this study with a more recent version of 

the Reflecting Team Model where the team members interview 

each other during the reflection about the origin and 

reasons for their comments. 

(k) A comparative study of the Reflecting Team Model with 

regular family-therapy without the use of a therapy team for 

families dealing with sensitive issues such as domestic 

violence and abuse issues. 

(1) Exploration and study of how the reflecting team process 

can be adapted to physician education in family medicine to 

help physicians to be reflective in their patient 

encounters, and to open space to see that there are multiple 

views of the psychosocial problems that medical patients 

present with. 

Based on the team members' qualitative interviews and 

the author's observation of the therapy team process during 

the study period, it is believed that team members learned 

the ftrl:-1-ow±ng: 

(a) The way team members learned about the therapy process 



by observing behind the one-way mirror was different than 

the way they learned about the therapy process as a 

therapist or co-therapist. 
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(b) Team members bonded and connected with each other during 

the therapy process. The bond developed in both the 

Strategic Team Model and in the Reflecting Team Model. The 

process of the bonding and the building of trust was 

different in each model. 

(c) Team members learned about two different types of family 

therapy. 

(d) Team members learned from watching and listening to all 

members of the treatment system (i.e., from the clients, the 

therapist, and from the other team members). 

(e) In their experience interviewing clients, in the 

qualitative interviews, team members learned about the 

clients' experience of the therapy process. 

(f) Team members learned to take a meta-position (i.e., an 

observing position of the therapy process). The team 

members participation in the qualitative interviews gave 

them the opportunity to be reflective of the therapy 

process. 

(g) Team members preferred the Reflecting Team Model but 

liked and saw value in the Strategic Team Model. 

(h) The therapy team process invited team members to examine 

the words and phrases they use with clients in the therapy 

process. 
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(i) By using two different therapy team models, team members 

became aware that they observe differently depending on 

which therapy team model was being used at a particular 

time. The observation process is somewhat different in the 

two therapy team models. 
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Appendix A 

AGENCY AND CLIENT 

SOLICITATION LETTERS 



Administrator's name 
Agency 
Agency address 
Agency address 
Date: 

Dear: 

My name is Terry McGovern and I am the coordinator of outpatient 
marital and family therapy services at North Care Community 
Mental Health Center. I am also working on a doctorate in family 
relations at Oklahoma State University. 

Since 1987, I have participated in and have used a reflecting 
team model to work with couples and families at our agency one 
day a week. This has been used as a less intrusive way to use an 
observing team in family therapy and as a way to acknowledge 
family strengths and to offer some possble alternative ideas to 
families. Our reflecting team has also been used to give our 
agency's graduate students exposure and experience in working 
with families within the framework of a nonpathology based model 
of family therapy. 

At this time, I am developing a small study for my dissertation 
and plan to use couples/families that our program works with at 
North Care. My faculty advisor for the study is Dr. David 
Fournier of the department of Family Relations and Child 
Development at OSU. I would also like to include some willing 
couples/families from other agencies that employ a family therapy 
team in working with clients. Including couples/families from 
other agencies would make the study more valid and more 
generalizeable in that it would provide for the comparison of two 
family team models in a variety of clinical settings and wouldn't 
be solely dependent on how the team process is used at my agency. 

It. is for this reason that I am writing your agency. I have been 
quite impressed with your agency's family therapy program and 
would like to explore the possibility of using some of the 
couples/families that will be seen in the near future by your 
family therapy team in my small study. This is a process study 
where I am very interested in couples/families perceptions of 
their experience of family therapy when an observing team is used 
as part of the treatment process. I plan to compare clients' 
experience of their therapy using a reflecting team model and a 
more traditional structural/strategic family therapy team model. 
The study will employ both quantitative and qualitative measures 
to analyze clients perceptions of their experience of family 
therapy. 

The quantitative measures include asking couples/families to fill 
out some self-report instruments or scales just prior to their 
initial interview and right after their fourth family therapy 
session. The scales i'nclude: a measure of the family's stress 
level and motivation to change using Olson's Family Issues Scale; 
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a measure of the family's problem solving ability using Olson's 
Family Coping Style Scale; a measure of the family's problem 
solving confidence using a revised version of Heppner & 
Peterson's Problem-Solving Inventory; a measure of how the family 
communicates using Olson's Family Communication Scale; a measure 
of the family's level of satisfaction with current family life 
using Olson's Family Satisfaction Scale; a measure of the 
family's overall health using Epstein's et. al. McMaster Family 
Assessment Device; a measure of the family's perception of the 
origin of change using a revised version of Hill & Bales Mental 
Health Locus of Control Scale; a measure of the family's 
perception of the therapy process using Pinsof & catherall's 
Family Therapy Alliance Scale and a measure of the family's 
postsession perceptions and feelings of their fourth session 
using Stile's Session Evaluation Questionnaire. 

The qualitative measure will be a brief ethnographic interview 
with the couple/family after the fourth family therapy session 
asking the clients about their perceptions of the therapy process 
using open-ended questions. The last part of the study will 
include, when permissible, the audio or videotaping of the first 
and fourth family therapy se.ssions which would be coded by two 
independent observers looking at the couples/families responses 
to the different ways of intervening employed by the two team 
models in question. 

I realize that asking your staff and clients to participate in a 
study is an imposition but I' believe there are some benefits as 
well. Since this is a process study, it gives some of your 
client couples/families the opportunity to evaluate and give 
feedback to your agency about the family therapy treatment that 
they are receiving. This type of client program evaluation may 
be.quite useful for the family therapy staff. The self-report 
inst~uments used in the study can provide useful information to 
both the clients and the family therapists for both assessment 
and treatment. Information gained when the clients fill out the 
instruments after their fourth session can help the clients and 
family therapist to decide whether to continue the current focus 
of treatment or to shift the focus early enough in the treatment 
process to optimally use the remaining number of family therapy 
sessions. 

If, your agency is willing to consider being a part of the study, 
I would need the following: 

1. Background data on the clients willing to participate in 
terms of age, family type, income, race, education, etc .. 

2. Education level and training experience of the family 
therapy staff involved. 
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3. Couples/families willing to participate would need to 
fill out the initial questionnaire while completing intake 
forms prior to the first interview (see enclosed yellow 
form). 

4. After the fourth session, these couples/families would 
need to fill out the postsession questionnaire (see enclosed 
blue form). 

5. After the fourth session, these couples/families would 
need to be willing to have a 'brief interview with me where 
they would be asked a few open ended questions concerning 
their experience of the therapy process. It would take 
about 20 minutes and could be either face to face or by 
telephone. 

6. If possible, the couple~/families and the family 
therapist would need to agree to have the first and fourth 
therapy session either audio or videotaped. 

7. After the fourth session, the family therapist would need 
to fill a brief scale on their perceptions of the alliance 
between the family and the therapist which would take 5 
minutes. 

In closing, I want to say thank you for taking the time 
this letter and reviewing the enclosed questionnaires. 
that you will consider participating in the study which 
hopefully be beneficial not only to me in completing my 
also for your family therapy program as well, 

Sincerely, 

Terry McGovern, ACSW 

David G. Fournier, PhD. 
Faculty Advisor 
Oklahoma State University 
C 405) 7 44-8351 

to read 
I hope 
will 
study but 



Dear Couple or Family: 

Thank you for taking the time to fill out the initial 
guestionnaire forms prior to this first appointment for either 
marital or family counseling at this agency. I am asking you to 
take the time to read this letter in order to invite you to 
participate in a small research study involving couples and 
families who are working on their issues or concerns in marital 
or family counseling. The study is being conducted by Terry 
McGovern as part of the reguirements needed to complete his 
doctorate in Family Relations at Oklahoma State University. 
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The purpose of this study is to get feedback or information from 
couples and families about their perceptions and experience of 
two types of marital and family counseling. I believe your 
experiences, thoughts, and ideas about the counseling process are 
very important and valuable. By sharing your thoughts and 
experience of this marital or family counseling, you will be 
giving the counselors/therapists important information about the 
services they offer to other couples or families like yourselves. 
So, your thoughts about your counseling can possibly have a 
positive impact on how these services are offered in the future. 
By getting feedback, we can look at our work as marital and 
family counselors through your eyes which will help us to improve 
our skills in working with couples and families. 

Besides helping us to improve our program, participation in the 
study will possibly provide you and your counselor with useful 
information that can help all of you to work together on the 
issues that are important to your family. The guestionnaire that 
you are asked to fill out will give you and your counselor 
information on how much stress your family is experiencing, on 
how your family problem solves, on how much confidence your 
family has in. solving problems, on how your family communicates, 
on how satisfied you are with family life, on the general 
functioning of your family now, and on how hopeful each of you 
feels about resolving important issues that you plan to work on 
in counseling. 

If~ you are willing to participate in this study, I would ask you 
to agree to the following: 

1. To fill out the enclosed questionnaire on yellow paper that is 
part of the initial forms that you are currently filling out. 
This guestionnaire will probably take about 30 minutes to 
complete. 

2. To fill out a similar questionnaire after your fourth 
counseling appointment which will also take about 30 minutes to 
complete. 
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3. To talk with the researcher for about twenty minutes after 
your fourth appointment where he will ask you a few questions 
about how you feel about your marital or family counseling 
experience up to that point in time. 

296 

4. To agree to have your first and fourth counseling sessions 
either audiotaped or videotaped so that the researcher can 
compare the two appointments. The tape will be kept locked and 
confidential and after the researcher has coded the sessions, the 
tape will be erased. This is a common practice for family 
researchers and family counselors to tape their work so that they 
can view how they work in order to improve their skills in 
helping families. 

It is very important that I inform you that participation in this 
study is totally optional .QL voluntary .Q!l your~ and i.f. ~ 
decide D.Q:t. .:t.Q. participate in. this study you !dl.l. receive QYL 
normal marital .QL family counseling services and declining to 
participate will not have any impact .Q!1 the~ .QL quality of 
service that you and .Y.2lll:. family receive. I.t ~ decide t..Q. 
participate in. .the. study a.ns1 ~ choose .t.2. withdraw fr.s2m .the. 
study :l2.Y. Hill. .t..b.e.n receive~ normal marital .o.r. family 
counseling services at.~ agency. 

If, you are willing to participate in the study, please sign the 
enclosed consent form. And, please remember that the information 
that you share will remain confidential and the taping of any 
counseling session will be erased after it is viewed by the 
researcher. 

Thank you for taking the time to read this letter! 

Sincerely, 

Terry McGovern, ACSW 
Licensed Marital and Family Therapist 
Licensed Clinical Social Worker 

David G. Fournier, PhD. 
Faculty Advisor 
Oklahoma State University 
( 405) 744-8351 
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Comparison of Reflecting Team Studies 



Author 

Griffith 
et al., 
1992 

Smith et 
al. I 1992 

Smith et 
al., 1993 

Hoger et 
al. I 1994 

Sells et 
al. I 1994 

COMPARISON OF REFLECTING TEAM STUDIES 

Type of study 

Quantitative 
study: 
observational 
coding of 
initial 
session. 

Qualitative 
study of 
therapists 
perceptions. 

Qualitative 
study of 
clients' 
perceptions. 

Quantitative 
outcome study 
-single group 
design. 

Qualitative 
study of 
clients & 
therapists 
perceptions. 

Sample 
selection 

Referrals by 
physicians: 
no time frame 
or client 
mortality 
issues 
mentioned. 

Presession 
discussion 
determined 
which clients 
were to seen 
by reflecting 
team. 

Clients 
chosen over 3 
month period: 
no mention of 
mortality or 
declining 
participation 
issues. 

Therapist 
impression at 
intake of 
which 
families may 
benefit from 
reflecting 
team. 

Opportunistic 
sample. 

Number of 
subjects 

12 Families. 

3 Therapists 
that were 
doctoral 
students. 

8 Cases: 5 
individuals 
& 3 couples 

59 Families 
at start & 
35 families 
at posttest 
period. 

7 Couples & 
5 
therapists. 
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Author Type of study Sample Number of 
selection subjects 

Smith et Qualitative Opportunistic 11 Couples & 
al., 1994 study of sample. 5 

clients & therapists. 
therapists 
perceptions. 

(Continued) 

Author Measurement Comparison/ Outcome 
control group 

Griffith Pre-post None. Improved 
et al., observational family 
1992. coding using communication 

SASB. after RT. 

Smith et Qualitative None. Positive and 
al., 1992. questions. negative 

using aspects of 
iterative reflecting 
method: 9 team. 
questions. 

Smith et Qualitative None. Positive and 
al• I 1993. questions negative 

using aspects of 
iterative reflecting 
method: 9 team. 
questions. 



Author 

Hoger et 
al. I 1994 • 

Sells et 
al. I 1994. 

Smith et 
al., 1994. 

Measurement 

Combination 
of 
observational 
coding, self
report scale 
& semi 
structured 
interviews; 
validity & 
reliability 
not 
established. 

Domain 
analysis of 8 
qualitative 
questions. 

Content 
analysis of 8 
qualitative 
questions. 

Comparison/ 
control group 

None: two 
different 
sites for 
treatment 
group. 

None. 

None. 

Outcome 

At follow-up: 
two thirds of 
clients had 
symptom 
improvement & 
80% were 
satisfied (35 
families). 

Six domains 
of reflecting 
team 
practice. 

Contrasting 
of clients & 
therapists 
perspectives 
on reflecting 
team process. 
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DATA COLLECTION ISSUES 

Initially, all couples and families that were scheduled 

for intake interviews with the family therapy team were 

asked if they would be willing to participate in the 

proposed study. While the couple/family system were filling 

out the agency's intake questionnaire forms in the waiting 

room, they were asked by the researcher if they would 

participate in the study. At that time, they were given the 

additional paperwork and consent forms that were related to 

the study in question. 

Before continuing, it may be helpful to explain the 

intake process at the study site, North Care Center. After 

one member of the client system phones in to request 

marital/family therapy, the system is placed on a waiting 

list for marital/family therapy and is given an intake time 

when an openrting occurs in the family therapy team's 

schedule. Determination of who is offered an intake time is 

based on length of time on the waiting list and severity of 

the system's problems. When a couple/family system comes in 

for an intake interview, they are asked to come in 30 to 60 

minutes prior to the actual appointment time to fill out the. 

agency's intake questionnaire packet which is 6 to 7 pages 

long and includes demographic data, health/medication 

history, client bill of rights, consent for treatment and 
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AIDS education information. The intake packet needs to be 

completed on all members of the client system who will be 

participating in treatment. After the initial forms have 

been completed~ the couple/family is seen by the agency's 

reimbursement officer to discuss and set the fee for the 

marital/family therapy. The therapist then meets the 

couple/family for an initial interview. The therapist is 

required to go over the AIDS education information with the 

client system and to develop an initial treatment plan with 

the couple/family that they are required to sign during the 

initial interview. 

While the couple/family were in the waiting room 

filling out the required agency forms, they were asked to 

review the additional forms that explained the nature and 

purpose of the proposed study. The general response seemed 

to be that the additional paperwork and explanation of the 

study overwhelmed the couples/families seeking services. 

The client systems were already in a crisis state in their 

efforts to cope with the presenting problems and the 

additional forms and request to participate in the study 

tended to increase the stress that the client systems were 

experiencing. Generally, couples/families are not told 

about the use of a family therapy team or the possibility of 

videotaping therapy sessions until they were in the 

interview room with the therapist. At that time, the 

process of working with an observing team was explained and 
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those client systems that were uncomfortable with the 

observing team were then seen by the therapist without the 

use of the team. However, when the couples/families were 

asked to participate in the study during the form filling 

stage, the combination of participating in a study, being 

observed by a team, videotaping and coding of their therapy 

sessions, filling out additional questionnarires and having 

a qualitative interview with the researcher all of this 

tended to increase the already normal anxiety that the 

couple/family was experiencing in corning in for therapy. 

The response by the couples/families was to either to 

decline to participate in the study or agree to participate 

and then back out later in the treatment process. Those 

couples or families who chose to not participate in the 

study were still seen by the family therapy team and would 

receive the normal service at the agency but this would tie 

up the limited time slots available for the therapy team 

which is where the data for the study was collected. 

There has been a long standing concern by the 

therapists at the agency that the intake process of filling 

out forms, checking for insurance and setting fees and the 

signing of treatment.plan forms has not been "client 

friendly" and we have wondered often whether the clients 

feel that the agency's needs were more important than their 

social and emotional needs. The prospect of proposing the 

study and adding additional paperwork for the couple/family 
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at the time of intake tended in this therapist 1 s view to do 

the following: add to the system's stress and anxiety, 

increased the perception that the agency 1 s needs took 

priority over their needs and it added to the already 

difficult task for the therapist to connect/join with the 

client system given the constraints already in place within 

the context of this agency setting. 

A few alternative approaches were tried to propose 

participation in the study by couples/families being seen by 

the family therapy team. One alternative was to inform 

people over the phone while scheduling the intake 

appointment that the appointment time slot given was 

reserved for couples/families participating in the study and 

if they accepted that particular appointment time slot they 

would need to be willing to be in the study. The family 

member would usually agree to participate in the study over 

the phone and then would develop "cold feet" when they came 

in for the actual appointment and decide not to participate 

in the study. Despite that change of mind, the family would 

still be seen by the family theapy team since they were 

still in need of therapy and because the primary mission of 

the agency is one of provision of services rather than a 

primary focus on education, training or research. 

Given the initial difficulty in getting client 

participation in the study during the intake process, the 

introduction of the client system to the possibility of 
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participating in the study was delayed until the third or 

fourth therapy session with the family therapy team. The 

assumption was that by that time in the treatment process, 

the therapist had joined/connected with the client system 

and that the system had become more comfortable with an 

bbserving team and the possibility of videotaping of the 

therapy sessions and would be more likely to consider 

participation in the study. Over the course of the data 

collection period, this therapist found that it was best to 

propose participation in the study during the session in 

which the data was to be collected. In this study, 

postsession data was usually collected immediately after the 

fourth therapy sess-±on. It was found that some client 

systems who agreed in the second or third therapy session to 

participate in the study would change their mind and decline 

to participate when postsession data collection was 

attempted at the end of the fourth family therapy team 

session. It should be pointed out that at any point in the 

process, client systems had the right to not participate or 

to withdraw their participation in the study but these 

systems continued to be seen by the family therapy team and 

would thus tie up potential slots available with the team. 

It was found that some of the client systems that had become 

comfortable with the team process and had agreed with 

participating in the study when it was introduced in the 

second or third interview, would decline to participate in 
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the fourth session because they were too uncomfortable with 

being videotaped and having segments of their interactions 

coded by outside raters. At other times, client systems 

would agree to participate and their fourth session would be 

videotaped and at the end of the session, they would have 

the qualitative interview. Given the length of the therapy 

session and the qualitative interview, some couples/families 

could not stay longer at the agency and would take the self

report questionnaire home. Some subjects would complete the 

questionnaire at home and others would not do so despite 

reminders by the therapist. Another client system agreed to 

participate in the study and their fourth session was 

videotaped for the coding of their interactons but given 

time constraints they asked to complete the remaining 

postsession data at their next interview. In that session, 

they learned that the therapist would be leaving the agency 

and they did not return for their next interview. Some 

other client systems agreed to the study but had changes in 

their schedule which prevented them from continuing to be 

seen by the family therapy team. 

Given this trial and error process of data collection 

within the context of an agency whose primary mission is 

service provision and given the limited research in the 

literature on the study's focus of inquiry, it was decided 

to continue to make efforts to collect data as proposed in 

the original study design when possible but it was also 
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decided to collect whatever data was possible by loosening 

the study design as well. It was argued that given the lack 

of research in this area and the data collection restraints 

within the agency that a pilot study design was possibly an 

acceptable study design for the proposed study. Since it 

was difficult to get enough of a sample size with the 

original study design due to the agency constraints, limited 

family therapy team time slots and limited staff resources, 

couples/families who were receiving therapy without the use 

of the observing team were also asked if they would be 

willing to participate in the study. For example, a couple 

being seen by the researcher for marital therapy for four 

sessions was asked at that point in the treatment process if 

they would participate in the study. The couple agreed to 

be in the study and the fifth and sixth sessions were with 

an observing team. The postsession data was collected at 

the end of the sixth session. It is clearly evident that 

the treatment effect of the team process is much less clear 

and less easy to measure since the couple had four sessions 

prior to being seen with the therapy team. But, it was felt 

that as long as the treatment process was documented that 

some possible confounding data is better than no data at 

all. Couples/families that were being seen in therapy 

without the use of the team were asked at the end of the 

second session or at wherever they were in the treatment 

process if they would participate in the study. A few 
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client systems did agree to participate but the vast 

majority of the couples/families already being seen without 

the observing team either didn't want to participate in the 

study because it involved observers or were willing to 

participate but their schedules did not permit them to come 

when the family therapy team was available. 

Over the past year, there has been between two to three 

family therapy team time slots available each week at the 

agency. In general, most couples/families who work with an 

observing team like the process and decide to continue 

working with the team. This ties up some of the family 

therapy team slots while the client system is in therapy and 

at any given week, one to three of the available team time 

slots are being used with client systems who do not wish to 

participate in the study. This use of team time slots by 

couples/families not participating in the study occurs due 

to a couple of factors. One factor is that the agency is a 

service agency and couples/families who choose to not be in 

the study are still entitled to receive services at the 

agency. Another factor is that the primary purpose of the 

family therapy team is to provide training for the practicum 

students at the agency in marital and family therapy. 

Generally, the students are involved in therapy as both 

observers and cotherapists. When a couple/family has been 

seen by the family therapy team, there is usually a student 

who is a cotherapist. When a couple/family chooses to not 
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participate in the study, the student cotherapist and the 

students on the observing team are already involved as part 

of the treatment system. Given scheduling constraints on 

the family, the staff therapist and the students it is 

usually not possible to try to see non-study 

couples/families at a different time and day when they 

wouldn't use up a team time slot. In general, the moving of 

the therapy to a different day or time disrupts both the 

treatment process for the family and the training process 

for the student who is the cotherapist. And, it has been 

difficult to transfer the non-study couples/families to 

other staff due to caseloads being full and the other 

outpatient family therapist leaving the agency this year. 

Basically, the order of priorities is providing the service 

to the couple/family first, then provide a training 

experience for the students and then collect data if 

possible. 
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DIRECTIONS: THE STATEMENTS BELOW ASK YOU TO THINK ABOUT ISSUES THAT ARE OF 
CONCERN TO MANY COUPLES AND FAMILIES TODAY. YOU MAY FIND THAT YOU AGREE 
WITH SOME OF THE STATEMENTS AND DISAGREE WITH OTHER STATEMENTS. AFn:R. 
READING EACH STATEMENT, PLEASE PLACE THE NUMllER TO THE RESPONSE OR ANSWER 
THAT IN YOUR OPINION FITS YOU AND YOUR FAMILY'S SITUATION THE BEST AND 
PLACE THE NUMBER ON THE LINE TO THE LEFT OF THAT STATEMENT. THE POSSIBLE 
RESPONSES FOR THIS SECTION OF STATEMENTS ARE: 

Almost 
Never 

Occasionally About Half 
The Time 

Often Very 
Often 

For statements l to 20, please read the follovin~ sentence and then place the 
response that fits each statement best to the left of the statement. Rin the 
past year, how often have these issues created stress in your family?ft 

l. Arguments between parent(sl and child(ren). 
2. Parent(sl away from home on business. 
3. Too much money is charged on credit cards. 
4. Physical illness or death of a family mem.ber(s). 
s. Child(ren) fail to adequately complete chores. 
6. Conflicts tend to go unresolved. 
7. Difficulty paying monthly bills. 
8. Difficulty with child care. 
9. Emotional problem(s) vith family mem.ber(s). 
10. Child(renl fail to do schoolwork. 
ll. Issues with parent(s), in-laws or relatives. 
12. Household tasks are left undone. 
13. Child(renl fails to act their age. 
14. Concern about alcohol and/or drug use. 
15. Difficulty managing child(ren). 
16. Problems regarding vho does what chores. 
17. Issues because of pregnancy or recent baby. 
18. Lack of time to relax and unwind. 
19. Moving created problems or adjustments. 
20. Family obligations create stress. 

For statements 2l·to 30, please read the following sentence and then use the 
same response choices as above to respond to each statement. ftWhen there is 
stress in your family, how often does the following happen?ft 

21. We make decisions quickly and without much discussion. 
22. We become more isolated and independent. 
23. There is little cooperation among family members. 
24. We become more disorganized. 
25. We have trouble finding new ways to solve our problems. 
26. One person's bad mood makes the whole family feel dovn. 
27. The parent(sl become more strict and controlling with the 

child(ren). 
28. We tend to stay out of the person's way who is under stress. 
29. We find it difficult to have privacy and think things over. 
30. We share our feelings about the issue. 



Almost 
Never 

RESPONSES OR ANSWERS 

Occasionally About Half 
The Time 

Often Very 
Often 

31. We are satisfied with how family members communicate with each 
other. 

32. Family members are good listeners. 
33. Family members express affection to each other. 
34. Family members avoid talking about important issues. 
35. When angry, family members say things that would be better left 

unsaid. 
36. Family members discuss their beliefs and ideas with each other. 
37. When we ask questions of each other, ve get honest answers. 
38. Family members try to understand each other's feelings. 
39. We can calmly discuss problems with each other. 
40. We express our true feelings to each other. 

-~-----
For statements 41 to 50, please respond to the following sentence:~ 
satisfied are you with?w by.placing one of the following six responses to the 
left of each statement. 

Very Dissatisfied Hore Dissatisfied Hore Satisifed Satisfied Very 
Than Disatisfied Satisfied Disatisfied Than Statisfied 

41. The degree of closeness between members of your family? 
42. Your family's ability to cope with stress? 
43. Your family's ability to be flexible? 
44. Your family's ability to share positive experiences? 
45. The amount of arguing that occurs between family members? 
46. Your family's ability to resolve conflicts? 
47. The amount of time you spend together as a family? 
48. The way problems are discussed? 
49. The fairness of the criticism in your family? 
50. Your family's concern for each other? 

For statements 51 to 63, please respond by placing one of the~ responses 
to the left of each statement. 

1 4 5 6 
Strongly 
Disagree 

Disagree Disagree Hore 
Than Agree 

Agree Hore Agree 
Than Disagree 

Strongly 
Agree 

51. I have been able to come up with creative and effective 
alternatives to solve the problem(sl that effect our family. 

52. Initially, no solutions were immediately apparent, but I now 
believe that we as a family have the ability to solve the problem. 

53. The problem(s) that we came to counseling with seem too complex for 
us to solve. 

313 



Strongly 
Disagree 

Disagree 

RESPONSES OR ANSWERS 

Disagree More 
Than Agree 

Agree More Agree 
Than Disagree 

Strongly 
Agree 

54. The plans that we have made to solve the problem(s) I am almost 
certain that we can make them work. 

55. I am now more able to trust my ability to solve the problem(sJ. 
56. At this time, I do not believe that we will solve our problem(sJ. 
57. I am now more confident that we will be able to handle future 

problem(s) that may arise. 
58. The decisions that we make as a family tend to end in their 

expected outcomes. 
59. I am still unsure whether we can handle the problem situation(sJ in 

our family. 
60. I still uncertain exactly what our problem is. 
61. My view of the problem has changed in a way that makes the problem 

seem more manageable. 
62. Now, when I try to think up possible solutions to our problem(s), I 

am still not able to come up with too many alternatives. 
63. I have become more confident that our own ideas will help us solve 

our problem( s J • 

For statements 64 to 75, please respond by placing one of the~ responses 
to the left of each statement. 

l 
Strongly Agree Agree Disagree Strongly Disagree 

64. Planning family activities is difficult because we misunderstand 
each other. 

65. In times of crises we can turn to each other for support. 
66. We cannot talk to each other about the sadness we feel. 
67. Individuals aare accepted for what they are. 
68. We avoid discussing our fears and concerns. 
69. We can express feelings to each other. 
70. There are lots of bad feelings in the family. 
71. We feel accepted for what we are. 
72. Making decisions is a problem for our family. 
73. We are able to make decisions about how to solve problems. 
74. We don't get along well together. 
75. We confide in each other. 

Statements 76 to 91 ask you to decide whether each statement is IRlm. or 
~' please place a~ or E to the left of each statement. 

76. We look forward to the future with hope and enthusiasm as a 
couple/family. 
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True or False statements continued, please place a~ or~ to the left of each 
statement. 

77. We might as well give up trying to resolve our couple/family 
problem(sl because we can't make things better for ourselves. 

78. When things are going. badly, we are helped by knowing they can't 
stay that way forever. 

79. I can't imagine what our family will be like in 10 years. 
80. In the future, I expect that we will successfully resolve the 

important concerns that ve have in our family. 
81. The future of our couple/family re'lationships seems dark to me. 
82. As a family, we just don't get the breaks, and I see no reason to 

believe that this will change for our family in the future. 
83. Our past experiences in resolving couple/family issues will prepare 

us well to respond to new couple/family issues in the future. 
84. As I look into the future, all I can see for the family is stress 

and conflict rather than communication and harmony. 
85. I really don't believe or expect to get my needs met within our 

couple/family relationships. 
86. In the future, I believe that as a couple/family, we will be 

happier than we are now. 
87. As a couple/family, things just won't work out the way I would like 

them to. 
88. I never get what I want within our couple/family relationships so 

its foolish to expect to get what I need from my partner or my 
family. 

89. When I look into the future, the stability of our couple/family 
relationships seeJDS rather vague and uncertain to me. 

90. As a couple/family, we can look forward to more good times than bad 
times. 

91. There's no use in really trying to change things for the better 
because our couple/family problems will just continue or get worse. 
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Appendix E 

POSTTEST CLIENT QUESTIONNAIRE 



DIRECTIONS: THE STATEMENTS BELOW ASK YOU TO THINK ABOUT ISS.UES THAT ARE OF 
CONCERN TO MANY COUPLES AND FAMILIES TODAY. YOU KAY FIND THAT YOU AGREE WITH 
SOME OF THE STATEMENTS AND DISAGREE WITH OTHER STATEMENTS. AFTER READING 
EACH STATEMENT, PLEASE PLACE THE NUMBER TO THE RESPONSE OR ANSWER THAT IN 
YOUR OPINION FITS YOU AND YOUR FAMILY'S SITUATION THE BEST AND PLACE THE 
NUMBER ON THE LINE TO THE LEFT OF THAT STATEMENT. THE POSSIBLE RESPONSES FOR 
THIS SECTION OF STATEMENTS ARE: 

Almost 
Never 

Occasionally About Half 
The Time 

Often Very 
Often 

For statements 1 to 20, please read the following sentence and then place the 
response that fits each statement best to the left of the statement. •When 
there is stress in your family, hov often does the following happen?• 

1. We make decisions quickly and without much discussion. 
2, We become more isolated and independent. 
3. There is little cooperation among family members. 
4. We become more disorganized. 
5. We have trouble finding new vays to solve our problems. 
6. One person's bad mood makes the whole family feel dovn. 
7. The parent(s) become more strict and controlling with the 

child C ren >. 
8. We tend to stay out of the person's way vho is under stress. 
9. We find it difficult to have privacy and think things over. 
10. We share our feelings about the issue. 
ll. We are satisfied with how family members communicate with each 

other. 
12. Family members are good listeners. 
13. Family members express affection to each other. 
14. Family members avoid talking about important issues. 
15. When angry, family members say things that would be better left 

unsaid. 
16. Family members discuss their beliefs and ideas with each other. 
17. When ve ask questions of each other, we get honest answers. 
18. Family members try to understand each other's feelings. 
19, We can calmly discuss problems with each other. 
20. We express our true feelings to each other. 

For statements 21 to 30, please respond to the following sentence:~ 
satisfied are you vith?•·by placing one of the following six responses to the 
left of each statement. 

Very Dissatisfied Kore Dissatisfied 
D1satisfied Than Statisfied 

Hore Satisifed Satisfied Very 
Than Disatisfied Satisfied 

21. The degree of closeness between members of your family? 
22. Your family's ability to cope with stress? 
23. Your family's ability to be flexible? 
24. Your family's ability to share positive experiences? 
25. The.amount of arguing that occurs between family members? 
26. Your family's ability to resolve conflicts? 
27. The amount of time you spend together as a family? 
28. The way problems are discussed? 
29. The fairness of the criticism in your family? 
30. Your family's concern for each other? 
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For statements 31 to 44, please respond by placing one of the A.1.x responses 
to the left of each statement. 

Strongly 
Disagree 

Disagree Disagree Hore 
Than Agree 

4 
Agree Hore Agree 

Than Disagree 
Strongly 

Agree 

31. Since beginning family therapy, I have been able to come up with 
creative and effective alternatives to solve the problem(s) that 
effect our family. 

32. Initially, no solutions were immediately apparent, but I now 
believe that we as a family have the ability to solve the 
problem. 

33. The problem(s) that we came to counseling with seem too complex 
for us to solve. 

34. The plans that we have made to solve the problem(s) I am almost 
certain that we can make them work. 

35. Compared to when we first came for family therapy, I am now more 
able to trust my ability to solve the problem(sl. 

36. Even with our time and effort in therapy, I do not believe that 
we will solve our problem(s). 

37. After beginning family therapy, I am now more confident that we 
will be able to handle future problem(sl that may arise. 

38. After beginning family therapy, the decisions that we make as a 
family tend to end in their expected outcomes. 

39. In the problems that have come up since beginning family therapy, 
I am still unsure whether we can handle the problem situation(s) 
in our family. · 

40. After being in family therapy, I still uncertain exactly what our 
problem is. 

41. Since being in family therapy, my view of the problem has changed 
in a way that makes the problem seem more manageable. 

42. Now, when I try to think up possible solutions to our problem(s), 
I am still not able to come up with too many alternatives even 
with family therapy. 

43. Since beginning family therapy, I have become more confident that 
our own ideas will help us solve our problem(s). 

44. Since beginning family therapy, I have become more confident that 
the therapist's ideas will solve our problems. 

For statements 45 to 56, please respond by placing one of the~ responses 
to the left of each statement. 

Strongly Agree Agree Disagree Strongly Disagree 

45. Planning family activities is difficult because we misunderstand 
each other. 

46. In times of crises we can turn to each other for support. 
47. We cannot talk to each other about the sadness we feel. 
48. Individuals aare accepted for what they are. 
49. We avoid discussing our fears and concerns. 
SO. We can express feelings to each other. 
51. There are lots of bad feelings in the family. 
52. We feel accepted for what we are. 
53. Making decisions is a problem for our family. 
54. We are able to make decisions about how to solve problems. 
55. We don't get along well together. 
56. We confide in each other. 
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statements 57 to 72 ask you to decide whether each statement is~ or 
~, please place a~ or£ to the left of each statement. 

57. We look forward to the future with hope and enthusiasm as a 
couple/family. 

SB. We might as well give up trying to resolve our couple/family 
problem(s) because we can't make things better for ourselves. 

59. When things are going badly, we are helped by knowing they can't 
stay that way forever. 

60. I can't imagine what our family will be like in 10 years. 
61. In the future, I expect that we will successfully resolve the 

important concerns that we have in our family. 
62. The future of our couple/family relationships seems dark to me. 
63. As a family, we just don't get the breaks, and I see no reason to 

believe that this will change for our family in the future. 
64. Our past experiences in resolving couple/family issues will prepare 

us well to respond to new couple/family issues in the future. 
65. As I look into the future, all I can see for the family is stress 

and conflict rather than communication and harmony. 
66. I really don't believe or expect to get my needs met within our 

couple/family relationships. 
67. In the future, I believe that as a couple/family, we will be 

happier than we are now. 
68. As a couple/family, things just won't work out the way I would like 

them to. 
69. I never get what I want within our couple/family relationships so 

its foolish to expect to get what I need from my partner or my 
family. 

70. When I look into the future, the stability of our couple/family 
relationships seems rather vague and uncertain to me. 

71. As a couple/family, we can look forward to more good times than bad 
times. 

72. There's no use in really trying ·to change things for the better 
because our couple/family problems will just continue or get worse. 

For statements 73 to 90, please respond by placing one of the following 1i.1.J.. 
responses to the left of each statement. 

Strongly 
Disagree 

Disagree Disagree Hore 
Than-Agree 

Agree Hore 
Than Disagree 

Agree Strongly 
Agree 

73. Couple/family counseling is for couples/families who can't resolve 
their own issues and need someone stronger than themselves to lean 
on. 

74. For our family to recover from serious problems, we must be willing 
to temporiarly give all the responsibility for solving our problems 
to the marital/family counselor. 

75. Couples/families with problems should play a large part in planning 
their own treatment and solutions. 

76. Couples/families in counseling should not make any important 
decisions without seeking advice. 

77. When a couple/family ls trying out new behaviors, the 
marital/family counselor should decide which behaviors they should 
try first. 

~~ 78. The decision as to when to end marital/family counseling should be 
taken by the couple/family rather than the counselor. 
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Strongly 
Disagree 

Disagree 

RESPONSES OR ANSWERS 

Disagree Hore 
Than Agree 

Agree Hore 
Than Disagree 

Agree Strongly 
Agree 

79. The lives of couples/families vith problems are so complicated that 
it is almost impossible for them to figure out vhat they should do 

to make things better. 
80. If, couple/family counseling is like building a house, a 

good counselor should not only give you the tools but should 
design the house for you. 

81. Couple/family counselors should tell the couples/families 
that they vork vith how to lead healthier lives instead of 
vaiting to see if they find out for themselves. 

82. Couples/families should try hard to accept their counselor's 
opinion as to vhat is right and wrong. 

83. When a couple/family goes to a counselor for help they 
should expect to take most of the responsibility for getting 
better. 

84. In couple/family counseling vhat the counselor thinks is 
less important than vhat the couple/family thinks. 

85. The goals of couple/family counseling should be set by the 
couple/family rather than the counselor. 

86. The aim of any couple/family that gets into couple/family 
counseling is to seek.the advice of an expert and to act on it. 

87. As a general rule, couple/family counselors should feel o.k. 
about making decisions on behalf of their clients. 

88. A good coupie/family counselor expects the couple/family to 
decide for themselves vhat they should do. 

89. Going to a professional to discuss your couple/family 
problems is better than talking to friends because the 
advice of a professional is more valuable. 

~~ 90. When a couple/family experiences interpersonal problems the 
ones least likely to come up vith solutions are the family 
members themselves. 

For statements 91 to 120, please respond by placing one of the~ 
responses to the left of each statement. 

7 
Strongly Disagree 
Disagree 

Disagree Hore 
Than Agree 

Neutral Agree Hore 
Than Disagree 

Agree Strongly 
Agree 

-- 91. __ 92. 

_93. 
__ 94. 
_95. 
__ 96. 
_97. 

98. 

__ 99. 

100. 

101. 

The therapist cares about me as a person. 
The therapist and I are not in agreement about the goals for this 
therapy. 
I trust the therapist. 
The therapist lacks the skills and ability to help my family. 
All the other members of my family feel accepted by the therapist. 
The therapist does not understand my family. 
The therapist understands my goals in therapy. 
some of the other members of my family are not in agreement 
vith the therapist about the goals for this therapy. 
All the other members of my family care about the therapist as a 
person. 
The therapist does not understand my family's goals for this 
therapy. 
All the other members of my family are in agreement vith the 
therapist about the vay the therapy is being conducted. 
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RESPONSES OR ANSWERS 

otrongly Disagree 
Disagree 

Disagree Hore 
Than Agree 

Neutral Agree Hore 
Than Disagree 

Agree Strongly 
Agree 

102. The therapist does not understand me. 
103. The therapist ls helping my family. 
104. I am not satisfied vith the therapy. 
105. The therapist understands the goals that all the other 

members of my family have for this therapy. 
106. I do not feel accepted by the therapist. 
107. The therapis~ and I are in agreement about the vay the 

therapy is being conducted. 
108. The therapist is not helping me. 
109. The therapist is in agreement vith my family's goals for this 

therapy. 
110. The therapist does not care personally about some of the ether 

members of my family. 
111. The therapist has the skills and ability to help me. 
112. The therapist is not helping some of the other members of my 

family. 
113. All the other members of my family are satisfied vith the 

therapy. 
114. I de not care about the therapist as a person. 
115. The therapist has the skills and ability to help all the 

other members of my family. 
116. Some of the other members cf my family distrust the therapist. 
117. The therapist cares about my family. 
118. The therapist does not understand some of the other members 

of my family. 
119. The therapist does not appreciate how important my 

relationships vith some of the members of my family are to me. 

For statements 120 to 141, please place an •x•1n one pf the seven spaces gn 
eacb line based on hoy you tee1 about today's marital or fam2Jy cpunse11ng 
1essign. For example, in statement I 120, if you felt today's marital or 
family session was not very good or vas bad, then you would place the 'X' in 
one of the spaces closer to the adjective ·bad" or if you felt today's 
session vas good then you would place the 'X' in a space closer to the 
adjective •good•. Remember to put only one 'X' on the line for each 
statement. 

This 
120. 
121. 
122. 
123. 
124. 
125. 
126. 
127. 
128. 
129. 
130. 

session vas: 

Right 
131. 
132. 
133. 

bad . __ : __ : __ : __ : __ : __ : __ good 
dangerous safe 

difficult 
valuable 
shallow 

exciting 
unpleasant 

full 
slow 

special 
rough 

nov I feel: 

. . . . . . --·--·--·--·--·--·--__ : __ : __ : __ : __ : __ : __ easy 
__ : __ : __ : __ : __ : __ : __ worthless 
__ : __ : __ : __ : __ : __ : __ ._ deep 
__ : __ : ___ : __ : __ : __ : __ calm 

--=--=--=--=--=--=--- pleasant __ : __ : ___ : __ : ___ : __ : __ empty 
__ : ___ : ___ : __ : __ : __ : ___ fast 
__ : __ : ___ : __ : __ : __ : __ ordinary 

--=~=---=-----: ___ : __ : __ smooth 

happy __ : _____ : __ : __ : __ : __ sad 
angry __ : ____ : __ : ___ : __ : __ pleased 

confident __ : _____ : __ : ___ : __ : __ afraid 
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Piease continue placing an 'X'in one of the seven spaces on each line based 
on how you feel about today's marital or family counseling session. Please 
remember to place only one 'X' on each line. 

Right 
134. 
135. 
136. 
137. 
138. 
139. 
140. 
141. 

now I feel: 
uncertain 

involved 
ugly 

powerful 
tense 

friendly 
weak 

sharp 

. . . . . . -~·-~·-~·-~·~~·~-·--. . . . . . -~·-~·-~·-~·~-·~-·-~ . . . . . . ·-~·--·--·~~·~-·-~ . . . . . . --·-~·--·-~·~-·~-·--. . . . . . -~·-~·--·--·~~·~-·--. . . . . . -~·--·--·--·~~·~-·--. . . . . . --·--·--·--·-~·~~·--· . . . . --·-- --·--·~-·~~·--

definite 
detached 
beautiful 
powerless 
relaxed 
unfriendly 
strong 
dull 
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CLIENTS' QUALITATIVE INTERVIEW QUESTIONS 
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QUALITATIVE INTERVIEW QUESTIONS FOR CLIENTS' PERCEPTIONS 
OF THEIR EXPERIENCE WITH AN OBSERVING THERAPY TEAM 

1. What are your thoughts about the type of marital/family 
counseling you are receiving? 

2. If, you had previous marital/family counseling, how does 
this current therapy compare to it? 

3. How optimistic are you now that the problem will be 
reduced or resolved? 

4. What is positive and negative about this therapy 
experience? 

5. What are your perceptions of the therapist(s)? 

6. How do you think the therapist views or sees you in your 
efforts to solve or cope with the problems that brought you 
to seek counseling? 

7. If, the therapy involves the use of a team what are your 
thoughts about having a team as part of your therapy? 

8. How do you think the team sees you in your efforts to 
solve or cope with the problem that led to your seeking 
therapy at this time? 

9. Has your view or understanding of the problem changed 
during this counsel~ng? 

10. Have any new ideas or solutions developed as a result of 
the counseling? 

11. If, you now have some new ideas concerning the 
resolution of the presenting problem, where did these ideas 
come from? 



Appendix G 

THERAPISTS' QUALITATIVE INTERVIEW QUESTIONS 

AND A DESCRIPTION OF THERAPISTS RATING SCALE 



QUALITATIVE INTERVIEW QUESTIONS FOR THERAPISTS PERCEPTIONS 
OF THEIR EXPERIENCE WITH THE OBSERVING THERAPY TEAM* 

1. Are reflecting teams useful? 

2. How does the team work? 

3. When doesn't the team work? 

4. What kind of things do you learn from the team? 

5. What would you change about how the team works? 

6. What relationship do you expect will exist between you 
and your team? 
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7. Does it matter whether your team is predominately male or 
female? 

8. What does it mean to you when team members disagree? 

9. How can- the- team be- d-isruptive? 

Other Qual~tative Questions Developed by Author: 

10. What is your experience participating as a member of a 
team observing a marital/family therapy 
session/conversation? 

11. Is there any difference in your experience of and 
participation in an observing team when a reflecting team is 
used vs. when a strategic team is used? If, your experience 
is different, how is it different? How is your experience 
the same whether a reflecting team or a strategic team is 
used? 

12. What is your experience as a therapist when you work 
with an observing team? Is your experience as a therapist 
different when a strategic team is used as compared to when 
a reflecting team is used? 

13. Do you think families that you work with perceive or 
experience any difference when a reflecting team is used 
compared to when a strategic team is used? 
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14. Is there any difference in how your ideas/observations 
are listened to or are valued when a strategic team is used 
as compared to when a reflecting team is used? 

15. Do you experience any difference in the amount of 
cooperativeness between team member.s vs. the amount of 
competiveness between team members in their efforts to have 
their ideas or views heard and implemented when a reflecting 
team is used as compared to when a strategic team is used? 

16. Do you experience any difference in what you focus on 
when you are observing a therapy session as a member of a 
strategic team as compared to when you are a member of a 
reflecting team? 

17. Do you have a preference to use a reflecting or a 
strategic team model? 

18. Do you experience any difference in your ability to 
focus on solutions, on the family's strengths and exceptions 
to the problem when a strategic model is used vs. when a 
reflecting model is used? 

19. Is there any difference in the amount of cooperativeness 
among team members when a reflecting team is used vs. when a 
strategi·c team is used? 

20. Is there any difference in your ability to attend to and 
focus on the therapy session/conversation when a strategic 
team is used vs. when a reflecting team is used? 

21. Is there any difference in the pressure or anxiety that 
you feel to come up with ideas/interventions for the family 
when a reflecting team is used vs. when a strategic team is 
used? 

22. Do you notice any difference in the hierarchical or 
professional distance between the family and the therapy 
team when a strategic team is used vs. when a reflecting 
team is used? 

23. Is there any difference in how active an observer you 
are when a reflecting team is used vs. when a strategic team 
is used? 

24. When you have been the therapist has there been any 
difference in the support you felt from the therapy team or 
whether you felt judged by the team when a strategic team is 
used vs. when a reflecting team is used? 
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25. Is there any difference in the connection with or your 
alliance with the clients when a reflecting team is used vs. 
when a strategic team is used? 

26. Is there any difference .in your perception of the 
family's ability to focus on their own ideas and solutions 
to their problems when a strategic team is used vs. when a 
reflecting team is used? 

27. Is there any difference in your perception of the 
client's comfort level and sense of ease with the team 
process when a reflecting team is used vs. when a strategic 
team is used? 

28. Is there any difference in your perception of the 
usefulness and effectiveness of the team process when a 
strategic team is used vs. when a reflecting team is used? 

*Questions 1-9 are taken directly from Smith, T. E. et al., 
1992. A qualitative understanding of reflective-teams II: 
Therapists' perspectives, Contemporary Family Therapy, 
14(5), October. 



THERAP-iST/TEAM MEMBERS RATINGS OF THE TWO TEAM TREATMENT 

MODELS FOR VARIOUS CLINICAL PROBLEMS 
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DESCRIPTION: Therapists/team members were asked to use a 7-

_point Likert type scale to rate the use of the two.team 

treatment models with various clinical problems commonly 

encountered in clinical practice. (Response choices were: 

1-strongly disagree, 2-disagree, 3-disagree more than agree, 

4-neutral~ 5-agree more than disagree, 6-agree, ?-strongly 

agree). 

METHOD: At the end of the qualitative interview with the 

therapist/team member, the researcher explained and showed 

the Likert-type scale to the respondent and then, the 

respondent was shown a written list of 12 clinical _problems. 

The respondent was then asked how comfortable they felt 

using each team treatment model with each clinical problem. 

The respondent's numerical response to using each treatment 

model with each clinical problem was then recorded by the 

researcher. 



Appendix H 

OBSERVATIONAL CODING SYSTEM AND 

OBSERVATIONAL CODING SHEET 



POSSIBLE BEHAVIORAL EXAMPLES OF THEORETICAL 
CONCEPTS FOR CODING OF VIDEOTAPE INTERACTIONS 
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-Below are some suggestions of behaviors and interactions 
that one might look for in observing and picking out 
concepts from the videotaped segments of the marital/family 
interviews. These examples of each concept are not the only 
ones possible, so please use your own judgement as well in 
determining if these concepts are found in the videotaped 
interactions-. 

-To evaluat€ the concept of the couple/family's Use of Own 
Solutions, one might observe the following behaviors: 

1. Does a family member(s) mention/discuss new idea or 
behavior to try out? 
2. Does a family member(s) mention or discuss results 
of trying out idea or new behavior in recent past? 
3. Does a family member(s) mention different view of 
problem that hadn't been considered before? 

-To evaluate the concept of Change of One's View Of The 
~roblem, one might observe the following behaviors: 

1. Does a family member(s) make statements that they 
see the problem differently? 
2. Does someone make a statement that other members, 
stressors, situations are now a part of the problem? 
3. Does someone make a statement that more than just 
the identified patient's behavior is involved in the 
problem? 

-To evaluate the concept of a Sense of Curiosity, one might 
observe the following behaviors: 

1. Does a family member(s) make statements of "I don't 
understand- fully" or "That's interesting but tell me 
more" 
2. Does someone make statements like "that's an 
interesting idea" or "I like what you said"? 
3. Does a family member(s) look interested (attentive 
nonverbally)? 
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-To evaluate the concept of a Sense of Creativity, one might 
observe the following behaviors: 

1. Does a family member make statements like "I was 
thinking of this idea" or "that idea made me think of 
this"? 
2. Are family members discussing possible ideas or 
behaviors to try out? 

-To evaluate the concept of the Family Appears Reflective in 
Session, one might observe the following behaviors: 

1. Does a family member(s) make statements like "I was 
thinking about this idea", or "I was wondering about 
what you said", or •tr thought about this issue during 
the week and ... 11 ? 
2. Does a- family member( s) stop and think before 

answering questions (pause)? 
3. Does a family member(s) make statements like "I was 
looking at my behavior/feelings and ... "? 

-To evaluate the concept of Sense of Hopefulness, one might 
observe the following behaviors: 

1. Does a family member(s) verbally like new idea or 
behavior? 
2. Do you observe nonverbal behavior of smiling and 
nodding as new idea or behavior is discussed by some 
family members? 
3. Do family member(s) make positive statements to each 
other or to therapist (e.g. "things are better", 
"that's a good idea", "he/she is doing better", "I feel 
listened to or understood, etc."). 

-To evaluate the concept of a Sense of Trust, one might 
observe the following behaviors: 

1. Does a family member(s) make statements of agreement 
with other members, the therapist or the team? 
2. Does a family member make "I statements" when 
talking to other family members or therapist? 
3. Does a family member(s) talk about what he/she 
thinks/feels instead of talking about what another 
member thinks· or feels? 
4. Is there nonverbal behavior of attentiveness and 
openness (e.g. eye contact, nodding, laughter, open 
posture or looks relaxed)? 



-To evaluate the concept of a Sense of Humor, one might 
observe the following behaviors: 

1. Does a family member(s) smile or laugh? 
2. Does someone make a comment about self or a 
situation in a humorous manner? 
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3. Does someone make a statement and another member 
responds by making a humorous comment or laughs (sees 
the lighter side of an issue)? 
4. Does someone make a statement like "you have to 
laugh sometimes"? 

-To evaluate the concept of a Sense of 
Connection/Affiliation, one observe the following behaviors: 

1. Does a family member(s) touch another family member? 
2. Does someone make statements like "I understand 
you", or "I feel closer to you", or "we are seeing 
things more the same way or more together now"? 
3. When one member talks, does another member agree or 
nod head? 

To evaluate the concept of a Sense of Manipulation, one 
might observe the following behaviors: 

1. Does a family member(s) make negative statements 
about the therapist or the teams comments? 
2. Does someone look confused, have a blank stare, 
looks away, or nods their head "no"? 
3. Does someone loudly verbalize disagreement with an 
idea or says "I don't understand"? 

-To evaluate the concept of Blaming Comments, one might 
observe the following behaviors: 

1. Does a family member(s) make negative statements to 
other members? 
2. Is there an absence of "I statements" where someone 
is talking about another member in a blaming way or 
implying that "I am right and you are wrong"? 

-To evaluate the concept of Controlling the Conversation, 
one might observe the following behaviors: 

1. Does only one member talk? 
2. Does someone interrupt other family member(s) or the 
therapist? 
3. Does someone suggest that only their view is right 
or correct? 
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-To evaluate the concept of a Sense of Being Comforted, one 
might observe the following behaviors: 

1. Does a family member(s) or therapist repeat or 
paraphrase what another member says? 
2. Does a family member(s) seem to hear supportive, 
positive statements from others or the therapist or 
team? 
3. Does someone reach out to touch another person? 

-To evaluate the concept of Interest in Therapy Session, one 
might observe the following behaviors: 

1. Is someone verbally active with other family members 
and/or the therapist? 
2. Does a family member(s) nonverbal behavior suggest 
or imply listening (e.g. eye contact with other family 
member or therapist, nodding of head, leaning forward, 
etc.)? 
3. Therapist doesn't have to repeat questions or 
comments? 
4. Does a family member(s) make comments spontaneously 
that are related to the current discussion? 

-To evaluate the concept of being Cooperative with the 
Therapist and Team, one might observe the following 
behaviors: 

1. Does a family member(s) verbalize agreement with the 
therapist or the teams ideas? 
2. Does a family member(s) nonverbally smile and nod 
head when therapist is talking or after team 
intervention? 
3. Does a family member(s) make statement like 
"!(we) haven't thought of that before, let me think 
about it some more"? 
4. Does someone state that he/she will try out new idea 
or behavior? 

-To evaluate the concept of the Family's Overall 
Perception/Reaction To the Team Intervention, one might 
observe the following ~ehaviors: 

1. Does a family member(s) state they agree or disagree 
with the team's comments? 
2. Do family member(s) look puzzled or confused (e.g. 
nod head to indicate disagreement) 
3. Do family member(s) nod head in agreement or state 
we can try out that idea or behavior? 
4. Is overall mood positive or negative about the team 
intervention? 
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OESERVATIONAL CODING SHEET 

CONCEP!S !FREQUENCIES CLINICAL IMPRESSION RATER 
CONFIDENCE 

Vecy Low to ·r;edium· Very IN RATING 
Low Medium to Hie:h HiE:h Low Mid Ki,gh 

Family use of Own 
Solutions/Ideas 

Change in V:-
of Problem(s) I I 
Sense of 

I Curiosity 

S!!nse of 

I Creativity 

Far.IJ.ly appears 
Reflective in 
Session 
Sense of 
Hopefulness 

Sense of 
Trust 

Sens~ of 
Humor 

Sense of 
Connection/ 
Affiliation 
Sense or Being· 
Manipulated 

Blaming 

I Comments 

Controls/ 
Dominates 
Conversat'ion 
Sense- of Being 

I C omfor:t ed by 
Another Member 
Interest.in 

I Therapy 
Session 
Cooperative with 
Therapist and 
Team 
Family's OV.e:i:all 
Perception/reaction to 
Team Int·ervention 
overa~~.- how accurate do you think 
this segment was as a representation 
of this family:-''s:- =erall behavior? 
(Write in comments) 
Any additional comments about your 
observation of this segment of the 
couple/family session? 
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DATA COLLECTION TIME LINE 



DATA COLLECTION TIME LINE# l: SAMPLE COUPLES/FAMILIES RECEIVING 
TREATMENT ONLY WITH AN OBSERVING TEAN (EITHER STRATEGIC OR REFLECTING) 

PRETEST- -

-Pretest 
Questionnaire 
given. 

-Agency intak:e 
forms given. 

--71 
Session 

# 1 
Session 

# 2• 
Session 

# 3 

is---POSTTEST 

session 
# 4 

-?osttest 
Questionnaire 
given. 

-Qualitative 
interview given. 

-Observational 
coding of video
taped segments 
cf last therapy 
session prior to 
pcsttest data 
collection. 

•Due to scheduling conflicts one couple had pcsttest data collected 
after the second session 

===-----------------------======-===========.--====-======-===========-=--=------· 
DATA COLLECTION TIME LINE# 2: SAMPLE COUPLES/FAMILIES WHO HAVE RECEIVED 
INDIVIDUAL MARITAL/FAMILY THERAPY SESSIONS PRIOR TO THE USE OF THE 
OBSERVING TEAM (EITHER STRATEGIC OR REFLECTING TEAMS) 

PRET:::S~ - - - - -7\ ~--POSTTEST 

-?retest 
Questicnnarie 
given. 

-Agency intak:e 
forms given 

Session Session Session Session Session 
#\ 5 

Session 
# l ' # 2 # 3 #/4• #/6 -Pest test 

' ' 
' 
' ' " ' ' / '/ 

/ 
/ 

/ 

/ 

-2 to 4 MFT sessions with a 
therapist vithcut the use 
cf an observing team: then 
next 2 sessions included 
use cf an observing team 
vith one of the tvc 
treatment models. 

/ 

/ 
I 

I 

I 
1, 

·I 

I 

I 

-2 treatment 
sessions with 
an observing 
team using 
one of the 2 
treatment 
models. 

•One family vas terminating therapy and were referred to the 
reflecting team for their last session. This family had 11 
prior sessions with their individual family therapist. The 

last session (# 12) included a reflecting team. ?csttest 
data was collected after the 12th and concluding session. 

Question-
naire 
given. 

-Qualita
tive 
intervieV 
given. 

-Obser
vational 
coding 01 
video seg 
ments of 
last ses
sion prior 
to pest
test data 
collect
ion. 
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REFLECTING TEAM CLIENTS' QUALITATIVE 

INTERVIEW DATABASE 
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Qualitative Questions RTFamily#1 RTFamily#2 RTFamily#3 

Q#1 : What are your 1 a: get feedback, more 1 b: tike it, air our 1 c: get insight on things 
thoughts about the pts. of view, ciff. feelings/thoughts you said you might 
counseling you are people perceive diff. that we don't not have realized; 
receiving? things; put diff views discuss at home gives me more 

together. understanding of 
myself 

Q#2: If, you had previous 2a: .we don't have a 2b: didn' t like previous 2c: before it was 1-on-1, 
counseling, how comparison. counseling, 2 you wondered if 
does this counseling members wouldn't you're getting 
compare to it? go then, this is much anywhere, this is 

better more of a grouJ>iike 

Q#3: How optimistic are 3a: feel a lot better 3b: very optimistic 3c: feel good about the 
you now that the about it counseling, some 
problem will be worry about my 
reduced? situation; prob will 

be reduced 

Q#4: What is positive and 4a: in crisis it's easier to 4b: experience is 4c: most comments are 
negative about this see negatives, here positive good, some not so 
counseling people give you good but still 
experience? positive feedback. pos.-you find out 

more about self 

Q#S: What are your Sa: female counselor is Sb: like both counselors Sc: like the counselor; 
perceptions of the quiet, male don't know 
counselor? counselor looks 

deeper to find out 
what's going on. 

Q#6: How do you 'think 6a: hope seen as a 6b:viewus 6c: not sure how 
the counseJor views family unit t,ying to objectively-listen to counselor sees us 
you in your efforts to deal with &.resolve U&-Ver:y interested in but daughter & I fell 
solve your problem? a crisis us more of a closeness 

Q#7: What are your 7a: like letting you hear 7b: like it, listening to · 7c: it helps us 
thoughts about views from team & them they have understand more; 
having a team in getting diff. aspects totally diff ideas than like team better than 
your counseling? of it; shifts in team what I was thinking 1-on-1 counseling 

membership. neg .. in there,.like it 

Q#8: How do you think 8a: see us as genuinely 8b: team pays attention 8c: they are pretty pos. 
the team view you in trying to struggle to what we're about our trying to 
your efforts to with, sort through & saying, give us fresh solve our prob.; 
resolve the problemr deal with the viewpoints uplift to leave with 

prol>-pos. view of us. different thoughts 

Q#9: Has your view of the 9a: prob. isn't controlling 9b: yes; look at it now 9c: yeah, somewhat; it 
problem changed me but varies with as not just one has changed pretty 
during this stress; it's not quite person's prob. but much 
counseling? so big a mtn.,it's all our prob.-all need 

climbable to work 

Q#10: Have any new ideas 1 Oa: express feelings 1 Ob: yes, keep mom out 1 Oc: okay to deal with 
or solutions more. ten each other of our business-let anger;have diff 
developed from the how we feel; accept sisters deal with it; it ideas about my 
counseling? each other's feelings keeps dad at home mother-good way to 

more find out things 

Q#11: If, you have new 11 a: input by different 11b: from team & 11 c: counselor; the team 
ideas about the people helpful, my counselor; comments & maybe 
problem, where did perception of understood more the counselor but 
they come from? problem in state of hear team the team helps a lot 

charige & resolution. discussion; team 
has some fresh view, 
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Qualitative Questions RTFamily#4 RTFamily#S RTFamily#6 

Q1: What are your 1 d: some insight into 1e: more used to 1-on-1 1f: have some doubts, 
thoughts about the what's going on; therapy; not what I need to stick with it, 
counseling you are some confusion why expected; team leam something, not 
receiving? daughter sees other talking helps; still ready to give up yet 

counselor kind of uncertain. 

Q2: If, you had previous 2d: we've never had any 2e: seen different ways 2f: previous alcohol 
couaseling, how other counseling . of doing counseling, counseling with 
does this counseling each type is boyfriend-upsetting, 
compare to it? different, not similar getting more out of 

this 

Q3: How optimistic are 3d: prob. been reduced 3e: trying a bit more, 3f: with all of us working 
you now that the a lotbutful getting along better, together, we wiff get 
problem will be resolution is years at times a couple results 
resolved? down the road just needs to stop & 

look at it cflfferent 

Q4: What is positive and 4d: pleased , made us 4e: positive-we're ready 4f: neg.-is the girls don't 
negative about this think more about our to take the want to cooperate 
counseling probs.-helped us let chaUenge of getting but hopeful they will 
experience? go of adult children's some things worked change, feedback is 

probs out-neg. is cost good 

QS: What are your Sd: able Se: straight forward but Sf: helpful, takes time 
perceptions of the penion-pleased; wish he was more out to listen to all of 
counselor? surprised things so; seems us, like him 

counselor & team interested , has personally 
pick up on that I don' willingness to help 

Q6: How do you think 6d: he thinks we're 6e: sees us as 6f: has more faith in us 
the counselor views going in the right confused.nothing now than we have in 
you in your efforts to direction & working major wrong-some ourselves 
solve your problem? on the problems things to leam 

Q7: What are your 7d: they evaluate in a 7 e: felt funny standing 7f: leam a lot from 
thoug_hts about manner we're not back watdmQ. team listening to team 
having a team in accustomed to-their talk about me; talking, something to 
your counseling? conclusions solidify sparks thoughts that just sitting back and 

in us I want to talk about listening 

Q8: How do you think 8d: team felt like we are 8e: sees us as strong & 8f: think we will get it 
the team lliews you trying to solve our making an effort: resolved, have diff. 
in your efforts to prob.; making you guys saw ideas, they can see 
resolve the problem'! progress; still had a something in us the end of the tunnel 

ways to go differently than we SE 

Q9: Has your view of the 9d: leamed to let go of 9e: viewing of it yes but 9f: have doubts some 
problem changed our daughter-not a the prob. itself hasn't days wondering if it 
during this child anymore-tum changed-it's 1st part will work, still have 
counseling? me loose too-stay of the road hope that it's not for 

out of problem now. nothing. 

Q1 O: Have any new ideas 1 Od: yes, I stay out of the 10e: open up more, we're · 1 Of: .being more patient 
or solutions middte; don't cover in this together, cliff with the girls & time 
· developed from the up that makes it than my individual out from each other: 
counseling? worse, counseling-together I've learned more 

commnunicate in it than the girls. 

Q11 : If, you have new 11d: from the counseling; 11 e: from my other 11 f: from all of us talking 
ideas about the guidaooe from counselor; don't it out as a whole, it;s 
problem, where did people with a little know, we could not just me, it is all 
they come from? more experience. have talked and of us-all 

counseled ourselves together-discussing 
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STR~TEGIC TEAM CLIENTS' QUALITATIVE 

INTERVIEW DATABASE 
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Qualitative Questions STFamily#1 ST FamUy#2 ST Family#3 

Q#1 : What are your 1a: pleased, brings up 1b: like it, been in 1 c: going to help, 
thoughts about the issues that wouldn't therapy before, it's needed to talk with 
counseling you are be brought up; something I need someone other than 
receMng? learning things about wife to listen & give 

what my beh. is like input; pleased 

Q#2: If, you had previous 2a:betterexperience 2b: before it was 1-on-1, 2c: in prior therapy 
counseling.how than had in previous boys need this for didn't benefit from 
does this counseling counseling awhile, don't wony the marital therapy 
compare to it? about team but did benefit from 

watching now individual therapy. 

0#3:Howoptimisticare 3a: very optimistic: but 3b: fairly optimistic but 3c: pretty optimistic, 
you now that the was optimistic to past experience is more so than when I 
problem will be slart with; optimistic that it ge1s worse fist came in, I'm not 
resolved? about the before getting better, sure that the therapy 

counseling. caused it. 

Q#4: What is positive and 4a: positive-think & 4b: it's kind of a 4c: counselor has talked 
negative about this examine self, like gathering for the to others in same 
counseling tasks to do outside, I family, shows boys shape we're in so 
experience? consider her feelings something is feel confident about 

more now. important help 

Q#5: What are your 5a: like him, thought I'd 5b: like them, seem 5c: like her, has warmth 
perceptions of the sit here & not say a interested.happy & true feelings; 
counselor? dam thing but brings here. compassionate. had 

out some things feeling for my story 

Qtl6: How do you think 6a: sees us as boring, 6b: first felt they didn't 6c: see I'm making an 
the counselor views others have worse feel we were ready effort, see that I'm 
you in your efforts to probs; sees me as a for therapy-with the going at it the right 
solve your problem? person he's trying to boys being quiet but way,saysl'm 

help in any way still useful for them. courageous 

Q#7: What are your 
7a: nervous but get 7b: fike idea-kind of 7c: with more people 

more feedback; they different-liked having get more insight & 
thoughts about stay in line-all agree more than one advice; 1st felt 
having a team in but bring out person helping out strange not seeing 
your counseling? different options team but it helps 

Q#S: How do you think Ba: about the same as Bb: not sure how team Be: usually not aware of 
the team sees you in the male counselor sees us-hope they team but they think 
your efforts to does-boring; just as see us positive& I'm making an effort. 
resolve the problem, a person ready to work. 

Q#9:Hasyouviewofthe 9a: I would say yes; yes 9b: some changes but 9c:a little.stronger 
problem changed not sure what they belief I have to put 
during this are, problem isn't this behind me, 
counseling? solved yet but verbalize feelings 

somewhat hopeful. more. 

Q#1 O: Have any new ideas 10a: yes, on verge of 1 Ob: prob stiU there but 1 Oc: stop the argument 
or solutions happening; I'm more optimistic, fight there, female 
developed from the changing some of unsure if any new counselor said I 
counseling? my techniques in ideas have don't have to be 

communicating with developed selfish or selfless. 
him 

Q#11: If, you have new 
11 a: weren't given the 11 b: learning something, 11 c: just months of trial & 

ideas but given getting feedback, error, son saw us 
ideas about the opportunities, unsure of whether fight got upset-we 
problem, where did thinking was any new ideas are decided to do things 
they come from? promoted. coming from them cfrfferently 
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Qualitative Questions ST Family#4 STFamily#5 

Q 1 : What are your 1 d: there's hope, 1e: fike it, all in here 
thoughts about the therapist can be together, we are all 
counseling you are more subjective with communicating 
receiving? team, not 

intimidated; pleased 

02: If, you had previous 2d: this is far superior; 2e: haven't had it 
counseling, how doe like opp. sex before, tried to get 
this counseling co-therapy get male in put couldn't 
compare to it? and female point of 

view 

Q3: How optimistic are 3d: feel better than 3e: prob will be reduced 
you now that 1he when 1st came in, a lot, it helps coming 
problem will be optimistic, more here and talking 
resolved? relaxed, both more about everything 

open 

Q4: What is positive and 4d: only neg. is 4e: everything is 
negative about this paperwork, don't do positive, counselor 
counseling homework, overall listens & team watch 
experience? positive & give input-I like 

that 

Q5: What are your 5d: cliff. 1han in 5e: 6ke him, not only 
perceptions of the past-relate well to talks to me but to 
counselor? both counselors; no the boys, I like that 

judgement from 
counselors or team 

06: How do you think 6d: both are pleased Se: as trying to cope, 
the counselor views with our efforts; keep my head 
you in your efforts to we're coming along , above water, tells 
solve your problem? they see pos. easier boys they're 

than us trying-doing little bett 

07: What are your 7d: good approach, 7e: better than 1-on-1, 
thoughts about more people more input, different 
having a team in involved & more people have diff. 
your counseling? viewpoints thoughts, can get 

together for a solutic 

Q8: How do you think 8d: think team Se: see me as really 
the team sees you in appreciates their trying 
your efforts to effort to change 
resolve the problem'? 

09: Has your view of the 9d: more hope, know 9e: boys see it 
problem changed each others cfrfferentty-it has 
during this backgrounds . changed-one son 
counseling? well-need help in didn't hardly do any 

how to deal with thes work at school-impro 

010: Have any new ideas 10d: we are both 1 Oe: they tell me to do 
or solutions coming-shows we something for 
developed from the want to resolve it myself-it's hard , feel 
counseling? selfish when I do 

things for me 

Q11: If, you have new 11 d: from the therapists; 11 e: some from male 
ideas about the they caused us to counselor & the 
problem, where did think about some team, a lot came 
they come from? things they from Jesus Christ-I 

suggested to us pray a lot 



Appendix L 

THERAPISTS'/TEAM MEMBERS' QUALITATIVE 

INTERVIEW DATABASE 
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Qualitative Questions Team Member 1 Team Member 2 Team Member 3 Team Member 4 

Q1: Ne Rellecting 1 : Families appreciate 1 a: Very useful; 1b: It re-enforces what 1c: A lot of use in them; 
teams useful? all the feedback; ditlerent people they have learned give people 

useful as a training notice cflfferent & sheds tight on information in a 
IDDl-pnldice skills things; larnilies can things that they did team that you can't 
in asking tentative relate 1D what was not see ar hear in give in1 on 1 
questions. said-by the team. the session. lhllrapy. 

02: How does the team 2: Nondirec:live vr.ry of 2a: Building of 2b: Dynamics cliffefent 2c: ObseJve the 
work? working with cohesiveness& within the laam therapy then team 

families-they are c:onfidenc:e of team depending on discusses it 1D give 
the expert on their was gradual; useful who's there-we clients '9edback 
p,oblem not the in giving clients a build on each about what-
therapist. variety of ideas. dhe<'sideas. think. 

3c: Wouldn't worlt if 
03: When doesn't the 3: Seen clients refuse 3a: Few times team 3b: When session client was so 

teamwork? the team due 1D • had only 1 seems at SlandstiH, paranoid they 
of therapists, member, felt I think back lhera d couldn't manage 
CM!IWhelms them, isolab!cl & alone ideas ID move the team c:ontex!. 
paranoid persons without other team clients but not sure 
don't do wall. members. if they hear ideas. 

04: Whal lcind of lhings -4: Obsetve each 4a: ObseM! belier, 4b: Learn clhet's 4c: Useful lo get 
do you learn from o1her's therapy learned wa1ching perspactives & different feedback 
the team? style, focus on therapists interact nolice that I didn't & allamatiYe ways 

18am process & with clients & see think the same d seeing people's 
pay more~ what is picked by w,ry, it changes my prablams-clients 
tDrMmphors. the clients. whole view. are more in control. 

05: Whatwauld you 5: I don't have a lotto Sa: Mon, consis1ency Sb: Allow more time for Sc: Woukln'I change 
change about how say 1D change it. I in membership; the family 1P anything-il's very 
the team works? fike the way it has continue process what the powerful 1D me & 

been done. consullation for the team has said-lcind looked that w,ry 1D 
1811m 1D build trust dadouble clients from my 
&cobesian. rellection. view. 

06: What retalionship 6: Nobody is 'MXicing 6a: respect each clher, Sb: Sort of a uniled Sc: Be supportive d 
do, you expect will against each olher; have warmth & laaminthe one anolher & if 
exist between you hearing our ideas friendly feelings therapeutic process disagree with a 
&yourleam? helps us jell with each other, a dfinding clues, 18ammember 

tDgelher & be feeling of wor1ting exceptions & expand on idea & 
harmonious. YMll1Dgelher. unique Olllcomes. not argue. 

07:Doesit..- 7: Only ma11er.1 at 7a: Team was more 7b:ltdoes-1D 7c: Hetprul ID have a 
whether your taam limes ID clients, 6ke female, beller if some clienls, mix. 
is predominanlly a couple seeing a eqully dislribuled, difficulties 
male or female? female therapist 1he men did notice identifying with a 

with a an female cflfferant things but team that is all of 
IBam. not a big issue. the opposite sex. 

QB: What does it mean 8: Just new insight, Ba: sometimes !here 8b: trs a dillarenc:e of Be: .._ diflerenl ways 
when18am - each pick up on was different opinion, of looking at 
members what clients say viewpoints but was disagreeing is good things& different 
disagree? ditrmently due our accepted wet1 by sometimes, tt ways of 

own individual eve,ybody-tt was makes you think & communicating 
experiences. healthy. lly differently. with clients. 

Q(: How can the 18am 9: Sometimes lh8e 9a: Clients who are 9b: When nl>t much is 9c: Strang 
be disruptive? may n!)t be enough elClremely sensitive going on in disagrNll'Nll1ls or 

lime ID have a & vulnerable (i.e. session, - loose emphasizing 
reftection.it may suicidal client) may -..tion & don't client's weakness 
feel disruptive 1D seelll8mas lis1en as hard, need would by 
1he therapy pmc:ess intimidating. 1D lislen all the time. disnlplive. 

010: What is your 10: Family appn,ciative 1 Oa: my first therapy 10b: PositMM1plifting ID 10c: Gave large amount 
experience as a that they are going experience with be part of process of faedback & 
team member of an 1D get I\IC)le families; useful ID & have input-your suggest things I 
obseMng 18am? information lhan be part of a 1eam; ideas could make a wauld not think 

just therapist can could pick up difference in what appropriate in 
p,o,,ide. theoretical conc:epts cits. think. individual therapy. 

011: Is there a dillerenoe 11: Mora on the spot 11a: Big dilference, less 11 b: Strategic 18am 11c: Prefer RT ..rs more 
in your experience with reftecling pressure 1D come seems 1D fan:e elleclive; ST gives 
on the team when a 18am, have 1D come with ideas in insllllad d moving therapist more 
reflecting team or a up with ideas; get rellecling 18am, at a pace.intrusive, controklon't share 
strategic team is 1D visit more with more with strategic like reflecting team all 18am says; RT 
used? strategic learn. team to get 1 idea. beller. gives clients choice 
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Qualila1ive Questions Team Member 1 Team Member 2 Team Member 3 
Team Member 4 

Q12: What is your 12: Other eyes & ears 12a: Due lo student 12b: Offlic:ult to answer 12c: Being ,-1 
IIXplllience as a wmlcing with me: in stallls felt p,assure when I was wondered like lhe 
lhe,apist with a ST caH in can be as therapist with therapist, ells. ells. What team 
team? Is it di1len!nt disrupliw; RT team observing but requested team thought of the job I 
with a RT vs. a ST mare supportive. pnwicled useful leaw. was doing. 
laam? leedbac:k. 

13:Theyare 13a: On RT. once they 13b: Differs with each 13c:RTolhn 
Q13: Do you lllink complimeutaly ol saw how supportive family, if family las a11Bmatives. ST 

families experience RT-saying they it was they liked the been lhelllpy maybe 
any~ lhink about it when llllll!ntional-;in berate 8iltler model discom(a,ting ID 
when a sll'all!gic they go home; few ST hanler to s. is okay-if MW ST ells. wondering 
vs. a rallecling -on ST. the helpfulness. may feel abnlpt. what laam is saying 
lillllnisused? 

Q14: Is there any 14: More opportunity lo 14a: Easier in RT lo say 14b: More 11111mwor1c in 14c: I don'l 1hink so-my 
clillenlnce in how be heard on RT, all ideas & bwld on RT-mon, al a flow; ideas-. 
your ideas are COlllribule in ST but them; ST _felt in ST eveiyone has acceplaCI in bolh 
lislenec:l lo when a ii gets reduced to a not heard but questions to ask, -· STvs.aRTis phone caB; RT you lislening in tight hard ID decide 
used? Sl\t ideas OUlrighl rmmlimilladit. which ID caH in: 

Q15: Do you experience 15: More lllamwork in 15a: Not competitive in 15b: Cooperative in RT; 15c: Competitive in ST; 
any dlllarence in ST 4llcing togalher eilhar; even ST ccmpalitive in ST RT was prally open 
the to get consensus: with coming up giwln lime factor, If ,everyone had 
cooperativelll!SS in RT in being quiet, a with a unified idea not farceful you'll oppo'1Unity-no 
aRTvs.aST? laam member may nobody pushed me-else's naedtobe 

say yaur idea 1st. their awn views. ideas. compelitive.. 

Q16: Do you experience 16: Really don't see a 16a: No dil!erence. 16b: Questions rd as1c 16c:Sawmore 
any cliffarence in diffarence even are cliffanmt..in ST nagatives in ST & 
what you focus on lhoughmy more looking at worked harder on 
as a member of a respoma is going what happened that the posiliYes in RT. 
slnllBgic vs. a to be different.I take "*"8111; in RT 
rellecting lllam? same kind ol nolas. men going back av 

Q17: Do you haw a 17: Prefer RT- I try 1D 17a: Uke RT beller; ells. 17b: Feel biased, p,eler 17c: Prefer RT-gn,es ell 
pnnrenca to me a - it from clients have more options, the RT but more inlonnalion in 
rellecling or a view, RT more they fikecl it too probably just not nonlhraal8ning 
slralagic team helpful; see ST as avenifitseemed enough experience manner; ST does 

model? more cliradive & initially inlimidaling. with the ST. notgiw as much 
aulhoritative. inlaanalion. 

Q18: Do you experience 18: Easier 1D see 18a: RT provides more 18b:FocuslllOlllonRT, 18c: In RT expmienced 
any clill'arence in sllenglhs in RT but emphasis on family knowing the family IIIOIII positive 
how you focus on mare pressure ID slrenglhs. will be viewing it, approacl, loobd 
solutions& say positives; ST dillenmt than if an -for lllnlnglhs 
slrenglhs in a RT focuses on anonymoUS wic:e & less for whafs 
vs. a ST model? solulions-dinlctive. calls in. the. prablem. 

Q19: Any cliffarence in 19: More coopendiw in 19a: No dil!erence. 19b: Small degree al 19c: Ball! are highly 
the. ST clue to sharing diffe.a-.nore coopanllive. 
c:ooperativaiess in ideas ID get Iii coopenme in RT 
members when a consensus: RT just became of 
ST vs. RT is used? don't share prior 1D how it works. 

relleclion. 

Q20: Any diffenlnc:e in 20: Easier in ST since 20a: I don'l lhink so. 20b: I 1hink it would be 20c: Easier in RT- team 
your ability ID you're not worried fairly equal. waukl 1eD 1henlpist 
allllnd & focus in a about going in to what they-
rallecling vs .• rellect in fRlnt of thinking about; ST 
slrlllagic tmm? clienls; ,..__ -,Y IIIOIII what 

mare wilh RT. -wiDsay. 

Q21: Any diffenlllce in 21: More behind the 21 a: More pressure in 21b: Less presure in ST, 21c: More pressure in 
1he pressure you SC61eS in ST: more ST-like a quota 1D -wiUhave ST ID be in conllOI 
feel lo come up on the spot in RT to come up with 2 an idea; in RT I of1he diraction; in 
with ideas for come up wilh ideas suggestions; in RT haw lo go in flont RT know ells. wiU 
families in a RT vs. ; therapist has ID do Olher's ideas gave of cfiants..more gel 11111111 expasure 
a ST? more wwtc in ST? me ideas? pressure. & haw own agenda 

Q22: Any diffenlllce in 22: Don't see dislance 22a: ST more dislant, 22b: ST-ideas from team 22c: Don't have a 

1he dieran:hical in RT -cits. are don't gat 1D see you go 1hru lheraJ)ist so feeling,for 1his so 

dislance '*-1 comfortable seeing inlerac:t with family; ells. may notice no difference but 
the family & the & hearing lll!llm; in closer when can team less than in felt ST was more 
team in a RT vs. a ST family doesn't see&hear RT.so more crilical in my view. 
ST? lcnowthe 11111111. comments in RT. hienuchical in RT. 
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Quali1ative Questions Team Member 1 T earn Member 2 Team Member 3 Team Member 4 

023: Any difference in 23: RT have to prepare 23a: No difference in 23b: More active in RT; 23c: No 
how active an to talk. so pay more how active an in l)T when team is differene&-worked 
observer you are -ntion but on the observer I am in smaller more of hard on both 
when a reflecting spot; easier to be either model. what I think is teams. 
vs. a strategic team attentive in ST-no heard than if team 
is used? pressure to talk. is larger in size. 

024: When you have 24: Amays felt support 24a: Not asked this 24b: Not asked this 24c: May have some 
been the therapist in RT-less question. question. feelings on that but 
has there been any experience in ST the team was 
difference in the but feel therapist supportive in both 
support you felt in a more out there by models. 
-RTvs:-a ST model, se~in ST. 

025: Any difference in 25: More connection 25a: Fett more involved 25b: Not asked this 25c: I felt the same 
the connection or with ells. in RT with the RT clients. question. connection with 
alliance that you sitting with them either model. 
had with clients as during reflection; in 
the therapist with a ST have to leave 
RT vs. a ST model! ells. to talk with tear 

026: Any difference in 26: RT suggests ells. 26a: Feel not enough 2Gb: Not asked this 26c: Cits. get more from 
your perception of are the experts information to question. RT & able to pick 
how the family about their answer. up their own 
focuses -on own problem; in ST solutions& 
ideas & solutions in ideas come from alternatives better 
a RT vs. a ST? therapist & team. that way. 

027: Any difference in 27: Feel ells. are more 27a: More comfort with 27b: Not asked this 27c: Yes & no; cits. may 
your perceptions of comfortable in RT; the RT. question. have some 
clients comfort level haven't heard them discomfort in both; 
with a-reflecting complain about ST felt ST made cits. 
team vs. a strategic but see differences more 
team model? in gestures. uncomfortable. 

028: With the reflecting 28: RT, ells. hear so 28a: Difficult to say due 28b: It would depend on 28c: RT much more 
team vs. a strategic much-so many to few families seen the family and the beneficial to ells .• 
team.any different voices, overtime by problem. gave them many 
difference in their say they'll take it team-can1 make a viewpoints & could 
effectiveness & home to think; in comparison. pick their own 
usefulness? ST don1 hear that. solutions. 
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Qualitative Questions Team Member 5 Team Member 6 Team Member 7 Team Member 8 

01: Are Reflecting 1 : From my experience, 1 a: Real useful tool in 1 b: Very useful-get a 1 c: I believe reflecting 

teams useful? I would say yes; families because it variety of ideas; the teams are useful. 
reflecting teams helped them hear a reflection lets one 
seem useful. lot of ideas from a member build on 

lot of therapists. another's ideas, get 
synergy. 

02: How does the team 2: Observe session, 2a: Watch family then 2b: Recruiting an 2c: Team listens to 

work? then team switches family watches audience for cits. session then 
places & reflects team brainstorm where they hear switches places & 
upon what we about perceptions about impovements reflects on their 
heard, then family of what's going on, & strengths from a thoughts, insights 
reflects on ideas. lots of opinions. new pernpective. then cits. discuss it 

03: When doesn1 the 3: May not be as 3a: Clients with 3b: May not worl< with 3c: At times, when cits. 
team work? effective if team personal issues like cits. witln,xtreme are reatty sensitive 

membership sex abuse & severe anxiety or suicidal to being observed 
flucuates better for depression may ideation-not due to certain 
team to be stable in have difficulty with comfortable with issues or if they are 
membership. a team observing. observers. somewhat paranoid 

04: What kind of things 4: How cits. interpret 4a: Learn many ways 4b: Learned different 4c: We see things 
do you learn form what you say, if you people approach ways of thinking, differentty, 
the team? say something that problems, so different ways of reflection brings out 

is taken differentty. therapists get a lot conceptualizing differences& 
learn to express of experience problems& similarities. process 
seff clearer. observing others. interventions. helps therapist. 

05: What would you 5: Have a team set up 5a: I can1 think of 5b: Streamline the Sc: Contracting with 
change about how for a particular anylhing; it is a switching process; families to show up; 
the team worl<s? family, so they pretty effective tool. RT invites us to be frustrating when 

would have the energetic& ready to do it & 
whoie background. creative but may family doesn1 

overwhelm clients. show. 

06: What relationship 6: Listening together, Sa: Begin to be able to Sb: Creates a bond; Sc: Camaraderie role 
do you expect will a camaraderie read each other's difficult 1st as a together with same 
exist between you develops on team comments & body therapist-felt on goal lo assist 
and your team? on a personal level, language, stage; once I clients; everyone 

easier to then anticipate the learned other's seems to enjoy 
reflect-have trust. direction. styles had a bond. doing it. 

07: Does it matter 7: Don't see it as a 7a: May matter for cits. 7b: We think differently 7c: Better to have 
whether your team problem unless the but not for team, by gender-a gender mix to get 
is predominately family sees it as a cits. with an issue mixture would be different viewpoints 
male or female? problem. like sex abuse, effective: males , doesn't matter 

harrassment or may be uneasy how many but just 
other gender issues with female team. a mix. 

08: What does it mean 8: It is enlightening; Ba: Means they don't 8b: We're looking thru Be: That we see things 
to you when team other points of view have the same a different lens; no differently & can 
members make the team ideas; can be one way to see show cits. it's okay 
disagree? worl<-it is a positive productive if people things-multiple to disagree & see 

thing. don't take it realities; can learn things differently, 

personally from difference. role modeling. 

09: How can the team 9: When not taking it 9a: ff they try to be too 9b: With conflict on 9c: By offending cits., 
be disruptive? seriously-gets too directive or team & transparent, there are sacared 

playful or doesn't controlling or if they or getting areas that you go 
want to be there did take things disparaging with gently with such as 
then it's disruptive personally & get remarl<s to cits., or religion or sensitive 
& not therapeutic. into arguments. overload of ideas. areas-sex abuse. 

010: What is your 10: Beneficial, more 1 Oa: Good learning 1 Ob: Real learning 10c: Give different 
experience helpful if there process. scary at experience for new viewpoints-your 
participating as a longer, listening to 1st because I therapist to watch observing but still 
member of an other viewpoints wasn't able to really others; exciting, involved; pick up 
observing team? helps me to see learn the process see ideas used & on things therapist 

other views. well enough. not used. can1see. 

011: Is there a difference 11: ST easier to not 11a: RT less of a 11b: RT-we keep ideas 11c: Took time to get 
in your experience pay as close mystery to cits. to ourselves, in interventions in ST 

on the team when a attention-look to than ST-grew to ST -had discourse & didn't always 
reflecting team or a others to come up see strengths in ST & called in-liked agree-difficult to 

strategic team is with ideas; RT pay get to prepare this. but as a find spotto call in; 
used? more attention. ideas & call in. therapist liked RT. RT easier process. 
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Qualitative Questions Ti!amMemberS T earn Member 6 T earn Member 7 Team Member 8 

012: What is your 12: Not asked that 12a: Intimidating having 12b: Can miss some 12c: Nervous at 1st but 
experience as a question. observers, want to cues as therapist got easier; in ST 
therapist with a say right thing at with team-in ST the quick feedback--0n 
team?lsit right time. shouldn1 call in can be edge awaiting call: 
different with a matter which disruptive-at times RT more in control. 
RT vs. a ST? model. meaning is missed. focused. 

013: Do you think 13: If I was a family 13a: If; my family want to 13b: Cits. react positive 13c: RT get to see team 
families member I would know who's on to both models but not faceless people 
experience any prefer the RT team but in ST not see validation cits. behind mirror-less 
difference when a because it's kind of seeing team gives get hearing view threatening than 
ST vs. a RT is even-get to see & them a little magic. understood in ST-in ST J<indof 
used? hear each ·other. reflection. wait for the call in. 

014: Is there any 14: Ideas listened to 14a: Thought of more 14b: In ST a leader 14c: Sometimes ST 
difference in how differently on ST, ideas in RT to have emerges & ideas limited in ideas so 
your ideas are work together to get something to say; filter through the task came from 
listened to when a one answer; in RT in ST when calling leader; in RT your therapist; in RT 
ST vs. a RT is all of-us verbalized in ideas felt done kind of in charge of cits. heard directly 
used? own ideas. for awhile. your own voice. what team saw. 

015: Do you experience 15: In RT, team pays 15a: No, but I was real 15b: Both are 15c: Both cooperative, 
any difference in attention due to fortunate to have a cooperative. ST ST discuss more 
the having to reflect; in good group of little more behind mirror; in 
cooperativeness in ST don1 think it's people on the team. competitive: RT RT more 
aRTvs.aST? competitive-want to more free flowing. discussion during 

work together. reflection. 

016: Do you experience 16: ST listen to get 16a: Subtle differences; 16b: More free to 16c: RT look more for 
any difference in intervention-so try to brainstorm in converse in ST, general patterns: in 
what you focus on different cues than RTas opposed to what others noticed ST focus more on 
as a member of a in RT listen to coming up with influenced what I specifics due to 
ST vs.a RT? everything due to specific directive in focused on. being able to talk 

reflection. ST. with team 

017: Do you have a 17: Prefer the RT since 17a: Prefer RT-real 17b: Pros & cons to both 17 c: Prefer RT-more fair 
preference to use a my experience with productive model, models; but prefer for family to 
reflecting team vs. the ST is limited. more uses to the RT, it seems more see/hear team 
a strategic team therapist but with human & more of a ideas; in ST some 
model? cits. with small kids contact with difficulty deciding 

ST may be better. different people. who will call in idea 

018: Do you experience 18: Easier in RT due to 18a: Not particularly. 18b: In ST-team talking 18c: ST can talk more & 
any difference in doing reflection; ST can lead to disagree-discuss 
how you focus on looking more for negative focus; in what you see better 
solutions& some place we RT easier to see :RT do it when 
strengths in RT vs. could put an solutions-some reflecting-benefits 
ST? intervention. differences. family more. 

019: Any difference in 19: I didn1 see any 19a: Little difference. at 19b: ST has more 19c: Cooperate in both 
the difference. times, in ST some competition& differently-in ST do 
cooperativeness in would back off & cooperation-no cit. so whole time to 
members when a leave ideas up to audience: RT come up with ideas 
RT vs. a ST is those more cooperative but ;RTdo it reflecting, 
used? interested less freedom. benefits cits. more. 

020: Any difference in 20: Easier in RT; in ST 20a: Attended more in 20b: Initially, didn't trust 20c: ST don't worry 
your ability to easier to lose RT-thinking of my formulations in about missing a lot 
attend & focus in a attention & focus multiple things to RT; in ST critical due to other 
reflecting vs. a after team came up say; in ST focused comments made members; RT not 
strategic team? with the more on when to solution focus as focused others 

intervention. help therapist. difficult. back you up. 

021: Any difference in 21: Less pressure on 21a: ST more pressure 21b: More pressure in 
the pressure you RT -others have due to intervention; RT-you & cits. no 21c: Early on, harder in 

feel to come up ideas; in ST if don1 thought more separation: liked ST trying to get 

with ideas for come up with idea broadly in RT -cit. ST due to free flow consensus; RT if 

families in RT vs. a it doesn1 work as a focus in RT & in ST of ideas without youdidn't have 

ST? group. a therapist focus. being observed. idea could support 
someone else's. 

022: Any difference in 22: ST-in not seeing 22a: Didn't pick up on 22b: ST more 22c: ST may make cits. 
1he hierarchical team may see team any differences hierarchical-team feel humble with 
distance between more as authority between models not being seen; RT faceless voice on 
the family & the figure than in RT, see team is human phone; in RT 
team in a RT vs. where see normal & more than one seeing team has 
ST? people talking. way to see things. cits. on equal level. 
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Qualitative Questions Team Member 5 Team Member 6 Team Member 7 Team Member8 

023: Any difference in 231: ST -easier don1 23a: More active in the 23b: After initial period, 23c: Varies-depends on 
how active an have to be seen by reflecting team equally active in people involved: 
observer you are family-less on spot; model. both models-early more watchful in 
when a reflecting RT more on more active in RT-see patterns 
vs. a strategic team attentive-talk in ST because rt was coming; ST less 
is used? front of family. safer. alert due to team. 

024: When you have 24: I don1 know. 24a: Maybe little more 24b: More support with 24c: Both have some 
been the therapist threat in ST due to RT-more dialogue judgement being 
has there been any team calling in with team & use observed-ST 
difference in the ideas. to team ideas more waiting for call in; 
support you felt in a therapist-may feel freely-ST call in felt RT -some support 
RT vs. a ST model? not going right way. disruptive. have backup. 

025: Any difference in 25: RT -more alliance 25a: I don1 think so. 25b: More of an alliance 25c: RT-more 
the connection or as therapist with in RT-taking the bond-therapist with 
alliance that you clts.-srt with them mystery out of cits. during 
had with clients as during reflection; rt-reenforces reflection-bond with 
a therapist with a ST more linked to humanness of team team too-comments 
RT vs. a ST model? authority of team. members & cits. can go to therapist. 

026: Any difference in 26: Didn't see a 26a: RT gives cits. more 26b: More opportunrty to 26c: More open in RT & 
your perception of difference; not sure options to foster cits. own cits. can focus 
how family focuses families make that think-occurs after abilities when have more-hearing 
on own ideas in RT distinction. 1he refleetion-don1 more human to team's comments; 
vs. ST? see differences human contact in ST ideas filter thru 

before this time. RT. therapist. 

027: Any difference in 27: Feel family is more 27a: I think there would 27b: In ST cits. may 27c: RT-more 
your perceptions of comfortable during bea little more forget team until camaraderie seeing 
clients comfort level the reflecting comfort with the call in; RT being & hearing team's 
with a reflecting process than in the reflecting team. able to see team ideas; ST still that 
team vs. a strategic strategic process. increases cits. distant voice calling 
team model? comfort level. in•less connnection 

028: Wrth the reflecting 28: RT more useful 28a: First, I thought RT 28b: Easier for 
team vs. a strategic process for the was much stronger communication to 28c: Both positive & 

team.any team due to paying but did begin to see break down or be negative-ST more 

difference in their more attention; less times1he ST was misconstrued in immediate& 

effectiveness & attentive in ST after very effective. ST. interruptive; RT get 

usefulness? intervention given. more detail but not 
immediately. 
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Qualilalille Questions Team Member 9 Team Member 10 Team Member 11 Team Member 12 

Q1: Are Relleding 1: uesful, nat a 1 a: Yes, tellecling 1b: Usafulwilh 1 c: Useful..beheve RT 
Team Useful? mysterious team, lllamSmeuselul. c:cllaboration: rm a mast usueful wilh 

they saw us & - visual families with less 
became 18111 ID parsa1,.,'lelped me pathology; wilh 
lhem-gaYe ideas that sane ideas on more palholagy 
empowered cits. RTwmevisual. nmd ID be diractive 

Q2: How does 1he 1eam 2: Liked lhe taam as 2a: The team is 2b: Team listens then 2c: Team listens & 
work? far as process& allec:tive & I fall it cits. & therapist formulalles own 

the Cllher clinicians was useful ID be a listen ID taam & ideas& 
&lilrl8dlhe pattdlhat cits. get last word; pen:eplions 
empowering of lhe rellecliw taam. ells. haw "alMlah" individually then 

dienls. mcperiance. rllllect ID ells. 

Q3: When doesn't the 3: I a 11111111 member 3a: May haw 1"'uble in 3b:lcllwas 3c: Team works less 
taamwork'? .-,apolized lhe abuseisslMS trmmdiz8d by past well ii members 

rellec:lion or maybe whent wrxnan is lherapy, 1st lime aren't familar wilh 
with -1ain ell hesilantlD 11111-may ells. that are w,y process, better 1he 
prablams such as be more clillicult for anxious or ells. with more UJ)8rience 

menial nllanlalion. her with a taam. low cognitive ability. the l8am has. 

Q4: What kind af1hings 4: ._ important 4a: Learn there are 4b: Many ways"' 4c: That "grouplhink" 
do you leam from ~is&bowlD many facets ID viewing problem,in occurs wlWI 11111111 
thetaam? change it around; obsetving individual 1herapy tallcs 

hawlDma-& cb.-an't see it all, can'tfocus on IDgelher-raach joint 
rnalival8 people ID enlighlaning ID see eveiylhing lhe taam consensus-RT get 
action. what alher's see. -- dMlrgent views. 

QS: What would you 5: Have a large Sa:~lylikad Sb: Might combine the Sc:Keeplhe 
change about how lhelBpy.-iso ~change ability ID pl-. in implameld:alion af 
the 11111111 works? lieam~bein il,somelimas inllnenlions wilh ii-would lnlining 

.-nduring wanled to check lhe team lllllec:lion . course in it prior ID 
session & actually out~ doing it i,y nae 
be part af systam. prior ID nsllec:lion. expeiilllicecl in it. 

Q6: What lelalionship 6: Experiencawas Sa: Relationship wilh Sb: Very suppclll8d by 6c: Mulually ._y 
do you mcpac:t wiD suppartiw. & no 11111m SPUWS just am:itwasa suppoi1ivMallm If 
exist i.aw-i you ~. ba!lecl on what is partnership will! had mare tima 
& your lieam? blending "'1aam said in l'llllaclions; equal pairs af eyes IDgelher; people 

member & therapist ·openec1up and ams. supportive "' 
good far me. possibilities. dNargent opinions. 

Q7; Does it rnallar 7: Same gender team 7a: If you are dealing 7b: II does maller 7c: Best ID haw a mix; 
whether your taam shouldn't nmllllr with a fmnily, I think depending on issue cfdlinnt viewpoinls 
is pradominalally but we think ii helps ID haw a ~ by gender-with -
male or female? dillerenlly so a J111111Yequalmix. balance "'genders abuse belier ID 

blend wauld be lhe & cullwes would be have females on 
ideal silualion. goad. lhetaam. 

Q8: What does it mean 8: Ifs going ID Ba: Then! are just more 8b: It's great since cits. 8c: Sign "'heallh & 
wlWl11111m occur-in rallec:lion possibilities. disllgnle & as mlnflxt in 11111111; 
mambels ells.can see lharapist offer it IDletalla clivagent 
disagrae? ~ back ID c:lls. 1hlll opinions; 

-lheraare lhere is more than cfll8greemenls 
sevlllal ways ID go. one solution. always paaceful. 

Q9: .-can 1hetaam 9: Making commenls 9a: II team focuses on 9b: Focusing on the 9c: Team member had 
be disruptive? damaginJl ID family selves not ells.; 

clock - thenlpisl peisanal diffanlnce 
especially ii taam triggers response wlWI I lcMw I had with the lharapist or 
agraeswilh 1D peisonal issues ID gel a rallectin in, iftaam didn'tfael 
c:ornmenl5-givi it instBad of foeusing sometimes want ID -IDotrar 
mare '8ig!lt. on family. keep going instead. clivelgent views. 

Q10: What is your 10: Enjoyed iMatof 10a:Very 10b: Feltril:hlDWOlk 10c: Leaming 
mcperience as a posiliYe SlnlDs or energizing-you withmhersof aperienmlD 
taam ll*llber of an values associlllllcl -lcMwwhat diffarant observe as well as 
obsenring 11111111? withllllllll;-ID would be spawned backgrounds; eodo~ 

continue doing this by inlaraclion, leamad somalhing you up see what 
type ol1harapy. fflCM!d 1D obsenle. each lime. can't see in session 

Q11: Is there a diffanmce 11: Liked RT belier, 11a: More anxiety in ST, 11b: ST more dinlc:t in 11c: Les pn,ssure In 
in your mcparience .-ycne had equal mare lime pressure inll!rrupling c:11:s. RT ID come up wllh 
on lhe team when a bllting & got chance ,didn't like calling in pallems & giving idea that would 
rallecling vs. a slrall ID share-ST use as aulholity-(elt somelhing r-. RT work.genller 

only some ideas; unfair ID c:11:s. not ID sublle ells. pick & pr11C18S$-ST busy 
useful ID hmr all. see team. choose what ID use. !lying ID fit Idea in. 
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Qualitative Questions Team Member 9 Team Member 10 Team Member 11 Team Member 12 

012: What is your 12: Team picked up on 12a: Uneasy at first but 121>: More rigid wilh team 12c: RT -more 
experience as a -I didn't see; they could see lolk,wing a comfor1able.<>b 
therapist wilh a not sure if I things I couldn't mode-so e wilh cits. & get 
team? Is it different remember a 5eMlfter gelling withoutleam: nata information at same 

wilh a RT vs. a ST? dillen!nce between used ID team dinldive therapist, time; in ST 

models. helpful ID have RT. uncamfonalbe in ST. pressure ID call in. 

013: Do you think 13: RT-less 13a: Tnne for closure in 13b: Clls. commented 13c: My cpinion !hat 
families experience ~c,tthe RT-ill ST you call more in RT & ~king cits. enio)led RT 

any diffefence when expert-same ideas in-interrupts & not RT; ST seemed more due ID 
a ST vs. a RT is aligned with cits. sure cits. are ready less personal ID moving !Tom ones 
used? ideas-in ST laam for inlemlption. cits. & talked less obsefWd ID ones 

seen as experts. about ST. observing the team. 

014: Is there any 14: Don't think any 14a: ST -have ID reach 14b: ST-it seemed more 14c: Not more or less 
dillarance in i-- cliftara,-.jf you consensus-same dinldive ideas valued-in ST if 
your ideas are had a good pressure ID make lislened 1o & used; called in own ideas 
listened to when a camment it was inteNention: RT felt more listened ID team would use 
STvs.aRTis valued n,gardless each response in RT~ don't lllnd to them-RT-ideas 

used? of which model. validaled. be real direclive. there for the laking. 

015: Do you experience 15: No ditlerence in 15a: More competition in 15b: ST-team more 1 Sc: ST-more 
any difference in compwti.veness; ST the ST because aggressive in ideas competilion ID have 

the same anxious ID call you had to screen since ctts. wouldn't idea heard: RT 
cooperativet ,ess in in their idea; RT out certain ideas. all ideas-more ew,ything you say 
aRTvs.aST7 some pn,ssure ID suggestions-mor is heard-less 

speak in l1!lledion brainslonning. campelition. 

016: Do you experience 16: No I didn't if I 16a: Didn't notice !hat 16b: No 1 don't think I 16c: RT-less 

any difference in thought something much cfdlerence in made a dislindion pressun,-less 
what you focus on was impor1ant, I focus; felt pressure ~lhal censorship-more 
as a member al a would bring 1hat up to come up wilh a abserlaliolls about 

ST vs.a RT? whether it was a ST verbal idea in ST. cits. qualilies; ST 
oraRT. more. problem focus 

017: Do you have a 17: Piefer RT-ells. can· 17a:Prefer 17b: Prlller RT .focus on 17c: Piefer RT, feel cits. 
preference to use a choose what lits for RT-spomaneous, positives not on prelan9CI it 
reflecting or a them-more non inc:idenlal pathology-more more-feel anything 
slnllegic 1Bam threalening.-n comments may upbaat..tl options that could occur in 
model? becomes more a spark something, open for ells., did ST could be given 

part of the. family. this. is missed in ST not give diredions. in RT. 

018: Do you experience 18: RT allows cits. ID 18a: ST-more pressure 18b: ST-more restric:led 1 Bc: RT -more positive 
any difference in go at of different & inlllnse; easier ID due ID having ID focus on strengths; 
how you focus on ways; in ST-lell focus on solutions coma up wilh 1 ST -soma focus on 
solutions& cits. -1D do so in RT-small things pn,scriplion;RT slrenglhs gets 
strenglhs in RT vs. ..ny don't have can be magnified more open-all on fillBled out-shift ID 
ST? option-Ike RT more. as solution in RT. 1Bam had own views. help fix problem. 

019: A:rry difference in 19: 1 think everyone 19a: RT-cooperative & 19b: ST-more 19c: Not that I noticed. 
the was cooperative in easier ID be campetitivenass & 
cooperativeness in either model. responsible; more cooperation 
members in a ST ST-easier ID give in that 
vs.a RT? up n,sponsibili1y. c:ornpelilNwlas 

let alhers call in. was cooperating. 

020: A:rry dillarenca in 20: Noditlerence, my 20a: RT.foc:usad 20b: Behind minor more 20c: ST-more effort to 
yaur ability to focus was pretty bellar-n,sponsas focus on subllelias, give cits. attemalive 
atlend & focus in a much the same. evolved in fTont of tone& body diredion-wilh this 
reflecting vs. a dls.-so much more language-in ST pressure was 
slndegic learn? open focus. during call in was sharper in nclic:ing 

~much. ell inleractions. 

021: A:rry dilference in the 21: No dillerence. 21a: Felt more pressure 21 b: RT-more pressure 21 c: ST-more pressure 
pressure you fael ID ID come up wilh a in being more due 1D having to 
come up wilh ideas focus when the ST accoun1able ID offer intl!fvantion ID 
for families in a RT was used. ells.; ST -more call in. 
vs.a ST? annonymous..raal 

dillerent feeling. 

022: A:rry difference in 22: Nat1ola11y sure of 22a: RT-more 22b: In RT got image 22c: I didn't notice much 
the hierarchical meaning of the comfortable; from cits. that IBam of a difference. 
distance between question but didn't ST-might not be was people just like 
the family & IBam in see any dillen!nce comfortable with them; in ST more 
RT vs.ST? in haw therapy call i~ike God like the voice from 

came across. calling in-distant. Wizard of Oz. 
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Quali!ative Questions Team Member 9 Team Member 10 T earn Member 11 T earn Member 12 

23: RT -attention 23a: ST-<1asier to be 23b: ST -more focused 23c: ST -more 
023: Any difference in sharper since I was negligent-someone due to being able to interchang&-worke 

how active an going to reflect: else calling in talk to members; in d harder to watch 
observer you are ST -less sharp ideas; RT-attended RT dile to small carefully but more 
when a RT vs. a since not going to more to details for room & not talking effective observer 
ST is used? reflect. reflection. more distracting. in RT -being quiet. 

024: When you have 24: No difference. 24a: ST-more 24b: ST-felt tug on 24c: ST -more supported 
been a therapist uncomfortable due whether team was & judged due to 
has there been any to interruption with the expert didn1 direct contact with 
difference in the call in-highlighting feel that in RT due team with calls in to 
support you felt in a what you missed as to having more therapist. 
RT vs. a ST model'i a therapist. options generated. interaction direct. 

Q25: Any difference in 25: No difference in 25a: Think that cits. 25b: Didn1 feel a 25c: I clon1 think so; RT 
the connection or alliance but if ST might wonder who difference but just seemed like a 
alliance that you intervention doesn1 was behind the closer to family in more relaxed way. 
had with clients as go with your line of mirror and be RT -more human 
a therapist with a thinking may have somewhat contact since they 
RT vs. a ST model'i less strong alliance. mistrusting. can respond back. 

Q26: Any difference in 26: RT-more different 26a: RT-cits. would at 26b: RT -cits. more 26c: RT-cits. more 
your perception of views so cits. more times disagree with comfortable easily focus on own 
how family focuses willing to accept team or interact disagreeing with issues/problems, 
on own ideas in a this since there are around a team idea team; ST-ideas free to pick & 
RT vs. a ST different ways to , focused more on taken more as a choose ideas-give 
model? go. strength to solve It. command. own ideas weight. 

Q27: Any difference in 27: When cits. got 27a: Initially less 27b: Almost equal-some 27c: RT-more 
your perceptions of used to either. comfortable with were really comfortable for 
clients comfort level there wasn1 any RT but evolves to uncomfortable family & more 
with a reflecting difference in their being more being watched, enjoyable than ST. 
team vs. a strategic comfort level. comfortable with others would be at true for therapist 
team model. RT-the relationship. ease seeing team. too. 

Q28: Any difference in 28: RT-more effective 28a: ST -effective but 28b: Both 28c: RT -rather use 
the usefulness or but may be my own prefer RT due to effective-depend on It-have members 
effectiveness of thinking or bias, being more type of with different 
team in a RT vs. a helps empower interactive, open problem-personally approaches to offer 
ST? family by giving ended. prefer the RT. good idea-foster 

more options. cits. ideas too. 
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