“Those willing to delve into this unique work – even seasoned therapists –
are lucky enough to embark on an initiatory journey by becoming part of
the ongoing seminar this book brings to life. Its very form is moulded by
the collaborative, highly respectful process of Solution-Focused Therapy and
training, in which therapists and clients, trainers and trainees learn to learn
from each other. In attending to how SFT techniques allow each of these
parties to follow closely what the other says and how they say it, thereby
achieving their respective goals, readers will surely find their view of therapy
transformed.”
Marika Moisseeff, psychiatrist and anthropologist; research
fellow at the French National Center of Scientific Research
“Informed by the close, systematic observation of therapeutic encounters
and a Wittgensteinian attention to context and language use, SolutionFocused Therapy is concerned less with the theoretical whys of hurtful repetition than with the concrete hows of hopeful change. The authors of this
newly prefaced, analytically generous volume tack back-and-forth between
grounded explanations of SFT’s basic tools, comment-punctuated excerpts
of actual therapy sessions in which they are put into effect, and insightful
discussions of the larger issues they bring to the fore. In doing so, Steve de
Shazer,Yvonne Dolan et al. provide an engaging yet comprehensive, multilayered understanding of one of the most rigorous, demonstrably effective
therapeutic approaches available today.”
Michael Houseman, directeur d’études,
École Pratique des Hautes Études (Paris)
“This text is a timely and valuable gathering together of the ‘state of the art’
of solution-focused brief therapy. Because of the simplicity of the chapters
dealing with the core tenets of SFBT, it offers a valuable read for trainees
who are working their way through the model.The first chapter is an excellent and simple summary of the whole model, with the verbatims demonstrating the principles. Likewise, experienced practitioners will find a
pleasurable and thorough review of their knowledge of SFBT, with the level
of detail just right.”
Peter W. Cantwell, PhD lecturer, Swinburne University and
Williams Road Family Therapy Centre,Victoria, Australia
“...essential reading...extremely valuable...must reading for SFBT
therapists...a valuable resource for inquisitive practitioners....There is much
to be learned about the specialized use of language in SFBT and this book
provides an illuminating look into this topic...”
Wallace J. Gingerich, PhD, Families in Society:
The Journal of Contemporary Social Services
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Chapter 1

A Brief Overview
Solution-focused brief therapy (SFBT) is a future-focused, goal-directed approach to brief therapy developed initially by Insoo Kim Berg, Steve de Shazer, and
their colleagues and clients at the Milwaukee Brief Family Therapy Center in the
early 1980s. Developed inductively rather than deductively, SFBT is a highly disciplined, pragmatic approach rather than a theoretical one (Berg & Miller, 1992, Berg
& Reuss, 1997; de Shazer, 1985, 1988, 1991, 1994). The developers observed hundreds of hours of therapy over the course of years, carefully noting the questions, behaviors, and emotions that led to clients conceptualizing and achieving viable, reallife solutions.
The questions that proved to be most consistently related to clients’ reports of
progress and solutions were carefully noted and painstakingly incorporated into the
solution-focused approach, while those that did not were deliberately eliminated.
Since then, the solution-focused brief therapy approach has become one of the leading schools of brief therapy throughout the world as well as a major influence in
such divergent fields as business, social policy, and education.
MAJOR TENETS OF SFBT
SFBT is not theory based, but was pragmatically developed. One can clearly see
the roots of SFBT in the early work of the Mental Research Institute in Palo Alto and
of Milton H. Erickson; in Wittgensteinian philosophy; and in Buddhist thought.
There are a number of tenets that serve as the guidelines for the practice of SFBT,
and that both inform and characterize this approach.
If it isn’t broken, don’t fix it. This is the overarching tenet of SFBT. Theories,
models, and philosophies of intervention are irrelevant if the client has already
solved the problem. Nothing would seem more absurd than to intervene upon a situ-
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ation that is already resolved. While this seems obvious, in reality there are some
schools of psychotherapy that would encourage therapy in spite of improvement—
for example, for “growth,” to “solidify gains,” or to get to “deeper meanings and
structures.” SFBT is antithetical to these. If there is no problem, there should be no
therapy.
If it works, do more of it. Similar to the first tenet, this tenet continues the “handsoff” approach. If a client is in the process of solving a problem, the therapist’s primary role should be to encourage the client to do more of what is already working.
SFBT therapists do not judge the quality of a client’s solutions, only whether a solution is effective. Following this, another related role for the therapist is helping the
client maintain desired changes. This is accomplished by learning exactly how the
client behaved or responded differently during periods of improvement. As a result
of identifying what worked, the client is able to repeat this success and the solution
further evolves.
If it’s not working, do something different. To complete the obvious first three,
this tenet suggests that no matter how good a solution might seem, if it does not work
it is not a solution. An odd reality of human nature is the tendency to continue to try
to solve problems by repeating the same things that have not worked in the past. This
is especially true for psychotherapy, where many theories suggest that if the client
does not improve (i.e., solve the problem), the fault rests with the client rather than
the therapy or the theory. In SFBT, however, if a client does not complete a homework suggestion or experiment, the task is dropped, and something different is offered.
Small steps can lead to big changes. SFBT can be understood as a minimalist approach in which solution construction is typically accomplished in a series of small,
manageable steps. It is assumed that once a small change has been made, it will lead
to a series of further changes, which in turn lead to others, gradually resulting in a
much larger systemic change without major disruption. Thus, small steps toward
making things better help the client move gradually and gracefully forward to accomplish desired changes in their daily life and to subsequently be able to describe
things as “better enough” for therapy to end.
The solution is not necessarily directly related to the problem. Whereas almost all
other approaches to change have problem-leading-to-solution sequences, SFBT develops solutions by first eliciting a description of what will be different when the
problem is resolved. The therapist and the client then work backward to accomplish
this goal by carefully and thoroughly searching through the client’s real-life experiences to identify times when portions of the desired solution description already exist or could potentially exist in the future. This leads to a model of therapy that
spends very little or even no time on the origins or nature of the problem, the client’s
pathology, or analysis of dysfunctional interactions. While these factors may be interesting, and possibly could influence client behavior, SFBT focuses almost exclu-
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sively on the present and future. Viewed in this way, SFBT involves a true paradigm
shift from other models of psychotherapy.
The language for solution development is different from that needed to describe a
problem. The language of problems tends to be very different from that of solutions.
As Ludwig Wittgenstein put it, “The world of the happy is quite another than that of
the unhappy” (T, #6.43). Usually problem talk is negative and past-history focused
(to describe the origins of the problem), and often suggests the permanence of a
problem. The language of solutions, however, is usually more positive, hopeful, and
future-focused, and suggests the transience of problems.
No problems happen all the time; there are always exceptions that can be utilized.
This tenet, following the notion of problem transience, reflects the major intervention that is used continuously in SFBT, that is, that people always display exceptions
to their problems, even small ones, and these exceptions can be utilized to make
small changes.
The future is both created and negotiable. This tenet offers a powerful basis for
the practice of SFBT. People are not seen as locked into a set of behaviors based on a
history, a social stratum, or a psychological diagnosis. With strong social constructionist support, this tenet suggests that the future is a hopeful place, where people are
the architects of their own destiny.
SFBT has its roots in the systems theory–based family therapies of the 1950s and
1960s and the work of Milton H. Erickson (Haley, 1973). Both Insoo Berg and Steve
de Shazer had strong connections to the Mental Research Institute of Palo Alto, California. While the researchers at MRI focused primarily on problem formation and
problem resolution (Watzlawick, Weakland, & Fish, 1974), the Brief Family Therapy Center in Milwaukee began exploring solutions. For a number of reasons, the
current SFBT approach can be seen as a systemic therapy. First, SFBT therapists
routinely treat systems because couples and families—as well as individuals—come
in for treatment. SFBT therapists make their decision on who to see in a session
based on who shows up; whoever walks in the door is seen. Second, SFBT is systemic because the solutions that are explored are interactional, that is, people’s problems and their exceptions involve other people, very often family members, colleagues at work, or relationship partners and friends. Third, SFBT is systemic
because once small changes begin to occur, larger changes often follow, and those
larger changes are usually interactional and systemic.
THE ROLE OF THE THERAPIST
The role of the therapist in SFBT is different than in many other psychotherapeutic approaches. SFBT therapists accept that there is a hierarchy in the therapeutic
arrangement, but this hierarchy tends to be more egalitarian and democratic than au-
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thoritarian. SFBT therapists almost never pass judgments about their clients, and
avoid making any interpretations about the meanings behind their wants, needs, or
behaviors. The therapist’s role is viewed as trying to expand rather than limit options
(Berg & Dolan, 2001). SFBT therapists lead the session, but they do so in a gentle
way, “leading from one step behind” (Cantwell & Holmes, 1994, pp. 17-26). Instead
of interpreting, cajoling, admonishing, or pushing, the therapist “taps on the shoulder” of the client (Berg & Dolan, 2001, p. 3), pointing out a different direction to
consider.
THERAPEUTIC PRINCIPLES AND TECHNIQUES
Main Interventions
A positive, collegial, solution-focused stance. One of the most important aspects
of SFBT is the general tenor and stance that is taken by the therapist. The overall attitude is positive, respectful, and hopeful. There is a general assumption that people
have within them strong resiliencies, and can utilize these to make changes. Further,
there is a core belief that most people have the strength, wisdom, and experience to
effect change. What other models view as “resistance” is viewed in SFBT as (a) people’s natural protective mechanisms, or realistic desire to be cautious and go slow, or
(b) a therapist error, i.e., an intervention that does not fit the client’s situation. All of
these assumptions make for sessions that tend to feel collegial rather than hierarchical (although as noted earlier, SFBT therapists do “lead from behind”), and cooperative rather than adversarial.
Looking for previous solutions. SFBT therapists have learned that most people
have previously solved many, many problems. This may have been at another time,
another place, or in another situation. The problem may have also come back. The
key is that the person had solved their problem, even if for a short time.
Looking for exceptions. Even when clients do not have a previous solution that
can be repeated, most have recent examples of exceptions to their problem. An exception is thought of as a time when a problem could occur, but does not. The difference between a previous solution and an exception is small but significant. A previous solution is something that the family has tried on their own that has worked, but
for some reason they have not continued this successful solution, and probably forgot about it. An exception is something that happens instead of the problem, usually
without the client’s intention or maybe even understanding.
Questions vs. directives or interpretations. Questions, of course, are an important
communication element of all models of therapy. Therapists use questions often
with all approaches, especially while taking a history, checking in at the beginning
of a session, or finding out how a homework assignment went. SFBT therapists,
however, make questions the primary communication tool, and as such they are an
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overarching intervention. SFBT therapists tend to make no interpretations, and
rarely make direct challenges or confrontations to a client.
Present- and future-focused questions vs. past-oriented focus. The questions that
are asked by SFBT therapists are almost always focused on the present or on the future. This reflects the basic belief that problems are best solved by focusing on what
is already working, and how a client would like his or her life to be, rather than focusing on the past and the origin of problems.
Compliments. Compliments are another essential part of SFBT. Validating what
clients are already doing well and acknowledging how difficult their problems are
encourage the client to change while giving the message that the therapist has been
listening (i.e., understands) and cares (Berg & Dolan, 2001). Compliments in therapy sessions can help to punctuate what the client is doing that is w orking.
Gentle nudging to do more of what is working. Once SFBT therapists have created a positive frame via compliments and then discovered some previous solutions
and exceptions to the problem, they gently nudge the client to do more of what has
previously worked, or to try changes brought up by the client—frequently called “an
experiment.” It is rare for an SFBT therapist to make a suggestion or assignment that
is not based on the client’s previous solutions or exceptions. It is always best if
change ideas and assignments emanate from the client, at least indirectly during the
conversation, rather than from the therapist, because the client is familiar with these
behaviors.
Specific Interventions
Pre-session change. At the beginning or early in the first therapy session, SFBT
therapists typically ask “What changes have you noticed that have happened or
started to happen since you called to make the appointment for this session?” This
question has three possible answers. First, the client may say that nothing has happened. In this case, the therapist simply goes on and begins the session by asking
something like: “How can I be helpful to you today,” or “What would need to happen
today to make this a really useful session?”
The second possible answer is that things have started to change or get better. In
this case, the therapist asks many questions about the changes that have started, requesting a lot of detail. This starts the process of “solution-talk,” emphasizes the client’s strengths and resiliencies from the beginning, and allows the therapist to ask:
“So if these changes were to continue in this direction, would this be what you
would like?” thus offering the beginning of a concrete, positive, and changeoriented goal.
The third possible answer is that things are about the same. The therapist could
ask something like: “Is this unusual, that things have not gotten worse?” or “How
have you all managed to keep things from getting worse?” These questions may lead
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to information about previous solutions and exceptions, and may move them into a
solution-talk mode.
Solution-focused goals. As in many models of psychotherapy, clear, concrete,
and specific goals are an important component of SFBT. Whenever possible, the
therapist tries to elicit smaller goals rather than larger ones. More important, clients
are encouraged to frame their goals as a solution, rather than the absence of a problem. For example, it is better to have as a goal “We want our son to talk nicer to us”—
which would need to be described in greater detail—rather than “We would like our
child to not curse at us.” Also, if a goal is described in terms of its solution, it can be
more easily scaled (see below).
Miracle question. Some clients have difficulty articulating any goal at all, much
less a solution-focused goal. This is particularly true for multiproblem families, or
clients for whom the problem is so severe, they feel that even the description of a
goal somehow minimizes the magnitude of the problem and how overwhelming it
feels. The miracle question is a way to ask for a client’s goal that communicates respect for the immensity of the problem, yet at the same time leads to the client coming up with smaller, more manageable goals.
The precise language of the intervention may vary, but the basic wording is:
I am going to ask you a rather strange question [pause]. The strange question
is this: [pause] After we talk, you will go back to your work (home, school)
and you will do whatever you need to do the rest of today, such as taking care
of the children, cooking dinner, watching TV, giving the children a bath, and
so on. It will become time to go to bed. Everybody in your household is quiet,
and you are sleeping in peace. In the middle of the night, a miracle happens
and the problem that prompted you to talk to me today is solved! But because
this happens while you are sleeping, you have no way of knowing that there
was an overnight miracle that solved the problem [pause]. So, when you wake
up tomorrow morning, what might be the small change that will make you say
to yourself, “Wow, something must have happened—the problem is gone!”
(Berg & Dolan, 2001, p. 7)
Clients have a number of reactions to the question. They may seem puzzled. They
may say they don’t understand. They may smile. Usually, however, given enough
time to ponder it, they come up with some very specific things that would be different when their problem is solved. The responses they give can then usually be taken
as the goals of therapy. As such, their answers lead to a more detailed description of
how they would like their life to be, which in turn can help elucidate their previous
solutions and exceptions.
In therapy with couples, families, or work groups, the miracle question can be
asked to individuals or to the group as a whole. If asked to individual members, each
one would give his or her response to the question, and others might react to it. The
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therapist would try to elicit support for each member’s miracle. If the question is
asked to the couple, family, or work group as a whole, members may “work on” their
miracle together. The SFBT therapist, in trying to maintain a collaborative stance
among family members, punctuates similar goals and supportive statements among
family members. (See subsequent chapters for more details about the “miracle
question” and its use.)
Scaling questions. Whether the client gives specific goals directly or via the miracle question, an important next intervention in SFBT is to scale each goal. The therapist asks the miracle question’s scale: From 0-10 or from 1-10, where things were
when the initial appointment was arranged, where things are now, and where they
will be on the day after the miracle, i.e., when therapy is “successful.” For example,
with a couple for whom better communication is the goal:
THERAPIST: What I want to do now is scale the problem and the goal. Let’s say a 1 is

as bad as the problem ever could be, you never talk, only fight, or avoid each other
all the time. And let’s say a 10 is where you talk all the time, with perfect communication, never have a fight ever.
HUSBAND: That is pretty unrealistic.
THERAPIST: That would be the ideal. So where would you two say it was for you at
its worst? Maybe right before you came in to see me.
WIFE: It was pretty bad . . . I don’t know . . . I’d say a 2 or a 3.
HUSBAND: Yeah, I’d say a 2.
THERAPIST: Okay [writing] . . . a 2-3 for you, and a 2 for you. Now, tell me what you
would be satisfied with when therapy is over and successful?
WIFE: I’d be happy with an 8.
HUSBAND: Well, of course I’d like a 10, but that is unrealistic. Yeah, I’d agree, an 8
would be good.
THERAPIST: What would you say it is right now?
WIFE: I would say it is a little better, because he is coming here with me, and I see
that he is trying . . . I’d say maybe a 4?
HUSBAND: Well, that’s nice to hear. I wouldn’t have thought she’d put it that high. I
would say it is a 5.
THERAPIST: Okay, a 4 for you, a 5 for you. And you both want it to be an 8 for therapy to be successful, right?
There are two major components of this intervention. First, it is a solutionfocused assessment device, that is, if used at each session, the therapist and the clients have an ongoing measurement of their progress. Second, it is a powerful intervention in and of itself, because it allows the therapist to focus on previous solutions
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and exceptions, and to punctuate new changes as they occur. As with the changes
made before the first session, there are three things that can happen between each
session: (1) things can get better; (2) things can stay the same; (3) things can get
worse.
If the scale goes up, and things get better from one session to the next, the therapist compliments the clients, then solicits extensive details describing how the clients were able to make such changes. This not only supports and solidifies the
changes, but leads to the obvious nudge to “do more of the same.” If things “stay the
same,” again, the clients can be complimented for maintaining their changes, or for
not letting things get worse. “How did you keep it from going down?” the therapist
might ask. It is interesting how often this question will lead to a description of
changes the clients have made, in which case again the therapist can compliment and
support and encourage more of that change.
THERAPIST:

Mary, last week you were a 4 on the scale of good communications. I
am wondering where you are this week?
WIFE: [Pauses.] I’d say a 5.
THERAPIST: A 5! Wow! Really, in just one week.
WIFE: Yes, I think we communicated better this week.
THERAPIST: How did you communicate better this week?
WIFE: Well, I think it was Rich. He seemed to try to listen to me more this week.
THERAPIST: That’s great. Can you give me an example of when he listened to you
more?
WIFE: Well, yes, yesterday for example. He usually calls me once a day at work, and . . .
THERAPIST: Sorry to interrupt, but did you say he calls you once a day? At work?
WIFE: Yes.
THERAPIST: I’m just a little surprised, because not all husbands call their wives every
day.
WIFE: He has always done that.
THERAPIST: Is that something you like? That you wouldn’t want him to change?
WIFE: Yes, for sure.
THERAPIST: Sorry, go on, you were telling me about yesterday when he called.
WIFE: Well, usually it is kind of a quick call. But I told him about some problems I
was having, and he listened for a long time, seemed to care, gave me some good
ideas. That was nice.
THERAPIST: So that was an example of how you would like it to be, where you can
talk about something, a problem, and he listens and gives good ideas? Support?
WIFE: Yes.
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THERAPIST:

Rich, did you know that Mary liked your calling her and listening to
her? That that made you two move up the scale, to her?
HUSBAND: Yeah, I guess so. I have really been trying this week.
THERAPIST: That’s great. What else have you done to try to make the communication
better this week?
This example shows how going over the scale with the couple served as a vehicle
for finding the clients’ progress. The therapist gathered more and more information
about the small changes the clients had made on their own, that led to an improvement on the scale. This would naturally lead to the therapist suggesting that the couple continue to do the things that are working, in this case for the husband to continue calling her, and continue to engage in the active listening that she found so
helpful. (See subsequent chapters for more details about “scaling questions.”)
Constructing solutions and exceptions. The SFBT therapist spends most of the
session listening attentively for signs of previous solutions, exceptions, and goals.
When these come out, the therapist punctuates them with enthusiasm and support.
The therapist then works to keep the solution-talk in the forefront. This, of course,
requires a whole range of different skills than those used in traditional problemfocused therapies. Whereas the problem-focused therapist is concerned with missing signs of what has caused or is maintaining a problem, the SFBT therapist is concerned with missing signs of progress and solution.
MOTHER:

She always just ignores me, acts like I’m not there, comes home from
school, just runs into her room; who knows what she is doing in there.
DAUGHTER: You say we fight all the time, so I just go in my room so we don’t fight.
MOTHER: See? She admits she just tries to avoid me. I don’t know why she can’t just
come home and talk to me a little about school or something, lik e she used to.
THERAPIST: Wait a second, when did she “use to”? Anita, when did you used to
come home and tell your mom about school?
DAUGHTER: I did that a lot; last semester I did.
THERAPIST: Can you give me an example of the last time you did that?
MOTHER: I can tell you, it was last week, actually. She was all excited about her science project getting chosen.
THERAPIST: Tell me more, what day was that . . . ?
MOTHER: I think last Wednesday.
THERAPIST: And she came home . . .
MOTHER: She came home all excited.
THERAPIST: What were you doing?

10

More Than Miracles: The State of the Art of Solution-Focused Brief Therapy

MOTHER: I think

the usual, I was getting dinner ready. And she came in all excited,
and I asked her what was up, and she told me her science project was chosen for
the display at school.
THERAPIST: Wow, that is quite an honor.
MOTHER: It is.
THERAPIST: So then what happened?
MOTHER: Well, we talked about it; she told me all about it.
THERAPIST: Anita, do you remember this?
DAUGHTER: Sure, it was only last week. I was pretty happy.
THERAPIST: And would you say that this was a nice talk, a nice talk between you
two?
DAUGHTER: Sure. That’s what I mean; I don’t always go in my room.
THERAPIST: Was there anything different about that time, last week, that made it easier to talk to each other?
MOTHER: Well, she was excited.
DAUGHTER: My mom listened, wasn’t doing anything else.
THERAPIST: Wow, this is a great example, thank you. Let me ask this, if it were like
that more often, where Anita talked to you about things that were interesting and
important to her, and where Mom, you listened to her completely without doing
other things, is that what you two mean by better communication?
DAUGHTER: Yeah, exactly.
MOTHER: Yes.
In this example, the therapist did a number of things. First, she listened carefully
for an exception to the problem, a time when the problem could have happened but it
did not. Second, she punctuated that exception by repeating it, emphasizing it, getting more details about it, and congratulating them on it. Third, she connected the
exception to their goal (or miracle) by asking the question: If this exception were to
occur more often, would your goal be reached?
Coping questions. If a client reports that the problem is not better, the therapist
may sometimes ask coping questions, such as, for example, “How have you managed to prevent it from getting worse?” or “This sounds hard—how are you
managing to cope with this to the degree that you are?”
Is there anything I forgot to ask? Before taking a break and reconvening or alternatively, sometime during the session, the therapist asks the client, “Is there anything I forgot to ask?” or “Is there something else I need to know?”
Taking a break and reconvening. Many models of family therapy have encouraged therapists to take a break toward the end of the session. Usually this involves a
conversation between the therapist and a team of colleagues or a supervision team

A Brief Overview

11

who have been watching the session and who give feedback and suggestions to the
therapist. In SFBT, therapists are also encouraged to take a break near the session
end. If there is a team, they give the therapist feedback, a list of compliments for the
family, and some suggestions for interventions based on the clients’ strengths, previous solutions, or exceptions. If there is a not a team available, the therapist will still
take a break to collect his or her thoughts, and then come up with compliments and
ideas for possible experiments. When the therapist returns to the session, he or she
can offer the family compliments.
THERAPIST:

I just wanted to tell you, the team was really impressed with you two
this week. They wanted me to tell you that, Mom, they thought you really seem to
care a lot about your daughter. It is really hard to be a mom, and you seem so focused, and clear how much you love her and how you want to help her. They were
impressed that you came to the session today, in spite of work and having a sick
child at home. Anita, the team also wanted to compliment you on your commitment to making the family better. They wanted me to tell you how bright and articulate they think you are, and what a good “scientist” you are! Yes, that you
seem to be really aware of what small, little things that happen in your family
might make a difference . . . That is what scientists do, they observe things that
seem to change things, no matter how small. Anyway, they were impressed with
you two a lot!
DAUGHTER: [Seeming pleased.] Wow, thanks!
Experiments and homework assignments. While many models of psychotherapy
use intersession homework assignments to solidify changes begun during therapy,
most of the time the homework is assigned by the therapist. In SFBT, therapists frequently end the session by suggesting a possible experiment for the client to try between sessions if they so choose. These experiments are based on something the client is already doing (exceptions), thinking, feeling, etc. that is heading them in the
direction of their goal. Alternately, homework is sometimes designed by the client.
Both approaches follow the basic philosophy that what emanates from the client is
better than if it were to come from the therapist. This is true for a number of reasons.
First, what is suggested by the client, directly or indirectly, is familiar. One of the
main reasons homework is not completed in other models is that it is foreign to the
family, thus it takes more thinking and work to accomplish (usually thought of as
“resistance”). Second, clients usually assign themselves either more of what has
worked already for them (a previous solution) or something they really want to do.
In both cases, the homework is more tied to their own goals and solutions. Third,
creating their own homework assignments reduces clients’ natural tendency to “resist” outside intervention, no matter how good the intention. While SFBT does not
focus on resistance (and, in fact, views this phenomenon as a natural, protective pro-
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cess that people use to move slowly and cautiously into change rather than as evidence of psychopathology), certainly when clients initiate their own homework,
there is a greater likelihood of success.
THERAPIST:

Before we end today, I would like for you two to think about a homework assignment. If you were to give yourselves a homework assignment this
week, what would it be?
DAUGHTER: Maybe that we talk more?
THERAPIST: Can you tell me more?
DAUGHTER: Well, that I try to talk to her more when I come home from school. And
that she stops what she is doing and listens.
THERAPIST: I like that. You know why? Because it is what you two were starting to
do last week. Mom, what do you think? Is that a good homework assignment?
MOTHER: Yeah, that’s good.
THERAPIST: So let’s make this clear. Anita will try to talk to you more when she comes home from school. And you will put down what you are doing, if you can,
and listen and talk to her about what she is talking to you about. Anything else?
Anything you want to add?
MOTHER: No, that’s good. I just need to stop what I was doing; I think it is important
to listen to her.
THERAPIST: Well, that sure seemed to work for you two last week. Okay, so that’s the
assignment. We’ll see how it went next time.
A couple of points should be emphasized here: First, the mother and daughter
were asked to make their own assignment rather than have one imposed on them by
the therapist. Second, what they assigned themselves flowed naturally from their
previous solution and exceptions from the week before. This is very common and is
encouraged by SFBT therapists. However, even if the clients suggested an assignment that was not based on solutions and exceptions to the problem, the therapist
would most likely support it. What is preeminent is that the assignments come from
the clients.
So, what is better, even a little bit, since the last time we met? At the start of each
session after the first one the therapist will usually ask about progress, about what
has been better during the interval. Many clients will report that there have been
some noticeable improvements. The therapist will help the client describe these
changes in as much detail as possible. Of course some clients will report that things
have remained the same or have become worse. This will lead the therapist to explore how the client has managed to keep things from becoming worse, or, if worse,
what the client did to prevent things from becoming much worse. Whatever the client has done to prevent things for worsening is then the focus and a source for com-
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pliments and perhaps for an experiment, because whatever they did they should continue doing. During the session, usually after there has been a lot of talk about what
is better, the therapist will ask the client to rate himself or herself on the progress (toward solution) scale. Of course when the rating is higher than the previous session’s,
the therapist will compliment this progress and help the client figure out how to
maintain the improvement.
At some point during the session—possibly at the beginning, perhaps later in the
session—the therapist will check, frequently indirectly, on how the assignment
went. If the client did the assignment, and it “worked”—that is, it helped the client
move toward his or her goals—the therapist will offer a compliment. If the client did
not do the assignment, the therapist usually drops it, or asks what was done instead
that was better.
One difference between SFBT and other homework-driven models, such as cognitive-behavioral therapy, is that the homework itself is not required for change per
se, so not completing an assignment is not addressed. If the client does not complete
an assignment it is assumed that: (a) something realistic got in the way of its completion, such as work or illness; (b) the client did not find the assignment useful; (c) the
assignment was not relevant during the interval between sessions. In any case, there
is no fault assigned. If the client did the assignment but things did not improve or became worse, the therapist handles this in the same way he or she would when
problems stay the same or become worse in general.

TREATMENT APPLICABILITY
Solution-focused therapy is one of the most popular and widely used models of
therapy in the world. Because it is based on the concept of resiliency, and on clients’
own previous solutions and exceptions to their own problems, it is applicable to all
problems, and indeed has been applied to a wide range of problems seen by clinicians. These include family therapy (McCollum & Trepper, 2001); couples therapy
(Weiner-Davis, 1993); treatment of sexual abuse (Dolan, 1991); treatment of substance abuse (Berg & Miller, 1992; de Shazer & Isebaert, 2003); and treatment of
schizophrenia (Eakes, Walsh, Markowski, Cain, & Swanson, 1997). There have
been self-help books written from a solution-focused perspective (Dolan, 1998), and
the solution-focused approach has been applied beyond traditional psychotherapy
practice to include interventions in social service agencies (Pichot & Dolan, 2003),
educational settings and model schools (Rhodes & Ajmal, 2001), and business
systems (Caufman, 2001).
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RESEARCH ON THE EFFECTIVENESS
OF SOLUTION-FOCUSED BRIEF THERAPY
Considering the wide use of SFBT, both in clinical practice and in other social
systems, it is unfortunate that more empirical research has not been done on its effectiveness. In the most thorough review to date, Gingerich and Eisengart (2000) review 15 empirical studies on SFBT effectiveness. Of the five studies that were considered well-controlled, four were found to be superior to no treatment or treatment
as usual; the fifth was found to be equal to a known intervention, interpersonal
psychotherapy for depression. The findings for the remaining ten studies, which
were not considered as well-controlled or which had methodological problems, all
support SFBT’s effectiveness. Gingerich and Eisengart conclude that, while this review provides preliminary support for SFBT’s effectiveness, more and bettercontrolled studies are necessary.
SUMMARY
SFBT is a paradigm shift from the traditional psychotherapy focus on problem
formation and problem resolution that underlies almost all psychotherapy approaches since Freud. Instead, SFBT draws upon clients’ strengths and resiliencies
by focusing on their own previous or conceptualized solutions and exceptions to
their problems, and then, through a series of interventions, encouraging the clients to
do more of those behaviors. SFBT can be applied to a myriad of family-related problems. SFBT, while deceptively easy to learn, like all therapies, requires great skill to
reach a level of proficiency. While the preliminary research on the effectiveness of
SFBT has been positive, clearly more research, especially clinical trial studies, are
needed.

