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To my parents





Preface and Acknowledgments



There is no doubt that interest in short-term treatment has increased greatly since the original version of this book appeared in 1982. In the intervening years its overall effectiveness and applicability has been even more firmly established, and promising new variations in brief methodology have developed. A number of these innovations are incorporated into this revision, along with a continued exposition of the basic principles of a cognitively oriented, social-skill based, problem-solving approach to brief intervention.


At the same time, we are moving into an era when major changes in both the delivery of therapeutic services and the settings in which they occur are being contemplated and debated. It will be critical for clinical practitioners across all the helping professions to not only be knowledgeable about the most effective and efficient therapeutic methods but also to participate in the decisions being made about their implementation. These decisions are too important to be left entirely in the hands of politicians, third-party payers, and the like.


As in the first edition, my intent has been to present a model of planned short-term intervention that will be useful to the direct practitioner, in the front line of helping service, as well as to students and teachers of clinical practice. With the perspective of the clinician in mind, I have emphasized the immediate details of practice and attempted to illustrate the manner in which techniques and strategy must be adapted to the specific needs and unique characteristics of our clients. Two interrelated goals have influenced this new edition: (1) to incorporate recent refinements and innovations in brief therapeutic practice and (2) to preserve the eclectic, empirically based foundation that was a major strength of the original version.


In preparing this revised edition of Planned Short-Term Treatment, I have had to look back over a career in mental health that began in 1954 and has coincided with some of the most impelling changes in the delivery of psychotherapeutic services. Over this period of time, psychotherapy has evolved from a long-term, psychoanalytically dominated method, available mainly to a socially privileged population, into a predominantly brief service, influenced by behavioral and family systems frameworks, and accessible to much wider and more diverse client populations. These changes herald a much needed democratization of therapeutic method and applicability, and the strong consumer orientation of short-term treatment has played an important role in this transformation.


From an epistemological viewpoint, the model of brief therapy advanced in this book falls into what Fishman and Franks (1992) have identified as the “pragmatic paradigm,” where the concern is with how the therapy functions and what it accomplishes, rather than theoretical explanations of why it works. This framework is explicated in the opening chapter, along with discussion of the client populations best served by brief treatment and a review of its research base.


The succeeding chapters attempt three main tasks: (1) to outline a theoretical foundation for short-term treatment, (2) to examine the process and goals of the initial phase of brief intervention, and (3) to explore certain of the major strategies of change employed by the short-term therapist.


Thus, Chapters 2 and 3 can be seen as interrelated. In the first, I examine several theoretical frameworks that have proven useful in conceptualizing the process of short-term treatment and guiding its application. This chapter presents an eclectic approach to theory on the ground that there is no compelling reason to choose one theoretical orientation over another; all have their advantages and disadvantages for the practitioner. On the other hand, Chapter 3 takes a much more pragmatic stance and describes several short-term cases in detail, in order to give the reader a clearer picture of the characteristics and typical course of this form of therapeutic helping.


Chapters 4 and 5 then examine the initial interview in depth. The theme of engagement into treatment will be emphasized, and the active and directive role of the practitioner within this process is highlighted. Because of the brief therapist’s deliberate restriction of time, and selection of a limited focus, the skillful management of the first contact is critical to effective brief therapy.


Following this emphasis on achieving a good beginning, Chapters 6, 7, 8, 9, and 10 are concerned with the implementation of change. The clinical application of behavior enactment (or rehearsal) methods and various types of task assignment are examined and clinically illustrated. These change strategies are particularly useful in short-term treatment because of their active nature and immediate application to problems in living. Chapters in this section also discuss social skill training approaches and the increasingly influential cognitive restructuring methods. Skill training, derived from behaviorally oriented sources, emphasizes the step-by-step acquisition of facility in such socially important areas as communication, affiliation, assertion, and the management of stress. Cognitive restructuring, which has burgeoned in popularity and sophistication during the 1980s, draws upon a number of theoretical sources and emphasizes a series of highly useful techniques for altering negative self-evaluations, excessively high performance standards, irrational beliefs, and, of course, the debilitating effects of anxiety and depression. Finally, although clinical examples of family and couple intervention appear in many of the earlier chapters, Chapter 10 describes and illustrates specific applications of brief psychotherapy in these important areas of public and private practice.


The concluding chapter discusses the innovative work being done with single-session psychotherapy, and draws from this practice a number of principles critical to all brief intervention. In addition, Chapter 11 examines the technical and ethical issues in employing outcome and follow-up evaluations in practice, and concludes with a discussion of the future of short-term treatment.


Any author must acknowledge multiple influences and, in the end, hope that these many debts are adequately documented in the citations and references. Certain writers and researchers stand out, however, as enduring sources of knowledge and inspiration. Jerome Frank’s seminal contributions to the psychotherapy literature have played a major role in shaping my thinking and practice. Social learning theory, particularly as explicated by Albert Bandura, has provided an integrative framework for my view of the principles of clinical assessment and intervention. Finally, William Reid’s pioneering development of task-centered casework and his persistent labors in examining and validating many aspects of brief therapeutic practice have been yet another significant influence.


My clinical work and teaching have been both supported and enriched by the influence of a number of friends and colleagues. Mary Page, Larry Pacoe, Patrick McNamee, Phillip Phelps, and Vincent Giannetti have all contributed in meaningful ways; the dean and faculty of the School of Social Work at the University of Pittsburgh have collectively offered a congenial atmosphere in which to teach and practice. My students have been receptive and stimulating in their interest in short-term methods and have kept me alert to the need to present theory and method in a form that responds to the immediate demands of clinical practice. The many individuals, couples, and families with whom I have worked have taught me to respect the strength of the human spirit, both for its resiliency and for its ability to endure.
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Short-Term Treatment:
Overview and Evidence


If it were done when ‘tis done, then ‘twere well it were done quickly.


—Shakespeare, Macbeth


It is only in very recent years that the efficiency of therapeutic service has become an issue in mental health circles. The question of whether one or another of the many helping approaches can deliver relief from suffering or restore function more promptly than others has not been a historic concern of the field. Effectiveness, of course, has been an issue. Does psychotherapy work? is the broad question. Despite some strident voices to the contrary (Eysenck, 1952; Fischer, 1976), most clinicians have maintained that it does, and a series of reviews of the research literature (Andrews & Harvey, 1981; Bloom, 1992; Lambert et al., 1986) now support this position. The dilemma facing the present-day practitioner, across all the mental health professions, is one of how to combine these dual imperatives of effectiveness and efficiency. Garfield (1980) clearly states the issue when he notes that “from any vantage point . . . a brief but effective therapy would be much more utilitarian than an equally effective therapy which requires a much longer period of time” (p. 277).


As a consequence, there is no doubt that practitioner interest in short-term treatment has greatly increased in recent years (Bolter et al., 1990). Following a definition of brief intervention, this chapter examines the various factors that have promoted the present heightened interest in short-term methods and presents an overview of the principles of such clinical practice. Additional sections explicate certain theoretical and philosophical issues related to its use and discuss the particular clientele most suited to brief therapeutic approaches. A final section reviews the substantial body of research evidence supporting the effectiveness of short-term treatment, as well as data on the prevalence of brief intervention in the daily realities of clinical practice.


SHORT-TERM TREATMENT: A DEFINITION


Throughout this book, the terms short-term treatment or brief psychotherapy will be used interchangeably to refer to a form of therapeutic practice that can be defined as follows:


Short-term treatment, as I shall use this term, refers to a family of therapeutic interventions in which the practitioner deliberately limits both the goals and the duration of the contact.


The goals of brief therapy are almost always mutually contracted by therapist and client and are directly related to the specific life difficulties the client wishes to solve. The length of intervention is determined by the clinical judgment of the therapist and may be anywhere from one to fifteen (occasionally as many as twenty) sessions. Interviews are usually hour-long and are typically scheduled on a weekly basis. Within these parameters of focus and time, many variations are possible, and these, of course, will be the continuing subject matter of this book. At this point, however, this definition will serve as a rough guideline to the most distinctive characteristics of short-term methodology.


LEGITIMIZING SHORT-TERM TREATMENT


The origins of brief psychotherapy can be traced back to the beginning of this century (Wells & Phelps, 1990), but it did not emerge as a recognized methodology until the 1960s and 1970s. Contributions have come from all the major helping professions; such authors as Parad and Parad (1968) and Reid and Epstein (1972) in social work, Langsley and Kaplan (1968) and Barten (1969) in psychiatry, and Cummings (1977b) and Shelton and Ackerman (1974) in clinical psychology have significantly participated in its early development. Clinicians and theorists such as de Shazer (1985), Budman and Gurman (1988), Edelstein (1990), and many others, have contributed to its continuing growth and vitality during the past decade. Indeed, my own most recent works (Wells & Giannetti, 1990, 1993) bring together a multidisciplinary group of clinical practitioners who are actively practicing various forms of brief psychotherapy in both public and private settings across this continent. A number of key factors have contributed to the resurgence and growth of short-term treatment:


INSTITUTIONAL AND ECONOMIC PRESSURES. The development of community mental health facilities, during the late 1960s, placed enormous pressure on the helping professions to meet expanding demands for service. These pressures continue to this day. In addition, the 1980s has been marked by the steady growth of health maintenance organizations (HMOs) and employee assistance programs (EAPs), both of which emphasize brief, highly focused therapeutic services.


The community mental health centers have suffered from declining governmental funding but must still strive to meet expanded client loads despite depleted staffs. The HMOs and EAPs, on the other hand, have profilerated across the country but are under constant pressure to contain the costs of care. Thus, interest has become more and more directed toward finding interventive methods requiring less staff time yet still offering satisfactory standards of service. At the same time, an increasing number of the third-party payers represented by private and public insurance plans have placed strict limitations on the duration of the therapy they will fund.


It may be overly simplistic to assert that mental health practitioners are only adopting brief therapeutic methods because this is what third-party payers demand, but there is no doubt that this is an important factor. For example, Marmor’s (1979) discussion of short-term dynamic psychotherapy not only describes the intellectual ferment that has been a catalyst in the development of this form of brief treatment but, perhaps even more compellingly, also identifies some cogent economic factors related to its growth.


At the same time the development of third-party payers, together with the imminence of some form of national health insurance, places psychiatrists under pressure to find shorter, more broadly applicable, and more efficient techniques of therapy or risk exclusion from these programs for fiscal reasons. As a consequence, we can anticipate that the briefer techniques of group therapy, behavioral therapy, and family therapy will emerge more strongly in the years ahead. (p. 149)


We are still awaiting, at this writing, the emergence of a national health insurance scheme, but Marmor’s other predictions accurately reflect much of the present state of therapeutic practice.


In their review of the burgeoning development of managed health care programs, Austad and Berman (1991) point out that as much as 25 percent of health care costs are consumed by mental health services. They identify three major trends in the field of health care: (1) dramatically increased overall costs have led to an emphasis on close review and accountability of all services; (2) growing recognition of the reciprocal influence of physical and psychological factors has underscored the importance of mental health services within an adequate health care package; (3) both of these trends have led to an emphasis on active, short-term approaches sharply focused on the interplay between the somatic and psychological factors facing the typical patient or client (cf. Hoyt, 1993).


A DIFFERENT CLIENTELE. As a further consequence of the movement into community mental health and the various forms of managed health care, another factor has become increasingly evident: not only do the traditional methods not meet the need for effectiveness and efficiency, but in many instances the clients do not want the methods. Thus, as service has been increasingly offered to lower socioeconomic and working-class groups, it has been found that their concern is with the reduction of current social and interpersonal stress—with ridding themselves of distressing and incapacitating difficulties in daily living. Such problems may, at times, appear mundane but can represent very real dilemmas for the prospective client.


Alice Martin, a nineteen-year-old single woman, was referred to a community mental health center by the nurse practitioner who was caring for her during her second pregnancy. The nurse expressed concern that Miss Martin, who was six months pregnant, was having difficulty in managing her day-by-day activities, since her boyfriend, on whom she depended a great deal, had recently been sent to prison. An initial interview with Miss Martin revealed that she saw herself experiencing problems in two areas: first, she was receiving welfare payments and was finding it difficult to budget her money; and second, she was worried about child care and transportation arrangements at the time of labor and delivery but was reluctant to approach her family for help.


Traditional approaches based on Rogerian client-centered principles, or psychodynamic theory, emphasize personal growth or intrapsychic exploration and lack the methods specific to such immediate goals. In addition, conventional clinical philosophy has either disparaged such problems as unimportant or, at best, regarded them as mere “symptoms.” While middle-class clients have often been willing to accept this view, lower socioeconomic clients have been notoriously reluctant to do so and typically “drop out” upon encountering this sort of attitude.


UNPLANNED BRIEF TREATMENT. There is a good deal of empirical evidence, moreover, that whatever the modality of intervention, many clients do not stay in treatment if emphasis is placed on such broad concepts as personality reorganization or overall personal growth in the context of long-term contact. Where systematic studies have been conducted, it has been found that mental health clinics and family service agencies have surprisingly high drop-out rates. As many as 80 percent of cases are seen for six or fewer interviews. Garfield (1986), for example, has reviewed the numerous studies substantiating this finding across all settings, while Beck and Jones (1973), Parad and Parad (1968), and Sledge and his colleagues (1990) offer data on family service, child guidance, and mental health clinics, respectively.


The large percentage of cases involving six or fewer interviews suggests that, in the day-by-day reality of practice, a great deal of unplanned short-term treatment takes place. On the one hand, contact between helper and client may be brief simply because the process founders; however good the intentions of the therapist, nothing really helpful transpires and the client withdraws from the relationship. On the other hand, it may well be that the client has benefited from even this short encounter and has therefore chosen, unilaterally, to terminate active treatment. In either case, there is no doubt that most therapeutic contact is relatively brief, and it behooves us to examine the meaning of this phenomenon.


In this regard, Gerald Zuk (1978) has emphasized that one of the significant changes in the practice of family therapy was a movement toward short-term contact and Haley (1963, 1991) has persistently sounded this same theme. Both contend that the majority of families are prepared to allow therapeutic access for only a limited period of time and that the therapist must capitalize on this apparent restriction by utilizing an appropriate methodology. As Zuk (1978) notes, this places considerable emphasis on the importance of engagement into therapy, especially where motivation is weak or ambivalent.


CRISIS AS AN ENTRY POINT. Research on crisis (Ewing, 1990; Hansell, 1975) has strongly suggested that many people only come for help at a point when they are in severe distress. Because a crisis tends to resolve itself, for better or worse, within a relatively short period of time, it is apparent that helping services must be devised that work effectively within this natural time limit. Once again, access to many clients is comparatively brief, and the therapist must be prepared to work in the most helpful manner possible within these limitations rather than futilely wish there was more time.


EQUALITY OF OUTCOME. Finally, where short-term and long-term approaches have been empirically compared, there has been a consistent finding with significant client populations that they are equal in result. Short-term treatment, in other words, is not necessarily a second-rate substitute for long-term treatment but is, in many instances, capable of delivering as much service in less time. This, of course, has many implications for practitioners, agencies, and funding sources. Third-party payers, for example, have become aware of these findings and are not willing to underwrite long-term intervention.


Clients, on the other hand, have a right to both effective and efficient service, and “Do not treat unnecessarily” has long been an ethical principle in the helping professions. Austad and Berman (1991) underscore yet another ethical imperative when they point out that, especially in contexts such as managed health care where large populations must be served, short-term therapy approaches “encourage the fair and equitable distribution of services to the greatest number of people” (p. 7).



AN OVERVIEW OF SHORT-TERM TREATMENT



As there are a variety of brief therapeutic approaches now available, I will attempt to specifically identify the theoretical base and overall strategies of the integrated model presented in this book.


Theoretical Influences


The theoretical base of the model of planned short-term treatment I will describe represents an integration of three major influences in the helping field: (1) the behavior modification methods deriving from social theory; (2) the time-limited approaches stemming from the study of crisis; and (3) the strategic/structural methods of family therapy based, in large part, on interpersonal relationship theory.1 Although brief therapy has sometimes been mistakenly considered synonymous with crisis intervention, in fact both behavior therapy and key aspects of strategic/structural family therapy have played a critical role in its development (Wells & Phelps, 1990). In this overview I will identify selected aspects of these three important frameworks of clinical thought and identify how each theoretical framework makes a distinct contribution to the practice of short-term intervention.


1. Behavior therapy (and its many cognitive infusions), for example, has shown that people can achieve meaningful change in their lives through structured methods that emphasize the identification of desired behaviors, the step-by-step acquisition of change through observation, imitation and practice, and the generalization of such change into real life via homework tasks and assignments.


2. Crisis theory and intervention, on the other hand, have not only identified the stressful life events that frequently motivate people to seek help but have also highlighted the significance of time in the process of change. That is to say, a crisis can be seen as a time-limited event in the life of its victim, which will resolve itself (for better or worse) unless effective help is received within its natural life span.


3. Family therapy not only offers a highly useful series of techniques and strategies for therapeutic intervention in parent-child and marital problems but, from its base in interpersonal relationship theory, directs the therapist’s attention to the critical importance of the individual’s current social networks in both creating and relieving problems in living.


Both behavior therapy and crisis intervention, along with family therapy, are aimed at instigating change in the current life and key interpersonal relationships of the individual seeking help. They share the common assumption that human difficulties are most usefully conceptualized as problems in living—disruptions in the person’s daily life or emotional equilibrium, dissatisfaction with the quality or quantity of interpersonal relationships, deficits in the essential social skills needed to manage one’s life—and that the focus of treatment should be on remedying these gaps. Short-term treatment is a deliberate and concentrated method of meeting such goals and is intended to be a practical and accessible means of helping large groups of people who otherwise would have little suitable therapeutic service at their command.


RELATIONSHIP TO CRISIS INTERVENTION


It should be noted, however, that although it is influenced by certain aspects of crisis theory, the short-term therapy model described in this volume is not identical with crisis intervention. The various short-term approaches can be seen as a related family of interventions, incorporating crisis intervention as an important subtype but including techniques, strategies, and goals that move well beyond the crisis formulation. These include interventions aimed at promoting change in specific areas of personal and interpersonal functioning (including, of course, both marital and parent-child relationships), methods of imparting important social knowledge and skills, and, in other instances, approaches designed to assist an individual in solving a particularly difficult life problem.


Crisis intervention typically aims at restoring the precrisis equilibrium of the sufferer. Brief treatment, in contrast, often attempts to develop new learning and skills that will enable the individual to progress beyond his or her original status. Crisis work is primarily supportive and ameliorative—and highly valuable within these parameters. Short-term treatment, in the broader dimensions that will be presented in this work, is designed to engage the client in problem resolution or change efforts with wider-ranging implications. A further important distinction is that crisis intervention emphasizes the individual or family in acute emotional distress, whereas short-term treatment is suitable for a range of clients whose affective state may be much less profoundly disturbed.


THE BASIC MODEL


In practice, short-term intervention involves the employment of specific personal and behavioral change methods, over a defined period of time, with the objective of bringing about positive changes in the client’s current life. In addition, the helping process is intended to relieve the often painful stress and demoralization that accompany disruptions and difficulties in the client’s intimate interpersonal relationships, important social roles, and significant areas of personal functioning. Dropouts and unplanned terminations decrease markedly with this dual emphasis on time and reality (Beck & Jones, 1973; Leventhal & Weinberger, 1975; Sledge et al., 1990).


The therapist and client jointly select one or two major areas of difficulty as the target of the helping intervention and agree to work on these problems for a planned period of time (Hoyt, 1990). It is usually the responsibility of the therapist to choose the particular change techniques that are judged to be most pertinent to achieving the desired goal and to guide and encourage the client in their application. The change methods employed are structured, in the sense of comprising a series of steps (or phases) that break down the process of change into component parts and guide the activities of both helper and client. Many such techniques are now available in the clinical literature, covering a wide range of common social and interpersonal situations.


The therapist’s activities throughout the helping process are directed toward three major goals:


1. Making problem and goal definitions as clear as possible


2. Assisting and supporting the client in systematic, step-by-step problem solving


3. Using the pressures of an explicit time limit as a key factor toward change


In carrying out these activities, the clinician becomes in many instances an educator (Becker et al., 1987; Guerney et al., 1971), providing important information and teaching needed skills in living or, in other instances, an expert problem solver (Haley, 1976; Nezu, 1989), guiding clients in systematic ways of dealing with the intricacies and frustrations of the human condition.


PHASES OF INTERVENTION


Looking upon time as a critical element in the process of short-term intervention, it is possible to conceptualize the contact between helper and client as comprising three distinct phases, each with distinct temporal boundaries:


1. The first phase consists of one or two interviews in which problems and goals are defined and an explicit contract negotiated.


2. This is followed by the main period of intervention (which may be one to as many as fifteen sessions in length), in which selected change strategies are utilized and which concludes with an evaluative termination interview.


3. The third phase involves a follow-up contact two to four months later. This interview or telephone conversation, initiated by the therapist, is for the purpose of reviewing the client’s current status.


The time durations suggested for each of the phases noted above should not be regarded as inviolable and may vary, depending on the clinical judgment of the practitioner. In any case, it is important to stress that the therapist not only spells out the time dimensions of each of these phases to the client but also adjusts the therapeutic effort to fit within the defined boundaries. This results in highly positive pressures on both therapist and client to identify the most pressing problem(s) and to work productively to bring about the desired changes. Implicit in the short-term helping process is the belief that change is most likely to ensue from a concentrated focus on a single but significant problem in living (and, conversely, the belief that much natural problem solving is weakened by attempting to deal with too many problems simultaneously). In order to emphasize this process, the helper will insist that the client with multiple problems choose the one or two of highest priority for intervention.


TERMINATING OR RECONTRACTING


Most short-term work terminates at the end of the contracted period (plus the designated follow-up), but it should be noted that it is always possible for therapist and client to negotiate, at the end of a particular helping sequence, an agreement to concentrate on a new problem area. Additionally, if short-term treatment does not achieve its goals within the expected time, therapist and client may agree to move into further time-limited contact or, in some cases, extended treatment. Further variations in time usage are possible, including single-session therapy (Bloom, 1981, 1992; Rosenbaum et al., 1990; Talmon, 1990), where contact is deliberately limited to a single interview, and intermittent time-limited treatment (Budman & Gurman, 1988; Cummings, 1991), where periodic short-term contacts are offered.


A PROSPECTIVE CLIENTELE


Many helping methods have unfortunately based their techniques and strategies on clinical experience and research with a socially and emotionally advantaged clientele. Indeed, by their very nature, a number of therapies either directly or indirectly screen out prospective clients who are not intelligent, highly motivated, relatively affluent, and managing their current lives well enough that they are willing to enter a lengthy therapeutic experience with little immediate hope of benefit.


Yet there is no doubt that a great many very ordinary people seek help only when emotional stress and interpersonal difficulties have assumed major proportions. Such a clientele has become much more evident as community mental health centers, HMOs, and EAPs have made therapeutic services increasingly available to the general public. Such potential clients have little concept of therapy as a process aimed at wide-ranging personality change over a period of years but, as research studies of client expectation make clear, typically anticipate that contact will last about six sessions (Budman & Gurman, 1988). Such individuals tend to drop out of treatment rather rapidly when its goals appear vague or irrelevant and the expected time commitment seems endless. Other clients become dependent on the helping process and stay within its protective confines long past any point of real gain (Howard et al., 1986).


There are large numbers of people to whom the services of private practitioners—whatever their discipline—are simply not accessible. This is partly a question of money: many struggling middle-class, lower-middle-class, or blue-collar clients (to say nothing of the poor) cannot afford the fee of the private practitioner. Yet even among those fortunate enough to have health-care benefits that include mental health services, Giannetti (1990) notes that for 49 percent of the population, such coverage is inadequate. Furthermore, the expectations that these clients bring into the therapeutic situation are frequently far different from the conventional therapist. They do not want to change their total personality; rather, they want to learn how to consistently discipline and nurture a difficult child. They do not want to expand their intellectual and emotional awareness, but instead are concerned with how to reduce the quarreling and dissatisfaction of a painful marriage. These are legitimate requests—not “symptoms” of something else—and need to be met with respect, concern, and effective helping from the clinical practitioner. This pragmatic, consumer-oriented stance can be seen in the following case vignette:


Mrs. Antonini phoned a family service agency to request help for her husband, whom she described as extremely upset and anxious about difficulties he was encountering at work. She accompanied him to the initial interview and they were seen together.


A neatly dressed, rather conventional working-class couple in their middle twenties, both were ill at ease as the session began. Finally, with obvious discomfort and embarrassment, Mr. Antonini described how his co-workers at the factory where he was employed had been verbally harassing him for the past year or two. The harassment consisted mainly of remarks and innuendos to the effect that he was effeminate or even homosexual. These stemmed, Mr. Antonini said, from an incident where he believed he had been overheard masturbating in the company washroom. Mr. Antonini had been able to make only the most ineffectual responses to these sallies; his major coping device was to avoid contact with the chief instigators of the ridicule. He had become increasingly upset about the situation, but only recently had he been able to confide these difficulties to his wife. He felt some relief from having shared his feelings but at the same time expressed an almost desperate concern to find some way of managing the continuing harassment.


I will return to this case in greater detail in a later chapter. At this point it will be sufficient to note that although a complex of psychological, emotional, and social factors are evident in the difficult situation facing Mr. Antonini, the focus of brief therapy was on responding to his urgent request for some tangible ways of coping with a situation that was both deeply troubling to him and threatening his ability to continue to earn a living.


EMPIRICAL BASE OF SHORT-TERM TREATMENT


Reid (1978) has argued that one of the essential values in a client-oriented approach to clinical practice is “the supremacy of research-based knowledge over knowledge acquired from other sources, such as practice wisdom or untested theory” (p. 5). In examining the empirical base of short-term therapy, I will not attempt to survey the total array of research studies supporting its efectiveness. Drawing on earlier writing (Wells & Phelps, 1990), the major findings can be summarized as follows:


1. The duration of most therapeutic contact, whatever the intentions or orientation of the practitioners, is relatively brief, averaging 6 to 8 sessions. . . .


2. When clients benefit from psychotherapy, of whatever kind, these positive changes occur relatively early, with 75% of clients being improved within 6 months. . . .


3. Finally, comparative studies have consistently found that explicitly time-limited treatments deliver results that are equivalent to those of open-ended or long-term therapies. (p. 8)


Indeed, in relation to this last point, Bloom (1992) comments that “perhaps no other finding has been reported with greater regularity in the mental health literature than the equivalence of the effect of time-limited and time-unlimited psychotherapy” (p. 9). This finding does not mean that extended treatment should not be practiced, but emphasizes that there is a need to identify those individuals or problems requiring lengthy intervention, since the majority of clients benefit as much from a time-limited intervention.


MAJOR OUTCOME STUDIES


There are a number of areas in which the evidence for the effectiveness of brief therapy is especially strong. These include conflicted marital relationships, the emotional and social problems of children and adolescents, crises of individuals and families, and such critical mental health problems as depression and anxiety.


Several major studies will be described in this section in order to provide the reader with some picture of the supporting evidence available and, in particular, to highlight the problems and client populations of relevance to clinical practice in mental health, family service, health care, and child guidance settings. It should be noted that all of these large-scale studies were conducted during the 1960s and 1970s, when brief psychotherapy was emerging as a distinct method, but subsequent research has affirmed their continuing validity (Bloom, 1992; Koss & Butcher, 1986).


For example, in one of the landmark studies of time-limited approaches, Howard and Libbie Parad (1968) examined the results of 1,656 cases seen in planned short-term treatment in a nationwide sample drawn from family service agencies and child guidance clinics. The problems dealt with ranged over the wide spectrum of marital, family, parent-child, interpersonal, and behavioral problems common to such agencies. The Parads note that 86 percent of the cases were handled within the planned time limits and only a minority of clients (14 percent) required lengthier treatment.


From evaluations completed by both therapists and clients, it was found that the target problem improved in 65 to 75 percent of the cases (with the clients giving the higher rating). Similarly, better coping with stress was reported in identical percentages of therapist and client ratings.


In a study of more than 1,000 cases of brief therapy with children (and their families) in a child guidance clinic, Leventhal and Weinberger (1975) found that short-term treatment produced improvement rates equal to (or better than) the long-term treatment approaches the clinic had previously employed. As in the Beck and Jones (1973) study noted earlier, this large-scale study also reported that dropout rates were greatly reduced.


In another important study, Sloane and his associates (1975) compared the outcome of both behavioral and psychodynamic short-term approaches (each employing a three-month time limit) with the changes occurring in a wait-list control group. The ninety patients in this study were moderately to severely disturbed adults seen as outpatients in a community mental health center. Results were evaluated using therapist, patient, and significant other (spouse, family member, etc.) ratings of change. In addition, a comprehensive evaluation interview was conducted by an independent clinician. All of these assessments were carried out before and after treatment and at one- and two-year follow-up points. Highly experienced therapists were employed in both treatment conditions.


Significant and substantial levels of improvement were found in both treated groups at termination in comparison with the nontreated clients, indicating that therapeutic intervention can induce meaningful change within a relatively brief time span. The behavioral and psychodynamic approaches were equally effective, although, contrary to popular opinion, the behavioral approach was effective across a wider range of client disturbance. The psychodynamic intervention was most effective with mildly disturbed individuals, whereas the behavioral methods helped those with both mild and severe dysfunction.


These results must be tempered, however, by the finding that by the one- and two-year follow-ups, all patients, whether treated or untreated, were substantially improved. This supports the general viewpoint noted earlier (Howard et al., 1986; Lambert et al., 1986) that any psychotherapeutic intervention operates most effectively in the early phases of contact and that, beyond this point, natural remedial factors will promote positive change whether or not the individual is treated.


Finally, a cluster of studies (Cummings, 1977a, VandenBos 1977b; Cummings & Follette, 1968, 1976; Cummings & VandenBos, 1979; Follette & Cummings, 1967; Rosen & Wiens, 1979) have examined the role of very brief psychotherapy in managed health care settings. A central concern for Cummings and his associates was whether a psychotherapeutic intervention would reduce the patient’s need for such other services as physician visits, pharmaceutical prescriptions, emergency room visits, diagnostic tests, and so on.


Their overall finding was that brief intervention played a significant role in alleviating the emotional distress that for many patients was being reflected through physical symptoms and did, in fact, reduce medical services. Moreover, in one of their studies they found that a single psychotherapy session was sufficient to reduce medical intervention by 60 percent over a five-year follow-up period, a startling finding that had already been suggested by earlier studies (Goldberg et al., 1970) in the managed health care area. These are important findings in relation both to the rapidly expanding utilization of managed health care throughout this continent, and the pressing need to contain the escalating costs of health care generally.


FOLLOW-UP STUDIES


Clinicians have been understandably concerned about the durability of the effects of time-limited intervention. Are gains from brief therapy ephemeral and liable to dissipate rapidly once therapeutic contact ends? A number of studies of short-term treatment (e.g., Cummings & Follette, 1976; Keilson et al., 1979; Langsley et al., 1971; Reid & Shyne, 1969; Sloane et al., 1975; Wells et al., 1977) have included follow-up evaluations in their research design. Thus, client status has been assessed anywhere from four months to five years after the conclusion of treatment. The consistent finding has been that the gains from short-term treatment show little or no decline at follow-up, an effect consonant with follow-up findings for all therapeutic approaches (Nicholas & Berman, 1983). Once again, the empirical data emphasize equality of outcome for brief and long-term approaches.


TREATMENT DURATION: LONG OR SHORT?


A pervasive belief in clinical circles has been that most psychotherapists prefer and, indeed, actually practice long-term treatment. Despite this enduring piece of clinical mythology, several large-scale studies of clinical practice provide strong support for the position that the duration of most client-therapist contact, across all of the major helping professions, is relatively brief, whatever the preference or intentions of the therapist. The major study by Beck and Jones (1973) offers such a picture of clinical practice in social work, while Langsley (1978) and Koss (1979) offer similar reports on the clinical work of psychiatrists and psychologists, respectively. More recent studies confirming these findings will also be noted.


The study of social work practice conducted by Beck and Jones (1973) was based on an examination of more than 3,000 cases from a nationwide sample of family service agencies, gathered in 1970. The authors compared these findings with a similar study conducted in 1960 and found that for interventions with relationship and personality problems (77 percent of the agencies’ caseload) there was a marked trend toward increased use of short-term treatment, particularly with child-related problems. The most startling finding, however, is their report (1973, p. 188, n. 30) that the short-term cases in their sample averaged five sessions, whereas long-term cases (“continued service” in their terminology) averaged nine interviews! That a nationwide sample of “continued service” cases falls squarely within what can only be considered short-term time limits certainly reinforces the notion that a good deal of brief treatment is being given in an unacknowledged manner.


The same phenomenon is present in the other major helping professions, as Langsley (1978) describes the results of a survey of psychiatric practice conducted over a six-month period in 1974. In this study both private and clinic-based psychiatrists reported on the diagnosis and treatment of all cases where intervention was considered complete and was terminated with the practitioner’s agreement. A total of 4,072 cases were reported by 147 private practitioners and 51 clinic-based psychiatrists. It is important to note that these were all cases in which treatment had been concluded; the study did not include consultations, incomplete treatment, or unplanned dropouts.2


Within this sizable sample it was found that the median number of office visits, across all diagnoses, was 12.8 for private psychiatrists and 10.3 for the clinic-based practitioners. Thus, in terms of length of treatment, there was little difference between private and institutional practice; therapists in both settings were obviously conducting a fair amount of relatively brief treatment. As Langsley points out, contrary to popular belief, psychiatrists as a group do not predominantly practice long-term treatment. Private psychiatrists, in particular, frequently utilize brief interventions, and even the more severe disorders do not necessarily receive lengthy treatment. If anything, the trend was for such milder diagnostic categories as “situational disturbance of childhood and adolescence” to receive longer contact.


Finally, Koss (1979) examined the characteristics of all the cases seen over a year’s time at a private clinic staffed by seven psychologists. The 100 subjects included in the study comprised all persons who requested and attended at least one psychotherapeutic session during the time period. The central finding was that the length of completed treatment for 79 percent of the sample was twenty interviews or fewer. Koss points out that this pattern is not too different from that of clients in public agencies, and it underscores the need to “continue to develop and evaluate treatment approaches designed to utilize effectively the brief time clients—even the most socially advantaged—will remain in psychotherapy” (p. 211).


These three large-scale studies were conducted during the 1970s, but Garfield (1986) finds the same trend continuing when he reports that the average length of therapy reported across a wide range of outpatient settings was between six and eight sessions. Indeed, writing in 1989, Garfield unequivocally states:


Most of the psychotherapy that is conducted in the United States, at least, is brief therapy, and there is no basis for expecting any change in the immediate future. There are still opportunities for those individuals who want to enter psychoanalysis or receive some other type of long-term psychotherapy as a means of personal self-exploration in terms of a specific theory of personality. However, such therapy is clearly for the very few who desire such an experience and can afford to pay for it. For the rest of the population, brief psychotherapy remains the treatment of choice. (p. 156)


It appears unnecessary, then, to try to persuade practitioners to do more short-term treatment when, in fact, the bulk of actual practice is already relatively brief. The real difficulty may lie in the cognitive dissonance this creates for the therapist who, on the one hand, has been taught to believe in the superiority of extended treatment and yet must grapple with the reality of a practice that is largely brief contact. The purpose of examining the principles and techniques of short-term intervention in this work is not to change practice in any major way; this has apparently already taken place. The need, rather, is to explicate the empirical, theoretical, and technological foundations of time-limited intervention so as to improve the quality of such practice and reinforce its explicit acceptability among practitioners.


IMPLICATIONS FOR PRACTICE


It is thus apparent that brief psychotherapy has been widely tested with large numbers of cases in a variety of therapeutic settings. The approach can be as readily employed with the problems of children and their parents as it can with the difficulties of individual adults. Within health care settings, brief interventions not only benefit the patient but also help reduce the overall cost of the program. In both public and private practice contexts, brief therapy can be adapted to the interpersonal complexities of family and marital conflict as well as to the more individually focused problems of people in severe distress.


All of this establishes, moreover, that planned short-term treatment is not a passing fad, but a serious and purposeful therapeutic endeavour. On the basis of the accumulated evidence available, I believe that the following position is empirically justified:


Planned short-term treatment should be considered the treatment of choice in such settings as mental health clinics, managed health care programs, and child guidance and family service agencies except where there is specific empirical evidence that a particular client group or presenting problem requires lengthier treatment.


This, of course, does not preclude the possibility that certain individuals, couples, or families will need more extended treatment, but it suggests that the way to find this out is after a trial of brief intervention has not achieved the desired results. Practitioners should not routinely enter into long-term treatment, since the research evidence strongly supports the position that, in a great many instances, brief intervention will bring about as much change as a longer intervention. Moreover, the equality of outcome that has been demonstrated is being achieved in less time, and with less cost, not only for the client but in relation to scarce personnel resources.
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An Eclectic Framework:
Theoretical Influences


Everybody has won, and all must have prizes.


—Lewis Carroll, Alice’s Adventures in Wonderland


Practitioners easily become impatient with theory and tend, at times, to reject it out of hand as unrelated to the immediate necessities of practice. Yet no one can function without a “theory” of some sort, even if it is only the loosest collection of commonsensical notions about why people experience difficulties (or live successfully), and what they might do to overcome a problem in living.


This chapter advances the thesis that no one theoretical framework is sufficiently comprehensive to meet the demands of short-term practice and that the helper must necessarily adopt some form of eclecticism. The growing acceptance of such eclectic practice is discussed, along with a brief examination of the overall relationship of theory to practice.


The bulk of the chapter, however, consists of a proposed eclectic framework for brief psychotherapy integrating key concepts from (1) social learning theory, (2) crisis theory, and (3) interpersonal relationship theory. The essential theoretical principles of each of these three major frameworks is examined, and treatment implications of particular relevance to brief intervention is identified. A concluding section discusses commonalities between the three theories.



THE NEED FOR ECLECTICISM



The most important practical question for the clinician is how to bring about tangible and beneficial change in the client’s life. In contrast to the pure scientist or the academician, the helping professional operates with the clear-cut expectation and, indeed, the societal mandate that her or his efforts will make such a difference. To attain these goals, clinical practitioners in the helping professions must answer three essential questions about human behavior:


1. How do problems in living develop? Why does one individual become embroiled in difficulties while another, often apparently similar in most respects, copes quite successfully?


2. Once a problem in living has developed, what maintains its existence? Given that such difficulties are by their very nature emotionally stressful and frequently impede individuals in the realization of important goals, what tends to support their continuance?


3. How does an individual change from a problematic to a nonproblematic status? Even more specifically, what part can a helping professional play in stimulating such processes of positive change?


The accepted response has been to turn to theory of some kind—or to devise a new theory—and there has been no lack of theoretical frameworks purporting to answer these central questions. In the face of the competing demands of so many viewpoints, it is becoming increasingly common for practitioners to describe themselves as “eclectic.” Jayarante’s 1978 survey of a large sample of clinical social work practitioners found that 55 percent identified themselves as eclectic. Another 25 percent reported that they employed more than one theoretical framework and, under a broad definition, could also be considered eclectic. Among those self-identified as eclectic, nearly 20 percent reported the use of five or more conceptual frameworks in their practice. Garfield and Kurtz (1977) have reported similar findings among psychologists. Indeed, with the publication of such works as Norcross’s (1986) Handbook of Eclectic Psychotherapy, or Patterson’s (1989) articulate discussion of a systematic foundation for eclectic psychotherapy, it is evident that eclecticism is becoming increasingly respectable and accepted across all of the helping professions.


The trend toward eclecticism appears to be especially the case where brief psychotherapy is the major mode of treatment and may well represent a process of adaptation to the demands of practice. Thus, Austad and Sherman (1992) report on a group of forty-three clinical practitioners—mainly psychologists and social workers—almost all of whom had been trained in a single theoretical framework (usually psychodynamic), and found that after several years of practice in a managed care setting they had become predominantly eclectic.


This predominance of eclecticism among clinicians has been criticized, usually by those advocating strict adherence to a single theory (Greene, 1978; Wolpe, 1969). Yet there is little doubt that the frontline practitioner has scant opportunity to reflectively weigh the merits of a plethora of competing theories. The clinician is constantly confronted by the need to act, and through action to promote positive change in clients who all too often do not fit the cleaner categories of any single theoretical framework.


Much of my consideration of the theoretical literature will be from this perspective. I will not regard the generalizations of any theory as true or false in an absolute sense, but will attempt to probe their usefulness in this vital task of preparing, motivating, and supporting clients toward the successful utilization of short-term helping processes.


SOCIAL LEARNING THEORY INFLUENCES


In his brillant overview of the then-current status of social learning theory, Albert Bandura (1977b) points out that the most popular theories of human development and behavior have focused on the individual and have emphasized such motivational forces as needs, drives, and impulses. Bandura believes that this approach to psychological theory is inadequate and is now being challenged, particularly by the comprehensive viewpoint espoused by social learning theory. He has continued his integration of both theory and research in succeeding publications (Bandura, 1986).1


In the social learning viewpoint, an adequate explanation of behavior must include the antecedent inducements that may stimulate it; the expected benefits it will produce; and such cognitive factors as “anticipations, intentions, and self-evaluations” (Bandura, 1977b, p. 3.). It is in the area of cognitive factors that current social learning theory has significantly expanded upon previous behavioral theories. Additionally, in important relationship to the optimistic and positive outlook of brief psychotherapy, the theory places no specific emphasis on pathology; from the social learning perspective, there is no qualitative or etiological difference between prosocial or deviant behavior. The distinction is one of social norm or cultural evaluation, and all behaviors are acquired and maintained on the basis of three regulatory systems:


STIMULUS CONTROL. Certain human responses are primarily affected by external environmental events. For example, Pavlov’s experiments demonstrated that the salivary responses of his dogs could come under the control of an external stimulus—in this case, the ringing of a bell. On the other hand, external stimuli may less directly control behavior by virtue of their association with previously rewarding events. In this instance, the external stimulus acts as a signal to the individual that behaving in a particular way is likely to bring reward or satisfaction. Thus, recently developed weight reduction programs have enhanced their effectiveness by teaching the dieter to identify and deliberately alter the physical settings in which overeating has commonly occurred. By consistently reducing exposure to these previously stimulating circumstances, the effects of other aspects of the program—reduced food intake, exercise, and so on—can be considerably enhanced.


REINFORCEMENT. A second major regulatory system lies in the feedback received, usually in the form of reinforcing consequences, for a behavior. What will be reinforcing, of course, is unique to each individual, but may include satisfying experiences from the behavior itself (sexual orgasm, for example), tangible objects of meaning to the client (food or money), or the person’s own self-evaluative comments. In contrast to the stereotyped image of the behavior modifier as confined to doling out M&M’s, many recent behavioral approaches have utilized this last reinforcement category; that is, clients have been taught to selectively increase their own rate of self-reinforcement as a potent change strategy. In any event, there is no doubt that consequences powerfully affect human functioning, both eliciting and maintaining behavior, and must be appropriately modified if change is to take place.


COGNITIVE MEDIATORS. Finally, social learning theory has emphasized the influence of what Bandura (1997b) calls “central mediating processes” as a third, and perhaps most influential, regulatory system. These are the complex of cognitive processes through which human beings organize, codify, and symbolically store their daily experiences. Over time these cognitive factors become stabilized into attitudes, beliefs, and values and consequently play a critical role in governing behavior. Using this vantage point, clients are trained to identify the cognitive patterns that may be operating to arouse uncomfortable and unwanted emotions or to inhibit or weaken desired behaviors.


This last facet of social learning theory has had an immense impact on the practice of psychotherapy, and most current behavioral approaches are more accurately characterized as cognitive-behavioral. Beginning with such pioneers as Mahoney (1974), Meichenbaum (1974), and Lazarus and Fay (1975), and continuing with the highly influential writings of Aaron Beck and his associates (Beck, 1976; Beck & Emery, 1985; Beck et al., 1979; Moretti et al., 1990), the cognitive-behavioral approaches have come to dominate much of contemporary psychotherapeutic practice.


In summary, social learning theory contributes several important theoretical concepts to the practice of brief therapy. First, it suggests a nonpathological viewpoint of human functioning in which certain behaviors or emotions may be unwanted by, or detrimental to, the prospective client yet are governed by the same regulatory systems that govern the entire range of human behavior. Second, as these systems operate in the current personal and social environment of the troubled individual, they are both identifiable and accessible to change. Third, it explicates a series of empirically substantiated strategies for specifying and altering the behaviors and cognitions that are currently maintaining the problematic situation. Fourth, it emphasizes here-and-now exploration and action, rather than protracted discussion of past history, thus making its strategies compatible with time-limited intervention. Finally, it views clients as active participants in the therapeutic process who can be taught and encouraged to self-manage the aspects of their lives—both current and future—that cause difficulties for them.


Implications for Treatment


Several other important guidelines for short-term therapy can be drawn from social learning theory, in addition to the various change strategies noted above. These will be briefly reviewed here.


1. The principle of specificity suggests that learning takes place most efficiently when its target and goals are clearly and concretely identified by both therapist and client. This not only makes the process of change more readily apparent to both participants, but also offers the client a modicum of protection against change efforts that he or she might not regard as desirable. For a number of clients, simply becoming more specific about their problem (and their desired goals) is a meaningfully helpful contrast to an initial state of confusion and turmoil.


2. The principle of successive approximations (or shaping) emphasizes that change takes place most easily in a series of steps or phases. A common frustration for disturbed individuals results from their thwarted attempts to change “at a blow,” so to speak. Much of the skill of the therapist lies in an ability to break down a desired-goal state into the constituent elements or steps needed to achieve it, and to encourage the client in the systematic use of such a process. In contrast to theories that emphasize exploration of past history or “pathological” states within the individual, both specification and shaping call for an assessment of current behavior and related factors in the immediate environment, and active steps to achieve desired change.


3. The principle of modeling is based on the extensive research findings that a great deal of complex human learning takes place through observing the behavior of others. Again, a part of the expertise of the therapist lies in arranging and encouraging the use of needed modeling experiences.


Therapists of many orientations have characterized the helper and the helping process as a type of modeling experience for the client. However, it must be remembered that modeling is a very literal process: what is observed is what is learned. If, for example, the client only observes the therapist asking questions or making brief, noncommital replies, then it is doubtful if any tangible skills for living can be learned from this example. Useful learning can take place, however, if the therapist, through her or his behavior, offers the model of an active, vital, striving individual to the client.


At the same time, many positive changes can be stimulated through having the client observe the actions of successfully functioning peers, or watch in vivo enactments and videotapes of individuals exhibiting desired levels of social skills.


4. The principle of performance emphasizes that change takes place most readily when the individual tests out the new behavior through actual activity. Even such obviously cognitive factors as expectations and attitudes, as well as specific motoric behaviors, are most significantly influenced in situations where the person can be induced to act (Bandura, 1977a; Bandura et al., 1980). This important principle underlies the stress placed in brief psychotherapy on such active change strategies as behavioral rehearsal and task assignment.


CRISIS THEORY AND CRISIS INTERVENTION


Perhaps because of its apparent simplicity, and undoubtedly because of its great utility, crisis theory and its practice counterpart of crisis intervention have been readily assimilated into the practice of most clinicians. In his discussion of the history of crisis intervention, Ewing (1990) draws upon the seminal writing of Caplan (1964) to summarize the most common formulation of the crisis state:


crisis theory is grounded in the concept of homeostasis. People are continually confronted with situations that threaten to upset the consistent pattern and balance of their emotional functioning. Ordinarily these threats are short lived; the threatening situation is mastered by habitual problem-solving activity. Although the person is in a state of tension during the period prior to successful mastery, this tension is generally minimal because the period is relatively brief and the person knows from past experience that mastery is forthcoming. In some instances, however, the threat is such that it cannot be readily mastered by resort to habitual problem-solving methods. It is then, according to Caplan, that the person begins to experience “crisis.” (pp. 278–279)


Crisis intervention was in particular vogue during the 1960s and, along with Gerald Caplan, such writers as Howard Parad (1965) and Lydia Rapoport (1970) have discussed its theory and practice extensively. It has continued to be popular, and current innovations include (1) Ewing’s (1978, 1990) suggestion that crisis intervention be viewed as simply one of the forms of brief psychotherapy, often complete in itself; (2) the development of strategies of brief family and marital therapy based on a combination of crisis and systems theory (Pittman, 1987; Pittman et al., 1990); and (3) Imber and Evanczuk’s (1990) utilization of brief crisis therapy groups as an alternative treatment in community mental health centers.


The explanatory principles of the theory emphasize several key points:


NORMAL AND SITUATIONAL CRISES. Life is commonly characterized by any number of events, anticipated or unanticpated, that have the capacity to induce stress. Certain of these stress-inducing situations, such as beginning school, entering adolescence, getting married, or growing old, are almost inevitable happenings in the lives of most people. Others, such as divorce, life-threatening illness, or natural disasters, are products of unique sets of circumstances. However, both the “normal” crises of unfolding life and the “situational” crises of unexpected events can induce acute stress in the vulnerable individual or family.
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