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Background
Beginning in 1982, Insoo Kim Berg, Steve de Shazer, and their colleagues at BFTC (and their clients) have been
developing a solution-focused approach to doing therapy that is significantly different from other approaches (Berg &
Miller, 1992; de Shazer, 1985, 1988, 1991). In comparison to other approaches, there are differences in theory, in
assumptions, in practice and resulting differences in the way of conducting sessions; there are fewer sessions involved1
and longer intervals between sessions (de Shazer, 1991). The approach encompasses a different view of therapy, a
different view of clients, and thus a different view of therapists and their tasks.
Prior to 1982, we were using a problem solving model of therapy based on the idea that the therapist's intervention
needed to fit with the patterns of the client's problem in a very particular and specific manner (de Shazer, 1982). Like
most models of therapy, we focused on describing the problem or the client's complaint, based on the assumption that
the nature of the problem (or at least the description of the patterns of the problem) determined what the intervention
should look like and, therefore, what the eventual resolution should look like. Like many other models, we saw the
client's complaints (including the patterns around them) as continuing to occur because they seemed to follow rules
similar to the rules that can be seen to govern and pattern all human interactions.
“The problem isn't trying to adapt therapy to a particular [diagnostic] classification, but: What potentialities does the
patient disclose to you of their capacity to do this or to do that?” -- Milton H. Erickson (Haley, 1985, p. 126).
While many therapists group problems into categories, i.e., 1) psychological problems with obscure origins, 2)
psychological problems with obvious origins, 3) organic disorders, or 4) by standard diagnostic categories, we tended
to group cases together according to their responses to our initial intervention, particularly the homework tasks we
gave at the end of the session. The form the intervention took depended on behavioral sequences around the
complaint and the meanings the clients gave to their situation.

1 Although many models of brief therapy are defined in part by various time limits or limits on the number of sessions, we do not use
any time limits at all. When asked we say as few sessions as possible and not one more than necessary". For the past five years, we
have averaged 4.5 sessions per case and 97% of the cases come for fewer than 10 session. We have no selection criteria and we see
anyone who comes to see us.
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From a Problem-Focus to a Solution-Focus
In mid-1982, we had a case that forced us to radically change our minds about therapy, clients, therapists, problems,
complaints, and solutions (a process that has taken a number of years and is still continuing). After the therapist asked
"What brings you in today?" the mother began to describe her concerns but, before the therapist could begin to elicit a
description of the patterns around that complaint, the father interrupted. He had his own concerns but, before the
therapist could either return to mother's concerns or elicit a description of father's, the eldest child interrupted with her
own concerns. During the course of the session, the family members continued this pattern and by the end of the session,
the five of them had listed 27 different concerns. However, none of these were well enough described for the therapist
and his team to use as a basis for an intervention task. (Every therapist who has interviewed more than two or three
families has had a similar experience.)
It was clear to the team behind the see-through-mirror that this family had a "problem": They clearly had something
to complain about and their coming to therapy seemed appropriate. However, none of their concerns had yet been put
into a form that could be used as a guide for an intervention. Fortunately, some of the team had been influenced by the
works of Milton H. Erickson (Haley, 1967) who suggests that if efforts made by the therapist to clear up the client's
vagueness have led only to more vagueness, then the therapist should do something different and be at least as vague
as the client has been and, eventually, this will lead to at least some clarity. The team thus developed this task which
came to be known as the Formula First Session Task (FFST):
"Between now and next time we meet, we want you to observe, in such a way that you can tell us about it next time,
observe what happens in your life that you want to continue to have happen" (de Shazer, 1985).
Two weeks later, when the family returned, my colleagues and I were surprised when the family described 27
different things that had happened that they wanted to continue to have happen. 25 of the 27 were directly related to
the 27 concerns listed during session one. When asked, the family members said that they thought the problem that
brought them to therapy was solved and therefore no more sessions were needed. Six months later, 20 of the 27 things
listed in session two were seen as continuing to happen.
According to our problem solving model, this intervention should not have worked since it was not related to the
patterns of any of the complaints the family members listed. But work it did! Therefore, we were faced with a choice: a)
We could pretend it did not happen, ignore it, and thus describe it as some sort of fluke, or b) we could investigate it
and thus risk changing or even rejecting the model/theory we had been constructing for 15 years. We choose that latter
course.
Research<>Practice<>Theory2
During the course of the next two years we gave this same task to hundreds of clients (individuals, couples, families)
and found that, about 90% of the time, clients will report having had something happen between sessions one and two
that they want to continue to have happen. (It was, in fact, our rule to give this task at the end of the first session unless
we had very good reasons not to: We gave the formula first session task to two-thirds of our clients during this
investigation. Most frequently, they listed from 7 to 11 things in the second session.) Frequently these events were unrelated to the client's problems and complaints and yet are seen by the client to make things significantly better: We
learned that what clients used to judge that things were significantly better are frequently very different from what
professionally trained therapists or researchers would use or would think that the clients should use.
At this point we lost our highly valued connection between complaint and solution. Clearly, if this generic task can
lead to descriptions of significant improvement regardless of the complaints involved, then the complaint does not
determine the process of solution. The process of solution development can begin without the therapist knowing or the
clients agreeing what the problem was or what the clients have to complaint about.

The symbol <> is used in chemistry to describe a reaction that goes in both directions. Sometimes the rate is more in one direction
than another; at other times, an equilibrium is reached whereby both (all) contribute equally. The interaction between research and
practice and theory seems to vary in a similar fashion at our center.

2
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This investigation confirmed for us the idea that what the client does and what the therapist does while doing therapy,
what goes on in therapy is more important to successful therapy than the problem or diagnosis or the client's situation
or personality.
Central Premises
The central philosophy of solution-focused brief therapy (de Shazer, 1985, 1988, 1991) can be summed up as follows:
1. If it ain't broke, don't fix it.3
2. Once you know what works, do more of it.
3. If it doesn't work, don't do it again: Do something different.
These three premises may seem overly simple or perhaps even simple-minded when it comes to doing therapy: i.e.,
therapist and client working together (We doubt the usefulness of calling our work "therapy" but no viable alternative is
readily apparent). Obviously, a tradition based on such simple premises is frequently going to be seen as deeply flawed.
Surely the resolution of over-whelming, chronic human problems cannot be so simple. Interestingly, applying them in
the "real world" of doing therapy certainly is not easy.
Premise 1: If it ain't broke, don't fix it. This premise is so central to life that it seems self-evident. In fact, there should
be no need at all for this premise which, among other things, we take to mean the following: If something is not a
problem for the client and, therefore, the client does not complain about it, then -- no matter how obviously problematic
that something might be in the eyes of the therapist or "society" -- it is none of the therapist's business. Unlike most, or
at least many, other types of therapy, solution-focused brief therapy is non-normative and thus the need for explicitly
stating this premise.
Premise 2: Once you know what works, do more of it. On the surface, this premise should be so self-evident that stating
it seems stupid. At BFTC, we serendipitously found out that, when asked in the right way and/or at the right time, many,
perhaps most, clients will report that there are times when the complaint/problem does not happen, even though they
had every reason to expect it to happen! And that there are times when things, in general, go along quite well given the
clients' life circumstances. Whatever it is that the clients are doing at these exceptional times are exactly what the client
needs to do more of: The client needs to continue doing what works.
Although the premise itself should go without saying, it is actually broader in its implications and applies to doing
therapy as well. For brief therapists it means that a) if you know a solution that works, do not un-necessarily look for
another way: Never forget what works; and b) if what you did in the previous session was effective in the client's
judgment, then you should do it again. Furthermore, the therapist should resist doing anything additional.
Premise 3: If it doesn't work, don't do it again: Do something different. Since the problematic situation has been simply
and clearly described as "the same damn thing over and over again," it also seems as if this third premise should be selfevident. However, given the folk-lore idea that "If at first you don't succeed, try, try again," this premise cannot be
overstated primarily because it seems to run counter to common sense.
Clearly, problems have self-maintaining properties including (so-called) repeats of the same old failed attempts at
solution. Obviously, things are not working and Premise 3 of the Central Philosophy suggests that -- in such a problematic
situation -- someone needs to do something different if anything different is going to happen. In fact, when anyone in
the problematic situation does something different, anything that cannot be seen as "the same damn thing over again,"
then the problem is on the way to resolution, i.e., what was problematic becomes just another example of "the one damn
thing after another" that in fact constitutes normal, every-day life.
If progress has not been achieved within a few sessions, our view is that the therapist has also become part of the
problematic situation and also needs to do something different since studies from all forms of therapy have shown that
if progress is not made by 5 to 8 sessions, it is unlikely that it ever will be made. Since we do not use several sessions to
do an assessment, we feel that if progress is not acknowledged by the client by the third session then the therapist needs
to pay attention to premise 3. Examples of the therapist doing something different include changing teams, changing
rooms, changing who sits where, changing which therapist (from the team) is in the room, radically varying appointment
dates and times, changing who is invited to the session, etc.. Often the most effective difference is admitting to clients
that we do not seem to be helping them so they need to help us.

3

In more correct, less colloquial English: If it is not broken, do not fix it. Or, if it works, do not fix it.
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Case Illustration
Assumptions influence what therapist does or doesn't do. The following case helps to demonstrate how the
assumptions that are held by the therapist direct his thinking and the questions that he asks. The client is a married
woman with two grown children. She became blind 10 years earlier as a result of diabetes and recently learned that she
has lupus.
Th: What brought you here today?
Cl: I just feel really depressed. I can't use my hand and my legs are all numb. I'm numb all over my body. I can control
my left hand but I don't have any feeling in it.
Th: Right.
Cl: I can't telephone. I have to get the operator to place calls for me. All these things are bad because I'm used to
doing all these things for myself.
Th: Yes, you're having to make a lot of adjustments and that's tough.
Cl: I don't want to live like this. I really don't. I don't have the thoughts of killing myself but I don't want to live like
this either.
Th: Yes. There’s a lot happening for you at the moment and all of it is new to you and tough. How are you coping
with that?
Cl: I'm not. I just don't .... I can't prepare my meals...
Th: What would have to happen today for you to feel we've been helpful to you?
Cl: You can't because you can't make the feeling come back.
Clients generally need some reason to come to therapy: a problem or complaint that they may have about themselves
or someone else or a problem or complaint that someone else has about them. If they did not have some reason or
justification for being there, they would be mere window-shoppers. However that complaint or problem is simply their
ticket to get in the door. Likewise if they have a noise in their car, they have a good reason to go to an auto repair shop.
They may not know exactly what they want fixed. While they're there, they may want the mechanic to also look at the
steering. Maybe they're not sure if the two problems are related so they attempt to describe in detail the symptoms in
order to help the mechanic. Clients who come for psychotherapy do much the same: They describe in great detail the
problems that are bothering them enough that they feel they need help. Often the therapist assumes that the client is
there for relief of their symptoms and becomes frustrated when that is not possible.
In this particular case the client complains about her symptoms from the recently diagnosed lupus. She can not
continue certain activities in her life such as knitting and swimming. She does not have feelings in her limbs. And she
does not want to go on living like that. Because she is obviously suffering greatly from the combination of blindness and
lupus, any therapist with an ounce of compassion would want to help this woman. Many therapists would feel obligated
to show that compassion and to make suggestions to help relieve her symptoms. But do we really know what she wants
in the way of help from us? Often therapists feel the need to jump in right away to help the client. We might ask questions
to find out more about her physical complaints. We might do a suicide assessment, etc. In this particular case, the
therapist (Ron Wilgosh)4 did not explore those avenues. Instead he listened very carefully for any indications of what
the client did want instead of what she did not want and, importantly, he did not make the assumption that he knew
what she wanted. She had been focusing on what she already knew she was not able to do. Obviously that added to her
frustration and to her limited hope for change. Continued attention to that by the therapist would only add to that
frustration; if he were to have done that, he would be joining her in doing more of the same of something that is not
working. In fact, the client does not think the therapist can help relieve the symptoms. So her therapist simply
acknowledged that he understood what she was saying.
Finding out what the client really wants. Most therapists (at least in the U. S.) are required to have goals for specific
cases if for nothing else other than insurance purposes. For the sake of accountability, these goals must be measurable
which means that they usually need to be described in behavioral terms. However, few forms of therapy specify the
procedure for obtaining goals or the qualities of well-formed goals (Berg & Miller, 1992; de Shazer, 1991). The insurance

Ron saw this client while doing a month-long residency at BFTC and can be contacted at the Social Work Department, St. George's
Hospital, Sutton's Lane Hornchurch, Essex, England, RM12 6RS.

4
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forms have a space for goals which client and therapist are supposed to agree on together. So why not simply ask clients
what their goals are? It has been our experience that this is not very productive for several reasons. Clients are frequently
so focused on the problem that the goals are expressed as the absence of that problem or the stopping of something. The
former is hard to measure and the latter cannot truly be achieved until death. In fact, defining goals this way often
makes matters worse because it causes the client to focus more on undesirable behavior(s) and/or the problem. Often
these goals involve very big leaps from the present reality and they usually involve someone else having to change in
order to reach the goal. Moreover, it is our belief that if the client could express what they wanted in a different manner,
it would be much easier not only to reach that goal but also to know when they are done with therapy. This relates to
our third premise in that the "it" that's not working can be the client's way of thinking about things.
How best to help the client think in a different way so that they can best accomplish this? We have found that the
use of what we call the miracle question (de Shazer, 1985, 1988, 1991) frees the client to think of solutions in the future
without being burdened by the problems of the past and present. It is most appropriately used when the client has had
sufficient time to describe the reason(s) for being in the therapist's office, i.e., the complaint or problem. We have found
that, if the therapist tries to solve the problem too quickly (often joining with the client in doing more of what does not
work), the client will continue to try to convince the therapist that he or she has good reason to be there by continuing
to describe the problem. Similarly, if the therapist persists in asking lots of questions about the complaints, the client
will continue to be helpful by answering more about the problems. If however the therapist just listens and acknowledges
that they have heard what the client says, there usually comes a point at which the client starts to repeat or looks at the
therapist for some indication of where to go next: i.e., Do more of the same or do something different? This is the point
where we find asking the miracle question most appropriate.
Th: Let me ask you this. Imagine tonight you go to bed and while you're asleep, this miracle happens and the
consequences of the miracle are that the problems you've come here with today are solved. What would be different
in the morning? How would you know?
Cl: I would be able to feel my legs and my hands. I could feel again. I could brush my teeth. I could write. I could
read braille. I could do things for myself.
Th: Uh, huh. What else would be happening that would let you know this miracle is happening?
Cl: I would just wake up and feel it....
Th: What would your husband notice you doing different that would let him know something happened overnight?
Cl: I'd be making breakfast, dialing that phone myself, pushing the VCR buttons myself, brushing my teeth, combing
my hair, doing all the things I used to do.
Th: How would that be different for him, if you were able to do all these things?
Cl: He wouldn't have to get my medicines out, fix my breakfast for me, pour coffee, butter bread.
Th: Um, hmm. And how would that be different for you if he didn't have to do all these things?
Cl: I'd be glad because I'd do them for myself.
Th: Right. How would he be able to tell that you're glad?
Cl: I'd probably have a big smile on my face and we'd be talking about it.
The miracle question is not necessarily a substitute for the goal question; it is a way of helping clients think differently
so that they can arrive at solutions that may have not been possible to imagine by focusing on the problems. The goal of
the therapist is not to force the client to do the miracle they describe but to open many new possibilities that might lead
to solutions. At this point the client and the therapist do not know which possibility might lead to a solution. They do
not know what works so they do not know what to do more of; that will come later. So, the therapist does not latch onto
any particular idea or attempt to establish priorities. The more numerous the examples, the more detailed the
description, and the smaller the responses to the miracle question, the higher the probability that these behaviors or
perceptions have already happened to some extent, might happen in the future, or might be noticed as having happened.
In order to maximize the possibilities, it is necessary for the therapist to ask additional questions to assist the client in
coming up with more and smaller possibilities. When clients come up with large or impossible responses (i.e., "I'll get
the feelings back in my legs and hands''), rather than challenge that possibility which can only bring the client back to
the unsolvable problem, the therapist can simply accept that as a perfectly legitimate desire and proceed by asking "What
else?''. As this conversation continues, the client is able to think about more and more because, after all, they are only
pretending.
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Because we are only looking for a small change anywhere in the client's life, we do not limit our conversation to only
the person in the room with us; after all, the client's life is not limited in such a way. So we ask what we call relationship
questions: What the client would notice other significant persons in their lives doing or what the other persons would
notice the client doing. In some cases the identified client might not want or expect any difference on their part but want
someone else to change. Again the more numerous and minute the responses, the more probable their reality. In this
case the therapist continued to explore differences after the miracle that she would notice with her husband and her
daughter.
Searching for Solutions. We talk of searching for solutions because the therapist's goal is not to be able to define the
one solution for the client. Rather the client will be the one to know when the solution is found because they will decide
that there's no further need for therapy. But since they usually do not think they have found the solution before coming
to us, the question is "How can we help them?"
We believe it is important to help clients develop a rich picture of life without problems because no matter what
means they choose to arrive there, they need to know when they are successful. In an analogous way if a person wants
to get to Chicago, he has to have an idea how he will know it's Chicago. If it's by recognizing certain buildings, he might
have to travel by car rather than by plane. The various responses to the miracle question provide a direction or vision
toward which the client can focus. With this new focus, the client is better able to see past, present, and future examples
of change. In other words, the client and the therapist do not have to decide to do anything new at this point.
So how does this help? Because the client now has a better picture of what they and others will be doing after the
problems are solved, we assume that there is some probability that parts of this miracle picture are occurring or have
already occurred. Unless the therapist asks, he will never find out.
In one study we asked the question: What have you noticed different about your situation since you called for the
appointment? Two-thirds of the clients answered that something had changed in a positive direction and all of those
said the changes were related to the reasons they came to therapy and were changes they wanted to see continue to
happen (Weiner-Davis, de Shazer, and Gingerich, 1987). In some ways this finding is not surprising since other studies
have shown that clients on waiting lists solve their problems without the help of therapists (up to 50% of the time).
Knowing that pre-session change takes place so frequently helps us to listen for it and to ask about it in a different way
and at a different time: After the miracle question, we ask "Are there times now that small pieces of this miracle happen?"
By asking this question now we not only find examples of exceptions to the problems but also incidences of partial
solutions: i.e., exceptions related to the goal. In this case, the client mentioned her previous adjustment to blindness.
Cl: That was the one hard thing I had to go through when I lost my sight. That was a real big adjustment for me.
Th: Boy!
Cl: I mean if it hadn't happened to me I wouldn't have believed it was possible that you could actually adjust to it
because it was very, very hard.
Th: Right. So if it hadn't happened to you, you wouldn't have believed you could adjust to something like that.
Cl: Right.
Th: How did you adjust to something like that; how did you do that?
Cl: For a whole year I did nothing... I didn't eat very much... All I did was sleep. ... The only time I did anything was
if I had to go to the bathroom. If I had a doctor's appointment, I'd get up and go there and come back. Basically, all I
did was stay in bed.
Th: After that first year, what did you start to do that showed you that you were starting to adjust?
Cl: I went down to a program for the visually impaired and I tried to get out and go places myself and I walked to
the store to shop.
Th: You had to learn all that?
Cl: Yeah.
Th: Wow!
Cl: And every time I managed to accomplish something I was real pleased with myself. I just did it till I knew I could
do it on my own. I didn't have to keep doing it. Then I went on to something else.
Th: What else did you have to learn to do for yourself that you weren't used to before?
Cl: I had to change my ways of living.
Another way that the therapist can help the client search for solutions is to ask scaling questions in the first session:
On a scale of one to ten, where 10 is when these problems are solved and O is when they are at their worst, where would
Journal of Solution Focused Practices – 75
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you say things are today? Some therapists might be reluctant to ask this question during the first session for fear of
hearing the client respond with a low answer. However the focus is not on the number itself; the actual number is not
important. The emphasis is on the positive direction; whatever the client's response, an inquiry is made as to how they
got from zero to that number. (Even if the client's response is "0" we would inquire about how come it is not "-1" or " 2"? How come things did not get worse? which implies that they did something to prevent things from getting worse.)
Clearly, the indication is that they have already started to solve their problem. In addition, it's helpful to find out what
the next small step will look like. It is not necessary to ask or tell the client how to get to that step. Even with clients
who say their life is at its absolute worst, picturing the next small step provides them with some hope because this small
step is possibly closer to their grasp than trying to eliminate the presenting problem.
Th: Let me ask you: On a scale of zero to 10, where zero is the situation at its worst and 10 is the way your life can
realistically be so you feel okay about it and you don't need to come here anymore, where would you say you are
today?
Cl: Probably a one.
Th: A one.... How did you do that, how did you get from a zero to a one?
Cl: Well, maybe I should say I'm at a zero.
Th: Right, right, okay. You're sure; you've thought about that and you're at zero.
Cl: Yeah.
Th: If your husband were here and I asked him the same question, where does he think you are on that scale? What
would he say?
Cl: He'd say zero too.
Th: That sounds like a tough place to be. What would a half look like: what would be happening at a half that's not
happening now?
Cl: Maybe I'd be able to do a little bit for myself.
Th: What do you think that might be?
Cl: Dialing the telephone.
Th: Dialing the telephone. Would there be anything else that would tell you that you moved up a little bit?
Cl: Brushing my teeth with my right hand cuz I'm right handed and I can't do things with my right hand. I tried to do
things with my left hand but it's really difficult.
Again the usual tendency of therapists would be to try to help this woman by telling her what to do or getting
someone else to help her. But is that what she really wants from the therapist? If one listens closely, the indication is
that she wants to do for herself and is not real sure what she wants from therapy other than to talk.
Th: How can we help you with the things you are facing?
Cl: I don't know. I guess maybe to be here for me to talk.
Th: Okay, how will that help you, talking to us? What difference will that make for you?
Cl: I don't know. You're somebody I don't have to think "you might be pitying me".
Th: Umm, that sounds important.
Cl: Yes, it is very important.
So in the message at the end of the session after a short break, we ask her help in thinking about how talking can be
helpful in producing the changes she wants. We also offer compliments on how she has tried to adjust to this and other
events in her life. This message is no longer called the intervention message because the word "intervention" suggests
that our aim is to intervene or interfere in our clients' lives rather than assist them in finding their own solutions.
Th: Before we finish, I would like to share some of the thoughts of the team. We all wanted to say to you that it is a
very difficult and very tough situation you have at the moment. We feel as impressed as you were surprised at how
you adjusted to the changes that happened to you; you said you were most surprised out of the family at how you
adjusted to being blind. We were impressed at how you have been able to come to terms with what's happened to
you and to have worked through what is happening. That's very, very tough. We think it's a good idea you've come
along here today. It's a good start for us and we've got to find out more about what's happening for you. We'd like to
see you again soon. Would you like to come back?
Cl: Yes.
Evaluating progress. How do we know this seemingly minimalistic approach works? Since we maintain the
assumption that clients have all the necessary tools to construct their own goals and solutions, we have to let them be
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the judge of their progress. If there has been progress toward their goals, we expect their lives to be better. So we start
off second and subsequent sessions by asking them:
Th: Since last week, what's been better? What have you noticed that's been happening that's been better?
Cl: Nothing's been better. Well, I'm brushing my teeth.
Th: You're brushing your teeth?
Cl: Yep, with a toothbrush.
Th: Wow!
Cl: And now I've been working more and more with this left hand.
Th: Uh huh, and how has that been helpful to you?
Cl: I think I did a better job with the brush than I did with the cloth....And try to eat more with my left hand and I
seem to be getting a little more food on the fork or spoon.
Th: Gosh, you're eating as well with that hand. It sounds as if you've been working hard since last week.
Cl: Yeah.
Th: When your husband does notice that you've been making changes, how will that change things for the two of
you?
Cl: It will just be less things he has to do for me.
Th: Umm, hmm. And how will that change things for the two of you when there are less things for him to do?
Cl: I don't know. We'll be able to devote more time to other things.
Th: What else has been happening that is different? Cl: I don't think I'm as depressed.
Th: I'm curious how you're not as depressed as you were. What have you been doing different that has helped?
Cl: I guess trying to do more things for myself.
Th: And that's been helpful for you?
Cl: Yeah.
It is not unusual for a client to respond by saying "nothing" initially. Given their initial problem-focused view, this
response is neither unexpected nor surprising. After all, for clients to think and to notice positive change is a rather large
shift for them. It takes some time for clients to be able to think in this different way. Therapists can be helpful by being
patient (interesting word since it is usually used to refer to clients in medical settings so maybe it suggests shifting roles)
and by allowing the client time to think differently. Our experience has been that approximately half of our clients
answer this question in the affirmative and another quarter will answer in the affirmative after the therapist listens for
a while for an affirmative description to develop or asks an additional question such as "Which was the best day of the
week?" In particular, this client's initial response is also not unexpected since she was at a zero on the progress scale at
the end of the first session. This means that, at that moment, she saw 100% of her life being consumed with problems.
Thus, we cannot expect her to see the small relative change if she had been focusing on the problems: e.g., a change
from 100% to 99% is only a 1% relative change. However, a change from 0% to 1% in the positive direction is
mathematically approaching infinity. Again the therapist's questions can encourage the client to think in a different way
so she can see changes by eliciting more positive change talk, amplifying those changes, and reinforcing the changes.
We generally ask scaling questions after this opening discussion to determine whether or not the changes are related
to the goal: i.e., life could be better, but is it related to solving the problems that brought them here. In this case there
was a small but discernible improvement in both progress toward the goal (i.e., the client said she had moved from 0 to
1.5) and in her confidence about eventually reaching the goal. Scaling questions often help the client to remember even
more positive change. In this case the client described how she made an appointment for a manicure and got there all
on her own.
And the client generally knows what the next step will look like. The therapist does not need to overwhelm the client
by making lots of suggestions but rather simply needs to support the client's going in the direction she chooses. Of course,
that direction may change in the course of therapy. For clients to know at the beginning of therapy exactly where they
want to go is unrealistic; if they did, they probably would not need therapy. For this reason we do not find it necessary
to contract with clients a) for a specific number of sessions orb) for specific goals or c) to measure progress on specific
goals. To do so would again constrain and limit the possibilities for change.
Ultimately, clients will take enough steps toward constructing a solution satisfactory for them (solving their problems
and reaching their goals) that they do not feel the need to continue therapy. In this particular case that happened in the
third session. At that point she gave herself a 3.5 on the progress scale. The client said she was doing "better enough"
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and that she did not feel the need to continue therapy. This "better enough" included getting out and doing more things
for herself. Although her "better enough" was only at 3.5 on the scale, the therapist needs to accept her judgment even
if he might want more for her: Since only the client can make the judgment that things are "better enough," any attempt
to help her more would be intrusive and likely to meet with failure (premise 2). It is important to remember that,
whereas her previous adjustment to blindness took a year just to get out of the house, this adjustment took only a few
weeks. Experiencing the various changes she made gave her the confidence that she could be independent. Of course,
"independence" for her meant not needing to be in therapy and going back to doing some of the things that had worked
before. For instance, she had begun going regularly to a support group and had begun working as a phone volunteer on
a local hotline.
Conclusion
Solution-focused brief therapy can be described as a way of developing solutions to human problems and there is an
assumption (all too frequently implicit) that any individual in the same situation as the one the client describes would
have the same problem. That is, problems are seen as primarily situational and as embedded in language, i.e., problems
are more a result of the situation in which the clients find themselves and their definition of the situation, (i.e., how they
are talked about) than they are a result of any causative underlying maladjustments or psychopathology or systemic
dysfunctions (de Shazer, 1991) Furthermore, what qualifies as a "solution" is dependent upon the clients' judgment, i.e.,
the clients saying that things are "better enough" for therapy to stop. This way of thinking suggests that we need to look
at how we have ordered the world in our language and how our language (which comes before us) has ordered our
world. That is, rather than looking behind and beneath the language that clients and therapists use, the language they
use is all that we have to go on.
Just as the "problem" has different meanings from client to client depending on their different situations, the
"problem" has different meanings for the same client because the situation is never the same; even contexts vary over
time. Although our approach is sometimes criticized for not getting to and treating "the problem" and thus cannot be
long-lasting, our view is that it is unlikely that any approach can cure "the problem" because "the problem" is never the
same. Thus, the solution cannot always be same. Frequently our clients tell us exactly that when we ask what worked
when they had this problem before; they give us reasons why what " worked before" can not work now. Our follow -u p
studies have told us that clients have gained the ability to think differently so they can continue to solve problems -whether they are recognized by them as the same ones or new ones. This difference is to us a measure of a long-lasting
effect.
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