PRACTICE HIGHLIGHTS

Brief Solution-Focused Therapy with
Parents and Adolescents with ADHD

According to DSM-IV (American
Psychiatric Association, 1994) crite-
ria, students with attention-deficit hy-
peractivity disorder (ADHD) have
significant problems in sustained at-
tention and concentration or prob-
lems with excessive activity, restless-
ness, and impulsiveness. Increasing
demands for responsibility character-
istic of the adolescent stage become
problematic for the student with
ADHD. Adolescents with ADHD
usually have experienced a history of
failures in academic performance, in
addition to marked difficulties in so-
cial relationships. Psychologically,
these adolescents may be more likely
to struggle with poor self-concept,
depression, diminished hopes of fu-
ture success, and concerns about
school completion (Barkley, 1990;
Flick, 1996). Consequently, adoles-
cents with ADHD often associate
with peers who have similar prob-
lems, and as a result engage in more
risk-taking behaviors (Flick, 1996).
Adolescents with ADHD are more
likely to have other behavioral diag-
noses, such as oppositional defiant
disorder or conduct disorder. In aca-
demics they have difficulty manag-
ing tasks that require planning for
long-term projects, developing study
habits, organizing activities, manag-

ing varying class schedules, and bal-
ancing social life with school de-
mands. Adolescents with ADHD may
become easily bored with schoolwork,
rushing through their work with little
consideration for neatness, accuracy,
or assignment completion (Parker,
1994). Furthermore, they may have
trouble negotiating the various de-
mands of the middle school and sec-
ondary school structure, including the
greater number of teachers, the short
duration of class periods, the more
frequent changes in class schedules,
and the heavier emphasis on self-con-
trol, individual organization, and re-
sponsibility for completing assign-
ments. These difficulties are likely to
result in a dramatic drop in educa-
tional performance and often bring
adolescents with ADHD to the at-
tention of school social workers and
other professionals (Barkley, 1990).
This Practice Highlight discusses the
use of a brief, solution-focused fam-
ily intervention for working with ado-
lescents with ADHD. A case example
with an ADHD adolescent and his
parents illustrates how the model can
be used in a school setting.

Effective Practice Approaches

Research indicates thata multimodal
intervention approach is essential for
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the management of adolescents with
ADHD in a school setting. In a re-
view of the research literature on ef-
fective treatments for ADHD, Estrada
and Pinsof (1995) noted that the use
of psychostimulant medicaton is sup-
ported. However, the use of relatively
short-term medication does not nec-
essarily lead to long-term improve-
ment. The use of long-term com-
bined treatments, on the other hand,
may have more lasting effects. Strat-
egies such as family education about
ADHD, academic intervention, in-
dividual counseling, groupwork, and
famﬂy sessions are important for help-
ing adolescent students with ADHD
(Barkley, 1990; Flick, 1996; Parker,
1994).

The involvement of parents in this
process is essential to the progress
of the ADHD student in school
and other settings (Barkley, 1990;
Barkley, Guevremont, Anastopoulos,
& Fletcher, 1992; Ziegler & Holden,
1988). Estrada and Pinsof (1995)
noted that, even though family in-
terventions alone were not effective
in reducing inattention, impulsive-
ness, and overactivity (core symptoms
of ADHD), family interventions were
effective in reducing children’s non-
compliance and aggression, and man-
agement of these characteristics is
likely to have a positive effect in a
school setting. Barkley et al. (1992)
also suggested that family treatments
using problem-solving and commu-
nication training focus on positive
attributions made by family mem-
bers and healthy aspects of family
funcuoning, not just family conflicts
and negative attributions by family
members. The brief, solution-fo-
cused therapy provides a positive,
multimodal approach and can be use-
ful when working with adolescents

with ADHD and their families.

Solution-Focused Therapy Model

The solution-focused therapy
model originated with deShazer
(1985, 1988, 1991, 1994), Berg (1994),
Miller (Berg & Miller, 1992), and
their colleagues(deShazeretal., 1986)
at the Brief Family Therapy Center
in Milwaukee, Wisconsin. This model
emphasizes the coconstruction of so-
lutions from conversations between a
school social worker and the client
(Berg & DeJong, 1996). Coconstruc-
tion emerges as a result of the school
social worker’s careful and skillful
questioning to facilitate the client’s
recognition of prior successes and so-
lutions (exceptions to the problem) as
well as visualizations of future solu-
tions (“miracle question™).

The solution-focused therapy
model also provides specific types of
questioning techniques that help cli-
ents think about behavior changes.
The “miracle question” is perhaps
the best known of these questioning
techniques (Berg, 1994; deShazer,
1988), and an example of it follows:

Let’s suppose that you leave here
today and you go home. You do
your regular routine (describe
some aspects of evening routine
interactively with the client) and
then you go to sleep. While you
are sleeping, a miracle happens,
but you do not know it because
you are sleeping. And the miracle
is this—all the problems you were
talking about with me today are
solved (describe the problems as
they have been discussed by the
client). When you wake up, what
will you notice that is different
that will tell you that while you
were sleeping a miracle happened?

Cade and O’Hanlon (1993) em-
phasized that people need to describe
the presence, not the absence, of
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behaviors, attitudes, and feelings in
the discussion of the miracle ques-
tion. It is more productive for clients
to imagine the presence of behaviors,
attitudes, and feelings rather than
their absence. School social workers
using this approach encourage miracle
pictures of specific, observable be-
haviors, which can be more easily re-
produced than feelings and attitudes.

Another question is used to mea-
sure how severely clients rate the cur-
rent problem on a scale of 1 to 10
(scaling question), with 1 being the
problem atits worst and 10 being the
problem resolved. With the scaling
question clients can be asked what
they did to increase the number from
the past and what they will do to
increase the number slightly in the
future. In the scaling question the
school social worker asks where the
client sees her- or himself or others
on a scale of 1 to 10, where 1 repre-
sents the worst time and 10 repre-
sents the time after the miracle. When
clients report higher numbers, the
reasons for more success in solving
the problem can be explored. Also,
clients can be asked what the circum-
stances would be like if they were
slightly higher on the scale (.5 to 1
point higher). The scaling question
can be used to evaluate progress to-
ward a solution, severity of a prob-
lem, and the client’s confidence in
finding a solution, motivation to work
on a problem, level of self-esteem, as
well as the client’s ability to set pri-
orities among problems to be solved,
and the likelihood of hurting the self
or another person (Berg, 1994,
DeJong & Berg, 1997).

Clients are viewed as possessing
competencies and are asked what they
have done to handle difficult situa-
tions (coping question). During the
second and future sessions, clients are

asked “What’s better?” With the
school social worker’s help, clients
are able to explore what they did that
was helptul. While seeking therapy
tor problems, clients tend to see the
problem as constant and tend to dis-
miss as trivial the tmes when the
problem was less severe. As deShazer
(1991) suggested: “These exceptions
are not seen by the client as differ-
ences that make a difference” (p. 58).
Cade and O’Hanlon (1993) noted
that, once these exceptions are rec-
ognized as successful, clients can be
encouraged to build on what they are
already doing. Often clients can talk
more readily about these exceptions
after being asked the miracle ques-
tion. One of the benefits of the
miracle question is that it helps cli-
ents explore and cognitively re-
hearse imagined attitudinal and be-
havioral differences in themselves and
others.

It is important for clients to no-
tice what differences in behavior will
be seen, because ultimately only cli-
ents can change themselves. The
miracle question, however, spawns
related questions, such as what dif-
ferences parents, teachers, siblings,
and friends will notice in the client’s
behavior and attitude when the
miracle happens. Once others notice
this difference, how will they behave
differently in response? An interac-
tive exchange produces an elaborate
and detailed picture of how people
and relationships can be behavior-
ally and attitudinally different. A case
example of this model with an ado-
lescent with ADHD and his parents
will be helpful in illustrating the uses
of this model in a school setting.

Case Example

Nathan was a very bright seventh
grader who was tall and lanky and had
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one or two friends. He also ran cross
country. He lived with his mother
and stepfather. Nathan was referred
to a school social worker because he
was extremely aggressive, easily an-
gered and frustrated, self-effacing, and
very negative. He also showed little
tolerance of others, was quite judg-
mental, and frequently cried for no
apparent reason. He was on the medi-
cation Ritalin, which helped with
some of this inattendon and impul-
siveness but did not completely alle-
viate aggressive behaviors. Nathan was
also asthmatic and had to use an in-
haler. Because of the severity of
Nathan’s aggressive behavior prob-
lems, the school social worker called
the parents in for a counseling ses-
sion at the school. Halfway through
the firstsession, which only his mother
attended, Nathan and his motherwere
asked the miracle question. Here are
their responses:

Nathan: People would be nice to
me and respect me.

School social worker: How will
you be different when people are
nice to you and respect you?

Nathan: I will be more respect-
ful of them.

School social worker: What else
will be different when this miracle

happens?
Nathan: I will be able to control
my attitude and temper.... I

wouldn’t be morphing between
my baby voice and normal voice.

School social worker: What elser

Nathan: 1 would have greater
upper-body strength and gain 10
to 20 pounds. My handwriting
would be legible.

School social worker: What else?

Nathan: I would not be so fidg-
ety.

School social worker: What will
your mother notice differently

about you when you are not so
fidgety? What would she see?

Nathan: 1 would be more calm
and relaxed.

School social worker: And your
teacher, what would she see?

Nathan: Uh, 1 would sit sull
more and not talk so much to
Joey. Pete would leave me alone
and 1 would not hit him.

School socialworker- Hmm! What
would you be doing instead of
talking to Joey and hitting Pete?

Nathan: Uh ... Tdon’tknow ...
[Silence]

School social worker: Think about
it.... What would you be doing
instead? [Pause, waiting expect-
antly for response]

Nathan: 1 would not be talk-
ing.... I would be opening my
book and doing my work and ask-
ing the teacher for help. I might
have to ask for the instructions
again because I forgeteasy. Iwould
not sit by Joey or Pete because
they get me in trouble. Yeah, I
would be sitting alone doing my
work I guess.

School social worker: That’s dif-
ferent?

Nathan: Yeah.

School socialworker: That's good.
You’veindicated atleastfive orsix
things you would notice will be
different when the miracle hap-
pens. [Turning to Nathan’s
mother] What will you notice dif-
ferent about Nathan when this
miracle happens?

Mom: He’d be more relaxed.
He’d have fewer mood changes
and not be so down.

School social worker: How will he
be different when he has fewer
mood changes and is not so
down?

Mom: He’d be more himself.
He’d be more positive, not so
negative and nasty when dealing
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with conflict. He’d be more up-
beat, not so down on himself.

Therapist: What will Nathan be
doing differently? What would
you seer

Moz: He’d smile more, be more
easygoing, notso easily frustrated.

School social worker: What else?

Monz: He wouldn’t be so down
on himself. He would be more
accepting of situations, going with
the flow, not saying, “It’s stupid.”
He would have more of a sense of
humor, be joking, kidding, and
teasing.

School social worker: That’s alot.
You've both indicated a number
of things you would like to be
different. Letme ask youtwo more
questions before we stop. On a
scale of 1 to 10, with 1 being the
worst things have ever been and
10 being the day after the miracle,
where would you both say things
are at right now?

Nathan: 3 or 4.

Mo 4.

School social worker: OK. Let’s
sayyou came back and things were
a little bit better. Nathan, let’s say
you’d be at a 4 or §; and Mom,
you’dbeata 5. Whatwould be the
first sign that each of you would
see thatwould tell you things were
a little bit better?

Natban: I wouldn’tbe so hyper,
more of a balance, not bouncing
off walls, not so down.

Mom: Nathan would acceptitif
things don’t go well at school and
quit keeping track of things going
on. He would talk about positive
things at school.

School social worker: [to mother]
What kind of positive things
would Nathan tell you about
school?

Mom: Ah...you know, things
like what happened on the track
team. How he liked a certain thing

thathappenedinhisclasses. Some-
thing positive about one of his
friends....

School social worker: Hmm? Just
good things that happen?

Mom: Yeah.

Schoolsocialworker: OK, Nathan.
Let’s just suppose that you were
not so hyper and bouncing off the
walls. What would vou be like
then?

Nathan: Just calm, not so nega-
tive like Mom says. Doing my
work. Getting along with Ms.
Jones [the teacher].

School social worker: OK. Be-
tween now and the next time we
get together, [ want you to notice
when things are a little bit better
and when parts of the miracle
occur.

Two weeks later a second family
session was held with Nathan and his
mother. The school social worker
started this session by exploring any
small signs of progress since the first
SessIon.

School social worker: What’s bet-
ter?

Mon: Nathan had minimal be-
havioral problems in Ms. Jones’s
class last week.

School social worker: [to INathan]
You did? How did you do that?

Nathan:1don’tknow. Ijusttried
harder.

Mom: He was also better at con-
trolling his temper with other kids.
He was more normal emotion-
ally, less hyper.

School social worker: Nathan,
that’s great. What else was bet-
ter?

Nathan: My morphing voice was
less.

The school social worker explored
with Nathan how these behaviors were
representative of progress toward
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solutions. Nathan and his mother in-
dicated that at one point he did be-
come more depressed because of a
wrist injury. When asked the scaling
question, Nathan ranged from a 3 to
26, and his mother ranged froma 4 to
a 6. When asked for future signs of
progress, Nathan indicated that he
wanted to control his temper and set
a goal to be more helpful. His mom
noted that she felt nervous about
which Nathan she would see—the
irrational Nathan or the fun-loving
Nathan. The school social worker
then encouraged Nathan and his
mother to notice when and how his
anger was more controlled. In accor-
dance with the Admission Review and
Dismissal committee’s recommenda-
tion, a full psychological evaluation
of Nathan was completed three weeks
later. The testing revealed that
Nathan had a very superior intelli-
gence level with commensurate
achievement. Testing, observations,
and teacher and parent ratings sug-
gested an attention-deficit hyperac-
tvity disorder with some concomi-
tant depression and low self-esteem.
His mother noted at the time of the
testing that there had been no major
outbreaks and that Nathan seemed
more relaxed and agreeable, told more
jokes, and gooted around more. This
was really different for him.

Because of the school social
worker’s and the family’s schedules
and because Nathan was in a time of
testing in his school district, another
family session was held eight weeks
later. At that session, Nathan came
with his father, who had not come to
any of his previous sessions.

School social worker: What's bet-
ter?

Dad: Nathan has a lictle more
control and doesn’t let things
bother him as much. He can focus
longer on things such as geom-
etry and play.

The school social worker then pro-
ceeded to explore how these events
occurred and asked what other strat-
egies could be helpful. In the process
of coconstructing solutions, the school
social worker, father, and Nathan
concluded that Nathan should repeat
instructions, make a checklist of tasks
to be done, and cross the tasks off
when they were completed. At the
end of the session the therapist asked
the scaling queston.

Nathan: 6 to 8.

Dad: 6 10 8.

Sehool sacial worker: Whatwould
be small signs of progress in the
future?

Nathan: 1 would have less of a
hyper streak. I would be more
level, not everywhere at once.

School social worker: [to father)
How about you?

Dad: Nathan would complete
tasks without reminders. He
would follow through on tasks.

School social worker: OK. That’s
good. I would encourage you to
notice when those small signs oc-
cur.

Conclusion

This case illustrates the solution-
focused therapy model with an ado-
lescent with ADHD and his family
and reveals the progress Nathan made
over time in terms of behavioral self-
control. Part of the treatment regi-
men included a full psychological
evaluation and family support to help
Nathan achieve his changes. B
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