Classic Interview!

Brief Solution-Oriented Therapy: The Hottest New Weapon for Waging War on Addictive Behavior

An Insightful Interview with Brief Therapy Pioneer Dr. Bob Bertolino

By Howard Rosenthal, EdD, CCMHC, LPC, MAC, NCC
Bob Bertolino, PhD, is an innovator in the field of counseling and psychotherapy.As of 2025 he has presented over 500 workshops in 11 countries and is the author of 14 books.  He is a Professor of Rehabilitation Counseling at Maryville University in Town and Country Missouri just west of St. Louis.
HR: Bob, there are so many different theories of psychotherapy espoused in graduate school.  What was it about brief solution-oriented therapy that appealed to you?

BB: As a new graduate student, I remember being a bit disenchanted with the theories I was learning. They seemed to emphasize pathology—what was wrong with people. This contradicted my experience in at least two ways. First, I’d had enough life experience to tell me that there was more than one way of seeing the world. Second, I was already working in the field and what I was learning on that front reinforced in me the idea that change had more to do with helping people to connect with their inner abilities and resources than focusing on their deficits. But I actually came across solution-oriented therapy in a roundabout way. I first learned about Milton Erickson’s work through the book Uncommon Therapy by Jay Haley which ultimately led me to both solution-focused and solution-oriented therapy. What appealed to me about solution-oriented therapy were the very things that I already believed about people and change. Namely ideas such as there are exceptions to problems, people have strengths and resources, and change is possible. For me, solution-oriented therapy fit with who I am as a person.
HR: I know you have written books and have worked extensively with Bill O’Hanlon, who studied under the late, great, Milton H. Erickson.  Many experts believe that Erickson was the greatest psychotherapeutic genius to walk the face of planet earth.  What was the most important thing that O’Hanlon learned from Erickson that he passed onto you?

BB: In the past Bill has talked about the importance of utilization and how he learned from Erickson to utilize whatever the client brings to therapy in the service of change. That’s certainly something that Bill has passed along to me. However, there is an even more significant one for me. Groucho Marx was fond of saying that he would never want to be part of a club that had him as a member and Erickson wasn’t fond of the idea of there being an Ericksonian approach to therapy. In this vein, Bill has encouraged me, and I believe this is something he learned from Erickson, to find my own voice and style. This has been invaluable to me. And I find it interesting that research continues to demonstrate that therapist effects are an important contributor to outcome. The person of the therapist matters.
HR: Okay, let’s get down to specifics.  What precisely does the term ‘solution oriented’ mean.  Is the focus in therapy actually on the solution and not the problem?  I mean let’s be honest . . .  don’t clients . . . especially those with problems of addiction . . . want to spend a lot of time on what caused the difficulty in the first place?

BB: This is really a great question and cuts to a common misperception about solution-oriented therapy. The term “solution-oriented” is meant more than anything to underscore the importance of engaging clients in conversations for change. This means talking with people about how they have managed their problems to any degree, dealt with past diversity and challenges, and to help identify solutions that already exist with people and their social systems. At the same time, we don’t ignore problems. It is important to understand how and to what degree problems impact people’s lives. Herein is a major distinction between more problem or pathology-based approaches and solution-oriented therapy. With the former approaches the focus tends to be on the therapist identifying deficits and then working to address those deficits through various methods. It is assumed that the client lacks something and therefore the therapist must take some form of corrective action. In solution-oriented therapy we assume some level of ability by virtue of people having to deal with life events and previous problems. It’s not that we see people as having all the answers to life’s problems. Instead, we see people as having many strengths—sometimes in the area of the problems that brought them to therapy and sometimes in the area of previous problems and challenges—that can be identified, evoked, and used in the current context. It’s just that, as you commented, people are often used to spending a lot of time and energy on underlying causes and the “why” of their problems. We’ve found that more often than not, this kind of a focus results from influences such as culture, family, and society. In our experience, clients are more than happy to engage in conversations about solutions and change, particularly when they notice that knowing “why” seldom leads to positive change. In solution-oriented therapy we help people to focus on “what” and “how” so they can become more active participants in processes that are likely to bring about positive change. 
HR: When you say brief therapy, how many sessions on average are we really talking about? I’m just trying to get a grasp on precisely what is considered brief?

BB: The fact is that most therapy is brief. Regardless of therapist’s approach, on average clients attend between 5-10 sessions. But here’s the thing. All large scale meta-analytic studies indicate that change happens earlier rather than later in therapy meaning that if the client isn’t showing signs of improvement and everything remains as is—the same therapist working with the same client on the same problem—the client is at a higher risk of dropout and negative outcome. Clients can benefit from therapy that extends beyond 10 sessions but typically do so in diminishing returns. In other words, the gains made over the long haul tend to be smaller and less easy to identify. So, as therapists it behooves us to work with clients in ways that activate and encourage change in each and every session. I believe it is important to train therapists to approach every session as if it were the only one they will have with clients. This means collaborating with clients to gain an agreement on goals and tasks to accomplish those goals. That said, in my experience as a clinician in both community-based and private settings, clients who benefit from therapy attend on average less than 5 sessions with less than 10% attending more than 10 sessions.
But This Stuff Works!

HR: For skeptics, are there any studies that demonstrate the efficacy of briefer, shorter treatment?

BB: Yes, there are many studies that have been done with a variety of models, client problems, and differing levels of severity. In my experience the data presents a clear picture with a growing body of research indicating that effective therapy in general is brief. Studies show that between 65% and 80% of clients who attend therapy will achieve symptom relief by session eight. Again, this is not the exception, it’s the rule. The exception is clients who attend therapy beyond 10 sessions and continue to make appreciable gains. Further, therapists should be aware that clients who are not reporting improvement, particularly early on, and yet remain in therapy are at higher risk of negative outcome.
HR: I know that brief therapists are fond of prescribing therapeutic homework assignments or tasks, often after the first session.  Could you share an actual assignment you gave to a client struggling with addictive behavior?

BB: For me, assignments are used when certain criteria are met. First, clients are indicating that they want to take action or “do” something about their concerns (as opposed to just talking about them or hoping to gain new insights). Second, clients are willing to collaborate with therapists to come up with an experiment that clients are willing “try.” An example of an assignment (I prefer the term “task”), and one that I use often, is called “My Biography” (Bertolino, Kiener, & Patterson, 2009). The task involves having clients complete a short story that is comprised of only partial sentences. The client’s task is to complete each partial sentence so that it tells a story about him or her. The partial sentences I created assume competency on the part of the client and emphasize exceptions to problematic stories. One of my fondest memories was when I asked a young man who had been struggling with alcohol to complete the exercise. When he returned for his next session, he had two versions; one that he had completed and another that had been done by his mother. Each story was amazing but what was most touching was how the young man’s mother saw him. After my client read his mother’s version of the story aloud, he said, “I had no idea that my mom believed that much in me. I thought I was alone and now I know I’m not.” This proved to be a turning point because from that point on the young man saw himself as both capable and loved. His mother also became a pivotal part of his support system in his sobriety.
HR: Brief therapists talk a lot about the miracle question.  What exactly is it and how would you use it with a substance abuser?

BB: The miracle question, as Scott Miller tells it, was developed by the late Insoo Kim Berg after an experience working with a client who told her it would take a miracle for her life to improve. From there Insoo, Steve de Shazer, and a few others developed the miracle question which is essentially a clever way to orient clients to a time in the future when the problems for which they sought therapy have been solved. With this kind of a vision for the future clinicians then work with clients to meticulously identify steps to make that vision, the miracle, a reality. The importance of helping clients to gain a future focus in therapy is well-documented in the literature. At the same time, the miracle question itself is merely a technique and it won’t be a good fit for some clients. There are many ways to help clients to get a sense of what they want to be different in their lives in the future. I, along with others, have written about some if these ways. Therefore, clinicians should take care in selecting methods that are a good match for clients.
HR: To piggyback on the last question: I also hear brief therapists talk a lot about scaling questions.  Can you make this come alive for us and provide the reader with an actual example from your clinical practice?

BB: Scaling questions provide an interesting way of helping both therapists and clients to gain a clearer picture of concerns, what will constitute an improved outcome, and what will indicate progress toward that outcome. I recommend that therapists use a scale of 1 to 10 in which higher scores are better. I usually set it up by saying, “On a scale of 1 to 10, in which 1 indicates that things are going poorly and 10 represents the best your situation could possibly be, how would you rate things right now?” So, if a client answered, “Three,” I would then ask questions to gain clear descriptions of what is happening. For example, I might say, “Describe for me what specifically is happening that would help me to understand what it is like to be at a three.” It’s important to understand the effects of the problem and this is one way to clarify this. With a starting point I then I ask, “What number would you need to get to feel that therapy has been successful and that the problem you came in for has been resolved?” Let’s say the client replied, “Eight.” I would then say, “Please describe for me what would be happening at an eight that would let me know that things are better for you and that you no longer need to come to therapy.” Clarity is key here. We want to have a clear description of the client’s vision of the future in which the problem has been resolved and what specifically is happening. The last part is to help the client to identify what will indicate movement toward that positive change. I typically say, “You’ve stated that you are at a three now and would like to get to an eight. What is one thing that might indicate to you that you have moved from a three to say a three and a quarter or a three and a half?” We don’t want to suggest too big of a leap for clients. I usually inquire about small indicators of progress so that the client can begin to focus on little movements as a way of building momentum. If the client answers in vague terms such as “I would feel a little better than I do now” I ask further clarifying questions. For example, I might ask, “What specifically would be happening at a three and a half that would let me, or others know that you things have moved a notch forward in terms of the problem? What will you be doing differently or more of at a three and a half?” I sometimes then ask what clients will need to do once they leave my office to take those one or two steps forward. I’d like to add here that traditionally scaling questions in solution-based therapies were used to engage clients in solution-talk and what they wanted to better in their lives. I have expanded on that idea and use scaling questions to gain information on a continuum that includes the bookends—problem and solutions—and the in between—progress toward solutions.
HR: Readers would probably be disappointed if I didn’t ask you this next question.  I know that you have written extensively about treatment with adolescents.  What’s the biggest mistake we as therapists make with this population?

BB: I think the most common mistake is too much reliance on methods as causal agents of change. Decades of research supports what we have known intuitively—what constitutes the largest portion of variance in outcome is not methods but non-theory-based factors such as client contributions, the therapeutic relationship and alliance, and client expectancy. Methods and models are vehicles—structured ways of delivering services; however, in order for methods and models to work they must fit with and honor clients’ experiences and worldviews. With adolescents it is crucial that therapists take the time to understand where teens are coming from, including their idiosyncrasies, their preferences, sense of humor, and what they are motivated for. This means avoiding one-size-fits-all approaches.
HR: Just curious, what is your take on the disease concept of alcoholism, addiction and substance abuse?  Our field has zealots who are ready to fight at the drop of a hat if you question the premise, while others vehemently are against the concept. The latter includes experts who argue that the disease paradigm is overly pessimistic . . . that you can be cured of a horrific brain tumor or a deadly cancer . . . but once an alcoholic always an alcoholic.

BB: This is certainly an ongoing debate and one that many are passionate about. I think the research speaks for itself on this front. Project MATCH, for example, the largest study ever completed on problem drinking compared Cognitive Behavioral Therapy, Motivational Enhancement Therapy, and a Twelve-Step Model. The good news is that all the models worked equally well; however, there were no significant differences between the models in terms of their effectiveness. What I find most interesting is that the researchers tried to match clients to the various treatment modalities based on clients’ characteristics and needs. It didn’t work. Why? One reason is that they didn’t ask the participants, who are the most important factors in outcome, about their preferences of an approach. For me this is one of many examples of how an idea, such as the disease concept of alcoholism, makes sense for some and not others. The more the client believes in the treatment model, the more it fits with his or her worldview, and the more he or she is engaged actively in therapy, the better chances of an improved outcome. By the way, the provider’s belief in a particular approach also factors into this equation. But to more specifically answer your question, I have found it important to keep in mind that some issues such as substance abuse are the result of a combination of factors and any approach to maintaining sobriety therefore needs to be multifaceted. People will experience ups and downs and in many cases setbacks. As a clinician I want to know not just about the triggers that could lead people to lapses or relapses but how they manage to maintain sobriety for one day, then another, then another. This means focusing on what works and where people are moving toward rather than simply on what seems to be broken and why people are stuck. I guess you could say I tend to look out the windshield toward the road ahead than in the rearview mirror.
HR: Do you insist on absolute abstinence from an addictive substance or behavior after therapy begins?

BB: Ideally, abstinence is preferred. There are people who can function as situational drinkers, but I think this is a rather small cross section of the population. That said, I do not insist on abstinence from the get-go. In fact, some clients are blatant in telling me that they have no intention of stopping drinking. They do however want to save their relationships or keep their jobs. So, we start there and in my experience, over time clients typically begin to see the connections between their drinking or drugging or other behavior and how it interferes with what they want. But it’s a process. My aim is to help clients to create or rehabilitate a vision of the future in which substance abuse or any troublesome behavior no longer fits with that vision. When people start to feel better about themselves and see the world in new ways, gain the interpersonal support they need to be successful, and are working toward something meaningful such as employment, a trade, or career aspiration then I think they are better able to stand up to the pull of drugs, for example. Sometimes this process involves people tapering off in their drinking until they reach sobriety. Others stop right away. I see it as my job to help people to live healthy, safe, and meaningful lives and that means maintaining a stance of flexibility.
HR: What about 12 step groups?  Should the brief therapist recommend support groups such as AA or CA as a supplement to treatment?

BB: We know that the strength of the client’s support system is a crucial determinant in maintaining sobriety. I’m all for helping clients to increase their support networks. I do think that it is essential that clients understand that there are different kinds of groups and that it may take some exploration to find the ones that are the best fit. For clinicians I also find it important to learn about any concurrent forms of support clients may be involved with to ensure that there aren’t any major philosophical differences that could undermine clients’ attempts to stay clean. It can be confusing when clients hear or experience conflicting points of view. To that end, and going back to an earlier question, just as in treatment, with support groups what matters a great deal is whether or not clients agree with and believe in the philosophy of the support groups they are attending.
HR: Can you leave us with a final thought that will help enhance our treatment sessions with addicted clients?
BB: I am a strong advocate in therapists showing interest in their outcomes and incorporating feedback mechanisms to monitor the effectiveness of services. The research is overwhelming with findings from studies conducted over the last several decades indicating that a combination of a client’s rating of the therapeutic alliance with the experience of meaningful change in the initial stages of treatment is a highly reliable predictor of eventual treatment outcome. In my clinical setting we track two forms of client feedback. First there’s process-oriented feedback which involves methods for eliciting and incorporating clients’ perceptions of the therapeutic relationship and alliance. Second, we track outcome-oriented feedback which taps into clients’ perceptions of the impact of services. These two mechanisms help us to understand what is working, what is not, and what we need to do differently to help clients to experience the greatest possible benefit from services and reduce dropout rates. More importantly, it creates a responsive atmosphere in which clients’ voices are honored and respected.  
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