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Introduction 

The Family Therapy Programme in the Faculty of Medicine at the University of 
Calgary was established as a mental health resource for families with children, 
mostly under 24 years who present with emotional or behavioural problems. The 
original. goal was to develop a family therapy service which would provide a base 
for reaching and research activities. The Government of Alberta provided the 
initial grant in 1973 and continues to maintain fiscal support while rhe 
University provides the facilities. The programme has grown into a large 
outpatient service with an active caseload of 150-200 families at any one time 
and approximateIy 600 referrals per year. We are fortunate to have this Iarge 
volume of families as a rich clinical resource for the Iearning experiences of our 
trainees. 

A family interviewing method and a family systems conceptual orientation is 
applied in mey case. All members of the household are invited to participate in 
the initial session and are encouraged to attend subsequent sessions whenever 
feasible and appropriate. Even when individual or rnari~al interviews are 
provided (19 and 20% of all sessions respectivelyh they are conducted within the 
context of a family systems mnceptualization. 

Emphasis on direct observation, problem clarification, differentiation of 
problems at various system levels, circularity and feedback pervade both the 
therapeutic model and the training programme. Thus there is considerable 
consistency between the therapy process and zhe training process. Just as 
individual growth of the family member is not a primary focus in our family 
therapy approach, personal growth of the trainee is not a primary Focus in our 
training programme. However, just as individual growth of a family member 
does occur indirectIy when there is a positive outcome in the resolution of family 
system problems, so individual growth of the trainee occurs as a result of 
supervision in developing cEinical skills for work with families. 
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Training Facilities 

The excellent physical facility provided by the University in the Health Sciences 
Center of the Faculty of Medicine is an important component of our training 
programme. T h e  architectural design of the physical space and the use of 
technical equipment has significant influence on the training activity in our 
setting. Considerable care was zaken in rhe design to enhance the therapeutic and 
training capabilities of the Family Therapy Unit. For instance the interviewing 
rooms are decorated with paintings and plants much like a comfortable sitting 
room in a family home. The chairs were selected not only for comfort but easy 
mobility to allow spontaneous or therapeutic changes in searing arrangements 
during sessions. Blackboards in each room allow young children to show what is 
on their minds in the context of the family process. Therapists also use the 
blackboard from time to time to summarize or illustrate ideas about relation- 
ships. 

- Conlml room for 
videotope recording 

and aupervrsion 

Fig. 1. Design for training flexibility: possible camera and observer viewpoinrs. 

The suite of four therapy and three observation rooms are designed to provide 
a high degree of flexibility for the use of one-way screens, telephone inrercom 
and videotape equipment (Fig. 1). Each therapy room has a one way screen so 
that the interview can be observed and supervised. Alternatively the observation 
rooms may be used as therapy rooms at peak periods of use. The therapy rooms 
may also be used for videotape recording. Remote control videotape cameras are 
visually and acoustically insulated by being built into triangular "book shelves" 
in the comers of the rooms. The technician in the central control roam may 
record up to four interviews at one time. All rooms are connected with a 
telephone intercom. One room is also wired for an earphone. Each room may be 
"closed" for a private session by drawing the curtains and locking the videotape 
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ports with wooden covers. With this degree of flexibility, the usual logistic 
problems of scheduling roams for observation and supervision or arranging 
equipment for videotaping are minimized. We feel that these facilities have 
greatly enhanced the training in our programme. 

Con tent OF Training 

Family assessment 

The family assessment process includes two major procedures: data collection 
and problem delineation. A tripartite family assessment framework has been 
developed to outline specific categories for data. The three parameters of the 
tripartite framework include family structure, family functioning and family 
development. The family functioning parameter has drawn heavily from the 
Family Categories Schema (Epstein er a/., 19681, 

All problems that are identified are listed according to Eevel (individual, 
marital subsystem, whole family system, etc.) on a front shea in the clinical 
record. This provides a summary that keeps the therapist aware of a11 the 
important problematic issues that have been raised in regards to this particular 
family. 

Circular pattern diagrammitrg 

One of the idiosyncratic features of our assessment process is the concrete 
application of the cybernetic concept of feedback by using circular diagrams to 
conceptualize problems. Circular pattern diagramming is usually applied to 
summarize a dyadic relationship. Certain "stable'kchracteristics of two family 
members and recurrent sequences in their interaction are carefully selected on 
the basis of rheir "connectedness '~~ form a circular diagram. The resultant 
circular pattern is regarded as an ongoing, self-perpetuating structura1 element in 
the relationship. The use of these diagrams has facilitated our efforts to teach 
students to use circular rather than linear concepts. "Homeostasis" for instance 
is immediately apparent when the circuIar diagram is complete and events are 
seen to come full circle. 
The basic components and links of a dyadic circular diagram are indicated in 

Fig. 2. The behavioural ourput of each interactant becomes the communicative 
information to provide the basis for the perceptual input for the other. 
Interpersonal linkages between behaviours are made en the basis of cognitive 
andlor affective inference of intrapsychic process. These inferences are explored 
by examining the meaning that one person's behaviours have for the other. The 
behaviour output of each interactant usually has a feedforward regulatory intent 
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Fig. 2. Circular pattern dia~rarnming. 

but in faa has a positive cybernetic feedback ejfecr that maintains or escalates the 
circular process (a more detailed discussion of the background theory is available 
in another paper, Tomm, t 980). 

The circular pattern in Fig. 2R describes the common blame-withdrawal 
pattern rhat characterizes so many marriages among our clinical families. The 
wife in one particular family (represented by the circular enclosure on fhe lefr) 
kept blaming her husband (represented by the square enclosure) Far various 
things thar he shouId have but did not do, Her tone of voice, facial expression, 
pointed finger etc. conveycd considerable anger (affective inference). At the 
observational level, his withdrawal behaviour (no comment, chan~es subject, 
looks away, disinterested tone etc.) was clearly linked to her blaming and vice 
versa. What was less obvious was the meaning they attributed to each other's 
behaviour. Exploration of his cognitive and affective set revealed rhat he was 
fearful of her violent outbursts (c.g. she had once even attacked him with a 
knife). Ry wirhdrawing he tried to avoid conflict and to calm her down. 
Superficially she perceived his withdrawal as avoidance of responsibility and felt 
justified in her anger, but funher exploration revealed that this was associated 
with a significant fear of loss. Repeated blaming represented her attempts to get 
him more involved and prevent funher loss. Thus each inadvertently 
contributed to maintain a homeostatic pattern in the relationship, when each 
thought he was in fact trying to modify the otheras behaviour. 

By striving to identify such circular patterns the student is oriented to making 
connecriens based on meaning, to discovering missing links and to understanding 
why rhe starus quo is perpetuated. When a student or therapist recognizes the 
circularity in graphic terms it is easier to keep it dearly in mind and to avoid 
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taking sides inappropriately. He is also more readily able to help zhe family 
members shift from linear perceptions (that activate feedforward regulatory 
responses) to circular perceptions (based on cybernetic feedback). 

Our efforts to conceptualize problems as circular process is not limited to the 
dyadic level. The alignments and splits of triads are also circular. Repetitive 
individual response patterns reflect circular intrapsychic process. Ultimately one 
strives to identify a circular pattern which includes all family members and 
explains the homeostatic impasse in the whole system. 

Family treatment 

Having assessed the family, the task of the clinician is to facilitate change that 
will be therapeutic. Change is seen to occur as a result of new connections in 
patterns of thought and behaviour. In our treatment approach we attempt to 
replace maladaptive interaction patterns with more adaptive ones. We try to 
achieve this by using various intervention techniques to interrupt and break 
problematic interaction patterns and encourage the emergence of constructive 
exchanges between family members. We also attempt to alter affective blocks by 
helping family members recognize the possible consequences of specific 
behaviour patterns and restructuring their perceptions of events. Recenzly our 
emphasis has shifted to focus more heavily on introducing new information into 
the system to aIter patterns of thought. This information may be in the form of 
(a) new ideas, (b) new connections between existing ideas or (c) both. Thus the 
primary focus now is increasingly on altering patterns of thought with the 
expectation that changes in patterns of behaviour will follow. The current 
transition in treatment emphasis has been inspired in part by the innovations of 
the Milan group (Palazzoli at a/., 1978) and is being guided by the theories of 
Bateson ( I  972, 1979). 

For teaching purposes, a specific family therapy model has been outlined and 
described for the Calgary programme. It organizes therapist activity at three 
levels: overall functions, general compezencies and specific skills. The four 
major therapist functions are engagement, problem identification, change 
facilitation and termination. Each funaion includes several therapeutic 
competencies which in turn are described by a duster of detailed skills. Two 
types of skills are described. Perceptual-conceptual skills refer to the therapist's 
ability to pick up and make sense of family data. Executive skills refer to his 
oven action in relation to the family. These skills are paired so that when a 
trainee does not display a specific executive skill, the supervisor may explore to 
see if he has in faa developed the perceptual-conceptual skill on which it is 
based. Almost 300 specific skills have been differentiated and documented in the 
form of instructional objectives to guide both supervisor and student (Tomm and 
Wright, 1919). They provide a more precise focus for the supervision process. 
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Due to varying degrees of professional experience, clinical skill and academic 
achievement, four general levels of competence in family therapy have been 
differentiated for our programme. Levels 1 and 2 include students in the "BSack 
Placement Programme" while levels 3 and 4 make up the clinical staff that 

comprise the "Family Therapy Team". Different learning experiences are 
available at each of these levels. 

Level 1 is the novice therapist, e.g, an undergraduate medical or nursing 
student who is taking an in-depth elective in family therapy. Level 2 is the 
developing clinician ~ ' h o  is usually a postgraduate student in psychiatry, family 
medicine, psychology or social work. (Mental health professionals who have 
been practising in rhe community and already have individual andlor group 
psychotherapy skills, but who join the programme as trainees to develop more 
expertise in family therapy, are also included in this group). Level 3 is the career 
family therapist who has had extensive training and experience in family 
therapy. All the "front-line" clinical staR in our programme are level 3 family 
therapists and most are also qualified in social work or psychology (usually with 
a Masters degree). Level 4 is the farnily therapy consultant and professional 
trainer who is recognized as having a high degree of expertise and is qualified at 
the doctorate level. 

Assr'ped versus sopien tial authority 

These levels are organized in a hierarchical structure so that anyone at a higher 
level may be assigned to supervise anyone at a lower level. Level 4 consultants 
hold faculty appointments and carry the heaviest teaching responsibilities. 
Level 3 therapists carry a full caseload of families and supervise level 2 and level 
I students. A level 2 trainee (e.g. a psychiarric resident) may supervise a level 1 
medical student in order to gain supervisory experience. Same level (peer) 
supervision occurs informally or may on occasion be arranged deliberately (e,g. a 
more senior level 3 therapist may supervise less experienced level 3 staff 
members). 

It is important to emphasize that it is clinical and training responsibility and 
authority that is structured in this organizational hierarchy, not information, 
understanding or learning. For instance, when in the course of therapy a family 
member discloses suicidal intent the urgency with which [he therapist is 
expected to seek supervision or consultation varies inversely with his level of 
competence. Specific clinical indications to seek supervision have been outIined 
as a guide for therapists at each level. The supervisee is expected to act on and 
follow through on the recommendations or directives of the supervisor. Thus a 
clear complementary reIationship exists between individuals at different levels in 
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Fig. 3. Assigned vs sapiential authority. 

regard to responsibility and authority (Fig. 3A). On the other hand when it 
comes to understanding clinical problems, the importance of specific data or the 
usefulness of a parricular hypothesis takes priority over the level oFthe person 
who introduced the data or hypothesis (Fig. 3B). For instance, if a level 1 
therapist proposes a more systemic and more complete hypothesis explaining the 
suicidal threat than the hypotheses offered by more senior therapists, the more 
"useful" explanation should take priority in planning therapeutic intervention. 
T o  promote the possibility that this sapiential authority will take priority over 
assigned authority, an atmosphere of mutual trust and respect must be 
maintained in the programme. Toward this end, senior staff regularly expose 
their clinical work nor only for modelling but also for feedback by junior staff 
and students. 

Level 3 training 

The most intensive training offered in our programme is actually provided For 
our level 3 family therapists. Although these staff members are not considered 
students, they initially undergo intensive training and supervision in our 
particular assessment and treatment approach and then continue to be closely 
supervised on an ongoing basis for as Iong as they ~emain employed by the 
programme. Our experience has been that qualified professionals apply for these 
positions because of the unusual learning oppomnity and then often leave after 
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two to four years to accept positions offercd by other agencies. Thus some of 
these staff positions function, in effect, as training positions. Those staff 
therapists who remain with the programme do so because they enjoy the 
academic atmosphere and wish to assume increasing responsibility for 
supervising our students and new staff. 

Selection processes 

The selection process for level 3 positions starts with a review of the 
applicant's letter, curriculum virae and letters of reference. Preferred applicants 
are offered personal interviews to explore their previous experience and training 
in family work, theoretical orientation, career goals, motivation and 
colleagueship compatibility. The short listed candidates are then asked to 
conduct a clinical family therapy interview which is observed by senior stafl. 
Following the interview the applicant is asked to give his conceptualization of 
the family process, to comment on his own interventions and to outline a 
possible management plan. The senior staff then provide feedback an the 
candidate" perceptual, conceptual and executive skills and evaluate his 
receptiviry to feedback. Finally the most promising candidate is offered a staff 
position on a probationary basis (for six months) with the task of learning and 
incorporating our particular cyberneticsystems approach. During this time 
these new staff members receive live and videotape supervision and attend the 
regular theory seminars (organized for level 2 students). On successful 
completion of the probationary period the supervisory requirements are reduced 
but level 3 staff continue to receive regularly scheduled as well as ad hoc 
supervision oftheir interviews. 

These career family therapists also receive training in the development of 
supervisory skills. They are assigned the task of supervising level I or level 2 
students and are provided with back-up support in the form of supervision 
seminars and direct "supervision of supervision". During the supervision 
seminars, verbal reports are given d e a c h  student's progress in assessing families 
and in intervening as part of a "family-therapist system". The opporrunity is 
also provided to discuss and delineate problems at the next interface, i.e. 
between the supervisor and the supervisee. In keeping with our emphasis on 
direct observation a level 4 senior supervisor intermittently observes the level 3 
supervisor actually supervising the leveI 2 student. During this process the 
senior supervisor not only observes the interview to form his own impression of 
the family and of the student" skills, but also assesses the process and content of 
the level 3 supervisor's feedback to the student. Supervision of supervision (like 
therapy) requires the ability to evaluate relationship systems at multiple levels 
simultaneously (Fig. 4). Dificulties in the supervisor-supervisee relationship 
may be construed as problems in assessment due to confusion between issues of 
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assigned versus sapiential authority. On the other hand the supervisor may 
complain that the student is uncooperative when in fact he does not understand 
how to implement a specific therapeutic intervention. Thus care is raken to 
differentiate the level of the problemls) in the training process (much as in the 
family assessment process) and the career therapist-supervisor receives feedback 
on his supervisory skills. 

- 

Therap~st 
rnmber level 2 level 3 

A, ASSESSMENT of the "Farnlly" 
syrtem 

B. THERAW occurs w~lhln the " ~ h e m p ~ s t - ~ o m ~ l ~ " s ~ s i e m  

C SUERVlSfQN of therapy occurs w~thrn t h e " ~ u p v 1 s o r - ~ e r o p ~ s t - h m l y " s ~ t m  

Fig. 4. Supervisory differentiation of problems at mulriple system levels. 

Level 3 family therapists may also act as preceptors in courses provided for 
undergraduate medical students. One course, "The Family in Health and 
Illness", is  designed to provide undergraduate medical students with basic skills 
of family assessment. These future physicians are not expected to develop family 
therapy skills but are expected to become more aware of the possible relationship 
between problematic behaviour and some somatic symptoms (in a family 
member) and the interaction process ofthe whole family. Thus level 3 therapists 
have considerable opportunizy to develop supervisory and reaching skills. 

Level 1 and 2 training 

As mentioned earlier formal training for studenrs occurs in the "Block 
Placement Programme". These students are placed in the programme for 
varying blocks oftime, from two to twelve months. Block placement students are 
expected to be committed to the programme for a minimum of half time but 
preferably 1 1 1  time, for the duration of their placement. Thus when students are 
introduced into the programme they find themselves immersed in patterns of 
conceptualization and practice which are heavily systems oriented. This 
immersion experience seems to have a beneficial impact on altering the more 
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traditional linear and individual approaches which they may have learned prior 
to joining the programme. 

Aparr from the occasional outside professional who makes direct arrangements 
with the programme, these students are selected by their respective professional 
training programmes (although we reserve the right to refuse any particular 
student). For instance, psychiatric residents are selected by the Residency 
Training Committee of the Division of Psychiatry. Our programme has an open 
commitment to provide six months' training For each psychiatric resident during 
his second year and no additional selection procedure is carried out. For those 
degree-granting programmes in which family therapy training is an elective 
(social work, psychology, nursing, etc,), the student is also selected by his own 
discipline but a senior staff member of the Family Therapy Programme 
interviews the student to confirm his suitability prior to joining rhe programme. 

Each student is assigned to a specific career family therapist who functions as 
his primary supervisor from the time he is assigned to the programme. Often 
two or three studenrs from the same discipline are grouped together and assigned 
to the same level 3 therapist. Working in a small group has been advantageous 
for both supervisor and supe~isee.  A larger number of students may be 
accommodated (using group rather than one-to-one supervision) and the students 
provide each other with mutual support. 

The clinical experience of the student begins by observing the interviews ofhis 
supervisor through the one-way screen. Gradually he is invited to sit in wizh rhe 
supervisor and participace in the interview itself. Depending on his progress in 
skill development the supervisor may remain out of the therapy room and 
supervise the student from behind the one-way screen. Through this step-by-step 
process (with different families) the student gradually absorbs the therapist's role 
by modelling himself after his primary supervisor. A level 1 student seldom 
moves beyond this stage. Nearly every interview he conducts is observed and 
supervised live. Level 2 trainees, however, progress more quickly and depending 
on their skills are eventually given the autonomy to select and carry their own 
cases with supervision provided by inremittent case discussion or videotape 
review. 

Methods of Training 

Direct clinical experience of interviewing families is essential for developing 
competence in family therapy. However, it is unfair and inappropriate to assign 
distressed families, who present themselves in good faith for skilled professional 
help, to students who have not yet deveIoped at least some clinical competence. 
Didactic teaching and passive observation simply do not provide the opportunity 
required to develop executive skills in family therapy. Simulated role playing is 
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an insuflicient substitute to develop the intc~iewing skills required. Hence there 
is a dilemma; the student needs to have at least some clinical competence to be 
allowed to work with real families, yet this competence cannot be acquired 
without clinical experience. One way around this is to accept only those students 
who already have dinical experience in other therapeutic modalities. Another is 
to develop a pattern of service delivery in which the student's clinical work is 
very closely supervised. We use both approaches by diff'erentiating levels and 
delineating differenr degrees of clinical responsibility. The following is a 
description of the types of learning experiences provided. 

Seminars 

Although supervised practice remains the backbone of out training 
programme, the initial orienration takes the form of assigned readings, seminars, 
observation and role playing. The seminars are held on a reguIar basis for two 
hours, twice a week for several weeks and once a week thereafter. These seminars 
tend to be didactic and cover basic sysrems theory, the assessment Framework, 
the treatment model, specific intervention strategies and detailed skills. They are 
augmented with videotapes of selected interviews to illustrate interaction 
concepts and demonstrate particular interventions. Role playing exercises of 
simulated families are used to help students experience and identify the force of a 
system and to practise specific skills (e.g. refocusing, posing other-cognition 
queries, stimulating interaction). A library of videotapes is available for students 
to review at their leisure. 

Students are also invited to attend the inservice training events for the clinical 
staff of the programme. Each week a brief academic presentation on a topic of 
current interest in family rherapy or the mental health field generally, is followed 
by open discussion. Staff members may present relevant clinical issues for 
exploration, review journal articles or books, or report on conferences they have 
atrended. Students are also encouraged to present at these weekly academic 
seminars on topics of personal interest. 

Screenings 

The single major teaching event in the programme is the Friday morning 
"screening". All staff and students are expected to participate in this in-depth 
assessmenr of a specific family and to evaluate the therapeutic process. Particularly 
difficult cases are usually dealt with in these sessions. The morning starts with 
an organized case presentation by the primary therapist. After some preliminary 
discussion the family is interviewed (usually by one of the consultants along with 
the primary therapist) while the remaining staff and students observe from 
behind the one-way screen. Feedback to the interviewers may occur during the 
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screening by using the telephone intercom or an intersession discussion. (The 
intersession discussion is a brief interlude during the course of an interview 
when the therapists leave the room to consult with the observers before returning 
to continue rhe therapy.) After the interview there is a major in-depth discussion 
of both the family interaction process and the therapeutic process. We have 
found that this postsession discussion is mote focused and productive when it 
starts with a formal review of specific facets of the interview. For instance, prior 
to the session parricular observers are assigned assessment tasks such as basic 
data regarding difTerences, dyadic circular patterns, triadic patterns, key 
therapist interventions etc. These observers are expected to summarize 
observations related to their task during the postsession. In this way the 
observers become mere involved and participate actively during the screening. 
This Friday morning training event is an important occasion for our staff and 
students to develop greater concensus in the use of terminology and in clarifying 
assessment concepts and intervention strategies. 

Live supervisiotz 

When a student demonstrates a reasonable level of perceptual and conceptual 
skill he is encouraged to become directly involved with families to develop 
executive skills as well. Such involvement is supervised live until the student is 
recognized as having considerable competence at which time supervision may 
become remote. Live supervision refers to a process whereby the supervisor is 
present and observing during the actual interview. Usually the supervisor is 
behind the one-way screen so thar he i s  less liable to take over and do the 
interviewing for the student. Remote supervision does not require the presence 
of the supervisor bur depends on a verbal report of the interview or on the review 
of a videotape at a later date. The verbal report method is discouraged in our 
programme because the information presented by the trainee is inevitably edired 
and the supervisor loses the opportunity to form his own impressions from the 
raw data. Live supervision usually entails presession, intersession, and 
postsession discussion as well as inrrasession input. 

A typical live supervision session starts with presession disnrssion of the case. 
This may include a review of the family assessment, the problems identified, the 
overall treatment plan, specific intervention strategies andlor specific goals for 
this interview. Emphasis is, of course, given to the skill development of the 
therapist. For example, if in previous inlterviews a trainee has shown difficulty 
in exploring problems in a focused manner, then during the presession 
discussion (e.g. of an initial interview with a new family) the trainee may be 
given the task of remaining focused to obtain a clear and precise understanding 
of the presenting problem. 

Inrrasession input refers to suggestions or directives from the supervisor while 
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the therapist is interviewing the family, through the use of a telephone intercom 
or an earphone. The intercom that has been installed in our interview and 
observation rooms is much like a telephone receiver and is not an open speaker 
that aIlows everyone in the room to hear rhe message. When the supervisor calls 
the rhesapist, the interview is very briefly interrupted while the therapist 
answers the "phone and the message is conveyed. Families are, of course, always 
informed that the interview is being observed (and supervised) and usually 
readily accept these interruptions. This is particularly true when the therapist 
explicitly shares at least part of the message-a procedure which we now 
strongly encourage. The earphone is less intrusive but technically more difficult 
to use. It consists of a hearing-aid like device which contains a miniature radio 
receiver. One or more interviewers may wear an earphone and family members 
are usually not aware when the supervisor is speaking to them. The advantage of 
both these intrasession methods is that the supervisor's comments provide 
immediate corrective feedback and his suggestions can be implemented in the 
course of an ongoing session. Depending on the Ievel and skilE of the therapist, 
intrasession input may be provided in the form of specific "one liners" (e.g. "ask 
them how things ate different since the heart attack") or in the form of a more 
general hypothesis (e.g. "explore the possibility that the fPar of a heart atrack 
now serves the function of avoiding confrontation with father"), A study within 
our programme of telephone intercom feedback has revealed that the length and 
form of the supervisor's statement is significant in regard to its usefulness during 
the interview (Wright, 1979). 

When a trainee is unable to sustain a focus despite the supervisor's intrasession 
calls, the supervisor may request the trainee to come out of the room far 
intersession discussion. Sometimes the trainee becomes overwheImed by the 
information presented by the family and requires an opportunity for more 
extensive discussion to understand what is happening and how to refocus the 
inquiry. It is of course necessary to adapt this supervisory process to the 
immediate process of the family. Occasionally an intersession discussion may be 
required to ease from f0CUsing on one task to another primary task. For instance, 
if a specific family event is enshrouded with a considerable amount of sadness 
which the therapist does not deal with, the supervisor may suggest that the 
therapist shift his focus to uncover this affect and explore the related cognition. 
Some trainees have dificulty coping with intense sadness in family interviews. If 
this becomes evident as a consistent pattern the supervisor must identify it as a 
problem for that trainee and provide focused supervision to help the trainee 
develop the necessary skills to cope with that type of family resistance. If the 
trainee remains too confused by the whole situation the supervisor may join the 
trainee in the interview to demonstrate what the supervisor was suggesting. 

Following rhe session the supervisor and trainee concernrate their postsession 
di~cussion on how the supervisee went about trying to meet the specific goal of 
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remaining focused during the inquiry. Thus the live supervision process 
maintains a problem-solving focus with regard to the trainee's skills. 

Videotape supervision 

Videotape supervision is a particularly useFul merhod for developing 
perceptual and conceptual skills. T h e  major advantage of the videotape is that it 
may be stopped and replayed again and again. More time may be taken to 
carefully understand and evaluate the content and context of what is being said 
(as well as the accompanying non-verbal messages). Through review of 
videotape, trainees become more consciously aware of non-verbal process which 
lead to certain "intuitive" judgemenrs. This helps in sharpening perceptual 
skills. A microscopic analysis of the session alsn allows the trainee to review his 
interventions and think through alternative interventions that could have been 
used at key points of the interview. Often videotape feedback is necessary to 
confront a trainee on certain idiosyncratic patterns of his interviewing style 
which he is not fully aware OF (e.g. the tendency ro avoid sadness). When a 
trainee has difficulties in his communicative style we encourage him to ask the 
technician to focus one camera on himself, another on the family and record a 
"split screen" tape. The student is then able to observe his own non-verbal 
communications (such as facial expressions, gestures and posture) in the context 
of the family's interactions. One student immediately recognized how "mousey" 
he must have appeared to the family and promptly began to change his 
interviewing style. 

Case discussion and review of records 

As noted earlier, supervision by verbal report is discouraged. However, [here 
are times when an interview was neither observed nor videotaped but important 
events did transpire. Then typical case discussion does take place but only on an 
od hoc basis. Once a supervisor gets to know a trainee's specific sryle and typical 
dificulties in therapy, it is often possible to identify the recurrence of a previous 
theme and through discussion readily reorient the trainee. 

Another important method of providing supervisory feedback is through the 
review of the trainee's clinical record keeping. Intermittent audit of records is a 
well established method of maintaining quality control. The first clinical task 
students who are beginning are assigned, is to record their observations while 
watching rheir supervisor work. By reviewing the type of information trainees 
enter into the record and how it is formulated, the supervisor gains insight into 
the student's perceptual and conceptual skills. For instance, if on reviewing a 
student's problem list, the supervisor notes that problems are identified only as 
individual ones and are described in, a linear fashion (e.g. mother is angry and 
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blames too much) the supervisor encourages the student to reconceptualize the 
problem at a higher systemic level. The mother's problem may have been part of 
the maladaptive interactional pattern, e.g. father withdraws-mother feeIs angry 
and blames-father feels guilty and withdraws etc. Thus an individual problem 
may be raised to the level oibeing a marital subsystem problem. Other aspects of 
the record are reviewed to see if the trainee introduces a treatment plan that 
follows logically from the problems that have been defined. In other words, a 
treatment plan for a circular maladaptive pattern in the marriage would be 
different from a plan for a linear individual problem. 

Caseload Review 

The supervisor has the responsibility to intermittently review the whole 
caseload of families of each trainee. To assist in this process, data is systemati- 
cally collected concerning each therapist's intakes, interviews, closures etc. 
Information is available on the number of sessions each family has been seen, the 
frequency of whole family versus marital and individual sessions, the time 
interval between sessions etc. Thus each trainee's overall pattern of practice may 
be reviewed and those cases w i ~ h  unusual patterns are readily identified. This 
can often be beneficial in assisting the therapist identify problems that he may 
not be aware of. For example, a male rherapist seeing a single parent mother 
individually For several sessions may inadvertently suggest '%suction" into a 
surrogate spouse role. The supervisor would draw this possibility co the 
therapist's attention and encourage him to bring in members o f  the mothern$ 
social network to Facilitate more natural supports. 

An additional training method for level 3 and level 4 staff is the use of co- 
therapy, consultation and team supervision. Consultations may be provided by 
level 4 family therapists, psychiatrisrs, neurologists, paediatricians, psycho- 
metricians etc, depending on the issue that requites clarification. Typically 
the consuitant provides his feedback and recommendatjons to the family in the 
presence of the primary therapist who then continues the onping case 
management. If necessary, however, the case may be transferred, or a second 
therapist be co-opted to remain involved in an on-going basis in a co-therapy role. 

Evaluation 

T h e  most convincing evaluation of the outcome of training would be to 
demonstrate an improvement in a trainee's effectiveness in treating families. 
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However, it is impractical to obtain pretraining baseIine measures of student 
effectiveness with families. As implied earlier it is unethical to allow beginning 
students to work with clinical families without supervision. We do ask our level 
3 trainees to generate and retain videotape recordings of their early interviews for 
comparison with their later work, e.g. a t  the end of cheir probationary period. 
The programme also maintains an ongoing consumer satisfaction survey. All 
families seen for one or more interviews are sent a questionnaire three to six 
months after the case is closed. Trainees are given the opportunity to review the 
comments of the family and to evaluate them in the light of their therapeutic 
efforts. Return rates for these questionnaires are in the order of 60% and we now 
have feedback from over 1000 families. Approximately 74% of these families 
report improvement in the presenting problem but 9% report deterioration. 
These deterioration reports require further investigation and we hope to examine 
these cases in more detail in the future. Included in the questionnaire are invited 
comments on various competencies of the therapist, e.g. '"id the therapist help 
clarify relationship problems?" 

A more rigorous research approach has been used in a smaller study to evaluate 
the effectiveness of teaching skills in family assessment. Using brief segments of 
videotape and short answer questions, pre- and post-tests were devised. These 
tests have been used to evaluate not only student learning as a result of our 
regular training programme but also to compare the effectiveness of differing 
teaching methods (Tomrn and Leahey, 1980). 

The most direct and specific evaluation of the trainee is the supervisor's 
written report of the trainee's skills. These reports serve to summarize and 
document the informal ongoing feedback on skill development provided to the 
student during the supervisory process. Specific comments are made regarding 
strengths and weaknesses in each of the therapeutic functions or competencies. 
The students are also asked to evaluate their own experience in the programme. 
Student feedback has been in the form of verbal report, written report and most 
recently by questionnaire. The latter encourages more differentiated comments 
on the seminars, screenings, live supervision and so on. All of this evaluative 
feedback contributes to the ongoing development of our training procedures. 
Along with many other inputs it facilitates the evolution of our programme at the 
University of Calgary. 
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