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This study examined the overall effectiveness of solution-focused brief therapy 

(SFBT) by conducting a meta-analysis using random effects modeling. Hierarchical 

linear modeling software was used to synthesize the primary studies to calculate an 

overall effect size estimate as well as test for between-study variability. The results from 

the literature search produced 22 studies, both published and unpublished dissertations, 

that met the criteria to be included in the meta-analysis and were divided and grouped 

into three categories based on the outcome problem each study targeted (externalizing 

behavior problems, internalizing behavior problems, and family and relationship 

problems). The study found that solution-focused brief therapy demonstrated small, but 

positive treatment effects favoring SFBT group on the outcome measures. The 

unconditional random effects model shows an overall weighted mean effect size estimate 

of .11 for externalizing behavior problems, .26 for internalizing problem behaviors, and 

.26 for family and relationship problems. Only the magnitude of the effect for 
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internalizing behavior problems was statistically significant at the p<.05 level thereby 

indicating that the treatment effect for SFBT group is different than the treatment effect 

for control group. Results from this meta-analysis will help social work clinicians in their 

pursuit to practice evidence-based practice. This is the first meta-analysis on SFBT and it 

allows social workers interested in solution-focused brief therapy to examine the 

empirical evidence quickly and with more definitive information. 
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CHAPTER 1 

Problem Statement 

Over the past two decades, solution-focused brief therapy (SFBT) has become a 

popular therapeutic model for social work educators and practitioners.  Many schools of 

social work teach solution-focused brief therapy in their practice curriculum for graduate 

students as well as offer continuing education workshops for practitioners.  Part of the 

model’s appeal to social workers lies in its strengths-based focus.  De Jong and Miller 

(1995) call attention to the fact that social work history has its roots in strengths 

perspective principles yet lacked the specific tools and techniques social workers seek.  

Building on Saleebey’s (1992) summary of strengths-based assumptions and principles, 

De Jong and Miller (1995) make a case for how solution-focused brief therapy can 

advance social work’s tradition of using strengths-based principles by incorporating 

various solution-focused brief therapy techniques and assumptions.    

Practitioners from all disciplines, especially social work, have embraced solution-

focused brief therapy because of how easy the model is to implement and the well 

designed structure of the model.  Practitioners do not need to have the answers to a 

client’s problem because they collaborate with the client to identify the problems, to 

define goals, and to look for solutions to meet those goals.  While some detractors 

criticize the model for being too simplistic, proponents embrace the theoretical belief that 

investigating the psychological origins of the problem is not necessary to solve problems 

(Kingsbury, 1997).  Clients, therapists, and managed care companies have all welcomed 
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the short-term nature of the therapy model which results in clients receiving help quicker 

and resolving problems in less time.    

While the popularity of solution-focused brief therapy has grown amongst social 

workers in the U.S. and around the world, research on its effectiveness is still limited 

(Gingerich & Eisengart, 2000; Triantafillou, 1997; Zimmerman, Prest, & Wetzel, 1997).  

This poses problems for both social work practitioners who have embraced the solution-

focused brief therapy model as well as those schools teaching SFBT as part of their 

curriculum.  As Gorey, Thyer, and Pawluck (1998) noted in their meta-analysis article on 

the effectiveness of social work practice, “Unless more progressive systemic-structural 

social work models are empirically studied and the findings of such studies reported in 

the mainstream professional press, it is likely that future funding opportunities for them 

and thus for their great potential for preventive and therapeutic benefits will be lost to 

future clients” (p. 273).  Although Gingerich and Eisengart (2000) conducted a 

systematic qualitative review on SFBT which found initial support for the effectiveness 

of the model, no one has attempted to quantitatively synthesize the studies through meta-

analytic techniques to further examine the models effectiveness.  

Rationale for Study 

In an era of accountability and evidence-based practice, the effectiveness of 

solution-focused brief therapy needs to be examined and addressed.  Because it is rooted 

in social constructionism and was developed inductively through qualitative questioning 

of what works in therapy, solution-focused brief therapy has limited empirical support 

(Corcoran, 2005).  Past research studies on solution-focused brief therapy has shown 
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promise as an effective intervention and research on this model is still growing with 

recent studies finding mixed results.  Gingerich and Eisengart (2000) conducted a 

systematic qualitative review of 15 outcome studies on solution-focused brief therapy but 

found the studies do not provide enough empirical support to consider solution-focused 

brief therapy efficacious because many of the research designs are limited and the studies 

do not build on a systematic body of intervention research.   

Although solution-focused brief therapy has become a popular therapeutic model 

for social workers and is taught in many social work curriculums, its inconclusive results 

as an efficacious therapy model may hinder its acceptance and use in social work.  

Current policy demands for social workers to demonstrate effective services are forcing 

social work practitioners to choose therapy models that have research support (Herie & 

Martin, 2002).  Funders and legislators expect social workers to employ best practice 

guidelines resulting from empirical research (Gorey, 1996).  Managed health care 

organizations have also pressed for evidence-based treatment interventions and it is 

unlikely the mandate for research-supported practice will disappear any time soon (Herie 

& Martin, 2002).    

Social work education is also recognizing the role of evidence-based practice and 

debating about whether to teach only those therapeutic interventions that have been 

empirically supported.  Choosing among the different types of interventions has become 

challenging for social workers because of the wide array of choices, many of which have 

not been supported through empirical research.  Given the current climate and push for 

evidence-based practice, George Warren Brown School of Social Work at Washington 

University has formally adopted evidence-based practice as their pedagogical paradigm 
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in teaching social work practice.  All practice related courses aim to teach students about 

interventions that have been empirically tested.  Students are also educated on the 

amount, type, and quality of the evidence supporting the treatments (Howard, McMillen, 

& Pollio, 2003).   

With a movement towards incorporating more evidence-based practices in social 

work education, social workers are trying to promote more effective practice and improve 

the profession’s credibility.  Operating from this perspective requires social workers to 

integrate relevant scientific information with their professional judgment and include 

clients throughout this process (Howard, McMillen, & Pollio, 2003).  Evidence-based 

practice incorporates the clinical judgments of social workers, the needs of the clients, 

and the empirical studies supporting treatment interventions.  However, many popular 

therapeutic models and interventions, including solution-focused brief therapy, are 

omitted from the list of evidence-based practice because they lack the empirical support.  

Because several studies with diverse designs, populations, and findings are emerging on 

solution-focused brief therapy, a research synthesis using meta-analytic procedures 

appears to be a good approach to examine the state of the empirical evidence for solution-

focused brief therapy.    

Systematic reviews, also commonly referred to as research synthesis, synthesize 

the results from primary research studies addressing a specific problem by using specific 

strategies to minimize bias and error.  These strategies involve using explicit search 

criteria that is specified in the article and collecting all relevant studies, both published 

and unpublished.  Furthermore, study characteristics and research designs are evaluated 

and factored into the synthesized results (Cook, Mulrow, & Haynes, 1997).  Systematic 
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reviews can be either qualitative or quantitative in nature.  Systematic qualitative reviews 

summarize results from primary studies while systematic quantitative reviews use 

statistical methods to combine results from primary studies (Cook et al., 1997).  

Systematic quantitative reviews are more commonly referred to as meta-analysis.  

The purpose of the meta-analytic statistical analysis is to integrate findings from a large 

collection of individual studies with similar construct to determine the magnitude and 

effect (Glass, 1976).   

Another type of review, narrative review, summarizes research studies and make 

recommendations for future research topics and practices in an effort to stimulate further 

development of knowledge.  Narrative reviews differ from systematic reviews by not 

providing any explicit descriptions of systematic methods used to reduce bias and error.  

Narrative reviews tend to focus on broad topics and lack a methodology section while 

systematic reviews often have a focused clinical question and detailed description of their 

methodology.  Narrative reviews are useful in describing the history or development of a 

problem, discussing data taking into account on a particular theory, and describing recent 

developments with limited research (Cook, Mulrow, & Haynes, 1997).  Corcoran, Miller, 

and Bultman (1997), however, cite several problems with narrative reviews such as their 

lack of comprehensiveness in study selection (Jorgensen, Potts, & Camp, 1993), failure to 

synthesize the literature in a systematic way (Beck & Davies, 1987), and inability to 

quantitatively assess variations within studies of program’s effect on different subgroups 

(e.g., age, gender, ethnicity).   

Systematic reviews, on the other hand, are more explicit, comprehensive, and 

critical than other forms of research reviews thereby adding a unique contribution to the 
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building of knowledge (Devine, 1997).  Systematic reviews and the statistical method of 

meta-analysis have been used to identify effective practice methods developed and 

evaluated by social workers since the 1980s (Reid, 2002).  Research syntheses are being 

used increasingly to inform decision makers about the effects of a particular policy (Matt, 

1997); for instance, is solution-focused brief therapy effective in reducing substance use 

among adolescents?  According to Cook, Mulrow, and Haynes (1997), “By quantitatively 

combining the results of several small studies, meta-analyses can create more precise, 

powerful, and convincing conclusions” (p. 378). 

Gingerich and Eisengart’s (2000) systematic qualitative review of solution-

focused brief therapy outcome studies provided a good overview and examination of 

solution-focused brief therapy studies but it lacked any definitive conclusion and failed to 

calculate any effect sizes for the studies.  In order to advance the work done by Gingerich 

and Eisengart (2000), a meta-analysis on solution-focused brief therapy is needed.  By 

conducting a meta-analysis, current empirical studies are synthesized in order to 

determine its overall effectiveness and thus providing more empirical information on the 

effectiveness of solution-focused brief therapy.  Additionally, a meta-analysis allows us 

to use study characteristics from the selected primary studies to examine potential 

explanatory variables to explain differences in effect sizes (Hox, 2002).  The meta-

analyst can test possible explanations for why treatment effects vary from study to study 

through predictor variables thereby obtaining new information that is not possible in 

literature or narrative reviews (Raudenbush & Bryk, 2002).  

Since Gingerich and Eisengart’s (2000) review on solution-focused brief therapy 

outcome studies, a fair number of outcome studies have been reported in peer reviewed 
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journals with mixed results.  Combining these recently published studies along with 

doctoral dissertations produces enough studies on solution-focused brief therapy to 

conduct a meta-analysis, which can summarize these empirical study results.  A meta-

analysis on solution-focused brief therapy is an essential step in helping to build a case 

for its effectiveness because findings from the aggregation of multiple studies may 

provide a more stable and meaningful measure of the magnitude of a treatment effect 

than results from a single study (Perry, 1997).      

Purpose of the Study 

This dissertation will examine the overall effectiveness of solution-focused brief 

therapy by conducting a systematic qualitative and quantitative synthesis.  Building on 

the research review conducted by Gingerich and Eisengart (2000), this dissertation will 

systematically summarize the literature on solution-focused brief therapy from a 

quantitative perspective through the statistical method of meta-analysis using mixed 

effects modeling.  In addition, differences in effect sizes will be examined through 

predictor variables, which are study characteristics describing relevant differences 

between studies.  The specific research questions this dissertation will address are: 

1. How effective is solution-focused brief therapy overall? 

2. How effective is solution-focused brief therapy for different outcomes such as 

externalizing behavior problems, internalizing behavior problems, and family or 

relationship problem? 

3. If there are variations in effect sizes, can variability in effect sizes be explained 

through predictor variables, such as research designs and treatment settings?  
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SOLUTION-FOCUSED BRIEF THERAPY 
Solution-focused brief therapy is a strengths-based intervention that is founded in 

the belief that clients have the knowledge and solutions to solve their problems.  

Collaboration and co-construction of answers are important components of the change 

process used by the practitioner.  In solution-focused brief therapy, change occurs from 

finding what already works and doing more of it (Miller & de Shazer, 2000).  Solutions 

are changes in perceptions and interactions, which are not to be solved by the practitioner 

but rather co-constructed with the client (Berg & De Jong, 1996).  The active role of the 

practitioner is to ask questions to help the client look at the situation from a different 

perspective and to use solution-focused techniques to look for clues where the solution is 

already occurring in the client’s life (Franklin & Jordan, 1999).  The client and the 

practitioner engage in dialogue to co-construct the best answers to the client’s problem.    

Originated in the early 1980’s at the Brief Family Therapy Center (BFTC) in 

Milwaukee, solution-focused brief therapy was developed inductively by Steve de Shazer 

(1985, 1988), Insoo Kim Berg (1994), and colleagues (Berg & De Jong, 1996; Berg & 

Miller, 1992; Cade & O’Hanlon, 1993; Lipchik, 2002; Murphy, 1996) who wanted to 

study effective therapeutic techniques and what worked in therapy sessions.  They used 

one-way mirrors to observe each other’s techniques and would consult with the team 

behind the mirror during the therapy session.  The mental health team at the Brief Family 

Therapy Center was interested in looking for instances when the problem was not 

occurring in the client’s life and collaborating with the client on developing goals (de 

Shazer, 1985).  Throughout the past 20 years many people, such as Bill O’Hanlon, Ron 

Kral, Eve Lipchik, Yvonne Dolan, and Scott Miller, have studied and trained with Steve 
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de Shazer and Insoo Kim Berg at the Brief Family Therapy Center and have contributed 

to the development of the model (Hawkes, Marsh, & Wilgosh, 1998).  The solution-

focused brief therapy model have been applied to a wide range of problems such as 

psychiatric disorders, alcohol abuse, crisis-oriented youth services, and school-related 

behavior problems (Franklin, Biever, Moore, Clemons, & Scamardo, 2001).   

HISTORY OF SOLUTION-FOCUSED BRIEF THERAPY 
 The origins of the development of solution-focused brief therapy can be traced 

back to de Shazer and colleagues (Watzlawick, Weakland, & Fisch, 1974; Fisch, 

Weakland, & Segal, 1983) at the Brief Therapy Center of the Mental Research Institute 

(MRI) during the late 1970’s.  The brief therapy approach at MRI tried to resolve a 

client’s problem in a shorter amount of time (within a 10 session limit), as opposed to the 

traditionally longer psychodynamic therapeutic approaches.  The rationale for this session 

limited approach was because earlier studies (Garfield, 1978; Gurman, 1981; Koss, 1979) 

showed clients stayed in therapy an average of 6-10 sessions regardless of the therapist’s 

plans or modality (de Shazer, 1985).  However, brief therapy, as viewed by de Shazer and 

colleagues at MRI, went beyond just fewer therapy sessions.  They believed clients 

wanted to be freed from their problems as quickly as possible; therefore, it was the 

therapist’s ethical duty to make the most use of that limited contact.  Because the 

practitioners at MRI believed in shorter number of sessions for the clients’ sake, the focus 

of the counseling sessions was not on trying to understand the root cause of the problem.  

Instead, the emphasis was to find effective ways of thinking about the problem and 

practical ways of dealing with it (Furman & Ahola, 1994).   
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In 1975, de Shazer began working on a more comprehensive model of brief 

therapy by including the client and family members in developing problem constructions 

(de Shazer, 1985).  By 1978, de Shazer left MRI and with a core group of colleagues 

(Insoo Kim Berg, Elam Nunnally, Eve Lipchik, and Alex Molnar) started The Brief 

Family Therapy Center (de Shazer, 1985).  Solution-focused Brief Therapy, the model, 

began to develop in 1980 and was given that name by 1982 (de Shazer & Berg, 1997).  

This group of clinical practitioners (along with future team members Wallace Gingerich, 

Scott Miller, and Michele Weiner-Davis) continued to explore what worked in counseling 

sessions through consultations and experimentations with different techniques.  What 

evolved through these sessions was an understanding and belief that doing something 

different in a problematic situation can be enough to inspire positive change to help 

satisfy the client (de Shazer, 1985).  The BFTC team eventually began shifting their focus 

from figuring out how to solve problems to identifying solutions and how to get there 

with the client.  Diverging from their work at MRI, de Shazer and colleagues at BFTC 

made a conscious effort to focus on solutions instead of problems when working with 

clients.  In further developing the solution-focused model, specific techniques such as 

miracle and exception questions were developed to aide in identifying solutions.  While 

SFBT has distinguished itself from other forms of brief therapy with its ‘solution talk’, 

the solution-focused model has had many influences during its development.   

ANTECEDENTS AND INFLUENCES  
One of the earliest influences on Steve de Shazer and the SFBT model was Milton 

Erickson and his pioneering work in brief therapy in the mid 1950’s.  While at MRI, de 
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Shazer would study Erickson’s approach and techniques of brief hypnotherapy to help 

figure out what therapists do that is effective.  For example, two key components of brief 

therapy de Shazer learned from Erickson, which were later incorporated into SFBT, were 

(1) utilizing what the client brings to the counseling session and (2) not trying to find or 

correct any causative underlying psychological disorders (de Shazer, 1985).  These two 

components became key assumptions in the solution-focused brief therapy model of 

recognizing the strength and resources of each client and focusing on the present and 

future since the past can not be changed.          

Milton Erickson’s crystal ball technique and hypnosis methods also influenced 

Steve de Shazer in his development of SFBT model.  Erickson developed the crystal ball 

technique in 1954 to enable clients, who are in a hypnotic trance, into the future where 

the complaint is gone.  de Shazer expands on Erickson’s work by using this technique in 

a way that allows clients to construct their own solution (de Shazer, 1985).  The first two 

steps of de Shazer’s crystal ball method teaches the client to notice his or her own 

behavior as well as the behaviors of others and recalling times of success in the client’s 

life, again focusing on his or her own behavior as well as the behaviors of others.  The 

third step transports the client into the future all the while remembering the successful 

resolution of the problem. The fourth step asks the client to remember how the problem 

was solved, the client’s reaction, and the reaction of others.   

The use of hypnotic trance was varied and has evolved throughout the years in 

SFBT.  de Shazer describes hypnosis as more of a “focused attention” that is part of the 

interaction between the hypnotist and client.  Rather than the traditional trance induction, 

the solution-focused therapist and client are paying close attention to what the other is 
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saying (de Shazer, 1985).  These crystal ball techniques would evolve into some of the 

major building blocks of SFBT, mainly looking for exceptions (successes) and focusing 

on solutions rather than problems. 

 Earlier works by Minuchin’s structural family therapy, strategic family therapy, 

and Milan’s systemic family therapy also contributed to the development of solution 

focused therapy (Hawkes, Marsh, & Wilgosh, 1998).  All three family therapies were 

developed in the 1970’s and were also influenced by Milton Erickson’s brief therapy 

model.  The idea of assigning tasks to help create change in a client was an important 

advancement for family therapy, which later influenced the development of solution-

focused brief therapy.      

 The use of tasks in structural family therapy helps clients learn new ways of 

relating to one another by moving them beyond their ordinary experiences with each 

other.  Minuchin believed there was a family hierarchy where each sub-system (i.e., 

grandparent, parent, children) of the family had authority according to their place on the 

hierarchy.  He theorized that problems in families occurred when these subsystems 

experienced distortion or became too rigid.  A healthy family and its members, Minuchin 

believed, had clear boundaries in their family hierarchy and tasks were used to help 

family members learn these boundaries (Hawkes, Marsh, & Wilgosh, 1998).  

Strategic family therapy was developed by a group of therapists (Weakland, 

Fisch, Bodin, & Watzlawich) from the Mental Research Institute where de Shazer 

worked. Strategic family therapists focused on solving a client’s problem by examining 

the interactions clients had with other involved party members such as family or friends. 

Once the therapist had an understanding of the problem and of all those involved, tasks 
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were used to change the usual way problems were handled.  For example, a parent might 

be given a task to compliment their child for good behavior as opposed to their usual 

methods (grounding, hitting, yelling, etc.) of punishing their child for bad behavior 

(Watzlawick, Weakland, & Fisch, 1974 as cited in Hawkes, Marsh, & Wilgosh, 1998).  

Furthermore, paradoxical tasks were sometimes utilized by the therapist or when families 

were considered ‘stuck’ and change was not occurring.  The rationale for these 

paradoxical tasks, such as encouraging a wife who constantly needs reassurances from 

her husband to become more dependent on him, was to push the client into one extreme 

direction so that they would want to go towards the desired direction (Hawkes, Marsh, & 

Wilgosh, 1998).  

Evolving from the structural and strategic models, systemic family therapy 

expanded on Minuchin’s family focus by including individuals, couples, as well as 

families.  Systemic family therapists incorporated how other members within the client’s 

social network viewed the problem, as well as incorporating social institutions (school, 

church, work), ethnicity, and gender influences on the problem.  For systemic family 

therapists, tasks aren’t quite as important for the therapy session as they are for structural 

or strategic models.  There is more of an emphasis in ‘messages,’ which examined the 

families’ different understanding of the problem and discussed each member’s 

interpretation.  Messages were used to question the meaning of the client’s problem 

(Hawkes, Marsh, & Wilgosh, 1998).                  

Similar to structural family therapy and strategic family therapy, solution-focused 

brief therapy encourages clients to do something different that may help them move 

beyond their traditional approach to solving the problem in order to help create small 
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changes.  The use of tasks allows therapists to break up patterns of unsuccessful attempts 

by the client at solving their problem by shifting their approach to resolving the problem.  

Besides tasks, the systemic family therapy model’s openness in letting clients define 

problems and the respectful attitude influenced solution-focused brief therapy approach 

to working with clients.  

Starting with Erickson’s brief therapy model, solution-focused brief therapy has 

been influenced by many aspects of structural, strategic, and systemic therapy models.  

However, according to Lethem (2002) the solution-focused brief therapy currently aligns 

itself more under the metatheory of social constructionism, which asserts that individual 

constructs are shaped entirely through conversations with others.  Granvold (1996) 

defines metatheory as “…a related group of theories sharing assumptions and assertions” 

(p. 345).  Falling under the metatheory umbrella of social constructionism along with 

solution-focused brief therapy are Saleebey’s strengths perspective model, Brower and 

Nurius’s cognitive ecological model, and White and Epston’s narrative therapy model.  

While each of these therapy models has different techniques to use with clients, they all 

share the same underlying assumption of the client’s construction of reality (Franklin, 

1998).      

THEORY AND ASSUMPTIONS OF SOLUTION-FOCUSED BRIEF THERAPY  
The metatheory social constructionism has been a major influence on the 

theoretical philosophies of solution-focused brief therapy (Berg & De Jong, 1996; 

Franklin, 1998).  Unlike scientific positivism which believes in an objective truth or 

reality, social constructionism contends reality is socially or psychologically constructed 
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by the individual.  It is the interaction with and observations of other people that allows 

individuals to formulate their ideas of what is real (Franklin, 1998) with change occurring 

through the development of new meaning constructions (Berg & De Jong, 1996).     

Solution-focused brief therapy falls under the social constructionism metatheory 

because of its philosophy and belief that language is used to construct reality for the 

client (Franklin, 1998).  In solution-focused brief therapy, the therapist uses language and 

Socratic questioning to co-construct goals with the client and works collaboratively to 

resolve the problem by utilizing the client’s strengths.  The goals define what clients want 

different in their lives and resources are identified to help meet these goals (Berg & De 

Jong, 1996).  This mindset is in line with social constructionism and is a major 

contributor to SFBT (Lipchik, 2002). 

Therapists using solution-focused brief therapy pay special attention to the words 

the client uses to describe his or her problem all the while respecting the client’s 

definitions of reality.  Solution-focused brief therapy and social constructionism believe 

that the client is the expert in his or her own meanings since the client has detailed 

knowledge of his or her own perceptions, definitions of reality, and past experiences 

related to the problem (Berg & De Jong, 1996).  The therapist works with the client in co-

constructing goals and creates change in the client by helping the client identify successes 

and solutions that can be used to resolve the problem.    

Solution-focused brief therapy is different from many other therapies in that the 

therapist makes no claim to be the expert.  It is a different way of thinking about the 

helping process.  The attitude in solution-focused brief therapy is one of great respect for 

the client and belief that the client is the expert in resolving the problem.  It is not the role 
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of the therapist to try and interpret meaning about the problem or even attempt to solve 

the problem for the client (Berg & De Jong, 1996).  Therapists believe that clients have 

the knowledge, strength, skills, and insights to solve their own problems.    

 There are several assumptions made in SFBT that are very important to this 

therapy that stem from the influences of brief therapy and social constructionism.  The 

first one is that Every Client is Unique.  This is taken from a constructionist model and 

leads to the belief that the solution should be particular to the individual client.  The 

second assumption is that Clients Have the Inherent Strength and Resources to Help 

Themselves.  By focusing on the client’s strengths rather than the client’s problems, 

change will occur more rapidly.  The third assumption is Change is Constant and 

Inevitable; A Small Change Can Lead to Bigger Changes.  In a situation where the client 

feels stuck or overwhelmed, making a small step towards the goal can generate hope and 

lead to bigger changes.  The final Assumption is One Can’t Change the Past so One 

Should Concentrate on the Present and Future.  It is not necessary to analyze past actions 

that resulted in the problem in order to find a solution to the problem.  Therapists and 

clients work right away to co-construct goals and look for ways that the solution is 

already occurring in his or her life (Lipchik, 2002). 

 Additionally, Lethem (2002) cites George, Iveson, and Ratner’s (2000) summary 

of six additional assumptions that solution-focused therapists should also maintain:     

(1) understanding the cause of the problem is not necessary to find its resolution; (2) 

knowing where the client wants to get to is key to successful therapy; (3) however fixed 

the problem pattern seems to be, there are always times when the client is already doing 

some solution-building; (4) problems do not represent underlying pathology or deficits; 
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(5) therapists must discover ways in which clients are able to cooperate with therapy; and 

(6) the concept of resistance is considered not beneficial.  These assumptions, along with 

an emphasis on solutions, help provide the theoretical framework for solution-focused 

brief therapy and help differentiate solution-focused brief therapy from other therapy 

models.  

Solution-focused brief therapy requires that the client and the therapist co-

construct changes and goals to help resolve the client’s problem.  The therapist role is 

described as “leading from one step behind” with the client being the expert and dictating 

how the problem is perceived (Cantwell & Holmes, 1994).  The active role the therapist 

takes lies in the Socratic questions he or she asks to help the client look at the situation 

from a different perspective and to look for clues where the solution is already occurring 

in the client’s life (Franklin & Jordan, 1999). 

STRUCTURE OF THE INTERVIEW AND INTERVENTION TECHNIQUES 
The structure of the interview in solution-focused brief therapy is divided into 

three parts.  The first part, which usually lasts 5-10 minutes, is spent making small talk 

with the client to find out a little bit about the client’s life.  During this first part, the 

therapist should be looking to understand the client’s interests, motivations, 

competencies, and belief systems (Franklin & Jordan, 1999).     

The second part of the session is where most of the work occurs in therapy.  One 

of the key components to solution-focused brief therapy is working with the client to 

identify the problem, to look for times when the problem is absent, and to develop 

attainable goals to help resolve the problem.  The second part is usually initiated with 
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questions like, “How can I help you”?  This question allows the client to state in his or 

her own words what the problem is (Sklare, 1997).  Moreover, this question helps to 

establish the collaborative nature of the relationship by allowing the client to take an 

active role in the therapy session.  Instead of the “expert” therapist diagnosing the client’s 

problem, this initial question lets the client be the “expert” with the therapist taking on a 

more shared role (Hawkes, Marsh, & Wilgosh, 1998).  Other techniques that are used 

during the second part to help the client and therapist identify the problem and elicit more 

information include normalizing the problem, externalizing the problem, and using 

exception questions. 

Normalizing the problem is a technique used to reassure the client that his or her 

problem is not unique.  It helps the client understand that he or she is not alone in 

experiencing this problem, that others have gone through it, and that there is hope of 

finding a resolution to this problem (Christensen, Todahl, & Barrett, 1999).  

Externalizing the problem is a technique that refers to the problem as if it existed outside 

of the client.  This idea of externalizing the problem is borrowed from narrative therapy 

(White & Epston, 1990) where language is used to convey that the therapist and the client 

are in partnership against the problem (Christensen, Todahl, & Barrett, 1999).   

Relationship questions ask clients how different people in his or her life (family, friends, 

teachers, etc.) view the problem.  Relationship questions allow the client to discuss his or 

her problems from a third person point of view, which makes the problem less 

threatening and allows the therapist to asses the client’s resources (Franklin & Jordan, 

1999). 
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Searching for exceptions to the problem during the second part of the therapy 

allows the client to shift his or her focus away from the problem to times when the 

problem was not present.  The therapist asks the client to look for examples of times 

when the problem was absent in his or her life and how they accomplished it.  The 

exception question reminds the client that the problem is not always there and brings to 

mind successful times when the client was free from the problem (Lethem, 2002).  It also 

reinforces the point that the client has the skills and knowledge to succeed and gives the 

client credit for that success.  This builds confidence that a solution is possible and 

empowers the client to continue building on his or her strengths.  When a client is having 

difficulty in coming up with any exceptions to the problem, the therapist can ask for 

times when the problem was less severe or less frequent (Franklin & Jordan, 1999).   

Developing goals with the client is also done during the second part of the therapy       

session.  Goals need to be specific, attainable, and important to the client so that he or she 

will be motivated to accomplish.  Goals should focus on the presence of a particular 

behavior and should describe what positive behaviors clients are currently doing 

(Franklin, 1999).   

According to Sklare (1997), the two most common types of goals clients identify 

are positive and negative goals.  Positive goals are stated in terms of what the client 

wants and are measurable.  Typical examples are, “I want to get better grades” or “I want 

to be more popular”.  Most positive goals lack specific behavioral details.  Asking 

specific details about what the client will be doing when the client is moving toward that 

goal will help the client identify specific behavioral details.  
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Negative goals are expressed as the absence of something.  Clients will usually 

want to stop doing something or usually want someone else to stop doing something to 

him or her.  Typical examples are, “I want my parents to stop bothering me” or “I want to 

stop getting into fights at school”.  When faced with negative goals, therapists must help 

clients reframe his or her goals in a way that gives the client the responsibility.  This can 

be accomplished by asking questions to help determine the client’s motivation for 

wanting to stop doing something or wanting others to stop doing something to the client 

(Sklare, 1997).   

The third and final part of the therapy session lasts around 5-10 minutes and 

consists of a break, compliments, and homework tasks.  The break helps transition the 

interview towards the final stage of the session where the therapist gathers his or her 

thoughts to develop a set of compliments for the client along with some homework task.  

Most social workers will simply go to his or her desk and write down the notes or just 

inform the client that they need a minute to reflect on the discussion and make notes on 

his or her notepad (Hawkes, Marsh, & Wilgosh, 1998).  The therapist finishes the 

solution-focused session by giving the client a set of meaningful compliments, reviewing 

strengths and goals identified by the client, and developing a homework task to further 

encourage behavioral change. 

According to de Shazer and Berg (1997), four core components must be present 

during the counseling session in order for it to be considered solution-focused brief 

therapy.  While there is no set order to these features, they are necessary if the therapist is 

to be doing solution-focused brief therapy.  The four characteristics necessary are:   

1. The therapist must ask the “miracle question”; 
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2. Scaling questions must be asked at least once; 

3. Towards the end of the interview, the therapist must take a break; 

4. After the break, the therapist gives the client a set of compliments and 

sometimes suggestions or homework tasks.   

Currently, these four core components remain important techniques for change in the 

SFBT model but the process and key techniques have yet to be established through 

empirical research.  The Association of Solution-focused Brief Therapy’s Research 

Committee is in the process of developing a training manual to help with training and 

fidelity of the model.    

The “miracle question” was conceived by Insoo Kim Berg out of her frustration 

with a client’s inability to formulate a well defined and achievable goal.  Typically, the 

miracle question asks, “Suppose that one night, while you asleep, there was a miracle and 

this problem was solved.  How would you know?  What would be different?  How will 

your husband know without your saying a word to him about it?” (de Shazer, 1988, p. 5)  

The miracle question requires the client to envision how he or she wants his or her life to 

be different and what that would look like.  It shifts the client’s focus away from the 

present problems he or she has been complaining about to envisioning his or her life after 

the problem is resolved.  The therapist also uses the miracle question to help clients 

identify ways that the solution may already be occurring in his or her life.  

Scaling questions is a technique used to determine where clients are in terms of 

achieving their goals.  It helps clients measure and assess how much progress he or she 

may or may not have made since starting therapy.  Consistent with its social 

constructionist philosophy, scaling questions respect and incorporate the client’s 
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perspective and belief (Berg & De Jong, 1996).  Typically, scaling questions have clients 

rate where he or she is on a scale from 0 to 10 with 0 being the worst/lowest and 10 being 

the best/highest.  There are numerous ways to use this scale to elicit feedback about how 

the client is doing.  Scaling is a technique that is familiar to most clients and a helpful 

tool for the therapist when clients are having a difficult time seeing their progress. 

 The break and compliments are another integral part of solution-focused brief 

therapy.  The break helps transition the interview towards the final stage of the session 

where the therapist develops a set of compliments for the client and a homework task.  

Some therapists will actually leave the room during the break while others may simply go 

to their desk and write down the notes (Hawkes, Marsh, & Wilgosh, 1988).  What is 

important about the break is to create a strong psychological space so that when the 

therapist returns, the client is paying close attention to what the therapist is going to say 

next.  Delivering compliments after coming back from the break and before assigning the 

homework tasks helps the client into a frame of mind to accept any new therapeutic 

suggestion by letting the client know the therapist is on his or her side (de Shazer, 1985). 

BEHAVIORAL CHANGE PROCESSES AND TASKS 
In solution-focused brief therapy, it is the use of language that helps bring about 

changes for the client.  Any change that occurs in the client has the potential to become 

part of a whole new set of expectations leading to solutions (de Shazer, 1985).  The 

phrasing of questions is presumed to affect the way clients view their problems and the 

potential for change (Cade & O’Hanlon, 1993).  de Shazer (1985) states “since a specific 

change is almost impossible to predict, what the therapist is after is a change in the 
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context or context markers which will promote what the client expects to be different as a 

result of reaching or achieving the specific goal” (p. 77).         

To further help bring about change, therapists must also examine the client’s 

motivation level in order to help bring about change.  de Shazer (1988) describes three 

types of client relationships generated during the interview, which gives insight into the 

client’s motivational level.  The first one is a Visitor who is a client not looking for help 

and is usually meeting with the therapist involuntarily.  The role of the therapist for this 

type of client is to show the client how he or she might benefit from their session.  The 

second is a Complainer who is a client that is aware there is a problem and has begun 

seeking help.  He or she usually lack clarity about goals and are not sure how to work 

towards a solution.  The role of the therapist is to work with the client to co-construct 

attainable goals and look for ways the solution is already occurring in the client’s life.  

The last is a Customer who is a client that has formulated clear goals and is working 

towards them.  The role of the therapist is to continue providing support and to continue 

working with the client until the problem is resolved.  By examining the motivational 

level of the client, the therapist can better assess their role in helping the client bring 

about change.  

Besides using language, solution-focused therapists use a variety of tasks to help 

bring about change in a client.  Observation Tasks require clients to pay attention to the 

times when problem is not there and to make note of it.  They may also be asked to pay 

attention to what is happening in their life that they want to have continue and describe 

that at the next meeting.  If a client can not remember a time when the problem was not 

present, the therapist may ask the client to pay attention to times when the problem is less 
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intense or less in duration.  The rationale of this task lies in the belief that, regardless of 

the problem, there are times or conditions under which the problem is not present (de 

Shazer, 1985).  

Do Something Different Task is used when clients report that what they have done 

does not work.  Clients are given a task that asks them to do something different.  This 

helps to bring about behavioral change in the client by having them try something new 

and different.  For example, a client may be asked to do something that will pleasantly 

surprise the family or partner he or she is having problems with without telling them 

about it.  Because the “different task” is not defined by the therapist and left general, the 

client is encouraged to be more creative in finding solutions and is given credit for any 

positive changes (Hawkes, Marsh, & Wilgosh, 1988).  The generality of the task allows it 

to be used in a variety of situations but tends to be most useful when clients have a 

certain repeated reaction to a frequently occurring problem (de Shazer, 1985).      

Opposite of the Different Task is the Do More of the Same Task.  When clients are 

doing something that they identify as resulting in progress, they are asked to do more of 

the same.  This task helps affirm and reinforce the client’s ability to create solutions 

(Sklare, 1997).  

Finally, Flagging the Minefield asks clients to identify barriers to accomplishing 

their goals.  This helps the client from being caught off guard and unprepared. The client 

and the therapist can co-construct predetermined responses to these possible barriers 

thereby increasing the possibility for success.  Furthermore, this technique allows the 

client to differentiate between the “new” desirable behaviors and the “old” symptomatic 

behaviors (Sklare, 1997; Franklin & Moore, 1999).     



 25

Clients have been receptive to SFBT because this model allows them to receive 

immediate help in finding resolutions to their problems.  Because it can be brief in the 

number of sessions needed to resolve problems, clients do not need to meet with therapist 

for months or years in order to feel like they have met their goals.  Clients are considered 

the expert and help to co-construct the goals and solutions to attain goals.  There is a 

tremendous amount of respect for the client and the client is constantly complimented by 

the therapist rather than being constantly criticized for his or her problems.  These 

assumptions help to form a therapeutic alliance between the therapist and client thereby 

increasing the client’s motivation to work towards their goal.    

SOLUTION-FOCUSED BRIEF THERAPY AND EVIDENCE-BASED PRACTICE 
Research on the effectiveness of various treatment models, like solution-focused 

brief therapy, is becoming more vital as clients, practitioners, and insurance companies 

seek out treatments that are shown to work.  Unfortunately, social work has been slow to 

contribute to this knowledge base through empirical research.  According to the 1988 

Task Force on social work research, the contributions made by social work researchers to 

the knowledge base is lagging far behind the profession and social work education.  

Recommendations from that report urged schools of social work to increase research 

resources and collaborate with social service agencies to conduct research.  The goals of 

these recommendations were to increase the social work knowledge base through 

research which will improve treatment effectiveness (Task Force on Social Work 

Research, 1991).  More than a decade after this report, the social work profession has 

answered this challenge by developing a number of research centers at various schools of 
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social work while increasing the number of research studies conducted by social workers.  

Research studies have been growing and contributing to the field by testing whether 

certain therapy models that are popular in social work, like solution-focused brief 

therapy, are effective in helping clients.  The social work research base has greatly 

expanded and the rate of knowledge continues to grow exponentially (Howard, 

McMillen, & Pollio, 2003).   

The significance of social work research is again taking center stage and leading 

the profession into a new era of accountability.  Social work, along with medicine and 

psychology, is being asked to show results and demonstrate that their interventions work.  

With that is the pressure to demonstrate that therapy models, like solution-focused brief 

therapy, are effective in order to seek reimbursement from managed health care 

organizations or other third party payers.  One paradigm that has gained a lot of attention 

is the move towards evidence-based practice as a way to help practitioners determine the 

appropriate intervention. 

Over the past century, social workers have relied on personal experience, advice 

from colleagues and supervisors, relevant theory and textbooks manuals to guide their 

practice (Howard, McMillen, & Pollio, 2003).  Critics argue that authority-based method 

relies on consensus, unchecked intuition, and anecdotal experience to guide practice 

(Gambill, 1999).  While these methods continue to be a major source of information for 

social work practice, a movement to use evidence-based practice has gained popularity. 

Evidence-based practice refers to manualized practices that have been examined through 

research and shown to be effective in real-world settings.  Gambrill (1999) defines 

evidence-based practice as practice that “…involves integrating individual practice 
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expertise with the best available external evidence from systematic research as well as 

considering the values and expectations of clients” (p. 346).  What separates evidence-

based practice from the traditional authority-based practice is the reliance of rigorous 

empirical research to help guide practice (Hoagwood, 2003).     

Evidence-based practice combines the science and art of social work practice. 

Working within an evidence-based perspective requires the social worker to integrate 

empirically supported treatments with professional judgment and experience (Howard, 

McMillen, & Pollio, 2003).  A collaborative approach with clients is also used in 

evidence-based practice by having clients be informed participants.  Treatment 

approaches are discussed with the clients as are the rationales for the recommendations 

and the empirical evidence supporting the treatment options (Gambrill, 1999).  

The rise in popularity of evidence-based practice can be attributed to the increase 

in research and information on treatment effectiveness, pressures from managed care to 

use scientifically tested interventions, emphasis on demonstrating outcomes, and an 

increase in malpractice suits on social workers (Howard, McMillen, & Pollio, 2003). 

Proponents of evidence-based practices argue that social workers will be able to address 

concerns of quality and accountability.  They’ll be more likely to show positive outcomes 

resulting from the implementation of manualized therapeutic models that have been 

shown by research to be effective (Goldman et al., 2001).     

In the mental health field, evidence-based practice is one of the options being 

touted by the US Surgeon General’s (1999) report on mental health.  At the policy level, 

the report also recommends building the research science base and ensuring the delivery 

of state-of-the art treatments through increased funding from state and federal agencies 
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(Goldman & Azrin, 2003).  With the movement to improve the health care system, the 

mental health field has begun to endorse and implement evidence-based practices (Drake, 

Rosenberg, Teague, Bartels, & Torrey, 2003).  In addition, funding evidence-based 

practices are intended to make certain existing funding mechanisms will promote the use 

of evidence-based practices (Goldman & Azrin, 2003).      

Evidence-based practice, however, is not without its limitations.  Stricker (2003) 

cites two concerns about evidence-based practice such as generalizability issues and true 

validation.  Research studies that use experimental designs, which are considered the 

strongest in terms of research designs, may not be effective when taken from controlled 

university settings to the real-world settings.  Alternative explanations and causes for a 

specific outcome, or lack thereof, are more prevalent in real-world settings (Jensen, 

Hoagwood, & Trickett, 1999).  Also, fully validating treatments through research has yet 

to be done due to the lack of finality of the evidence.  A task force from the American 

Psychological Association, for example, attempted to develop a list of empirically 

validated treatments only to discover it could not be produced.  Ultimately the task force 

developed a list of “empirically supported treatments” because it could not fully validate 

any of the treatments (Stricker, 2003).   

Goldman, et al. (2001) cites other concerns about evidence-based practice 

including its cookie cutter approach to treatment, unrealistic expectations of its success, 

and lack of scientific information on working with certain problems.  Not even in the 

field of medicine is there a one size fits all approach to treatment because there is a 

tremendous amount of variability in humans and each case (Jensen, Hoagwood, & 

Trickett, 1999).  This variability among clients also leads to unsuccessful cases, even 
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when there are similar symptoms and situations.  Goldman, et al. (2001) continues to 

point out that not every problem has an evidence-based practice or solution.  Research 

studies have not empirically supported any practices for problems like youth suicide, 

posttraumatic stress disorder, and borderline personality disorder.  Other important 

concerns raised by various stakeholders include: (1) innovative programs that have yet to 

acquire an evidence base could lose funding; (2) lack of time and support for clinicians to 

be trained in evidence-based practices; (3) high start-up cost for implementing evidence-

based practices for administrators; and (4) challenges in figuring out how to finance 

evidence-based practices within existing insurance and Medicaid/Medicare payment 

systems (Goldman & Azrin, 2003).  

Despite these limitations, it is clear that evidence-based practice is influencing 

social work education and practice.  For example, according to the Council on Social 

Work Education Educational Policy and Accreditation Standards, the goal of social work 

education is to provide effective and ethical social work services through the teaching of 

professional skills combined with scientific inquiry (Council on Social Work Education, 

2004).  Other social workers (e.g., Myers & Thyer, 1997) have raised similar ethical 

responsibilities as an argument for requiring social work practitioners to use therapy 

models that meet the criteria of evidence-based practice (Reid, 2002).  Schools of social 

work, such as the George Warren Brown school of social work, will also continue to 

either adopt an evidence-based practice curriculum or integrate more empirically 

supported interventions into their curriculum.   

In light of the evidence-based practice trend, researchers have recognized the need 

for more empirical support on solution-focused brief therapy and responded by 
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conducting more rigorous studies on this popular therapy model.  What’s lacking on the 

research on solution-focused brief therapy is a systematic review and meta-analysis.  

Systematic reviews and meta-analyses have been embraced by the medical field for its 

utility in synthesizing the literature base and calculation of the overall magnitude of 

treatment effects.  As Drake, Rosenberg, Teague, Bartels, and Torrey (2003) state, “The 

gold standard for scientific evidence is the systematic review of several double-blind, 

randomized controlled trials” (p.812).  While not at this gold standard more common in 

medicine, recent outcome studies on solution-focused brief therapy have improved using 

experimental and quasi-experimental designs.  A solution-focused brief therapy meta-

analysis can add to the progress by providing a comprehensive effort to systematically 

evaluate its effectiveness through the aggregation of multiple outcome studies (Corcoran, 

Miller, & Bultman, 1997).     
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CHAPTER 2 

Literature Review 

Two of the earliest studies on the effectiveness of SFBT were conducted by the 

team at the Brief Family Therapy Center.  De Jong and Hopwood (1996) provide an 

overview of the first study conducted by Kiser (1988), which consisted of follow-up 

surveys (6, 12, and 18 months after termination of therapy) of clients to see if they had 

met their goals or felt they had made significant progress.  Results showed 80 percent 

success rate with 65.6 percent meeting their goals and 14.7 percent making significant 

improvements.  At the 18 month follow-up, 86 percent of the clients contacted reported 

success.  This study, however, used subjective measures and did not use a control group 

or comparison group which threatens internal and external validity.  Furthermore, the 

researchers in this study counted a client’s report of “some progress” as success (Stalker, 

Levene, & Coady, 1999).    

The second study, conducted by De Jong and Hopwood (1996), involved 275 

clients seen at the BFTC from November 1992 to August 1993.  Similar to Kiser’s (1988) 

study, participants were contacted 7-9 months after termination and asked if they had met 

their goals.  Additionally, therapists asked each participant scaling questions (1 being 

problem is worse than before and 10 being problem solved) at each session to gauge 

progress.  The final scaling question score was then subtracted from the first scaling 

question score to come up with an intermediate outcome measurement.  These scores 

were then collapsed into three groups: score -3 to 0 equals “no progress”; score 1 to 3 

equals “moderate progress”; and score 4 to 8 equals “significant progress.” 



 32

Results from this study found that out of 136 participant responses, 45 percent 

reported meeting their goals, 32 percent reported some progress towards their goal, and 

23 percent reporting no progress after termination from therapy.  On the intermediate 

score measure, 141 responses were calculated based on therapists’ session notes.  Results 

from this measure showed 25 percent reported significant progress, 49 percent reported 

moderate progress, and 26 percent reported no progress.  Limitations of this study are 

similar to the first study because it lacked standardized measures and lacked multiple 

measures.  Despite the lack of rigorous designs in these two early studies, the initial 

success and positive results were impressive enough to warrant further research on this 

promising model. 

FIRST SYSTEMATIC REVIEW OF SOLUTION-FOCUSED BRIEF THERAPY 
Gingerich and Eisengart (2000) conducted the first systematic qualitative review 

of all the controlled outcome studies on solution-focused brief therapy up to 1999 

(N=15).  All of these studies either used a comparison group or single-case repeated 

measures design to measure various client behaviors or functioning.  The studies were 

divided into three groups according to the degree of experimental control employed (see 

tables 1, 2, and 3).  Five studies (Sundstrom, 1993; Zimmerman, Jacobsen, MacIntyre, & 

Watson,1996; Cockburn, J.T., Thomas, & Cockburn, O.J., 1997; Lindforss, & 

Magnusson, 1997; Seagram, 1997) met the well-controlled standard, 4 studies (Littrell, 

Malia, & Vanderwood, 1995; LaFountain & Garner, 1996; Triantafillou, 1997; 

Zimmerman, Prest, & Wetzel, 1997)  met the moderately-controlled standard, and 6 

studies (Polk, 1996; Eakes, Walsh, Markowksi, Cain, & Swanson, 1997; Franklin, 
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Corcoran, Nowicki, & Streeter, 1997; Sundman, 1997; Geil, 1998; Lambert, Okiishi, 

Finch, & Johnson, 1998)  met the poorly-controlled standard.  Gingerich and Eisengart 

(2000) defined a well-controlled study as having at least five of the following: 1) used a 

randomized group or an acceptable single-case design; 2) focused on a well-defined 

disorder; 3) compared the experiential group with a control group; 4) used treatment 

manuals; 5) had outcome measure that show validity and reliability, and 6) used a large 

sample.  Moderately-controlled studies met four of the previously mentioned criteria, and 

poorly-controlled studies met three or fewer of the criteria. 

See tables 1-3 

 The five well-controlled studies reported significant benefits from solution-

focused brief therapy, with four out of these five reporting statically significant better 

results than no treatment or institutional services.  These studies all had a sample size of 

at least 40 participants with the number of sessions ranging from 1 to 10.  The types of 

participants and settings were diverse ranging from college students at a university to 

adult criminals at a Swedish prison.  However, because none of these five well-controlled 

studies met all of the stringent criteria for efficacy studies and all five used different 

populations, the authors could not conclude that solution-focused brief therapy has been 

shown to be efficacious.  They do believe that these five studies provide initial support 

for the effectiveness of solution-focused brief therapy. 

 The four moderately-controlled studies all used comparison groups in their 

research designs but half only gathered posttest scores.  The number of sessions per study 

was brief ranging from 3 to 8 sessions and sample sizes varied from 12 to 311.  The types 

of participants and settings were not as diverse as the well-controlled studies with three 
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out of the four studies involving adolescents at their schools or residential treatment 

agency.  The other study was conducted at a marriage and family therapy clinic with 

adult couples.  All four of these moderately controlled studies reported statistically 

significant results favoring solution-focused brief therapy.   

 Finally, six studies were deemed poorly-controlled by Gingerich and Eisengart 

(2000) because they employed three or fewer of the criteria identified above.  Half of the 

studies employed a single subject AB research design while the other three used a 

comparison group.  The number of sessions per study ranged from 2 to 12 with one study 

not reporting the number of sessions.  Sample sizes ranged from 1 to 382 and participants 

for four of the six studies were adults while the other two were adolescents.  The settings 

were varied ranging from mental health clinic to homeless shelter.  Like the five well-

controlled studies, these six poorly-controlled studies had similar general conclusion 

about the effectiveness of solution-focused brief therapy.  Due to the methodological 

limitations of these six studies, however, it is difficult to draw firm conclusions for the 

effectiveness of solution-focused brief therapy.  

Since Gingerich and Eisengart’s (2000) review, there has been a rise in the 

number of research studies conducted examining the effectiveness of solution-focused 

brief therapy.  Within published journals, five additional studies (Adams, Piercy, & 

Jurich, 1991; Ingersoll-Dayton, Schroepfer, & Pryce, 1999; Springer, Lynch, & Rubin, 

2000; Moore & Franklin, under review; Newsome, 2004) have examined the 

effectiveness of SFBT while twenty-three unpublished dissertations on SFBT currently 

exist.  
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RECENT STUDIES ON SOLUTION-FOCUSED BRIEF THERAPY 
Adams, Piercy, and Jurich (1991) conducted a true experimental study examining 

the effects of the “formula first session task” (FFST) on families.  The formula first 

session task is given at the end of the first session and asks clients to observe the 

problem(s) occurring in various domain (life, family, marriage, etc.) so that they can 

describe the problem in their next session.  Sixty couples and families participated in this 

study with two treatment groups and one control group.  Subjects were randomly 

assigned into either one treatment group that received the formula first session task 

followed by a solution-focused brief therapy session, another treatment group that just 

received FFST, and a control group that received treatment as usual (problem focused 

structural-strategic orientation).  The first experimental group received FFST, a second 

session that was solution-focused, and then subsequently received the typical problem 

focused structural –strategic orientation.  The second experimental group also received 

the FFST but then received the traditional problem focused intervention after the first 

session.  

Participants were measured on the Compliance Rating Scale, which evaluated 

how completely the family carried out the homework task; the Termination Status Form, 

which evaluated whether progress was made prior to termination; and the Immediate 

Outcome Rating Scale (IORS), which assessed overall family functioning and 

improvements.  

  Results from this study showed families were more successful in completing the 

FFST than the problem focused task.  Families receiving FFST also reported clearer goals 

and significant improvement with their problems.  There was no difference, however, 
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between the FFST group and the problem focused task group in family optimism.  The 

first experimental group that received the additional SFBT session after the FFST did not 

improve on ratings for goal clarity, optimism, and problem improvement when compared 

to the other experimental group.  While FFST made significant immediate improvements 

with both experimental groups, no differences were found between the three groups when 

measured at the final session (10th) or termination, whichever came first.  This no 

difference outcome at the end of the session may be due to the fact that most of the 

sessions were conducted with the traditional problem focused structural-strategic 

orientation.   

Strengths of this study include the use of randomized samples, standardized 

measures, checks on treatment fidelity, and the use of control groups.  Unfortunately the 

sample sizes for each of the treatment and control groups were relatively small (N=20 per 

group) thereby limiting statistical power.  The most important aspect of this study was the 

fact that neither of the two experimental groups received solution-focused brief therapy 

throughout every counseling session during the experiment.  The aim of this study was to 

examine one specific technique (formula first session task) given at the first session 

rather than the solution-focused brief therapy model.       

Ingersoll-Dayton, Schroepfer, and Pryce (1999) examined the effectiveness of a 

solution-focused approach for problem behaviors among nursing home residents.  

Participants recruited for this study needed to be over 60 years in age, suffer from 

irreversible dementia, have active family visitors, and exhibit aggressiveness or 

wandering behaviors.  Twenty-one participants were selected to participate in the study 

with data being collected by one family member and 3 certified nursing assistants 
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(CENA).  The sample consisted of 21 family members and 63 CENAs who were 

randomly selected into the experimental and control groups.  

Four graduate level social work students used a solution-focused approach in 

working with the family members and CENAs in the experimental group.  They were 

asked to describe positive qualities about the elderly patient, exceptions to the problems, 

miracle question, homework assignments, and given individualized Suggested 

Approaches Plan.  The study used a modified version of the Caretaker Obstreperous-

Behavior Rating Assessment (COBRA) Scale to measure changes in problem behaviors 

and mastery over problem behaviors.  To assess whether any changes occurred in 

frequency, severity, or mastery of problem behaviors, family members and CENAs 

completed the modified COBRA Scale at three different time periods.   

Results showed significant decreases in the frequency and severity of wandering 

and aggression by residents, as well as more mastery over problem behaviors over time.  

CENAs, however, perceived the resident’s problem behavior as more frequent, severe, 

and difficult to handle while family members perceived it to be less so.  Overall, no 

significant differences existed between the experimental and control group in terms of 

changes in the problem behaviors. 

One of the strengths to this study is its time-lagged crossover control group design 

which allows for a true experimental design evaluation without denying the intervention 

to any research participant.  The study also used standardized measures and gathered 

them at multiple times from both nursing staff and family members.  However, one major 

concern is the possibility of generalization effect because nurses assigned to the solution-

focused experimental group may have also applied those techniques to the control group.  
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In addition, nursing staff turnover and reassignments further complicated the continuity 

of nursing staffs who were involved in working with residents within the solution-

focused model (Ingersoll-Dayton, Schroepfer, & Pryce, 1999).   

Springer, Lynch, and Rubin (2000) used a pretest-posttest non-equivalent 

comparison design with children whose parents or other family members have been 

incarcerated.  Ten elementary students participated in the groups with 5 in the 

experimental group and 5 in the comparison group (wait list).  The experimental group 

leader used specific solution-focused brief therapy techniques such as scaling questions 

and miracle question to help facilitate the six session group.  Mutual aid and interactional 

approaches were also used by the experimental group leader to view group process and 

development.   

Results from the study were mixed.  Students in the experimental group make 

significant pre-post improvements on the Hare Self-Esteem Scale, whereas the 

comparison group’s scores were unchanged.  A moderate effect size (ES) was reported, 

however, the small sample size suggests cautious interpretation of this ES.  Furthermore, 

a covariance analysis of posttest scores also found no significant differences between the 

experimental and comparison groups.        

The quasi-experimental research design used in this study and the matching of the 

two samples helps minimize threats to internal validity.  Standardized measures and use 

of existing literature to support the intervention further added to the strengths of this 

study.  Limitations, however, included lack of randomization and small sample sizes but 

these were due to constrictions imposed by school staff and group size recommendations 

in the literature, respectively (Springer, Lynch, & Rubin, 2000).   
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Two main concerns about the generalizability of the study are: (1) how effect 

sizes were calculated and (2) the use of self-esteem as a dependent variable.  It is not 

clear from the study how the moderate effect size was calculated and what type of effect 

size formula was used.  Given the small sample size, there is great potential for an 

upwardly biased estimate in the effect size estimate and an unbiased correction should be 

used to adjust this (see Equation 1 in methods chapter).  The second concern deals with 

the validity of using self-esteem as a measure for behavioral and academic 

improvements.  Baumeister, Campbell, Krueger, and Vohs (2003) recently examined the 

literature on the concept of self-esteem and found that high self-esteem does not lead to 

good school performance and may actually increase risky behaviors in adolescents such 

as smoking, drug use, and engaging in early sex.  They found little to no support for 

boosting self-esteem in an effort to improve academic and behavioral outcomes in 

adolescents.               

Moore, Franklin, and Hopson (under review) conducted a quasi-experimental 

design study with two middle schools in a suburban area near San Antonio, Texas to 

improve student behaviors.  Sixty-seven middle school students participated in this study 

that used a pretest, posttest, follow-up design.  To measure the student’s behaviors, both 

the Teachers Report and Youth Self-Report Forms of the Achenbach Child Behavioral 

Checklist were used.   

Results of the Internalizing and Externalizing score for the Teachers Report Form 

showed the experimental group declined below the clinical level by posttest and remained 

there at follow-up.  The comparison group, on the other hand, changed little between pre, 
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post, and follow-up.  A large effect size was reported for the Internalizing score while a 

medium effect size was reported for the Externalizing score.  

Results of the Internalizing score for the Youth Self-Report showed no difference 

between the experimental and comparison groups.  Externalizing score showed 

experimental group dropped below the clinical level and continued to drop at follow-up.  

The Internalizing score reported a weak effect size but a large effect size was reported for 

the Externalizing score.   

The use of validated standardized measures, follow-up test, treatment protocol, 

and matching samples on several characteristics made this a more rigorous study than 

earlier ones.  Limitations, however, included lack of randomization, unequal sample 

groups and small number of girls in the sample (Franklin, Moore, & Hopson, under 

review).  Additionally, effect size type and formula and use of Hedge’s unbiased 

correction were not provided or mentioned, which adds caution to interpreting the effect 

sizes reported.   

Newsome (2004) studied the effectiveness of SFBT on grades and attendance for 

middle school students identified as at-risk with academic and attendance problems.  

Fifty-two students participated in this pretest-posttest comparison group design study 

with 26 students receiving the SFBT intervention and 26 students not receiving the 

intervention.  The experimental group met for one class period (35 minutes) for 8 weeks 

during which the group facilitator used various SFBT techniques such as scaling 

questions, miracle question, goals, and homework tasks.  Measure for this study consisted 

of grade point averages and student attendance.  
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Grades for students in the experimental group increased from a mean pretest score 

of 1.58 to a mean posttest score of 1.69 while grades for the comparison group decreased 

from a mean pretest score of 1.66 to a posttest score of 1.48.  The results of the regression 

testing differences between experimental and comparison group on posttest grade point 

average scores was statistically significant when using pre-grade point average as the 

covariate, however the proportion of variance (R²) was not large.  As for the other 

dependant variable, attendance, there was no statistical difference between the 

experimental and comparison groups.   

Several steps were taken in this quasi-experimental design to minimize threats to 

internal validity.  Along with matching experimental and comparison groups for the 

study, social workers conducting the solution-focused intervention participated in a 8-

week course on the model.  Additionally, intervention fidelity was enhanced through tape 

recordings of treatment sessions and the use of an intervention protocol which was 

reviewed by the group facilitators prior to each session to discuss the focus of the group.  

Limitations of the study included the use of a relatively small sample size along with 

restricted generalizability of findings due to the possibility of maturation and selection 

bias of the sample (Newsome, 2004).    

As these studies show, research investigating the effectiveness of solution-focused 

brief therapy continues to grow each year.  An important feature in these recent studies is 

the use of rigorous research designs in real-world settings with increased sample sizes 

and statistical power.  In fact, all five studies described above (Adams, Piercy, & Jurich, 

1991; Ingersoll-Dayton, Schroepfer, & Pryce, 1999; Springer, Lynch, & Rubin, 2000; 

Moore & Franklin, under review; Newsome, 2004) use either an experimental or quasi-
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experimental design which helps to reduce threats to internal validity (Rubin & Babbie, 

2005).  The more recent outcome studies on solution-focused brief therapy have moved 

beyond follow-up survey studies of the past and have begun to employ more rigorous 

well-controlled study designs thereby lending more credibility to interpretations of the 

results obtained.   

A meta-analysis can build on the research studies done on solution-focused brief 

therapy to help determine its overall effect thereby beginning to build a case for its 

effectiveness.  This information will help practitioners and schools of social work 

determine its usefulness in social work practice as well as contribute to the field’s 

knowledge on effective treatment models.  Additionally, this meta-analysis can help 

direct future areas for primary research.  

META-ANALYSIS 
Meta-analysis is a term coined by Glass describing “the statistical analysis of a 

large collection of analysis results from individual studies for the purpose of integrating 

the findings” (Glass, 1976, p. 3).  It is a statistical approach that can be used to 

summarize the results of several studies.  It can be used to provide an overall effect size 

estimate describing the degree of relationship between two variables.  Instead of relying 

on anecdotal evidence, meta-analytic procedures can be used to synthesize quantitative 

results from studies. The overall estimate is a weighted average of each study’s effect 

estimate.  Because studies employ differing sample sizes, their effect estimates will be 

associated with different degrees of precision. The weighting used to obtain the overall 

estimate is designed to give more weight to more precise effect estimates, usually to the 
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studies using larger sample sizes.  The resulting pooled estimate can be used to describe 

the overall effectiveness of a particular therapeutic model such as solution-focused brief 

therapy (Cooper & Hedges, 1994).  The larger the magnitude of the synthesized effect 

size, the stronger the treatment effect.  The precision of the pooled point estimate can 

then be calculated and used to construct a confidence interval.  Furthermore, if there is 

heterogeneity in effect sizes across studies, then predictor variables can be examined to 

help explain this variability (Hall, Tickle-Degnen, Rosenthal, & Mosteller 1994).   

Critics of the solution-focused brief therapy model (e.g., Stalker, Levene, & 

Coady, 1999) cite concerns regarding its widespread acceptance and claims of 

effectiveness despite the lack of empirical support.  Earlier research studies on solution-

focused brief therapy have lacked methodological rigor, however, a number of recent 

empirical studies with improved research designs have been published showing mixed 

results.  Despite the encouraging results reported in Gingerich and Eisengart’s (2000) 

review, no systematic quantitative meta-analysis has been conducted on solution-focused 

brief therapy.  Given the increasing popularity and use of solution-focused brief therapy 

amongst social work practitioners, it would be useful to provide a quantitative summary 

of the overall effectiveness of this therapy model.  A benefit of conducting a meta-

analysis at this time would be to further examine the effectiveness of solution-focused 

brief therapy given the additional empirical studies published since and the inconclusive 

results from Gingerich and Eisengart’s (2000) review.  In addition, predictor variables 

will be used to explore possible variability detected among studies’ effect size estimates.    
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META-ANALYSIS HISTORY 
While meta-analysis is still considered relatively new in the field of social work, 

the origins of the statistical methods for calculating estimate effect sizes can be traced 

back to Pearson’s (1904) study of inoculation for typhoid fever and mortality (Olkin, 

1990 as cited in Cooper & Hedges, 1994).  Other earlier studies on the methodology for 

combining estimates and probabilities across studies, as summarized by Cooper and 

Hedges (1994), began to appear in papers in both the physical sciences (Birge, 1932) and 

statistical sciences (Cochran, 1937; Fisher, 1932; Mosteller & Bush, 1954; Tippett, 1931; 

Yates & Cochran, 1938).  Then during the late 1970’s, quantitative synthesis techniques 

in social sciences began to appear in clinical psychology (Smith & Glass, 1977), in 

industrial/organizational psychology (Schmidt & Hunter, 1977), in social psychology 

(Rosenthal & Rubin, 1978), and in education (Glass & Smith, 1978).     

The early 1980’s marked additional advancement for meta-analysis with the 

introduction of four books dedicated primarily to meta-analytic methods.  These four 

books, as described by Cooper and Hedges (1994), helped elevate meta-analysis to a 

more rigorous level.  The first book was by Glass, McGaw, and Smith (1981) and its 

contribution was introducing meta-analysis as a new application of analysis of variance 

and multiple regression procedures using effect sizes as the dependent variable.  Hunter, 

Schmidt, and Jackson (1982) followed with their book comparing the observed variation 

in study outcomes with that expected by chance and introducing corrections for observed 

effect size estimates and their variance for known bias (e.g., sampling error and 

unreliability of measurements).  The third book, by Rosenthal (1984), provided an 

overview on combining statistical significance, effect size estimation, analysis of 
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variation in effect sizes, as well as new techniques for testing moderators of variation in 

effect sizes specifically for the analysis of study outcomes.  The fourth book, by Hedges 

and Olkin (1985), provided the most comprehensive summary on meta-analytic 

techniques and further developed previous work on research synthesis.  Its biggest 

contribution, however, was presenting rigorous statistical proofs to help legitimatize 

meta-analysis as an independent specialty within the statistical sciences.        

LIMITATIONS OF META-ANALYSIS 
The advantage of a meta-analysis is that it can be informative in examining an 

intervention’s effectiveness by synthesizing past research studies investigating similar 

research questions, but it does have its limitations.  Bangert-Drowns (1997) states one of 

the main concerns about meta-analysis is that it provides an appearance of precision and 

comprehensiveness which can be unreal and therefore misleading.  While there has been 

tremendous improvement in the statistical methodology of meta-analysis, there is still 

plenty of room for researcher subjectivity and imprecision.  Throughout the meta-analytic 

process, the researcher makes significant judgments guided by common sense and 

informed personal preference which can influence the outcome (Bangert-Drowns, 1997).  

Some of these important decisions include what to study, the source of the data to use, the 

final selection criteria for studies to include, what to measure, who should collect and 

code the studies, what analyses to perform, and how to report the results (Devine, 1997).  

Because meta-analysis should involve a systematic review, each important decision made 

during the process should be stated upfront for others to assess.  As Bangert-Drowns 

(1997) states, “By clearly and explicitly describing search strategies and inclusion 
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criteria, meta-analysts at least open these decisions to public scrutiny and evaluation, but 

such explicitness does not mitigate the effects of meta-analysts’ judgments” (p. 241).    

Two of the earliest and most common concerns stated about meta-analysis 

involved an “apples and oranges” comparison and a “garbage in, garbage out” analogy 

(Bangert-Drown, 1997).  Early critics were concerned with meta-analysts attempting to 

aggregate elements that are too dissimilar to necessitate integration and complained that 

meta-analysts were mixing “apples with oranges” thereby providing misleading results 

(Hall, Tickle-Degnen, Rosenthal, & Mosteller 1994).  Ultimately, the important factors 

include how the researcher formulates the purpose for the review and which studies are 

included in the research synthesis (Bangert-Drowns, 1997).  In addition, Hunter and 

Schmidt (1990) argue, “No matter how different the studies might be from one another, 

there is no logical problem in comparing numbers derived from those studies” (p. 517).  

They point out that meta-analysis involves an analysis of the results from studies and any 

set of numbers can be logically compared, averaged, or analyzed.           

The second argument about “garbage in, garbage out” involves the quality of the 

primary research studies used in meta-analytic reviews.  Critics cite concern over 

researchers’ willingness to accept data from poorly designed studies in an effort to be 

comprehensive thereby producing misleading grand mean effect sizes (Bangert-Drowns, 

1997).  Some critics recommend only including those studies that are well-designed to 

limit the bias that methodologically flawed studies can produce in a meta-analysis 

(Lipsey & Wilson, 2001).  While some researchers follow this strict guideline, other 

researchers counter that it is almost impossible to find universal agreement on what 

constitutes good quality research.  Furthermore, few research areas provide enough 
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methodologically rigorous studies to create a meaningful meta-analysis.  One approach to 

combat this issue is to explicitly report study inclusion criteria and code methodological 

study characteristics (e.g., randomized vs. non-randomized) that can be investigated as 

predictor variables (Bangert-Drowns, 1997; Lipsey & Wilson, 2001).    

Another important limitation and concern in meta-analysis involves publication 

bias.  Meta-analysis relies on using primary studies conducted by other researchers and 

therefore obtaining all relevant studies to be included in the research synthesis is critical 

in presenting accurate effect size estimates.  Publication bias in meta-analysis can be 

caused by the biased and selective reporting of the study results as well as the decision to 

publish a study based on statistical significance (Begg, 1994).   

For many decades researchers have suspected a bias towards statistically 

significant results only appearing in published journals (Lipsey & Wilson, 2001).  Begg 

(1994) provided a brief overview on studies that investigated this publication bias in 

journals.  One of the earliest studies was done by Sterling (1959) who found 286 of the 

294 articles (97 percent) in four psychology journals reported statistically significant 

findings.  Additionally, Smith (1980) showed effect sizes were smaller in unpublished 

studies than for published studies on educational innovations.  More recently, 

Easterbrook, Berlin, Gopalan, and Mathews (1991) found studies with statistically 

significant results had an increased chance of publication (odds ratio= 2.3).  As these 

studies illustrate, if meta-analysts only limit themselves to published studies, there is a 

risk that the overall effect size estimates may also be biased and inaccurate.  As Begg 

(1994) explains, “This is especially problematic in that one of the major advantages of 

meta-analysis is that the aggregation of data can lead to effect size estimates with very 
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small variance, giving the impression of conclusiveness in circumstances where the 

summary estimate is biased” (p. 401).   

Techniques for identifying and correcting for publication bias are still under 

development (Begg, 1994).  One popular statistical method developed by Rosenthal 

(1979) involves calculating the fail-safe N.  This method involves calculating the number 

of unpublished studies with null results needed for a non-significant Z test statistic 

associated with the pooled effect size estimate.  If the fail-safe N appears to be large, then 

support has been found that it is unlikely that enough unpublished studies with null 

results exist to reverse the statistical significance found for the calculated pooled effect 

size estimate (Lipsey & Wilson, 2001).  It should be noted that while this method does 

allow for a statistical calculation for examining publication bias, caution is warranted 

because it is based on the assumption that the results of the missing studies center around 

the null hypothesis (Begg, 1994). 

Another common method used to offset publication bias involves trying to track 

down all relevant unpublished studies.  Besides conducting a thorough literature search, 

the meta-analyst can contact experts in the field or attend relevant conferences for leads 

on studies known to have been conducted.  However, some researchers (e.g. Chalmers et 

al., 1987) have criticized this method arguing that unpublished data may be inferior in 

quality and therefore of questionable utility.  In either case, it is important for the meta-

analyst to be aware of the potential problem and attempt to correct for any possible 

publication bias with some of the techniques mentioned above. 
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ADVANTAGES OF META-ANALYSIS 
Meta-analysis should not be viewed as a replacement for new primary research 

but rather a complementary component useful for contributing knowledge.  For example, 

a major advantage of meta-analysis is its triangulation of results from multiple operations 

of a construct.  It utilizes multiple operationalizations of independent and dependent 

variables from primary studies and therefore better addresses construct validity than any 

single primary study (Hall et al., 1994).  A primary research study can examine a 

particular intervention’s effect on depression by using various validated measurement 

scales or behavioral observation codes.  By aggregating the results from various studies 

that used multiple operationalizations of the construct depression, the research synthesis 

provides a fuller picture of the construct depression.   

Lipsey and Wilson (2001) identify three major advantages meta-analysis has over 

conventional narrative reviews.  First, is that meta-analysis is a structured research 

technique that requires each step be documented and open to examination.  Other 

researchers are then able to assess the meta-analyst’s procedures, results, and conclusions 

for themselves rather than on faith that the author’s conclusions are valid. 

A second advantage is that meta-analysis present key study findings in a more 

advanced manner than conventional narrative reviews.  Instead of relying on qualitative 

summaries or “vote-counting” on statistical significance, meta-analysis involves 

calculations of effect sizes which estimate more precisely the magnitude and direction of 

each relevant statistical relationship in a collection of studies.  The effect sizes are then 

combined with a weighted average across studies to provide a single best estimate of the 
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effect.  The precision of these point estimates is then calculated with confidence intervals 

around their effect size estimates.   

 The third advantage is the ability to find effects or relationships that would not be 

possible with narrative reviews.  As Lipsey and Wilson (2001) explain, “The systematic 

coding of study characteristics typical in meta-analysis, on the other hand, permits an 

analytically precise examination of the relationships between study findings and such 

study features as respondent characteristics, nature of treatment, research design, and 

measurement procedures” (p. 6).  Additionally, the effect size estimates calculated in 

meta-analysis contains more statistical power than individual studies because meta-

analysis aggregates effect size estimates across studies giving greater weight to larger 

studies. 
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CHAPTER 3 

Methodology 

 As the review of studies show, researchers are finding positive, mixed, and null 

results on the effectiveness of solution-focused brief therapy on a wide range of problems 

and populations.  The conflicting results and questions concerning the research designs 

employed in several outcome studies can be a baffling maze of information for 

researchers, practitioners, and consumers to digest and sort out.  A systematic review and 

meta-analysis can be an effective strategy for handling the differing results gathered from 

the increasing number of studies on solution-focused brief therapy.   

STEPS IN CONDUCTING META-ANALYSIS 
Meta-analysis is a systematic process that involves a set of well-thought out steps 

that is open for public examination.  The steps involved in conducting a meta-analysis are 

(1) problem formulation, (2) literature search, (3) selection criteria, (4) coding studies, 

and (5) effect size calculation.  As mentioned earlier, each step involves critical 

judgments with detailed rationales justifying those decisions.  Specifying how decisions 

were made throughout each step helps others to examine any potential bias or inaccurate 

conclusions.                 

PROBLEM FORMULATION 
The problem statement for this research study was to quantitatively examine the 

overall effectiveness of solution-focused brief therapy.  This question will guide which 

studies are included in the meta-analysis as well as the coding structure (Lipsey & 
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Wilson, 2001).  Additionally, this study asks if there are any differences in the 

effectiveness of solution-focused brief therapy for different treatment outcomes.  If there 

are variations in effect sizes, can variability in effect sizes be explained through study 

characteristics such as study designs or treatment settings?  An important consideration 

for the problem formulation is the broad nature of the research question which allows for 

the inclusion of a reasonably sized sample of studies.  A meta-analyst can integrate 

studies that investigated different research questions as long as some underlying construct 

unites them (Bangert-Drowns, 1997).  In defining the problem statement, the unifying 

construct for this present meta-analysis is the effectiveness of the therapeutic model of 

solution-focused brief therapy.   

LITERATURE SEARCH  
The second step involves identifying and gathering relevant studies for the meta-

analysis.  It is important for systematic reviews and meta-analyses to detail the methods 

used to locate relevant studies, thereby defining the research population (Halvorsen, 

1994).  For this study, published studies were identified through literature searches in 

various electronic databases (PsycInfo, Academic Search Premier, and the Behavioral 

and Social Science Index) using the keywords, “Brief Solution-focused therapy”, 

“Solution-focused brief therapy”, “Solution focused Therapy”, and “Solution-building.”   

Since outcome studies on solution-focused brief therapy have only been around since 

1988, a time frame from 1988 to 2005 was used in the literature search.  References from 

the reference list of earlier studies examining the effectiveness of solution-focused brief 

therapy were used to seek out other studies.  In addition, unpublished dissertations were 
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also identified through the electronic database UMI Dissertation Abstract using the same 

keywords.  Master’s theses, however, were excluded from this meta-analysis because of 

their small sample sizes and concern about the quality of these studies.  Other 

unpublished studies on solution-focused brief therapy were also obtained by contacting 

researchers who attended the annual solution-focused brief therapy conference.  The 

literature search for unpublished studies was used to help offset publication bias 

discussed earlier.  In many research areas, unpublished studies may be as good as 

published ones (Lipsey & Wilson, 2001).  

SELECTION CRITERIA 
The third step involves selection/inclusion criteria based on the literature search.  

Not all studies obtained through the literature search will be used in the meta-analysis for 

various reasons.  The meta-analyst should determine an eligibility criterion to help select 

which primary studies will be used in the meta-analysis.  These criteria define certain 

characteristics of a primary study, such as sample demographics, treatments that the 

sample receives, research design of the study, and quantitative results provided by the 

study, which allows for a study to be included in the meta-analysis.  A meta-analyst can 

exclude studies if they do not meet at least one of the inclusion criteria (Wortman, 1994).  

Because this present meta-analysis examines the overall effectiveness of solution-

focused brief therapy, only primary outcome studies published in English that examine 

the effectiveness of solution-focused brief therapy will be included in the meta-analysis.  

Primary studies are operationally defined as previously completed published or non-

published empirical investigations that tested for treatment differences through a formal 
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research design (Rubin & Babbie, 2005).  The use of non-published dissertations can also 

be used to not only increase sample size and statistical power, but also to minimize 

publication bias (Lipsey & Wilson, 2001).  Currently solution-focused brief therapy does 

not have a standardized manual but rather numerous books and articles about the various 

techniques written by various developers mentioned earlier.  Therefore, solution-focused 

brief therapy will be operationalized based on the criteria set by de Shazer & Berg 

(1997): 

1. The therapist must ask the “miracle question”; 

2. Scaling questions must be asked at least once; 

3. Towards the end of the interview, the therapist must take a break; 

4. After the break, the therapist gives the client a set of compliments and 

sometimes suggestions or homework tasks.   

These core components are an integral part of doing solution-focused brief therapy as 

identified by two of the main developers of the model.  Therefore, at least one of these 

components must be utilized in order for a study to be considered solution-focused brief 

therapy.  If a study does not contain at least one of these core components, then it will be 

excluded in this meta-analysis.  

Data used in this meta-analysis include primary research studies that used 

experimental and quasi-experimental research designs.  According to Rubin and Babbie 

(2005), experimental and quasi-experimental designs test hypotheses about the effects of 

the independent variable by using two identical groups (treatment and control) with the 

treatment group receiving the intervention or program.  While both research designs 

rigorously control for threats to internal validity, experimental designs are the stronger of 
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the two because it involves random assignment of participants to the experimental and 

control groups.  Some advocate only using experimental design studies because it has 

many advantages over quasi-experimental design studies thereby producing unbiased 

estimates of treatment effects.  While statistical theory suggests this may be the case, few 

researchers have investigated this difference and those who have found inconsistent 

results (Shadish & Heinsman, 1997).  Most pertinent to this meta-analysis is a study that 

found random assignments in psychotherapy research may make little difference in 

outcome (Smith, Glass, & Miller, 1980 as cited in Shadish & Heinsman, 1994).  For this 

reason and because of the inconclusive nature of this issue, both experimental and quasi-

experimental research designs will be included in this meta-analysis. 

Implicit in the research design methods criteria, primary studies must compare 

solution-focused brief therapy to a comparison or control group (e.g. placebo, wait-list, 

treatment as usual, or no treatment) and provide at minimum posttest results.  Effect sizes 

for single subject design studies will be calculated  and reported in the systematic 

qualitative section but will not be included in the quantitative meta-analysis due to 

methodological problems of combining single subject designs studies with group contrast 

designs studies (Hershberger, Wallace, Green, & Marquis, 1999).  Similarly, effect sizes 

for one group pretest-posttest designs will be calculated and reported in the qualitative 

section but are also not eligible for inclusion in the quantitative meta-analysis.  

 Primary studies must also provide enough statistical information so that an effect 

size can be calculated.  Statistical information necessary to calculate effect sizes include 

sample size, mean(s), and standard deviations for both groups.  Additionally, t-test values 

and F-ratio results (when the degrees of freedom between groups is one) can be used to 
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calculate effect sizes if mean or standard deviation scores are missing.  If there is not 

enough information to calculate effect sizes from primary studies, then it is reasonable to 

exclude studies from the quantitative analysis based on this criterion.  For those studies 

that report non-significant results without providing any detailed statistical information, 

an effect size of zero can be substituted for non-significant outcomes (Perry, 1997). This 

will lead to a more conservative pooled point estimate of the effect size. 

  Another criterion sometimes used by meta-analysts to select studies for inclusion 

involves an assessment of a study’s quality.  As discussed earlier, the “garbage in, 

garbage out” analogy has been used to criticize and highlight a limitation of meta-

analysis.  To counter this argument, some meta-analysts develop a methodology rating 

score to help determine which studies are of the highest quality and only include those 

studies for the meta-analysis.  As Lipsey and Wilson (2001) discuss, the advantage of 

using this method is the research synthesis will yield results based on the most credible 

studies but the limitations and inconclusive standards for superior methodological studies 

can make this criterion difficult to implement.  Additionally, the quality of 

methodological reporting in the social and behavioral sciences is often ambiguous and 

poor.  A meta-analyst who uses detailed methodological criteria for study inclusion may 

discover it difficult to obtain sufficient information to apply the criteria.  And finally, 

there is a lack of agreement amongst researchers as to which methods and procedures are 

superior in a given area of study and the seriousness if compromised (Lipsey &Wilson, 

2001).  There are no absolute standards for this; therefore, this present study will not use 

any methodological study criteria.  Instead, randomized experimental and quasi-
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experimental studies will be coded to examine any potential differences in effect size 

estimates.     

CODING STUDIES 
 The fourth step in conducting a meta-analysis entails developing a coding sheet 

that identifies which information will be extracted from each eligible study.  Coding 

separate variables allows a meta-analyst to examine possible predictor variables to help 

explain any differences in studies’ effect sizes.  Coding can be separated into two types: 

(1) study characteristics which are akin to the independent variables in a meta-analysis 

and (2) study findings which are analogous to the dependent variable.  Study 

characteristics represent factors that can influence the nature and magnitude of the effects 

and can include such items as methods, treatments, and sample demographics.  Study 

findings are information about the empirical results of a study which are necessary to 

calculate effect sizes.  These may include items like sample size, mean scores, and t-test 

statistics (Lipsey & Wilson, 2001).             

 This present study will utilize Stock’s (1994) six broad coding categories: report 

identification, setting, subjects, methodology, treatment, and effect size.  Report 

identification for this study included noting the authors, year of publication, source of 

publication, reason if study was rejected, and assigning a study identification number for 

each study.  Setting was coded based on the site of the study and was coded into the 

categories: agency, school, inpatient clinic, outpatient clinic, church, or other.  Coding 

subjects entailed noting specific characteristics of the sample and included age group, 

gender, and ethnicity.  Methodology relates to specific aspects of the research study and 
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included research design (quasi vs. true experimental; independent groups vs. repeated 

measures design).  Treatment category involves coding type of comparison group, level 

of intervention (e.g. individual, group, family), number of treatment sessions, and 

treatment problem.  And finally, effect size coding included sample size, outcome 

measure (standardized, self-report, counselor/therapist report), and statistical information 

necessary for calculating effect sizes (mean score, standard deviation, t-statistic, and F-

ratio).   

 In terms of coder reliability, the author will code all studies and take frequent 

breaks to avoid fatigue and minimize errors as recommended by Devine (1997).  Since 

the author is the only coder for the studies, Lipsey and Wilson’s (2001) recommendation 

to draw a subsample of the coded studies and recode them after sufficient time has passed 

since the initial coding will also be used.  The results will then be compared and a 

percentage of agreement calculated.  If there is an item that cannot be coded for a large 

number of studies, that item will be dropped from the coding process.     

EFFECT SIZE CALCULATION 
 The fifth and final step involves calculating effect sizes for each of the primary 

studies and then pooling those effect sizes together to come up with one overall estimate 

effect size.  By calculating effect sizes, the meta-analyst converts measures in primary 

studies into a common metric of treatment effect or relation between variables.  For this 

meta-analysis study, the common measure is the standardized raw score difference 

between two group means (Bangert-Drowns, 1997).  The two most common methods for 

calculating an effect size for a primary study are Cohen’s d and Hedges’ g.  Both of these 
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effect size estimates are based on standardized mean differences between two groups but 

differ in terms of how the pooled variance is calculated.  For Cohen’s d, the pooled 

variance is calculated using the pooled sums of squares divided by N (total sample size) 

whereas Hedges’ g uses the pooled sums of squares divided by N-k with k representing 

the number of groups (Rosenthal, 1994).  While both provide good estimates for studies 

with large samples, Hedges’ g with the unbiased estimate correction provides a better 

estimate, δ̂ , for smaller samples and is the recommended effect size estimator for single 

studies (Hedges & Olkin, 1985).  Furthermore, Hedges and Olkin (1985) discovered that 

both his and Cohen’s effect size calculations were upwardly biased so an unbiased 

estimate was calculated to correct this where: 
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and where m is N – 2 and g is Hedges’ effect size (as described above).  Therefore, this 

study will use Hedges’ g with the unbiased correction estimate (see Equation 1) to 

calculate effect sizes for each primary study included in the meta-analysis.   

The formula for calculating Hedges’ g involves taking the sample mean score 

from the experimental group and subtracting that from the sample mean score of the 

control group. This difference is then divided by the square root of the pooled sample 

variance (i.e., by 2
Ps ).  The formula can be written as: 
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The pooled sample variance is calculated using the formula: 
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where nE is the sample size for the experimental group, nC is the sample size for the 

control group, 2
Es  is the squared standard deviation for the experimental group, and 2

Cs  is 

the squared standard deviation for the control group (Hedges & Olkin, 1985).    

Unfortunately one of the biggest problems encountered when conducting a meta-

analysis is the unavailability of the statistical information necessary to calculate effect 

sizes using Hedges’ g with the unbiased estimate correction (Morris & DeShon, 2002).  If 

primary studies do not report mean and standard deviation scores but only report t-test 

statistics or F-ratio, then the following formulas can be used to convert those scores into 

Hedge’s g effect sizes:  
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The resulting g’s can be substituted into equation 1 for the correction to be applied 

(Rosenthal, 1994).  

A common issue that arises when calculating effect sizes for a primary study is 

what to do when there are multiple measures for a single construct.  The approach taken 

for this study is based on Lipsey’s (1994) suggestion to calculate individual effect sizes 

for each of the different measures in a single study and then average them to come up 

with one effect size for that measure.  Similarly, a study may have an effect size for all 
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the dependent variables in that primary study.  It is recommended that only one effect 

size value should represent a study in any analysis in order to ensure statistical 

independence of the data (Bangert-Drowns, 1997; Devine, 1997).   

 Once an effect size has been calculated for each of the primary studies in the 

meta-analysis, those effect sizes are then pooled together to come up with on overall 

effect size estimate.  Under the fixed effects model, the basic formula for the pooled 

mean effect size ( .δ ) is: 

∑
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where wi represents the weight and iδ̂ represents the unbiased estimate of δ, for study i of 

the k studies in the meta-analysis.  The sum of the weighted effect size per study is 

divided by the sum of the weights by study to come up with the pooled mean effect size.  

The formula for calculating the weights for each individual study is: 
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(Hedges & Olkin, 1985).  The conditional variance for each study’s δ̂  can be obtained by 

using the formula:  
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where nE is the sample size for the experimental group, nC is the sample size for the 

control group, and δ̂  is the effect size estimate for an individual study.  Clearly, in 
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Equation 8, the variance is primarily a function of sample size.  The weight used when 

pooling together studies’ estimates (see Equation 7) is a function of this variance and thus 

is the inverse of a function of the study’s sample size.  Sample size is used as a weight 

with larger sample sizes receiving more weight than smaller sample sizes.  The rationale 

for this is that sampling error is smaller for effect size estimates based on larger samples.  

As Lipsey and Wilson (2001) explains, “From a statistical perspective, effect size values 

based on larger samples are more precise estimates of the corresponding population value 

than those based on smaller samples” (p. 36).  Therefore, the weight used is the inverse of 

the variance with estimates from studies reporting larger variances receiving smaller 

weights and those studies with small variances receiving larger weights.      

A 95 percent confidence interval level can also be calculated to indicate the 

precision of the estimated effect size (Lipsey & Wilson, 2001).  The formula to calculate 

this is: 

.2/. vCαδ ±      (9) 

where Cα/2 = 1.96 and v. is:      
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If the 95 percent confidence interval level does not contain zero, then we can reject the 

null hypothesis and conclude that the population effect size is significantly different from 

zero (Shadish & Haddock, 1994).  Alternatively, we can calculate a Z-statistic using the 

formula: 
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We then compare this Z statistic to the relevant Zα (1.96) for a two-tailed test of the null 

hypothesis of no effect.   

 Finally, a homogeneity test statistic (Q) is calculated to test whether the 

variability in the effect sizes across studies is accounted for by sampling error.  Under the 

null hypothesis (of homogeneous effects), the Q-statistic is assumed to follow a χ2 

distribution with k-1 degrees of freedom (Shaddish & Haddock, 1994).  The formula for 

calculating the Q is:   
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The Q statistic provides a usefulness statistical test to determine whether to assume a 

fixed or random effects model.  It should be pointed out, however, that with small 

numbers of effect sizes based on small sample sizes, the Q lacks statistical power.  

Therefore, there is a risk of making a Type II error of failing to reject homogeneity when 

the null hypothesis of homogeneous effects is actually false (Lipsey & Wilson, 2001). 

EFFECT SIZE METRICS 
 One important issue that must be addressed when combining effect sizes from 

various primary studies is the type of research design used.  Many primary studies in the 

field of social work and psychology use either an independent-groups design or a 

repeated measures design which can lead to different definitions of the effect size as well 

as different standard deviations.  For example, in an independent-groups (IG) design 

study, one group receives the treatment while the other group serves as a control with the 
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difference on the outcome measure representing the estimate of the treatment effect.  A 

repeated measures (RM) design, however, consists of each individual participant in a 

group being measured before and after treatment with the difference between the 

individual’s score representing the estimate of the treatment effect.  The standard 

deviations used to calculate the effect sizes for an independent-groups design is different 

from the standard deviations used to calculate the effect sizes for a repeated measures 

design and therefore not in the same metric.  This difference in metrics raises concern 

about whether primary studies from these two different designs can or should be 

combined when calculating an overall effect size.   

Recent guidelines, though, have been offered to help address this concern and 

shed light on when and how different research study designs should be combined (Morris 

& DeShon, 2002).  In order to combine primary studies for both independent-groups 

design and repeated measures design, Morris and DeShon (2002) recommend that (1) all 

effect sizes be transformed into one common metric, (2) effect sizes from both research 

designs estimate the same treatment effect, and (3) use of research design specific 

estimates of sampling variance.  Once all effect sizes have been converted to the same 

metric and new variances calculated, effect sizes from primary studies can be pooled 

together using similar statistical techniques, equations 6 and 7, described earlier. 

Factoring in the different research study designs, the sample estimator of the 

independent-groups posttest design (IG) effect size is calculated using the formula: 
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where EpostM ,  and CpostM ,  represent the mean posttest scores for the experimental and 

control groups and PpostSD ,  represents the pooled standard deviation (Equation 3).  

Similarly, the sample estimator of the independent-groups pretest-posttest design (IGPP) 

effect size is calculated using the formula: 
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Finally, the sample estimator of the repeated measures design (RM) effect size is 

calculated using the formula: 
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where  EDSD ,  represents the sample standard deviation of change scores.   

 As mentioned earlier, primary studies do not always report mean and standard 

deviation scores which are necessary to calculate the effect size using the formulas above.  

Morris and DeShon (2002) cite Glass, McGaw, & Smith’s (1981) article which provide 

the following conversion formulas for (a) independent-groups design: 
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where IGt  represents the independent-groups t test score and En and Cn  represent the 

sample sizes for the experimental and control group; (b) repeated measures design: 

n
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where RMt  represents the t test score and n represents the number of individuals or 

matched pairs in the experiment; (c) repeated measures design using gain scores between 

treatment and control groups: 

CE

CE
gainRM nn
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= ,    (18) 

 where gaint  represents the t test score computed on the difference between treatment and 

control group gain scores; and (d) ANOVA with experimental vs. control group factor 

and repeated measures factor: 
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where F represents the F test score on the group (meta-analyst must specify whether the 

effect size is positive or negative).   

Once effect sizes for a study is calculated using the above formulas, sampling 

variances must be calculated using a slightly different formula than equation 8.  Again, 

Morris and DeShon (2002) provide the following sample variance equations for (a) 

independent-groups or independent-groups repeated measures design:   
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(b) repeated measures design: 
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and (c) independent-groups effect size converted from repeated measures effect size: 
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The pretest-posttest correlation ( )ρ can be calculated from when standard 

deviation of difference scores ( )DSD  and pretest-posttest standard deviations 

( )postpre SDSD ,  are provided using:  
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If the standard deviation of difference scores ( )DSD  is not provided, it can be calculated 

using the equation: 
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The pretest-posttest correlation can also be calculated when pooled standard deviation 

( )PSD  is known but pretest-posttest standard deviations are not provided by using the 

equation: 
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  Choosing an effect size metric depends on the research question for the meta-

analysis.  The independent-groups design metric is appropriate if the research question 

examines differences between treatment and control groups while the repeated measures 

group design metric should be used if the research question examines change within an 

individual.  Two other factors that influence the metric decision include whether the 
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majority of the studies consist of one particular design (e.g., independent-groups or 

repeated-measures).  Choosing the metric that is most common in a meta-analysis can 

reduce the number of studies that need to be converted and increase the number of studies 

included in the meta-analysis.  The other factor that influences the metric decision is ease 

of interpretation.  The use of change score metric in repeated-measures is not very 

common and may be more difficult for readers to understand.  The raw score metric used 

in independent-groups designs, on the other hand, has been used in many meta-analyses 

and is more familiar (Morris & DeShon, 2002).  For this meta-analysis study, an 

independent-groups design metric will be employed because this is the most common 

metric used in most of the studies and because of the straightforward interpretation.  

 To convert independent-groups effect size into repeated measures change score 

metric, Morris & DeShon (2002) recommends using the formula: 

)1(2 ρ−
= IG

RM
dd ,    (26) 

when correlations between the pretest and posttest scores are available.  Similarly, to 

convert repeated measures effect size into independent-groups raw score metric, the 

following formula is recommended: 

)1(2 ρ−= RMIG dd .    (27) 

If correlations are not provided when trying to converting repeated measures effect size 

into independent-groups raw score metric (formula 19), then Morris & DeShon (2002) 

suggests using the approach suggested by Becker (1988) which uses means and standard 

deviations from the repeated measures study: 
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Similarly, Morris & DeShon (2002) provide an alternate formula for converting 

independent-groups effect size into repeated measures change score metric when 

correlations are not provided: 

CD

CpreCpost

ED

EpreEpost
RM SD

MM
SD

MM
d

,

,,

,

,, −
−

−
= ,  (29) 

where DSD  represents the standard deviation of change scores. 

FIXED EFFECTS MODEL    
 If the Q is not statistically significant, then it can be inferred that the studies’ 

effect sizes are homogenous and a fixed effect model can be used.  A fixed effect model 

assumes the variability in study effect sizes are no greater than would be expected due to 

sampling error (Lipsey & Wilson, 2001).  Under this fixed effects model, the excess 

variability beyond the sampling error is not random and has been explained either with a 

mean or through the addition of predictor variables to the model.  The various study and 

effect size descriptors coded from the primary studies can be used as predictor variables 

in a weighted ANOVA or in a weighted multiple regression (Hedges, 1994). 

RANDOM EFFECTS MODEL 
If the Q statistic testing the homogeneity of effect sizes is significant, then we 

assume heterogeneity corresponding to a random effects model.  In a random effects 

model, variability in the effect sizes is larger than would be expected given just sampling 

error and therefore each effect size does not estimate a common population parameter 

(Lipsey & Wilson, 2001).  A random effects model involves the assumption of two 
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variance components affecting the variability of the δ̂ s including not only the sampling 

error but also some between-study variability in the δ̂ s, 2
δσ , around the mean population 

effect, δ (Shaddish & Haddock, 1994).  The source of the between-study variability is 

assumed to be randomly distributed and cannot be systematically explained using 

predictor (study descriptor) variables (Lipsey & Wilson, 2001).  Because of the addition 

of the between-study variance, new weights and confidence levels must be calculated 

using a weight that incorporates this additional between-study variance estimate.       

MIXED EFFECTS MODEL 
 If it is assumed that there is a heterogeneous distribution of effect sizes, a mixed 

effects model may be used by a meta-analyst as an alternative to the fixed and random 

effects model.  The mixed effects model attributes variability in effect sizes to both 

sampling error and unexplained random effects as well as systematic between-study 

differences that can be explained through predictor variables (Lipsey & Wilson, 2001).   

 The decision to choose between a mixed effects or fixed effects model to explain 

systematic variability in effect sizes can be complex with each having a trade off in terms 

of Type I error rates.  As Lipsey and Wilson (2001) explains, the fixed effects model will 

have higher Type I error rates due to the failure to model the between-groups 

heterogeneity and will have more statistical power to discover systematic between-study 

differences through predictor variables.  The mixed effects model is the opposite with 

lower Type I error rates and less statistical power for identifying moderator effects.  In 

deciding which model to use with a heterogeneous effect size distribution, most meta-
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analysts currently favor a mixed effects model over a fixed effects model (Mosteller & 

Colditz, 1996; Lipsey & Wilson, 2001).   

HIERARCHICAL LINEAR MODELING  
 Hierarchical linear modeling (HLM) deals with multilevel research that involves 

interaction between variables at the individual level and variables at the group level 

(Raudenbush & Bryk, 2002).  It is used to model clustered data and permits the 

partitioning of variance at each level.  The application of HLM is appropriate for meta-

analysis because meta-analysis can be viewed as a hierarchical data set with sample 

subjects within each primary study at the first level and primary studies at second level 

(Hox, 2002).  Hierarchical linear modeling takes into account variations at the subject 

level as well as at the study level.  Multilevel meta-analysis involves partitioning the 

variance at each level as well as examining study characteristics which might explain 

variability between studies (Raudenbush & Bryk, 2002).        

UNCONDITIONAL MODEL 
In this meta-analytic study, data is structured hierarchically with sampling error 

(variability within primary studies) modeled at the first (individual) level and variability 

between studies’ parameter modeled at the second (study) level (Hox, 2002).  The first 

model typically investigates the unconditional model that has no predictor variables at 

either level.  The level 1 or within-studies model is expressed statistically as: 

jjj e+= δδ̂      (31) 
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where jδ̂ is the estimated standardized mean difference between solution-focused brief 

therapy group and control group for studies j = 1, …, j ; jδ is the corresponding 

population value or parameter value; and je is the sampling error for study j .  The 

sampling error, je , is assumed to be normally distributed with a known sampling error 

variance ( 2
jσ ) as detailed in Equation 6 and repeated here: 

)](2/[)/()( 22
CjEjjCjEjCjEjj nnnnnn +++= δσ    (32) 

The level 2 or between-study level is expressed as: 

jj u+= 0γδ      (33) 

where  0γ  is the estimate for the mean effect across all studies (grand mean) and ju is the 

level 2 error (random effects error) representing the deviation of study j’s δj from γ0.  This 

error is assumed normally distributed with a mean of zero and a variance of 00τ . By 

combining the two formulas, the complete unconditional model becomes: 

jjj eu ++= 0ˆ γδ     (34) 

clearly demonstrating the partitioning of the variability in studies’ jδ̂ s around the overall 

average, 0γ  into sampling error (ej) and random effects between studies (uj). 

A test of the statistical significance of the variability between studies ( 2
uσ ) can be 

conducted using HLM software (Raudenbush, Bryk, Cheong, & Congdon, 2004). The 

test statistic is assumed (under the null hypothesis of zero variance) to follow a χ2 

distribution with (k – 1) degrees of freedom much like the Q-statistic.  A statistically 
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significant result indicates that study outcomes are heterogeneous and study descriptors 

can be added to the unconditional model in Equation 33 (making it a conditional model) 

to see whether they help explain some of this variability.  The remaining conditional 

variability between studies (still termed 2
uσ ) can be tested for statistical significance to 

investigate the amount of variability explained with the addition of the study descriptors 

and to investigate whether substantial variability remains between studies (Hox, 2002; 

Raudenbush & Bryk, 2002).  If the variance component in the unconditional model is not 

statistically significant, then we can assume homogeneity and that sampling error 

accounts for the differences in effect size estimates across studies.  

CONDITIONAL MODEL 
The aim of the conditional model analysis would be to investigate variation 

among the solution-focused brief therapy study effect sizes as a function of study 

characteristics, in addition to estimating the variance component of the unexplained basis 

of heterogeneity among studies (Kalaian, Mullan, & Kasim, 1999).  The level 1 or 

within-studies model in the conditional model is the same as in the unconditional model 

(see Equation 31).  The level 2 or between-study model (see Equation 33) is modified to 

include study characteristics to account for the variation among effect size parameters.  

The level 2 conditional model is expressed as: 

jSjSjjj uWWW +++++= γγγγδ ...22110    (35) 

where 0γ , 1γ …, Sγ  are the regression coefficients for jW1 , jW2 ,…, SjW  which are the S 

study characteristics of interest for predicting effect sizes; and ju  is the level 2 
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conditional residual error which is assumed normally distributed with a variance 00τ .  By 

combining equations 31 and 35, the complete conditional model becomes: 

jjSjSjjj euWWWd ++++++= γγγγ ...22110   (36) 

HLM software can be used to obtain both unconditional and conditional model 

parameter estimates for the models described above (see Equations 34 and 36).  One of 

the major advantages of using HLM software for estimating a mixed-effects meta-

analytic model is the facility with which a researcher can add study characteristics as 

explanatory variables in the model.  Additionally, the amount of variance explained by 

the coded study characteristics can be calculated by taking the difference between the 

unconditional between-study variance from the conditional between study variance 

(Kalaian, Mullan, & Kasim, 1999; Hox, 2002; Raudenbush & Bryk, 2002).  Thus, this 

meta-analytic study on the effectiveness of solution-focused brief therapy will use a 

random effects model (estimated using HLM software) to calculate overall synthesized 

effect size estimates and a mixed-effects model including coded study characteristics to 

explain heterogeneity among effect size estimates across studies.   

 



 

 75

CHAPTER 4  

Results 

As stated earlier, published studies were identified through literature searches in 

PsycInfo, Academic Search Premier, and the Behavioral and Social Science Index using 

the keywords, “Brief Solution-focused therapy”, “Solution-focused brief therapy”, 

“Solution focused Therapy”, and “Solution-building” (Cross referenced with the key 

words “outcome” and “evaluation”).  In addition, unpublished dissertations were also 

identified through the electronic database UMI Dissertation Abstract using the same 

keywords.  Other unpublished studies examining the effectiveness of solution-focused 

brief therapy were also obtained by contacting researchers who attended the annual 

solution-focused brief therapy conference.  This extensive literature search resulted in 63 

studies that met the initial criteria of studies examining the effectiveness of solution-

focused brief therapy.  These studies were further screened using the selected 

inclusionary criteria mentioned in chapter 3- namely, they be primary outcome studies 

published in English, have enough statistical information, and have at least one of the 

core components of solution-focused brief therapy.    

Based on this second screening, 9 studies were omitted because they did not 

examine the effectiveness of solution-focused brief therapy.  Three studies were also 

excluded because the treatment modality was a combination of solution-focused brief 

therapy combined with another treatment intervention.  This combined treatment 

modality makes it difficult to determine whether it was the solution-focused brief therapy 

intervention, the other treatment intervention, or the combination of the two that may 

have created a change within the sample groups.  Similarly, 6 other studies were excluded 
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because they didn’t mention any of the SFBT techniques used in the intervention as well 

as concerns about the quality of the research study.  Finally, one study was omitted 

because it was not published in Chinese and an English version was not available.  

The results from the literature search produced 22 studies that met the criteria to 

be included in the meta-analysis.  In addition, effect sizes will be calculated for 4 studies 

that used a one group pretest-posttest design and 9 single case design studies; however, 

neither one of these two groups of studies will be included in the meta-analysis.  Along 

with these quantitative studies, a total of 5 qualitative studies were retrieved and their 

results presented in table format under the qualitative results section.  Nine studies did 

not have enough statistical information to be included in the meta-analysis but will also 

be included in the table along with the qualitative studies and their results presented in 

the qualitative section.  Tables 4 through 8 provide a list of the studies grouped by the 

categories described above.     

META-ANALYSIS STUDIES 

Research Designs 
 Of the 22 studies included in the meta-analysis, 11 (50.0%) were either published 

or under review in peer-reviewed journals and 11 (50.0%) were unpublished 

dissertations.  The study design was also split evenly with 11 (50.0%) employing true 

experimental designs and 11 (50.0%) employing quasi-experimental designs.  In terms of 

the types of interventions the control groups received, 12 (54.5%) studies used standard 

or alternative treatments, 7 (31.8%) received no treatment, and 3 (13.6%) used a waiting 

list.  The most common level of intervention was individual (40.9%).  Next were 6 

studies that involved small group (27.3%) and 5 studies that involved family 
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interventions (22.7%).  Only 2 studies involved couples (9.5%) as their level of 

intervention.  

Participants 
 The twenty-two studies in this dissertation explored the effectiveness of solution-

focused brief therapy on a total of 1,349 participants.  The mean sample size was 61.32 

participants per study with a range of 10 to 200 participants.  Fourteen of the 22 studies 

reported mean ages or age range of their sample participants.  The reported ages ranged 

from 7.5 to 46.7 years of age with a mean age of 25.6 years.  Regarding information on 

gender, 7 (31.8%) studies did not report percentages of male and female participants 

while 15 (68.2%) did.  The percentage of male participants in the 15 studies ranged from 

0 percent to 73 percent with a mean of 39.4 percent.  The percentage of female 

participants ranged from 27 percent to 100 percent with a mean of 61.3 percent.  The 

wide distribution of participants based on gender can be explained by the fact that one of 

the studies had all female participants and hence no male participants. When excluding 

this one particular study, mean percentages of female participants drops to 39% while the 

mean percentage of male participants is 28.1%.   

Half (50.0%) of the 22 studies did not report any information on the ethnicities of 

the sample participants.  For those 11 studies that did provide ethnicity information, 

Caucasians (M=67.8%) were the highest reported mean percentages, followed by 

Hispanics (M=28.0%), African Americans (M=19.0%), Asian Americans (M=18.4%), 

and Native Americans (M=1.4%).  Two studies reported an “other” category for ethnicity 

and reported a mean of 4.1 percent.  
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Setting 
 Most of the studies (81.8%) included in the meta-analysis were conducted in the 

United States but 4 studies (18.2%) were conducted in a foreign country.  The two most 

popular settings were schools (40.9%) and clinics (36.4%).  Three studies (13.6%) 

conducted their research in social service agencies and one study (4.5%) was done in a 

prison/detention center.  One study (Cockburn, Thomas, & Cockburn, 1997) did not 

report the type of setting for their study.  The mean number of sessions was 6.14 with a 

range of 1 to 11 sessions.   

Treatment Fidelity 
 A majority of the studies (86.4%) used some sort of treatment manual or 

treatment protocol but 3 studies (13.6%) failed to mention or doesn’t specify use of 

manual or protocol.  Eight studies (36.4%) used both experienced professional counselors 

and graduate interns to provide treatment to study participants.  Five studies (22.7%) used 

only experienced professional counselors while 4 studies (18.2%) used only graduate 

interns.  One study (4.5%) used teachers to provide treatment for study participant and 

another study (Franklin et al., under review) used a combination of teachers, counselors, 

and administrators to provide treatment.  Three studies (13.6%) did not specify who 

provided treatment to the participants.  Only 8 studies (36.4%) recorded, by video or 

audio, counseling sessions and rated them to determine treatment fidelity.      

Outcome Problems 
 The twenty-two studies included in the meta-analysis were divided and grouped 

into three categories based on the outcome problem each study targeted.  The three 

categories included: (1) externalizing behavior problems, (2) internalizing behavior 

problems, and (3) family and relationship problems.  These categories represented the 
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similar construct under which the studies were organized and therefore synthesized 

through meta-analytic techniques.  The three categories had between 8 to 12 studies each 

with 5 studies (Huang, 2001; Marinaccio, 2001; Moore et al., under review; Seagram, 

1997; Triantafillou, 2002) being included in more than one categories because they 

examined more than one outcome problem.       

META-ANALYSIS RESULTS 

Individual Study ES 
 For each study, one effect size was calculated using independent-groups pretest-

posttest design sample estimator (formula 14) when pretest and posttest scores for both 

groups were available and Hedges’ g with the unbiased estimate (formula 1) when only 

mean posttest scores were available.  Accompanying variances (formula 20 for IGPP and 

formula 8 for independent groups posttest scores) were also calculated for each study and 

used to calculate weights by taking the inverse of the variance score.  Tables 9-11 provide 

a breakdown of each outcome problem and individual study’s effect size. 

External Behavior Outcome Results 
 As table 9 shows, effect sizes for the 9 individual studies examining externalizing 

behavior problems ranged from -.43 to .74.  The significance of each study’s effect size 

was tested to see if the effect size equals zero by calculating 95% confidence intervals 

(Shadish & Haddock, 1994).  Only two studies (Franklin et al., under review; Moore et 

al., under review) had confidence intervals that did not contain zero, thereby indicating 

the effect size is significantly different from zero, which indicates differences in 

treatment effect between the experimental and control group.  Both studies’ results 

favored the solution-focused brief therapy group.   
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 A random effects unconditional model using HLM software was performed to 

calculate overall mean effect size.  In this model, no predictors (study characteristics) are 

included and the true effect size parameters are viewed as varying randomly around the 

overall grand mean in addition to random error (Kalaian, 2003).  In addition, the 

unconditional model produces a chi-square score which tests the heterogeneity of effect 

sizes across studies.  This chi-square test is used to determine whether predictor variables 

are warranted to explain systematic variability through a conditional model.   

 Results from the unconditional model shows an overall random effects weighted 

mean effect size estimate of .11 indicating that solution-focused brief therapy participants 

scored .11 standard deviations above those in the control group.  According to Cohen 

(1988), this effect size estimate is considered small.  While the direction of this effect 

size estimate is positive, the magnitude of the effect is not statistically significant t(8)= 

0.89, p=.40.  The 95% confidence interval ranged from -.14 to .36 which provides the 

precision of the overall weighted mean effect size.  This means that there is a 95% 

probability that the population mean effect size is between -.14 and .36.  

 The estimated between-study variance, 2
uσ , for this unconditional model is .07 [x2 

(8)=16.91, p=.03].  The between-study variance in this model is statistically significant so 

we reject the null hypothesis of homogeneity.  We can conclude that variability between 

studies was not explained solely by sampling and random error and a conditional model 

using predictor variables is needed to explain remaining variability.  However, the small 

number of studies (N=9) does not provide enough statistical power to test predictor 

variables through a conditional model.        

 Because the magnitude of the overall estimated effect size is not significant under 

the unconditional random effects model, a fixed effects model was performed to see if the 
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estimated overall mean effect size was statistically different from zero under the 

assumption that sampling error alone accounts for between-study variability.  Results 

from this fixed effects model revealed a weighted effect size estimate .07 which is also 

considered a small effect.  The between-study variance for this weighted effect size is 

.007 with a 95% confidence interval ranging from -.09 to .23.  The confidence interval is 

used to test whether or not the population effect size is significantly different from zero, 

which indicates no difference treatment effect between the experimental and control 

group.  Similar to the unconditional random effects model, the effect size estimate under 

the fixed effects model is not statistically different from zero because the confidence 

interval contains zero. This indicates that there is no difference in treatment effect 

between the control and solution-focused brief therapy group for externalizing problem 

behaviors. 

Internalizing Behavior Outcome Results 
 As shown in table 10, effect sizes for the 12 individual studies examining 

internalizing behavior problems ranged from -.46 to 1.18.  The significance of each 

study’s effect size was tested to see if the effect size equals zero by calculating 95% 

confidence intervals (Shadish & Haddock, 1994).  Only two studies (Moore et al., under 

review; Sundstrom, 1993) had confidence intervals that did not contain zero, thereby 

indicating the effect size is significantly different from zero, which indicates differences 

in treatment effect between the experimental and control group.  Both studies’ results 

favored the solution-focused brief therapy group.     

 A random effects unconditional model using HLM software was performed to 

calculate overall mean effect size and test the heterogeneity of effect sizes across studies 

through a chi-square test.  Results from the unconditional model shows an overall random 
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effects weighted mean effect size estimate of .26 indicating that solution-focused brief 

therapy participants scored .26 standard deviations above those in the control group.  

According to Cohen (1988), this effect size estimate is considered small.  The direction of 

this effect size estimate is positive and the magnitude of the effect is statistically 

significant t(11)= 2.51, p=.03.  The 95% confidence interval ranged from .05 to .47 

which provides the precision of the overall weighted mean effect size.  This means that 

there is a 95% probability that the population mean effect size is between .05 and .47.  

 The estimated between-study variance, 2
uσ , for this unconditional model is .05 [x2 

(11)= 18.09, p=.08].  The between-study variance in this model is not statistically 

significant so we fail to reject the null hypothesis of homogeneity.  We can conclude that 

variability between studies was explained by sampling and random error alone.  There is 

not enough variability to warrant further exploration through a conditional model using 

predictor variables.   

Family and Relationship Problem Outcome Results 
 Table 11 shows effect sizes for the 8 individual studies examining family and 

relationship problems ranging from -.56 to 1.23. The significance of each study’s effect 

size was tested to see if the effect size equals zero by calculating 95% confidence 

intervals (Shadish & Haddock, 1994).  Two studies (Adams et al., 1991; Cockburn et al. 

1997) had confidence intervals that did not contain zero, thereby indicating the effect size 

is significantly different from zero, which indicates differences in treatment effect 

between the experimental and control group.  Both studies’ results favored the solution-

focused brief therapy group.   

 A random effects unconditional model using HLM software was performed to 

calculate overall mean effect size and test the heterogeneity of effect sizes across studies 



 

 83

through a chi-square test.  Results from the unconditional model shows an overall random 

effects weighted mean effect size estimate of .26 indicating that solution-focused brief 

therapy participants scored .26 standard deviations above those in the control group.  

According to Cohen (1988), this effect size estimate is considered small.  While the 

direction of this effect size estimate is positive, the magnitude of the effect is not 

statistically significant t(7)= 1.70, p=.133.  The 95% confidence interval ranged from -.03 

to .55 which provides the precision of the overall weighted mean effect size.  This means 

that there is a 95% probability that the population mean effect size is between -.03 and 

.55. 

 The estimated between-study variance, 2
uσ , for this unconditional model is .07 [x2 

(7)= 13.87, p=.05].  The between-study variance in this model is statistically significant 

so we reject the null hypothesis of homogeneity.  We can conclude that variability 

between studies was not explained by sampling and random error alone and that 

considerable variability remains to be explained between study effect sizes.  This 

significant variability warrants further exploration through a conditional model using 

predictor variables.  Unfortunately, the limited number of studies (N=8) does not allow 

for enough statistical power to test predictor variables through a conditional model.     

 Because the magnitude of the estimated overall effect size is not significant under 

the unconditional random effects model, a fixed effects model was performed to see if the 

estimated overall mean effect size was statistically different from zero.  Results from this 

fixed effects model revealed a weighted effect size estimate .18 which is also considered 

a small effect.  The between-study variance for this weighted effect size is .009 with a 

95% confidence interval of (-.01, .37).  The confidence interval is used to test whether or 

not the population effect size is significantly different from zero which indicates no 
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difference treatment effect between the experimental and control group.  Similar to the 

unconditional random effects model, the effect size estimate under the fixed effects 

model is not statistically different from zero because the confidence interval contain zero.  

This indicates that there is no difference in treatment effect between the control and 

solution-focused brief therapy group for family and relationship problems. 

SINGLE CASE DESIGN RESULTS 

Research Designs   
 Of the 8 single case design studies that examined the effectiveness of solution-

focused brief therapy, 6 (75.0%) were published in peer-reviewed journals and 2 (25.0%) 

were unpublished dissertations.  The most common level of intervention was individual 

with 5 studies (62.5%).  The rest consisted of single studies that involved small group 

(12.5%), family interventions (12.5%), and couples (12.5%) as their level of intervention.  

Participants 
 The eight studies in this dissertation explored the effectiveness of solution-

focused brief therapy on a total of 51 participants.  The mean sample size was 6.4 

participants per study with a range of 1 to 16 participants.  All 8 studies reported mean 

ages or age range of their sample participants.  The reported ages ranged from 8.5 to 45.0 

years of age with a mean age of 24.2 years.  Regarding information on gender, all 8 

studies reported percentages of male and female participants.  The percentage of male 

participants ranged from 20 percent to 100 percent with a mean of 55.9 percent.  The 

percentage of female participants ranged from 0 percent to 80 percent with a mean of 

44.1 percent. 

 Only one of the studies (12.5%) did not report any information on the ethnicities 

of the sample participants.  For those 7 studies that did provide ethnicity information, 
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Caucasians (M=74.2%) were the highest reported mean percentages, followed by African 

Americans (M=65.5%), and Hispanics (M=62.0%).  None of the studies included any 

Asian Americans, Native Americans, or an “other” category for ethnicity.       

Setting 
 Seven of the studies (87.5%) were conducted in the United States with 1 study 

(12.5%) conducted in a foreign country.  Half of the studies did not report the setting of 

the study.  Two studies were conducted in schools (25.0%), one study was in a clinic 

(12.5%), and another study (12.5%) was conducted in a social service agency.  The mean 

number of sessions was 10 with a range of 4 to 37 sessions.  

Treatment Fidelity 
 All of the studies used some sort of treatment manual or treatment protocol but 

only 3 studies (37.5%) recorded, by video or audio, counseling sessions and rated them to 

determine treatment fidelity.  Only one study (12.5%) used both experienced professional 

counselors and graduate interns to provide treatment to study participants while another 

study (12.5%) used only experienced professional counselors.  Three studies (37.5%) 

used only graduate interns while another three studies (37.5%) did not specify who 

provided treatment to the participants.   

Outcome Problems 
 The 8 studies were divided and grouped into three categories based on the 

outcome problem each study targeted.  Similar to the categories in the meta-analysis, 

single subject design studies examined: (1) family and relationship problems, (2) 

externalizing behavior problems, and (3) internalizing behavior problems. 
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Percentage of Nonoverlapping Data 
 One common method for systematically analyzing effective outcome in single-

subject graphic displays is to calculate the proportion of overlapping data between 

baseline and treatment (Scruggs, Mastropieri, & Casto, 1987).  Calculating the 

percentage of nonoverlapping data (PND) that exists between baseline and treatment 

phases in single-subject graphs yields an index of treatment effectiveness (Strain, Kohler, 

Gersham, 1998).  To calculate a PND for a particular study, the researcher tabulates the 

number of treatment data points that exceeds the highest baseline data point in the desired 

direction and then divides by the total number of treatment data points (Scruggs, 

Mastropieri, & Casto, 1987). If there are multiple subjects measured on a particular 

outcome measure, the median percentage PND score is reported.  If the median score for 

a study’s outcome is between two subject’s PND scores, then the average of those two 

scores is calculated to come up with the median score for that particular measure.  A 

PND above 90 indicates a highly effective treatment, 70-90 indicates moderately 

effective treatment, 50-69 indicates mildly effective treatment, and 49 and below 

indicates ineffective treatment (Mathur, Kavale, Quinn, Forness, & Rutherford, 1998 as 

cited in Strain, Kohler, & Gresham, 1998). 

Results from the single subject design studies are provided in tables 12-14.  It is 

not recommended, however, to meta-analytically synthesize single-subject studies using 

PND as the metric due to concerns of the results being misleading and incorrect 

(Salzberg, Strain, & Baer, 1987, Strain et al., 1998, White, 1987).    

Family and Relationship Problems 
Using the PND method, Nelson and Kelley’s (2001) study examining marital 

satisfaction produced median percentage of nonoverlapping data of 50% for the Revised 

Dyadic Adjustment Scale and 20% for the Kansas Marital Satisfaction Scale. Using the 



 

 87

guidelines suggested by Mather, Kavale, Quinn, Forness, & Rutherford (1998), these 

PND results ranged from a mildly effective treatment (RDAS) to an ineffective treatment 

(KMSS).  

Naude’s (1999) study on marital problems yielded median percentage of 

nonoverlapping data of 86.2% for Relationship Thermometer Ratings indicating a 

moderately effective intervention.  However, median PND scores for goal attainment was 

0% indicating an ineffective treatment.     

Externalizing Behavior Problems 
 Single subject design studies examining the effectiveness of solution-focused 

brief therapy on externalizing behavior problems were the most abundant.  Five of the 

eight single case design studies measured externalizing behavior problems ranging from 

attendance report to conduct problems.  Polk (1997) examined alcohol drinking behaviors 

and work attendance rates for adults in an employee assistance program.  Results based 

on the PND method show the median percentage of nonoverlapping data of 100% for 

days abstaining from alcohol as reported by both the client and collateral contact.  As for 

number of work days attended, the median PND score of 66.7% was calculated.  These 

PND scores indicate a highly effective intervention for alcohol abstinence and mildly 

effective intervention for work attendance rates, respectively.   

 A study by Franklin et al. (2001) examined externalizing behavior problems 

among elementary students using several subscales of the Conners Teacher Rating Scale.  

Median percentage of nonoverlapping data scores for the subscale hyperactivity index 

was 47.65% which is considered ineffective, but the PND score for the subscale 

hyperactivity was 66.7% which is considered mildly effective treatment.  The median 

PND score for the subscale day dream attention was also mildly effective with a score of 
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60%.  The subscales asocial and conduct problem both had median PND scores in the 

moderately effective range with scores of 81.3% and 88.9%, respectively. 

Yarborough (2004) investigated the effectiveness of solution-focused brief 

therapy on assignment completion and accuracy rates for six elementary students.  Using 

the PND on this study produced opposite results for the two externalizing behavior 

measures.  The median percentage of nonoverlapping data for assignment accuracy rates 

was 0% indicating ineffective treatment, but median PND was 93.8% for assignment 

completion rates reflecting a highly effective treatment.  

 Franlklin et al. (1997) used client self-anchored scales to measure externalizing 

behavior problems in three adolescents.  All three adolescents identified their own 

externalizing behavior goals they wanted to change or strive for during their solution-

focused brief therapy sessions.  All three adolescents had a median percentage of 

nonoverlapping data scores of 100% indicating highly effective intervention.   

 A study by Conoley et al. (2001) examined the effect of a solution-focused 

intervention on problem frequency with 3 children diagnosed with oppositional-

aggressive behavior.  The median percentage of nonoverlapping data score for the parent 

daily report on problem frequency was 0% indicating ineffective intervention.     

Internalizing Behavior Problems 
 Two studies (Jakes & Rhodes, 2003; Franklin et al., 2001) examined internalizing 

behavior problems.  Jakes and Rhodes (2003) examined the effectiveness of solution-

focused brief therapy with 5 adults suffering from delusions.  Results based on the PND 

method show the median percentage of nonoverlapping data of 42.7% for conviction 

percent, 7.1% for preoccupation, and 0% for distress.  All three of these PND scores 

indicate an ineffective intervention.   
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 Franklin et al. (2001) also examined internalizing behaviors on 7 students using 

two subscales of the Conners Teacher Rating Scale.  Results based on the PND method 

show the median percentage of nonoverlapping data of 11.1% for the subscale Anxious-

Passive which indicates ineffective treatment.  The other subscale, Emotional Indulgence, 

had a median PND score of 66.7% which indicates a mildly effective intervention.   

ONE GROUP PRE-POSTTEST DESIGNS RESULTS 
 Several studies utilized the one group pretest-posttest design to examine the 

effectiveness of solution-focused brief therapy on externalizing problem behavior and 

internalizing problem behavior.  Of the 4 one group pretest-posttest design studies that 

provided enough statistical information to calculate effect size estimates, 3 (75.0%) were 

published in peer-reviewed journals and 1 (25.0%) was an unpublished dissertation.  The 

most common level of intervention was small group (50.0%) while the other two studies 

involved couples (25.0%) and individuals (25.0%) as their level of intervention.  

Participants 
 The four studies in this dissertation explored the effectiveness of solution-focused 

brief therapy on a total of 286 participants.  The mean sample size was 71.5 participants 

per study with a range of 40 to 116 participants.  All but one study reported mean ages or 

age range of their sample participants.  The reported ages ranged from 11.0 to 37.2 years 

of age with a mean age of 26.4 years.  Regarding information on gender, all 4 studies 

reported percentages of male and female participants.  The percentage of male 

participants ranged from 22 percent to 85.6 percent with a mean of 54.2 percent.  The 

percentage of female participants ranged from 14.4 percent to 78 percent with a mean of 

45.9 percent. 
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 Three studies (75.0%) did not report any information on the ethnicities of the 

sample participants.  For the one study that did provide ethnicity information, Caucasians 

(M=80.7%) were the highest reported mean percentages, followed by African Americans 

(M=12.4%), Native Americans (M=3.4%), and Hispanics (M=2.7%).  None of the studies 

included any Asian Americans and 9 percent reported “other” category for ethnicity.       

Setting and Outcome Measures 
 All four of the studies (100.0%) were conducted in the United States.  Three 

studies were conducted in clinics (75.0%) and one study (25.0%) was conducted in a 

social service agency.  The mean number of sessions was 5.1 with a range of 2 to 8 

sessions.  

 The measures used to assess externalizing behavior problems included Brief 

Symptom Inventory Scale, Conners’ Parent Rating Scale, Goal Attainment and 

Motivation Scale, Solution Identification Scale, and Feelings, Attitudes and Behaviors 

Scale for Children.  The measures used to assess internalizing behavior problems 

included the Brief Symptom Inventory Scale, Conners’ Parent Rating Scale, Solution 

Identification Scale, and Feelings, Attitudes and Behaviors Scale for Children.  One 

measure, Global Assessment and Motivation Scale, used in Dahl et al. (2000) study 

assessed both externalizing behavior and internalizing behavior problems through one 

composite score and therefore could not be separated into the two different outcome 

constructs.  

Treatment Fidelity 
 Only half of the four studies (50.0%) used some sort of treatment manual, 

reviewed treatment protocol, and recorded counseling sessions to determine treatment 

fidelity.  Two studies (50.0%) used only graduate interns to provide treatment to study 
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participants while one study (25.0%) used experienced professional counselors and 

another study (25.0%) used medical staff to provide treatment.   

Externalizing Behavior Problem Results  
One group pretest-posttest design studies examining the effectiveness of solution-

focused brief therapy on externalizing behavior problems had higher effect size estimates 

than those examining internalizing behavior problems.  Effect size estimates for 

externalizing behavior problems ranged from a score of 1.60 (Dahl et al., 2000), which is 

considered a large effect to -.18 (Corcoran & Stephenson, 2000), which is considered a 

small effect in the opposite direction desired.  The small effect size estimate (-.18) in the 

opposite direction found in Corcoran & Stephenson’s (2000) study was based on the 

Feelings, Attitudes and Behaviors Scale for Children whereby children self-report on 

externalizing behaviors.  This same study utilized the Conners’ Parent Rating Scale to 

assess the parent’s perception of the child’s externalizing behavior and results showed an 

effect size estimate of .66, which is considered a moderate treatment effect.  The 

contradicting results may be due to the fact that the children may not have noticed any 

perceived difference from the solution-focused treatment but their parents did notice a 

positive difference after the intervention and rated their responses accordingly (Corcoran 

& Stephenson, 2000).  The other two studies, Coe (2000) and Lee et al. (2004), both had 

around moderate effect size estimates of .43 and .62 respectively.       

Internalizing Behavior Problem Results 
 The effect size estimates for studies examining the effectiveness of solution-

focused brief therapy on internalizing behavior problems were lower than externalizing 

behavior problems.  Effect size estimates for individual studies ranged from .58 (Coe, 

2000), which is considered a moderate effect to .16 (Corcoran & Stephenson, 2000), 
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which is considered a small treatment effect.  Corcoran & Stephenson (2000) also used 

the internalizing behavior subscales from Feelings, Attitudes, and Behaviors Scale for 

Children and found similar small treatment effect of .35.  Dahl et al. (2000) did not have 

any one specific measure to assess internalizing behavior problems although the study did 

use the Global Assessment of Functioning (GAF) scale which measures both 

internalizing and externalizing behavior problems.  Mean composite scores were reported 

at pretest and posttest times on the GAF scale with an effect size estimate of 1.48, which 

is considered large.  

 

 

 

 

 



 

 93

CHAPTER 5 

Summary and Discussion 

META-ANALYSIS SUMMARY.   

This meta-analytic review found that solution-focused brief therapy demonstrated 

small, but positive treatment effects favoring SFBT group on the outcome measures: 

externalizing behavior problems, internalizing behavior problems, and family and 

relationship problems. Only internalizing behavior problems were statistically different 

from zero which indicates the treatment effects for the SFBT group was different from 

the control group.  The unconditional random effects model shows an overall weighted 

mean effect size estimate of .11 for externalizing behavior problems, .26 for internalizing 

problem behaviors, and .26 for family and relationship problems.  Again, only the 

magnitude of the effect for internalizing behavior problems was statistically significant at 

the p<.05 level thereby indicating that the treatment effect for SFBT group is different 

than the treatment effect for control group.  This also happened to be the one outcome 

measure with the most number of studies (12) and therefore had the most statistical 

power which might explain why the magnitude of the treatment effect was statistically 

different from zero.  The between-study variance for this outcome construct was not 

statistically significant thereby indicating that there is homogeneity in effect sizes across 

studies and that sampling error alone helped explain away any heterogeneity.    

The magnitude of the effect for both externalizing problem behaviors and family 

and relationship problems was not statistically significant at the p<.05 level but both had 

heterogeneity in between-study effect sizes that could not be explained by sampling error 

alone.  Unfortunately the small number of studies included in these two outcome 
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constructs prevented the use of a mixed effects model because there was not enough 

power to use predictor variables to help explain differences in effect sizes across studies.  

Therefore, it is not possible to quantitatively answer why certain studies examining 

externalizing behavior problems and family and relationship problems had higher effect 

sizes than the other studies.  A follow-up meta-analysis study should use a mixed effects 

model to add predictor variables to help explain this heterogeneity for these two 

constructs quantitatively when enough studies are available.         

IS SFBT LESS EFFECTIVE THAN OTHER PSYCHOTHERAPIES?  
 While the overall effect sizes were small for all three outcome measures, mean 

overall effect size for internalizing behavior problems was statistically different from 

zero as well as four specific studies across all three outcome constructs (Adams et al., 

1991; Cockburn et al., 1997; Moore et al., under review; Sundstrom, 1993) with large or 

nearly large effect sizes that were statistically different from zero.  It could be that these 

studies with large effect sizes are outliers or extreme cases that should be viewed on 

cautiously, but more likely it could also be that these cases reflect the potential benefit of 

solution-focused brief therapy that is found in these cases (Babcock, Green, & Robie, 

2004).  Despite the small effect sizes calculated in this meta-analysis, effect size results 

for solution-focused brief therapy is only slightly smaller than effect sizes calculated for 

other social work practice models and psychotherapies.  Gorey’s (1996) meta-analysis on 

social work’s effectiveness studies found a mean effect size of .36, with internal 

evaluations (social worker’s assessment of outcome) having higher mean effect sizes than 

external evaluations (independent assessor).  Mean effect sizes for internal evaluations 

was .52 versus a mean effect size for external evaluations of .19, indicating independent 

evaluators view the effectiveness of social work practice more conservatively than the 
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actual practitioners involved in the research study.  Babcock, Green, and Robie (2004) 

cite other meta-analytic studies on psychotherapy with small effect size results due to 

difficulties in treating externalizing problem behaviors like aggression (Weisz, Weiss, 

Han, Granger, & Morton, 1995; Loesel & Koeferl, 1987).   

Similarly, Weisz, McCarty, and Valeri (2006) found psychotherapy’s mean 

overall effect sizes on adolescent depression, when including dissertations and using 

more rigorous effect size calculations then previous meta-analyses on this subject, to be 

moderate (.34) with a range of -.66 to 2.02.  In addition, they also found that those studies 

on the effectiveness of psychotherapy on adolescent depression that were conducted in 

real-world settings had a small overall weighted mean effect size of .24.  So while the 

results from this study found small treatment effects for SFBT, other meta-analyses on 

psychotherapy found equal or only slightly better results depending on the research study 

setting.   

CLINICAL SETTINGS VERSUS REAL-WORLD SETTING.   
The study by Weisz et al. (2006) also raises an important point about study 

settings as a possible explanation for SFBT’s small effect size results.  As stated above, 

those studies conducted in real-world settings had a small overall mean effect size (.24), 

but those studies conducted in clinical settings had bigger overall mean effect size (.41), 

however it should be noted that this difference was not statistically significant.  

Nonetheless, effect sizes for research studies in clinical settings (viz., efficacy studies) 

have been shown to be much larger than those conducted in real-world practice settings 

(viz., effectiveness study).   

As Connor-Smith and Weisz (2003) explain, “Pure efficacy research tests the 

impact of interventions under optimal conditions” (p. 3), and this type of research is more 
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common in psychology than in social work research.  Efficacy studies conducted in 

clinical settings are able to control for many factors, such as intervention training, 

treatment fidelity, and client selection that effectiveness studies conducted in practical 

settings are not able to control for in their studies.  All these factors combined may 

reduce the impact of the intervention in effectiveness studies conducted in real-world 

settings (Connor-Smith & Weisz, 2003), for which many of the studies examining the 

effectiveness of SFBT were conducted.  For example, Weisz and Jensen (1999) found 

average effect sizes for the four broad based meta-analyses on adolescent psychotherapy 

conducted in efficacy trials ranged from .71 to .84 indicating that the treatment effects 

were large or nearly large.  In contrast, effectiveness studies in community settings for 

child and adolescent disorders found an overall mean effect size of .01, indicating no 

treatment effect, with a range of -.40 to .29.  Given the model transfer problems common 

in interventions tested in optimal efficacy trials (Hawley & Weisz, 2002; Weisz, Chu, & 

Polo, 2004), the small effect sizes found in SFBT should not be dismissed as 

unimpressive.        

DISSERTATIONS VERSUS PUBLISHED STUDIES.   
In further examining the differences in study effect sizes within each subgroup, 

effect sizes did vary notably based on whether a study was a dissertation or a published 

article.  While it can not be analyzed quantitatively through mixed-effects modeling, 

differences in effect sizes based on whether it was a dissertation or published study 

appear to be quite large and warranted further investigation.  For example, of the 5 

dissertations studies for externalizing behavior problems 3 had negative effect sizes, 

indicating that the control group did better than the SFBT group, and the other 2 studies 

had small effect sizes (.17 for both).  In comparison, of the 4 published studies for 
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externalizing behavior problems one study had almost a large effect size (.74), one study 

had moderate effect size (.47), one study had small effect size (.32) and one study had no 

effect (0).   

The same difference was also noticed in studies included in the meta-analysis for 

internalizing behavior problems.  For this subgroup, most of the studies were mostly 

dissertations (10 studies) with only 2 published studies included.  The two published 

studies had a moderate effect size (.57) and almost a large effect size (.74) while only one 

of the 10 dissertation studies had a moderate effect size (.56) and one large effect size 

(1.18).  The rest of the 8 dissertation studies were all small (6 studies) or negative effect 

sizes (2 studies), indicating that the control group did better on internalizing problem 

behaviors than the SFBT group.  

The final subgroup, family and relationship problem, also had differences in 

effect sizes between dissertations and published studies.  This one only had 3 

dissertations with one study having a negative effect size (-.56), one study had no effect 

(0), and one study had small effect size (.25).  In contrast, 5 published studies included 

one study with a large effect size (1.23), one study with nearly a large effect size (.70), 

one study with a moderate effect size (.52), and 2 studies with small effect sizes (.17, 

.29).  Across all three subgroups, dissertations had much lower effect sizes than the 

published studies which could bring down the overall mean effect size estimate.  On one 

hand, this is somewhat expected since mean effect sizes for doctoral dissertations average 

about a third smaller the published studies (Smith, 1980 as cited in Carlberg & Walberg, 

1984).  On the other hand, what is particularly interesting is that out of all the 

dissertations (18 Studies) included in all three subgroups, only one study had a moderate 

effect size (.56) and only one study had a large effect size (1.18) with all the rest having 
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either negative effect sizes or small effect sizes.  This is quite different from the 

published studies (11 studies) that had 4 large or nearly large effect sizes, 3 moderate 

effect sizes, and 4 small effect sizes.   

It seems these difference in effect sizes could be a possible explanation for the 

small overall mean effect size estimates with the negative and small effect sizes of 

doctoral dissertations bringing down the overall mean effect size average.  In fact a study 

by McLeod and Weisz (2004) examined this particular scenario.  Previous meta-analyses 

on the effectiveness of psychotherapy on adolescent depression found mean effect sizes 

ranging from .71 to .88 which are particularly impressive.  However, these studies used a 

less preferred and older synthesis model (unweighted least squares general linear model) 

and did not include dissertations, opting instead to only include published studies which 

tend to overestimate the treatment effect.  When McLeod and Weisz (2004) compared 

effect sizes estimates for dissertations with a sample of published studies, the results 

showed a statistical difference favoring published studies.  As it turns out, mean effect 

size estimates for published studies was .50 while the mean effect size estimates for 

dissertations was .23.  To address the methodological concerns of these dissertations and 

whether that might influence outcomes, McLeod and Weisz (2004) developed a 

composite measure of methodological quality and rated both the dissertation studies as 

well as the published studies used in their meta-analysis.  Results from the 

methodological quality composite measure showed statistically significant differences 

favoring dissertations; that is, dissertations were rated as having more rigorous 

methodological qualities than published studies.       
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INTERVENTION FIDELITY.   
This difference between doctoral dissertations and published studies might lead to 

the questioning of intervention fidelity in dissertations as a possible reason for its lower 

effect sizes.  According to Rubin and Babbie (2005), intervention fidelity involves, “The 

degree to which an intervention being evaluated is actually delivered to clients as 

intended” (p. 750).  Of concern is the type of SFBT training the clinicians received in the 

dissertation studies prior to the intervention that could affect the quality of SFBT 

delivered to the experimental group and thereby affect the study results.  There were 6 

dissertations that either had no SFBT training or did not mention any training for the 

clinicians implementing the intervention and one study that was not clear.  Of the 4 

remaining dissertation studies, one had 2 hours of training and one had 6 hours of 

training, while the other two had 15 and 20 hours of training.   

Similarly, there were 5 published studies that either had no SFBT training or did 

not mention any training for the clinicians implementing the intervention and 2 studies 

that were not clear.  However, of the 4 remaining published studies, one provided 20 

hours of training, one consisted of a 2 day workshop along with booster sessions, one was 

a 4 day training, and one provided 8 week training course.  All four of the doctoral 

dissertations that provided 20 hours or less in training had either negative effect sizes or 

small effect sizes.  In comparison, published studies that provided 2 and 4 day training 

both had nearly large effect sizes (.70 and .74).  The one published study that provided 20 

hours of training had an effect size of zero and interestingly, the study that provided 8 

weeks training also had an effect size of zero.  It could be that providing less than 20 

hours of training on SFBT, which is what the dissertations that provided this information 

had, is not enough to ensure competence in the delivery of the therapy model and 

threatens intervention fidelity.  While the core components and techniques of SFBT 
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model may appear simplistic, becoming proficient and skilled in delivering the SFBT 

model takes practice and ample training.  Given the fact that it appears the published 

studies provided more training in the therapy model than those dissertation studies, it 

raises questions about intervention fidelity for those dissertations and whether there was 

sufficient training in the SFBT model.    

ONE GROUP PRETEST-POSTTEST SUMMARY.   
Effect size estimates were also calculated for studies using one group pretest-

posttest designs but these studies were not included in the meta-analysis due to 

methodological problems of combining one group pretest-posttest design studies with 

group contrast designs studies.  Results from solution-focused brief therapy studies that 

examined externalizing problem behaviors had higher effect size estimates than those 

studies that examined internalizing problem behaviors.  Most of the effect size measures 

for externalizing behavior problems were in the moderate to large treatment effect range 

with one study (Dahl et al., 2000) having a large effect size score of 1.60.  In contrast, 

most of the effect size measures for internalizing behavior problems were in the small to 

moderate treatment effect range with the largest effect size being .58 for Coe (2000).  The 

study by Dahl et al. (2000) used the Global Assessment of Functioning (GAF) scale 

which measures both internalizing and externalizing behavior problems.  Mean 

composite scores on the GAF scale with produced an effect size estimate of 1.48, which 

is considered large.  Overall, solution-focused brief therapy studies that utilized one 

group pretest-posttest designs tended to have higher effect size estimates than those 

calculated in the meta-analysis, especially for externalizing problem behaviors.    
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SINGLE-SUBJECT DESIGN SUMMARY.   
Scruggs, Mastropieri, & Casto (1987) recommends calculating the proportion of 

overlapping data between baseline and treatment phases in single-subject graphs to 

determine an index of treatment effectiveness.  Results for all three outcome measures for 

the single-subject design studies were mixed using the PND method.  In terms of 

solution-focused brief therapy’s effectiveness in   externalizing problem behavior, 

Franklin et al. (1997) had a PND of 100 percent indicating it was highly effective.  Polk 

(1997) also had two outcome measures with PND of 100 percent and one outcome 

measure with 66.7 percent which is considered mildly effective.  Yarbrough (2004) had 

one outcome measure with a PND of 93.8% that is considered highly effective and one 

that was zero percent.  Franklin et al. (2001) had two moderately effective PND scores of 

81.3 percent and 88.9 percent, two mildly effective PND scores of 66.7 percent and 

60.0%, and one that was 47.7 percent which is considered ineffective.  Conoley (2001) 

reported a PND of zero percent for their externalizing behavior problem which is 

considered ineffective.   

As for internalizing behavior problems, Jakes & Rhodes (2003) had all three 

outcome measures report a PND that was considered ineffective.  Franklin et al. (2001) 

also had one outcome measure report a PND that was considered ineffective (11.1 %) but 

had one outcome measure with a PND of 66.7 percent which is considered mildly 

effective.      

Finally, family and relationship problems had similar results as internalizing 

problem behavior.  Nelson & Kelley (2001) had one outcome measure with a PND of 20 

percent which is considered ineffective while the other outcome measure had a PND of 

50 percent which is considered mildly effective.  Naude’s (1999) study fared a little 

better with one outcome measure having a PND of 86.2 percent which is deemed 
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moderately effective and another with a PND of zero percent which is considered 

ineffective.   

QUALITATIVE DESIGN SUMMARY.   
Five qualitative studies, all dissertations, also looked at the effectiveness of 

solution-focused brief therapy with more positive results supporting solution-focused 

brief therapy.  Studies by Stevens (1999) and Demmons (2003) found positive results 

favoring those clients receiving solution-focused brief therapy.  Studies by Garner (2000) 

and Rymarchyk (2000) also found favorable results for SFBT based on the perceptions of 

counselors and caseworkers using the model.  Only one study (Speicher-Bocija, 1999) 

found no difference between clients who received SFBT and those that received an 

alternative treatment.   

STUDIES WITHOUT ENOUGH STATISTICAL INFORMATION SUMMARY.   
There were 8 independent groups design studies that examined the effectiveness 

of solution-focused brief therapy but were omitted from the meta-analysis because they 

did not provide enough statistical information to calculate effect sizes.  Additionally, 

there was one repeated measures design study (Gensterblum, 2001) that also did not 

report enough statistical information to calculate effect sizes.  But in looking at their 

results, six out of the nine studies were in support of solution-focused brief therapy.  

Rhee (2001) found statistically significant differences in favor of SFBT when compared 

to waiting list group but no difference when compared to other psychotherapy models, 

while Gensterblum (2001) found statistically significant results from pretest to posttest.  

The other four studies (Beyebach, 2000; Kegley, 2000; Lindfross & Magnuson, 1997; 

Reuterlov et al., 2000) just reported higher percentages favoring solution-focused brief 

therapy.  The three studies that did not find any difference between solution-focused brief 



 

 103

therapy groups and the comparison groups were Littrell et al. (1995), Macdonald (1997), 

and Tate (2001).   

IMPLICATIONS FOR SOCIAL WORK PRACTICE 
 Social work practitioners and other counselors may be wondering, “So is SFBT 

effective and if so, on what client populations does SFBT work?”  Meta-analyses are 

conducted to provide the most conclusive answers possible to these important practice 

questions but the state of the research on SFBT and limited numbers of studies available 

only provides tentative answers to those practice questions at this point.  Therefore the 

answer to those questions is both yes and no.  The one area where SFBT appears to be 

effective is with internalizing behavior problems such as depression, anxiety, self-concept 

and self-esteem.   It doesn’t appear SFBT is as effective with externalizing behavior 

problem such as hyperactivity, conduct problems, aggression or with family and 

relationship problems.  However, despite these overall findings both externalizing and 

family and relationship problem areas had two studies that were statistically different 

from zero and strongly favoring SFBT group.  Again, it should be noted that while the 

effect size estimates were small for all three outcome constructs, they were no different 

or slightly lower than other well researched psychotherapy interventions.  Results from 

the SFBT meta-analysis are comparable to other meta-analyses on psychotherapies that 

also included dissertations and other unpublished studies to combat publication bias.  The 

results on SFBT should also be viewed upon with the fact that most of the studies were 

conducted under real-world practice conditions.  In fact, viewed practically, SFBT is 

offered with few sessions and performs similar to other therapy conditions conducted in 

community settings with longer therapy sessions. 
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 This meta-analysis has several implications for social work practitioners beyond 

whether solution-focused brief therapy model is effective or not.  First, training in the 

model may require more than 20 hours for clinicians to become competent and proficient 

in SFBT.  For the studies that provided training information, effect sizes were negative or 

small for those studies that provided 20 hours or less in SFBT training and nearly large 

for those studies that provided 2 and 4 day trainings.  Social workers and other clinicians 

using SFBT model should not be fooled into thinking the model is easy to master because 

the techniques are well spelled out and easily understood.  In addition, researchers 

conducting studies on this model should ensure treatment integrity by providing adequate 

pre-therapy training to therapists, treatment manual, therapist supervision, and adherence 

checks (McLeod & Weisz, 2004).       

Also, solution-focused brief therapy may be beneficial for those difficult clients 

who have been unsuccessful in resolving problems.  This model can be effective in 

helping to create change in the target problem quickly and identify specific goals 

collaborated by both the client and social worker.  Across the three different outcome 

constructs in this meta-analysis, several individual studies found large effect sizes with 6 

or fewer therapy sessions.  Furthermore, many of the studies examining the effectiveness 

of SFBT included in the meta-analysis are conducted in real-world settings and therefore 

show promise under typical clinical practice situations unlike the optimal clinical efficacy 

studies that have shown to be ineffective when the model is transferred into clinical 

practice settings.  

Finally, this meta-analysis will help social work clinicians in their pursuit to 

practice evidence-based practice.  Unfortunately social work practitioners and other 

counselors have a difficult time trying to incorporate research in their practice.  As Cook, 
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Mulrow, & Haynes (1997) points out, “We may lack the time, motivation, and basic 

skills needed to find, critically appraise, and synthesize information, all of which we must 

do if we are to integrate the results of original studies into our practice.  Fortunately, 

several potent methods are emerging that can greatly enhance our ability to interpret and 

apply research evidence; foremost among them is the systematic review” (p. 377).  To 

date, this is the first meta-analysis on SFBT which social work practitioners and other 

counselors can use in their evaluation on the empirical evidence.  This study builds on the 

work of Gingerich and Eisengart (2000) by calculating size of effect, including 

qualitiative and single-subject designs, and incorporating more dissertations and recently 

published studies which used more rigorous research designs.  This study allows social 

workers and other clinicians interested in solution-focused brief therapy to examine the 

empirical evidence quickly and with more definitive information than just p-values or 

narrative reviews.        

LIMITATIONS OF THE STUDY AND FUTURE DIRECTIONS FOR RESEARCH  
Results from the meta-analysis should be looked upon with some caution due to 

the limited number of studies available for inclusion in the meta-analysis.  The relatively 

small number of studies included in the meta-analysis not only reduces statistical power, 

but also limits generalizability.  One of the main reasons for the small number of studies 

included in the meta-analysis was because articles did not provide enough statistical 

information to calculate effect sizes or the studies did not mention any of the core 

components necessary to be considered solution-focused brief therapy.  Efforts were 

made to contact authors to try and retrieve relevant data necessary to calculate effect sizes 

but most attempts were unsuccessful.  The other reason for the small number of studies is 

that the 22 studies meeting all the criteria for inclusion were then divided into subgroups 
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based on similar outcome constructs.  This resulted in only being able to include 9 studies 

for the externalizing behavior problem subgroup, 12 studies for internalizing behavior 

problem subgroup, and 8 studies for family and relationship problem subgroup.  

Another limitation has to do with relying on the results of other researchers’ 

studies.  Concerns arise in evaluating the treatment fidelity by the therapist conducting 

the solution-focused brief therapy sessions and their training level in the model.  Results 

on the effectiveness of solution-focused brief therapy could be misleading if therapists 

weren’t adequately trained or did not adhere to the core components of the therapy 

model.  On a related note, outcome measures employed by the researcher can also 

produce potentially misleading information.  One possible explanation for the relatively 

small effect size estimates in the meta-analysis may be a result of measurement error. The 

types of measures used, especially for internalizing behavior problems, may be 

inappropriate to detecting clinical changes.  Almost half the studies examining 

internalizing behavior problems used self-esteem or self-concept measures with 

adolescents in school settings with the belief that higher self-esteem will result in cause 

positive outcomes.  While self-esteem does have a high correlation with happiness, 

improving self-esteem through therapeutic interventions does not produce better 

academic performance or outcomes (Baumeister et al., 2003). 

Another concern commonly reported in meta-analyses involves the quality of 

studies and inclusion of dissertations.  Because meta-analysis is directly influenced by the 

primary studies selected for inclusion, many researchers incorporate the variations in 

study qualities into account in their research synthesis.  The most common method for 

addressing the concerns about the qualities of studies included in a meta-analysis is to use 

some sort of rating scale assessing study quality and using it as a predictor variable to 
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help explain effect size variability across studies.  Unfortunately there is no agreement on 

how to assess methodological quality in primary studies (Lipsey & Wilson, 2001; 

McLeod & Weisz, 2004; Well & Littrell, 2005).  Currently there are more than 60 quality 

rating scales with most being vague or having little empirical support, and none 

specifically developed for the social science area (Well & Littrell, 2005).  In addition to 

the lack of agreement about how to define quality of research, there is also no agreement 

on how to weight the different qualities of studies (Bangert-Drowns, 1997).  However, 

primary study quality should be considered in the future as more studies become 

available and as a consensus on how to best deal with methodological quality assessment 

becomes accepted within the field of meta-analysis.   

In order to confidently determine the effectiveness of solution-focused brief 

therapy through a meta-analytic review, more primary studies with larger sample sizes 

and rigorous research designs are needed.  Additionally, studies using experimental 

designs need to utilize standardized measures that are sensitive enough to measure brief 

therapy changes and that possess satisfactory clinical sensitivity, especially for 

internalizing behavior problems.  To help reduce the number of studies excluded from a 

meta-analysis, studies should publish enough statistical information to calculate ES, such 

as means and standard deviations scores  for both pretest and posttest and experimental 

and control groups.   

Improving treatment fidelity in future studies and ensuring clinicians conducting 

therapy sessions have extensive training in the solution-focused brief therapy model will 

help ensure confidence in the results obtained from the primary study.  Another possible 

approach to improving treatment fidelity in studies is with the development of a treatment 

manual which is empirically tested to further improve adherence to the solution-focused 
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brief therapy model.  Most therapy models that are deemed evidence-based are 

manualized practices which allow for some consistency amongst researchers conducting 

the studies.  Currently the Solution-focused Brief Therapy Association is in the process of 

creating treatment manuals which will aid in improving intervention fidelity.   

CONCLUSION 

This systematic review synthesizes previous research studies examining the 

effectiveness of solution-focused brief therapy and builds upon the systematic qualitative 

review done by Gingerich & Eisengart (2000).  Taken as a whole (all designs), SFBT 

does show promise as primary studies have indicated, especially when addressing 

internalizing behavior problems.  Unfortunately not enough studies were available in the 

meta-analysis to examine potential reasons for heterogeneity across study effect sizes.  

While results from the meta-analysis reports small treatment effects for all three outcome 

measures, the results were comparable to other meta-analyses that examined the 

effectiveness of social work practice models and psychotherapies, especially in real world 

settings.  Furthermore, there is some evidence of clinical significance given the brief 

nature of the model, the wide array of treatment problems the model has been used, and 

the applied nature of the studies’ setting.   
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Table 1. Gingerich & Eisengart (2000) Well Controlled Studies  
Author 
and Date 

Population Sample 
Size 

Setting Sessions Design Type 

Sundstrom 
(1993) 

College 
Student 
(All Females) 

40 University 
Counseling 
Center 

1 Pretest-posttest 
with control 
group  

Zimmerman 
(1996) 

Parents 42 Marriage and 
Family 
Therapy 
Clinic 

6 Pretest-posttest 
with control 
group 

Cockburn 
(1997) 

Orthopedic 
Patients 

48 Rehabilitation 
Program 

6 Solomon 4 group 

Lindforss 
(1997) 

Adult 
Criminals 

60 Swedish 
Prison 

5 Pretest-posttest 
with control 
group 

Seagram 
(1997) 

Youth 
Offenders 

40 Secure Youth 
Facility  

10 Pretest-posttest 
with control 
group 
 

 

Table 2. Gingerich & Eisengart (2000) Moderately Controlled Studies 
Author and 
Date 

Population Sample 
Size 

Setting Sessions Design Type 

Littrell  
(1995) 

9-12 graders 61 High School 3 Post-test only 
with 
comparison 
group 

LaFountain 
(1996) 

Elementary 
and High 
School 
Students 

311 Elementary and 
High School 

8 Pretest-posttest 
with 
comparison 
group 

Triantafillou 
(1997) 

Children 12 Children’s 
Residential 
Treatment 
Agency 

4 Post-test only 
with 
comparison 
group 

Zimmerman 
(1997) 

Couples 36 Marriage and 
Family Therapy 
Clinic 

6 Pretest-posttest 
with 
comparison 
group 
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Table 3. Gingerich & Eisengart (2000) Poorly Controlled Studies 
Author 
and Date 

Population Sample 
Size 

Setting Sessions Design Type 

Polk 
(1996) 

Adults 1 Employee 
Assistance 
Program 

6 Single subject 
AB 

Eakes 
(1997) 

Families 10 Mental Health 
Clinic 

5 Pretest-
posttest 
comparison 
group  

Franklin 
(1997) 

Adolescents 3 Youth Runaway 
and Homeless 
Shelter 

5 Single subject 
AB 

Geil  
(1998) 

Elementary 
School 
Children and 
Teachers 

8 
student-
teacher 
pairs 

Elementary 
School 

12 Single subject 
AB 

Lambert 
(1998) 

Adult Couples 72 Private Practice 2-7 Pretest-
posttest with 
comparison 
group 

Sundman 
(1997) 

Adults 382 Public Social 
Service 
Agencies 

Not 
Reported 

Post-test only 
comparison 
group  
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Table 4. Experimental and Quasi-experimental Studies 
Author Population Sample 

Size 
Setting Number 

of 
Sessions 

Measures 

Adams et al. 
(1991) 
 

Families 40 University 
Marriage and 

Family Therapy 
Center 

 

9.5 Immediate Outcome Rating Scale- Goal Clarity, 
Optimism, & Compliance 
 

Cockburn, et al. 
(1997) 
 

Orthopedic 
patients 

48 Rehabilitation 
Program 

 

6 Family Crisis Oriented Personal Evaluation Scales, 
Psychological  
 

Cook (1998) Students 68 Elementary 
School 

 

6 Piers-Harris Children’s Self-Concept Scale 
 

Eakes et al. 
(1997) 

Families 10 Mental health 
clinic 

 

5 Family Environment Scale 
 

Franklin et al. 
(under review) 
 

Students 85 Alternative High 
School 

N/A Credits Earned  

Gallardo-
Cooper (1997) 
 

Mothers and 
teachers 

66 Family home 1 Eyberg Child Behavior Scale, Sutter-Eyberg Student 
Behavior Scale  
 

Ingersoll-
Dayton et al. 
(1999) 
 

Elderly 21 Nursing Home 7 Modified Caretaker Obstreperous-Behavior Rating 
Assessment 
 

Leggett (2004) 
 

Students 67 Elementary 
School 

 
 

11 Coopersmith Self-Esteem Inventory, Children’s Hope 
Scale 
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Marinaccio 
(2001) 

Students, 
mothers, & 

teachers 
 

168 Family Support 
Center 

2-7 Behavioral Assessment by Student, Teacher, & Parent 
Rating Scale 
 

Moore et al. 
(under review) 
 

Students 59 Elementary 
School 

5.8 Achenbach Behavioral Checklist- Teacher & Student 
Report Form 
 

Newsome 
(2004) 
 

Students 52 Junior High 
School 

8 Grades, Attendance 
 

Seagram (1997) Youth 
Offenders 

40 Secure Facility 
for youth 
offenders 

10 Test of Self-Conscious Affect for Adolescents, Jesness 
Behavior Checklist, Coopersmith Self-Esteem 
Inventory, Carlson Psychological Survey, Test of Self-
Conscious Affect, Solution-focused Questions 
 

Springer et al. 
(2000) 
 

Students 10 Elementary 
School 

6 Hare Self-esteem Scale 

Sundman 
(1997) 

Adults 382 Public social 
service agencies 

 

N/A Therapist and client questionnaire 
 

Sundstrom, 
(1993) 

Female College 
Students 

40 University 1 Beck Depression Inventory, Depression Adjective 
Checklist 
 

Triantafillou 
(2002) 
 

Children 30 Children’s 
Residential 
Treatment 
Agency 

 

4 Parent Adolescent Communication Scale, Devereux 
Scale of Mental Disorder, Social Skills Rating System, 
Total Number of Physical Restraints, Total Problems 
Behavior, Family Adaptability and Cohesion 
Evaluation Scales II (foster youth rating) 
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Villalba (2002) Students 59 Elementary 
School 

6 Piers-Harris Children’s Self-Concept Scale, School 
Attitude Inventory 
 

Wettersten 
(2002) 

Adults 65 University 
Counseling 

Center 
 

2-48 Brief Symptom Inventory 
 

Zimmerman et. 
al. (1996) 
 

Parents 42 Marriage & 
Family Therapy 

Clinic 
 

6 Parenting Skills Inventory  
 

Zimmerman et. 
al. (1997) 

Couples 36 Marriage & 
Family Therapy 

Clinic 

6 Dyadic Adjustment Scale 

 

Table 5. Single Case Design 
Author Population Sample 

Size 
Setting Number 

of 
Sessions 

Measures 

Conoley et al. 
(2003) 

Defiant and 
Oppositional 
Aggressive 
Children 

 

3 Unknown 4-5 Parent Daily Report (PDR) and Behavior Assessment 
System for Children-Parent Rating Scale (BASC) 
 

Franklin et al. 
(1997) 

Adolescents 3 Youth homeless 
shelter 

 

5  Self-Anchored Rating Scales 

Franklin et al. 
(2001) 
 

Students 7 Elementary 
School 

 
 

5-10 Connors Teacher Rating Scale-39 
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Jakes & Rhodes 
(2003) 
 

Adults with 
chronic 

delusions 

5 Unknown 6-68 
 

Conviction Percent 
Preoccupation 
Distress 
 

Naude (1999) Adult couples 8  
 

Military clinic 4-8 Dyadic Adjustment Scale, Goal Attainment Scale 

Nelson (2001) Adult couples 5 Unknown 4 Revised Dyadic Adjustment Scale, Kansas Marital 
Satisfaction Scale, Self-Reported Goal Sheet  
 

Polk (1996) Adults 1 Employee 
assistance 
program 

 

6 Days abstaining from alcohol, Days work attended 
 

Yarbrough 
(2004) 

Students 6 Elementary 
School 

5 Assignment Completion Rates, Assignment Accuracy 
Rates 

 
 
Table 6. One group pretest-posttest 

Author and 
Date 

Population Sample 
Size 

Setting Number 
of 

Sessions 

Measures 

Coe (2000) Adults 40 Community 
Mental Health 

 

N/A Goal Attainment Scale, Brief Symptom Inventory 
 

Corcoran & 
Stephenson 
(2000) 
 

Children 136 University 
sponsored mental 

health clinic 

4-6 Feelings, Attitudes and Behaviors Scale for Children, 
Conners’ Parent Rating Scale 

Dahl et al. 
(2000) 

Elderly 74 Outpatient Clinic 2-3 Global Assessment of Functioning, Goal Attainment 
and Motivation Scale 
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Lee et al. 
(2004) 
 

Adults 116 Domestic 
Violence 

Treatment Center

8 Index of Self-esteem, Solution Identification Scale 
 

 
 
Table 7. Qualitative Studies 

Author and 
Date 

Population Sample 
Size 

Setting Number 
of 

Sessions 

Measures 

Demmons 
(2003) 

Students 5 Elementary 
School 

6 Behavior Assessment Scale for Children, Teacher 
Rating Scale, Parent Rating Scale, Self-Report of 
Personality 
 

Garner (2000) Counselors 4 Elementary & 
Middle School 

 

4-6 Post-session Response Form, Structured interviews 
 

Rymarchyk 
(2000) 

Child Protective 
Workers 

16 Not Mentioned Not 
Reported

Interviews with workers and clients, Logbooks, 
Observations by researchers 
 

Stevens (1999) Students 10 Middle School Not 
Reported

Participant observation, Interviews, Student journals, 
Field notes 
 

Speicher-Bocija 
(1999) 

Adults 21 Family Service 
Agency 

Not 
Reported

Self-Efficacy Scale, Counseling Goal Self-Efficacy 
Scale, Internal Control Index, Post Session 
Questionnaire 
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Table 8. Studies Without Enough Statistical Information 
Author Population Sample 

Size 
Setting Number 

of 
Sessions 

Measures 

Beyebach 
(2000) 

Families 83 Family Therapy 
Center at 

University in 
Spain 

 

4-5 Presenting Problem Classification System, First 
Session and Last Session Rating Questionnaire, 
Follow-up Questionnaire 
 

Gensterblum 
(2001) 

Youth 39 Residential 
Treatment Center 

9 No standardized measures used; just examined 
number of merits and demerits of residents by staff  
 

Johnson 
(2000) 

Adults 185 University 
Psychological 

Service 
 

N/A Client Satisfaction Questionnaire 

Kegley (2000) School 
counselors 

 

51 Elementary 
School 

N/A Researcher developed questionnaire- not validated 
 

Koob (1998) Supervisors 
and therapists 

55 Not Mentioned N/A Supervisor Opinion Scale, Supervisor Information 
Form, Therapist Self-Efficacy Scale, Therapist 
Information Form 
 

LaFountain & 
Garner (1996) 
 

Students 311 Elementary, 
Middle, and High 

School 
 

8 Index of Personality Characteristics 

Lee (1997) Children 59 Children’s mental 
health facility 

 
 
 

5.5 Questionnaire from Brief Family Therapy Center 



 

 

117

Lindfross & 
Magnuson 
(1997) 
 

Prisoners 60 Prison 5 Recidivism (new offense with return to probation or 
prison) 

Littrell et al. 
(1995) 

Students 61 High School 1 Likert Scale Questionnaire assessing changes in 
students’ concerns, goal attainment, intensity of 
students’ feelings  
 

Macdonald 
(1997) 

Psychiatric 
patients 

36 Psychiatric 
hospital 

 

3.35 Questionnaire from Brief Family Therapy Center 

Reuterlov et 
al. (2000) 
 

Swedish Adults 129 Swedish 
Hospital-

Alcohol/Drug 
Unit 

 

4.5 Client report on whether things were better before 
each session, Likert scaling score (1-10) 
 

Rhee (2001) Adults 85 Over the 
Telephone 

N/A Beck Depression Inventory, Brief Symptom Index, 
Brief Psychiatric Rating Scale, Satisfaction with Life 
Scale 
 

Tate (2001) African 
American 
adults and 
children 

68 Psychological 
Clinic 

N/A Premature and Regular Termination, Treatment 
Modalities 
 

 

Table 9 Meta-analysis Externalizing Behavior Outcome Results 
Author Population Sample 

Size 
Setting Number 

of 
Sessions 

Outcome Measure Effect Size 
(d) 

CI 

 Franklin et al. 
(under review) 

Students 85 Alternative High 
School 

N/A Credits Earned .47 (.03, .91) 
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Gallardo-
Cooper (1997) 
 

Mothers & 
Teachers 

66 Family Home 1 Eyberg Child Behavior 
Scale, Sutter-Eyberg 
Student Behavior Scale 
 

-.14 (-.56, .28) 

Huang (2001) Couples 39 Military Hospital 8 Conflict Tactics Scale, 
Scaling Questions 
 

-.43 (-1.24, .38) 

Ingersoll-
Dayton et al. 
(1999) 
 

Elderly 21 Nursing Home 7 Modified Caretaker 
Obstreperous-Behavior 
Rating Assessment 
 

.32 (-.30, .94) 

Marinaccio 
(2001) 

Students, 
Mothers, & 
Teachers 

 

120 Family Support 
Center 

4.5 Behavioral Assessment 
System for Children 
(BASC)- conduct & 
aggression subscale 
 

-.25 (-.56, .06) 

Moore et al. 
(under review) 
 

Students 59 Elementary 
School 

5.8 Achenbach Behavioral 
Checklist- Teacher & 
Student externalizing 
behavior subscale 
 

.74 (.20, 1.28) 

Newsome 
(2004) 
 

Students 52 Junior High 
School 

8 Grades & Attendance 0 (-.55, .55) 

Seagram 
(1997) 

Youth 
Offenders 

40 Secure Facility 
for Youth 
Offenders 

10 Jesness Behavior 
Checklist, Carlson 
Psychological Survey, 
Solution-focused 
Questions, Test of Self-
Conscious Affect 
 

.17 (-.47, .81) 
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Triantafillou 
(2002) 
 
 
 
 

Children 
 
 
 
 

 

30 Children’s 
Residential 
Treatment 
Agency 

 
 

4 Devereux Scales of 
Mental Disorder- 
externalizing score & 
critical pathology 
score,  
Social Skills Rating 
System, Total Number 
of Problem Behaviors, 
Total Number of 
Physical Restraints 

.17 (-.59, .93) 
 
 
 
 
 
 

 
 
Table 10 Meta-analysis Internalizing Behavior Outcome Results 

Author Population Sampl
e Size 

Setting Number 
of 

Sessions 

Outcome Measure Effect Size 
(d) 

CI 

Bozeman 
(1999) 

Psychiatric 
Patients 

 

52 Outpatient Mental 
Health Clinic 

3 Beck Depression 
Inventory, Nowotny 
Hope Scale 
 

.56 (-.01, 1.13) 

Cook (1998) Students 68 Elementary School 6 Piers-Harris Children’s 
Self-Concept Scale 
 

.28 (-.21, .77) 

Huang (2001) Couples 39 Military Hospital 8 Beck Depression 
Inventory 
 

.23 (-.58, 1.04) 

Leggett (2004) Students 67 Elementary School 11 Coopersmith Self-
Esteem Inventory, 
Children’s Hope Scale 
 

.04 (-.45, .53) 

Marinaccio 
(2001) 

Students 
 

48 Family Support 
Center 

4.5 Student Report of 
Personality, 

.06 (-.24, .37) 
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 BASC-adaptability, 
anxiety, social skills 
subscales 
 

Moore et al. 
(under review) 
 

Students 59 Elementary School 5.8 Achenbach Behavioral 
Checklist- Teacher & 
Student internalizing 
behavior subscale 
 

.74 (.20, 1.28) 

Seagram 
(1997) 

Youth 
Offenders 

40 Secure Facility for 
Youth Offenders 

10 Coopersmith Self-
Esteem Inventory 
 
 

-.06 (-.70, .58) 

Springer et al. 
(2000) 
 

Students 10 Elementary School 6 Hare Self-Esteem Scale .57 (-.91, 2.05) 

Sundstrom 
(1993) 

College 
Students 

40 University 
Counseling Center 

1 Beck Depression 
Inventory, Depression 
Adjective Checklist 

1.18 (.48, 1.88) 

Triantafillou 
(2002) 

Children 30 Children’s 
Residential 

Treatment Agency 
 

4 Devereux Scales of 
Mental Disorder- 
internalizing score 
 

-.46 (-1.23, .31) 

Villalba 
(2002) 

Students 59 Elementary School 6 Piers-Harris Children’s 
Self-Concept Scale 
 

.11 (-.41, .63) 

Wettersten 
(2002) 

Adults 65 University 
Counseling Center 

25 Brief Symptom 
Inventory 

.26 (-.24, .76) 
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Table 11 Meta-analysis Family and Relationship Outcome Results 
Author Population Sample 

Size 
Setting Number 

of 
Sessions 

Outcome Measure Effect Size 
(d) 

CI 

Adams et al. 
(1991) 

Families 40 University 
Marriage & 

Family Therapy 
Clinic 

9.5 Immediate Outcome 
Rating Scale-Goal 
Clarity, Optimism, & 
Compliance 
 

.70 (.04, 1.36) 

Cockburn et 
al. (1997) 

Orthopedic 
Patients 

 

48 Rehabilitation 
Clinic 

6 Family Crisis Oriented 
Personal Evaluation 
Scales, Psychological 
Adjustment to Illness 
Scale-Self Report 
 

1.23 (.30, 2.16) 

Eakes et al. 
(1997) 
 

Families 10 Mental Health 
Clinic 

5 Family Environment 
Scale 

.52 (-.38, 1.42) 

Huang (2001) Couples 39 Military Hospital 8 Marital Status 
Inventory, Dyadic 
Adjustment Scale 
 

.25 (-.56, 1.06) 

Sundman 
(1997) 

Adults 200 Public Social 
Service Agencies 

N/A Therapist& Client 
Completed 
Questionnaire 

0 (-.28, .28) 

Triantafillou 
(2002) 
 

Children 30 Children’s 
Residential 
Treatment 
Agency 

4 Parent-Adolescent 
Communication Scale, 
Family Adaptability & 
Cohesion Scales II 
 
 
 

-.56 (-1.33, .21) 
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Zimmerman et 
al. (1996) 

Parents 42 Marriage & 
Family Therapy 

Clinic 
 

6 Parent Skills Inventory .17 (-.52, .86) 

Zimmerman et 
al. (1997) 

Couples 36 Marriage & 
Family Therapy 

Clinic 

6 Dyadic Adjustment 
Scale 

.29 (-.20, .78) 

 
 
Table 12. Single Subject Design Externalizing Behavior Outcome Results 

Author Population Sample Size Setting Number 
of 

Sessions 

Outcome Measures PND 
(median) 

Conoley et 
al. (2001) 

Oppositional 
aggressive 
children 

 

3 Unknown 4-5 Parent Daily Report: Problem 
Frequency 
 
 

0% 

Franklin et 
al. (1997) 
 

Adolescents 3 Youth 
homeless 

shelter 
 

5 Self-Anchored Scale 
 

100% 

Franklin et 
al. (2001) 
 

Students 7 Elementary 
School 

5-10 Conners Teacher Rating Scale: 
Hyperactivity 
Conners Teacher Rating Scale: 
Hyperactivity Index 
Conners Teacher Rating Scale: 
Asocial 
Conners Teacher Rating Scale: 
Conduct Problem 
Conners Teacher Rating Scale: Day 
Dream Attention 
 

66.7% 
 

47.7% 
 

81.3% 
88.9% 

 
60% 
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Polk (1997) 
 

Adults 1 Employee 
assistance 
program 

6 Days Abstinent 
Days Abstinent Collateral Report 
Attendance Report 
 

100% 
100% 
66.7% 

Yarbrough 
(2004) 

Students 6 Elementary 
School 

5 Assignment Completion Rates 
Assignment Accuracy Rates 

93.8% 
0% 

 
 
Table 13. Single Subject Design Internalizing Behavior Outcome Results 

Author Population Sample 
Size 

Setting Number 
of 

Sessions 

Outcome Measures PND 
(median) 

Jakes & 
Rhodes 
(2003) 

Adults with 
delusions 

5 Unknown 6 -68 Conviction Percent 
Preoccupation 
Distress 
 

42.7% 
7.1% 
0% 

Franklin et 
al. (2001) 
 

Students 7 Elementary 
School 

5-10 Conners Teacher Rating Scale: 
Emotional Indulgence 
Conners Teacher Rating Scale: 
Anxious Passive 

66.7% 
 

11.1% 

 
 
Table 14. Single Subject Design Family and Relationship Outcome Results 

Author Population Sample 
Size 

Setting Number 
of 

Sessions 

Outcome Measures PND 
(median) 

Nelson & 
Kelley 
(2001) 

Adult couples 5 Unknown 4 Revised Dyadic Adjustment Scale 
Kansas Marital Satisfaction Scale 
 

50% 
20% 

Naude 
(1999) 

Adult couples 16 Military clinic 4-8 Relationship Thermometer Ratings 
Goal Attainment 
 

86.2% 
0% 
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Table 15. One group pretest-posttest Externalizing Behavior Problem 
Author and 

Date 
Population Sample 

Size 
Setting Number 

of 
Sessions 

Measures Results 
Effect Size 
Estimates 

Coe (2000) Adults 40 Community 
Mental Health 

Unclear Brief Symptom Inventory 
 
 

.43 

Corcoran & 
Stephenson 
(2000) 

Children 136 University 
sponsored 

mental health 
clinic 

4-6 Feelings, Attitudes and Behaviors 
Scale for Children  
 
Conners’ Parent Rating Scale 
 

-.18 
 
 

.66 

Dahl et al. 
(2000) 

Elderly 74 Outpatient 
Clinic 

2-3 Global Assessment of Functioning 
(measures both internal & external) 
 
Goal Attainment and Motivation  
 

1.48 
 

1.60 

Lee et al. 
(2004) 
 

Adults 116 Domestic 
Violence 
Treatment 

Center 

8 Solution Identification Scale 
 

.62 

 
 
Table 16. One group pretest-posttest Internalizing Behavior Problem 

Author and 
Date 

Population Sample Size Setting Number 
of 

Sessions 

Measures Results 

Coe (2000) Adults 40 Community 
Mental Health 

 
 
 

Unclear Brief Symptom Inventory 
 

.58 
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Corcoran & 
Stephenson 
(2000) 

Children 136 University 
sponsored 

mental health 
clinic 

4-6 Feelings, Attitudes and Behaviors 
Scale for Children 
 
Conners’ Parent Rating Scale 
 

.35 
 
 

.16 

Dahl et al. 
(2000) 

Elderly 74 Outpatient 
Clinic 

2-3 Global Assessment of Functioning 
(measures both internal & external) 
 

1.48 
 
 

Lee et al. 
(2004) 
 

Adults 116 Domestic 
Violence 
Treatment 

Center 

8 Index of Self-esteem 
 

.24 

 

Table 17. Qualitative Studies 
Author and 

Date 
Population Sample 

Size 
Setting Number 

of 
Sessions 

Measures Results 

Demmons 
(2003) 

Students 5 Elementar
y School 

6 Behavior 
Assessment Scale 
for Children, 
Teacher Rating 
Scale, Parent 
Rating Scale, Self-
Report of 
Personality 
 

Every child reported meeting his/her 
individual goal, and three children 
even perceived such change that their 
BASC self-reports indicated 
statistically significant improvement 
on scales considered directly related 
to the interpersonal problem and 
more indirect. However, the 
children’s exit interview transcripts 
did not support feelings of 
empowerment or the ability to 
transfer SFBT skills to other 
problems. 
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Garner 
(2000) 

Counselors 4 Elementar
y and 

Middle 
School 

4-6 Post-session 
Response Form, 
Structured 
interviews 
 

School counselors perceived the 
model as a viable option for group 
counseling. They identified that it 
can be utilized despite the various 
challenges facing school counselors 
and that it can be implemented to fit 
the time constraints school 
counselors’ experience. The 
counselors perceived numerous 
examples of the positive progress 
that students made as a result of their 
participation in the multi-issue 
solution-focused group. 
 

Rymarchyk 
(2000) 

Child 
Protective 
Workers 

16 Not 
Mentioned 

Not 
Reported 

Interviews with 
workers and clients, 
Logbooks, 
Observations by 
researchers 
 

Findings indicate that overall, CPS 
workers found SFBT techniques to 
be more useful in gathering 
information about allegations, 
assessing risk and safety to children, 
making safety plans, and doing 
casework with families. They also 
found the techniques useful in 
facilitating cooperative relationships 
with families. 
 

Stevens 
(1999) 

Students 10 Middle 
School 

Not 
Reported 

Participant 
observation, 
Interviews, Student 
journals, Field 
notes 
 

Findings indicate seriously 
emotionally disturbed students 
developed trusting relationships with 
adults at the middle school level. 
Adult mentors who were perceived 
by the students as caring were able to 
influence positive changes in the 
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areas of G.P.A., attendance, 
disciplinary issues, and positive peer 
and adult relationships. Co-curricular 
activities provided motivation and 
recognition for many students who 
do not find motivation and 
recognition in the classroom. 
 

Speicher-
Bocija 
(1999) 

Adults 21 Family 
Service 
Agency 

Not 
Reported 

Self-Efficacy Scale, 
Counseling Goal 
Self-Efficacy Scale, 
Internal Control 
Index, Post Session 
Questionnaire 

A sequential analysis revealed the 
type of interview clients received did 
affect their verbal responses. Clients 
receiving a solution-focused 
interview responded more frequently 
than expected with reports of change 
and discussions of plans to change 
eliciting statements. In both solution-
focused and problem-focused 
interviews therapists’ statements 
requesting problem information 
resulted in greater then expected 
client descriptions of problem 
information. The interview type  
was not predictive of the self-
efficacy score after the interview.  

 
 
 
 
 
 
 
 



 

 

128

Table 18. Studies Without Enough Statistical Information 
Author and 

Date 
Population Sample 

Size 
Setting Number 

of 
Sessions 

Measures Results 

Beyebach 
(2000) 

Families 83 Family 
Therapy 
Center at 

University in 
Spain 

4-5 Presenting 
Problem 
Classification 
System, First 
Session and Last 
Session Rating 
Questionnaire, 
Follow-up 
Questionnaire 
 

82% of clients reported problems 
were solved during therapy. 
Outcomes at termination proved 
enduring, correlating highly with 
outcomes as measured at follow-
up. 
 

Gensterblum 
(2001) 

Youth 39 Residential 
Treatment 

Center 

9 No standardized 
measures used; 
just examined 
number of merits 
and demerits of 
residents by staff  

Experimental group increased in 
adaptive behavior (merits) from a 
pretest mean of 305.86 merits to 
320.11 merits. Experimental group 
also decreased in maladaptive 
behavior (demerits) fro a pretest 
mean of 400.58 demerits to 330.07 
demerits. Repeated measures 
ANOVA shows statistically 
significant results for both 
outcomes at p<.001 and p<.05 
respectively. 
 

Kegley 
(2000) 

School 
counselors 

51 Elementary 
School 

N/A Researcher 
developed 
questionnaire- not 
validated 
 

Elementary school counselors find 
SFBT techniques useful & 
important when working with 
children. Especially using 
compliments, focusing on 
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strengths, mutually identifying 
goals, and using students’ own 
language. 
 

Lindfross & 
Magnuson 
(1997) 

Prisoners 60 Prison 5 Recidivism (new 
offense with return 
to probation or 
prison) rate 

At 12 months after release 
prisoners, treatment group had a 
recidivism rate of 53% compared 
to 76% for the control group. At 
16 months, recidivism rates 
increased to 60% for the 
experimental group and 86% for 
the control group, and differences 
remained statistically significant. 
In addition, the seriousness of 
recidivist offenses and length of 
resulting sentences was less for the 
SFBT group than the control 
group. 
 

Littrell et al. 
(1995) 

Students 61 High School 1 Likert Scale 
Questionnaire 
assessing changes 
in students’ 
concerns, goal 
attainment, 
intensity of 
students’ feelings 
 

Three brief therapy groups 
(problem-focused with task, 
problem-focused without task, 
and solution-focused with task) 
alleviated students’ concerns, 
moved students towards attaining 
their goals, and reduced intensity 
of their feelings, thoughts, and 
actions. No difference between 
the therapy groups on any of the 
three dependent variables. 
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Macdonald 
(1997) 
 

Psychiatric 
patients 

36 Psychiatric 
hospital 

3.35 Questionnaire 
from Brief Family 
Therapy Center 

Results from a one-year follow-up 
on 36 cases showed 64 % “good 
outcome” as indicated by client or 
therapist (when client information 
wasn’t available). No significant 
difference between client and 
therapist outcome reports. 
  

Reuterlov et 
al. (2000) 
 

Swedish 
Adults 

129 Swedish 
Hospital-

Alcohol/Drug 
Unit 

 

4.5 Client report on 
whether things 
were better before 
each session, 
Likert scaling 
score (1-10) 
 

Out of 129 clients, 76% (98) 
reported something being better 
from session to session. Likert 
scaling scores further confirmed 
these client self-reports. 

Rhee (2001) Adults 85 Over the 
Telephone 

Not 
Reported 

Beck Depression 
Inventory, Brief 
Symptom Index, 
Brief Psychiatric 
Rating Scale, 
Satisfaction with 
Life Scale 
 

Results show that improvement 
was significantly higher in the 
solution-focused brief therapy and 
common factors therapy treatment 
conditions compared to the 
waiting list control condition. 
However, improvement was not 
higher in SFBT compared to CFT. 
Clients receiving solution-focused 
brief therapy are neither better nor 
worse off than clients receiving 
common factors therapy. 
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Triantafillou 
(1997) 

Children 30 Children’s 
residential 
treatment 
agency 

4 Serious incident 
reports (restraints, 
police, hospital); 
medication use 

The SFBT group had decreased by 
65.5% compared with a 10% 
decrease for the control group. 
During the same period, two of the 
clients in the treatment group were 
able to discontinue their 
psychotropic drugs completely 
whereas 66% of the control group 
clients increased their dosages. 
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