From Gurman, A., and Kniskern, D. (eds.) Handbook of Family Therapy - Volume Il. New York, Brunner/Mazel, 1991.

CHAPTER 13

Structural Family Therapy

Jorge Colapinto

DEVELOPMENT OF THE MODEL

Structural family therapy is a method of con-
ducting therapy that is predicated on a set of
assumptions about the organization and dynam-
ics of families, about how they relate to individ-
ual problems, and about the processes that effect
change in families and individuals. The model
shares with other family-systems approaches a
preference for a contextual rather than an in-
dividual focus on problems and solutions. Dis-
tinctive of structural family therapy, on the other
hand, are the use of spatial and organizational
metaphors, both in describing problems and in
identifying avenues for solutions, and the active
role assigned to the therapist as an instrument
of change.

Like the individuals and families that it has
endeavored to understand and help, the struc-
tural model grew and changed as a function of
context. First the Wiltwyck School for Boys and
then the Philadelphia Child Guidance Clinic,
both devoted to children’s needs, but each serv-
ing a different population, provided Salvador
Minuchin and his co-workers with the sources
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of challenge and inspiration for his development
of a distinctive approach to clients—and left
their marks in the process.

First Approximations: Wiltwyck

In the early 1960s, Salvador Minuchin was a
psychiatrist at the Wiltwyck School for Boys, a
correctional facility for young delinquents in
the state of New York. There, he assembled a
team of therapists and researchers' interested
in transforming the institutional setting of the
school into a family-oriented treatment pro-
gram. Among others, the group included Braulio
Montalvo, who after many years of productive
association would be credited by Minuchin with
having been “my most influential teacher” (Min-
uchin, 1974). Their rationale for embracing a
family focus was typical of the then-fledging field
of family therapy: gains obtained through con-

! Editors’ Note. Among the various family therapies, struc-
tural therapy has been especially distinguished by its long-
time connection with empirical research on basic family in-
teraction processes and treatment outcome.
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ventional treatment of the youngsters tended to
evaporate once they were returned to their fam-
ilies (Minuchin, 1961).

The Need for Action Techniques

The predicament of the Wiltwyck group, how-
ever, was unique: while family therapists so far
knew mostly of middle-class, verbally articulate,
insight-oriented clients, the typical Wiltwyck
client was “the ghetto-living, urban, minority
group member who is experiencing poverty,
discrimination, fear, crowdedness, and street-
living” (Minuchin, Montalvo, Guemney, Ros-
man, & Schumer, 1967, p. 22). Because the style
of interaction in these families tended to be
concrete and action-oriented, rather than ab-
stract and verbal, the team looked into alter-
native, “more doing than talking” therapies.
Action techniques, role playings, home-based
modalities of treatment, and other nontradi-
tional forms served as inspiration for the devel-
opment of diagnostic and treatment techniques
tailored to poor families (Minuchin & Montalvo,
1966, 1967). A remarkable example—because it
quickly became a distinctive feature of the
emerging model—was the technique of “enac-
tive formulation” (or, as it is now known, en-
actment), whose name was derived from
Bruner’s (1964) classification of experiential
modes:

The therapist can say something or do something
that expresses the same meaning, or preferably, he
can do both. For instance, in one family session a
therapist found himself under heavy attack. He then
changed his seat and sat among the family members.
Pointing to the empty chair, he said, “It was very
difficult to be there being attacked by you. It makes
me feel left out.” The therapist might have described
in words alone that he felt left out of the family; in-
stead, he changed his seat to be among the family
members and then commented on his feelings. He
sensed that although his verbal statement would pass
unnoticed by all but the most verbal members of the
family, his “movement language” would be attended
to by everyone. (Minuchin et al., 1967, p. 247, italics
in the original)

Context as Explanation

The Wiltwyck atmosphere not only posed a
demand for new techniques, but colored the de-
velopment of new concepts as well. In a 1978
interview, Minuchin reminisced: “We didn’t
know anything. And since we didn’t know any-
thing, we invented everything.- We broke
through a wall in our treatment room and put
in a one-way mirror and began to observe one
another and to build a theory out of nothing”
(Malcolm, 1978, p. 84).

The theory started at the opposite end of its
psychodynamic counterparts—with a sociologi-
cal analysis of the impact of social context on
poor families. In Families of the Slums, after -
reviewing sociological and anthropological re-
ports on the life of the poor in various cultures,
Minuchin’s team adopted the view that “an ac-
tion-excitement orientation, special styles of
communication, limited number of usable roles,
etc., seem to characterize low-income groups in
a wide variety of social settings, and there is
every reason to believe that ethnic and racial
factors do not account for these characteristics
but that social class variables do” (Minuchin et
al., 1967, p. 24).

Minuchin and his co-workers went on to note
that low-income groups differentiate into two
subgroups: a more stable one, whose members
enjoy at least the benefits of a support network;
and the more unstable, disorganized, isolated
group, plagued with various forms of social pa-
thology (alcoholism, disease, mental illness,
addiction, delinquency), from where the Wilt-
wyck residents typically came. Families from .
this most disadvantaged group provide a pecu-
liarly dysfunctional context for child rearing, as
vividly described in a 1965 report quoted in
Families of the Slums (p. 26):

The outstanding characteristic in these homes was
that activities were impulse-determined; consistency
was totally absent. The mother might stay in bed until
noon while the children also were kept in bed or ran
around unsupervised. . . . The parents often failed to
discriminate between the children. A parent, in-
censed by the behavior of one child, was seen dealing
a blow to another child who was closer. . . . Directions
were indefinite or hung unfinished in mid-air. . . .
As the children outgrew babyhood, the parents dif-
ferentiated very little between the parent and child
role. . . . (Pavenstedt, 1965, pp. 94-95)



The negative effects of this kind of context on
the behavior of children had previously been
documented in a study by Malone (1963), show-
ing that preschool children from disorganized
families exhibited low frustration tolerance,
dominant use of motor action over language,
concrete thinking, need-satisfying object rela-
tions, and other predictors of chronic acting out
and impulse disorders (Minuchin et al., 1967).

The premise that social context is a most pow-
erful organizer (or disorganizer) of families, and
that family context is similarly powerful in or-
ganizing (or disorganizing) individuals, seemed
to call for therapeutic interventions aimed at
context rather than at an isolated problem—
and indeed this would become a cornerstone of
the structural model throughout its various
phases of development. In the case of the Wilt-
wyck population, the “context of the problem”
was of such dimension as to invite hopeless-
ness; indeed, Minuchin has in retrospect re-
garded the experience as a reminder that ther-
apy—individual or family—cannot provide the
answer to poverty (Malcolm, 1978). This limi-
tation notwithstanding, the knowledge gained at
Wiltwvck inspired the development of structur-
ing strategies for helping underorganized fami-
lies through the mobilization of extended family
and social network resources (Aponte, 1976a).
More recently, Minuchin himself has led an ap-
plication of structural thinking to the under-
standing and changing of the large systems of
service delivery that make up the relevant con-
text of poor families.

. Function and Structure

In an attempt to understand the disorganized
family better, the Wiltwyck group used as a
background Talcott Parsons’ model of the nu-
clear family (Parsons & Bales, 1955), where, by
contrast, family members are neatly organized
in a structure of roles or functions, along the
axes of hierarchy (representing the differences
in power between parents and children) and in-
strumental versus expressive functions (repre-
senting what Parsons considered to be the
“normal” division of labor among father, mother,
son, and daughter).
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functions typical of the Wiltwyck population:
spouses who tended to interact not as such but
only as parents, or single-parent families in
which the mother provided continuity while
men were transient; parents who oscillated be-
tween autocratic power and helpless relinquish-
ment of executive functions; sibling subsystems
that became primary socializing agents. The
child growing up within these structures “sel-
dom finds enough moments of a ‘cooperative
collective,” and must, in general, settle for what-
ever sense of protection he can derive from peo-
ple generally absorbed in the intrusive and
conflicting aspects of living collectively” (Min-
uchin et al., 1967, p. 242).

The early connection between Parsons’ gen-
der-role paradigm and the structural model has
attracted criticism from feminist writers (Luep-
nitz, 1989). In reading Families of the Slums,
however, one does not get the impression that
Minuchin and his co-workers regarded Parsons’
stereotypical division of instrumental and ex-
pressive roles as the ideal solution for their dis-
organized clients. What one can see is how the
Wiltwyck experience nurtured the conviction
that families need some kind of structure, some
form of hierarchy, and some degree of differ-
entiation between subsystems.

Forging the Model: Philadelphia

While wrestling with the specifics of the Wilt-
wyck families, Minuchin maintained an interest
in the universal. His discussion of the structure
and processes typical of disorganized families
opens with a famous quote from Harry Stack
Sullivan: “Everyone and anyone is much more
simply human than otherwise, more like every-
one else than different” (Sullivan, 1962; quoted
in Minuchin et al., 1967, p. 193).

The opportunity to test Sullivan’s assertion
came in 1965, when Minuchin was appointed
director of the Philadelphia Child Guidance
Clinic, and his developing model of family ther-
apy came into contact with a more heteroge-
neous client population, which included both
working-class and middle-class families.
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A Training Context

Determined to turn the clinic into a family-
oriented facility, Minuchin brought Braulio
Montalvo from Wiltwyck and Jay Haley from
California to help in training the staff. Teaching
as they continued to learn, and benefiting from
the systematic use of live supervision and vid-
eotape review (Montalvo, 1973), the three men
generated an intensive and fruitful mutual ex-
change of observations and ideas on family dy-
namics and strategies for change. Years later, in
his preface to Families and Family Therapy,
Minuchin (1974) would credit the contributions
of Montalvo and Haley to his thinking.

The needs of training-on-the-job, and Haley’s
own preference for focusing the training on
change-eliciting skills rather than theoretical un-
derstanding, contributed to imbuing the devel-
oping model with a teachable, concrete, step-
by-step quality. The focus was on showing the
“steps of the dance,” on teaching specific skills
“without burdening the student with a load of
theory that would slow him down at moments
of therapeutic immediacy” (Minuchin & Fish-
man, 1981, p. 9). The trend was accentuated in
the late 1960s, when the clinic obtained a grant
to train “lay therapists"—minority paraprofes-
sionals with no previous psychotherapeutic ex-
perience or formal education (Montalvo, 1973)
—and culminated in the late 1970s, when one
of the most popular workshops offered by the
clinic was titled, “An Alphabet of Skills.”

A New Challenge: Overorganized
Families

At the same time, the clinic’s association
with the Children's Hospital of Philadelphia pro-
vided Minuchin with an opportunity to apply his
vision of the family as a powerful organizing con-
text to the understanding of psychosomatic con-
ditions. In the early 1970s, he formed a research
and treatment team at which core were Minu-
chin himself, the pediatrician Lester Baker, the
psychiatrist Ronald Liebman, and research psy-

chologist Bernice Rosman—a former collabora- .

tor at Wiltwyck and coauthor of Families of the
Slums. The clinical and research findings of the
team were later summarized in Psychosomatic

Families (Minuchin, Rosman, & Baker, 1978).

The first patients to be approached were di-
abetic children with unusually frequent, medi-
cally unexplained emergency hospitalizations for
acidosis. When conventional psychotherapy
aimed at enhancing the patient’s stress-handling
abilities did not improve the condition, family
intervention did (Baker, Minuchin, Milman,
Liebman, & Todd, 1975). Minuchin and his co-
workers began collecting data that showed a cor- -
relation between certain family traits (enmesh-
ment, overprotectiveness, rigidity, absence of
conflict resolution) and the special vulnerability
of the diabetic patients. Similar connections
were established for psychosomatic asthma,
where children suffered recurrent attacks or de-
pended heavily on steroids (Liebman, Minu-
chin, & Baker, 1974c; Minuchin, Baker,
Rosman, Liebman, Milman, & Todd, 1975;
Liebman, Minuchin, Baker, & Rosman, 1976,
1977), and for anorexia nervosa (Liebman, Min-
uchin, & Baker, 1974a, 1974b; Minuchin, Baker,
Liebman, Milman, Rosman, & Todd, 1973;
Rosman, Minuchin, & Liebman, 1975, 1977,
Rosman, Minuchin, Liebman, & Baker, 1976,
1977).2

Most of the interactional traits identified by
Minuchin and his co-workers in these largely
middle-class, “intact” families had already been
pointed out in the Wiltwyck families. There was
a crucial difference, however: far from exhibiting
disorganization and instability, the families of
psychosomatic children appeared to be too
tightly organized and, if anything, excessively
stable. They called for a therapeutic strategy fo- -
cused on destructuring the family’s rigid pat-
terns, and restructuring them according to more
functional parameters: clearer boundaries, in-
creased flexibility in transactions, conflict ne-
gotiation, and detriangulation of the identified
patient. Enactments, first implemented at Wilt-
wyck for the purpose of effective communication
with nonverbal clients, were now used delib-
erately to provoke destabilizing crises among

* Editors’ Note. But note that the data of structuralists be-
lieved quite widely to support their theoretical stance about
the “psvchosomatic” family have not received universal ac-
ceptance (cf. Coyne & Anderson, 1988, 1989).



clients who talked too much (Minuchin & Bar-
cai, 1969).2 -

Of the three syndromes treated by Minuchin
and his team, anorexia nervosa was the best
suited to a family-focused approach. Unlike
asthma and diabetes, in which the dysfunctional
context plays just an exacerbating role on a pri-
marily physiological condition, anorexia has no
demonstrated physiological basis, which opens
the possibility for a well-designed family inter-
vention to bring about a “cure,” not just an ame-
lioration of an otherwise chronic condition.
Indeed, Minuchin’s success in the treatment of
anorexia nervosa was a major factor in attracting
therapists to the structural model. Clinical ex-
perience with cases of anorexia nervosa also
played an important role in clarifying the tenets
of structural family therapy; an early “prototype”
of the model (Minuchin, 1970) utilized one such
case as an illustration.

A Comprehensive Model

Minuchin’s first systematic formulation of his
model was published in 1972, in an article en-
titled, precisely, “Structural Family Therapy.”
Some of the tenets presented there, like the
displacement of the locus of pathology from the
individual to the transactional context, the em-
phasis on present reality rather than history, and
the notion of constructed realities, were held in
common with other contributors to the field of
family therapy; others, like the special attention
paid to the diverse points of entry that different
families offer to the therapist, and the charac-
terization of therapy as a realignment of the fam-
ily's structure of transactions, were more specific
to the approach.

Further expansion and refinement of the
model were the natural consequences of the
wide range of clinical experiences being gath-
ered in the clinic, which was gradually becoming
a major service agency with sizable outpatient
and inpatient components, and of Minuchin’s

3 Editors’ Note. Such destabilizing enactments remind us of
Roberto’s (Chapter 14) description of some symbolic-exper-
iential family therapy techniques that are designed to “de-
stroy crystallized forms” of family patterns.

STRUCTURAL FAMILY THERAPY 421

intellectual association with Haley and Mon-
talvo. This phase culminated in the publication
of the classic Families and Family Therapy, a
fully developed account of the structural way of
understanding and treating families (Minuchin,
1974).

In 1976, Minuchin stepped down from the
politics of directorship and concentrated on the
training of family therapists. The continued ef-
fort to break down structural family therapy into
discrete skill components that the trainee could
rehearse is reflected in Minuchin’s latest ren-
dition of his therapeutic approach, Family Ther-
apy Techniques (Minuchin & Fishman, 1981),
in which most chapters are named after tech-
niques. Running parallel to such effort, how-
ever, was the growing recognition that the
effectiveness of structural family therapy de-
pended on its being learned as a therapeutic
stance rather than as an aggregate of useful tools
(Colapinto, 1983, 1988). The dilemma, yet to be
satisfactorily resolved, is also reflected in Family
Therapy Techniques, whose “technical” chap-
ters are preceded and followed by conceptual
frameworks that attempt to put techniques in
their place. Minuchin's preference for biosocial
over physical models of systems is evident in
those frameworks, which draw metaphors from
Lewis Thomas™ essavs on animal life, Arthur
Koestler's efforts at capturing in language the
relationship between whole and part, and Ilya
Prigogine's theory of change in living systems.

THE FUNCTIONAL FAMILY

A quotation from Lewis Thomas opens the chap-
ter on families in Family Therapy Techniques:
“There is a tendency for living things to join up,
establish linkages, live inside each other, return
to earlier arrangements, get along whenever
possible. This is the way of the world” (Thomas,
1974, p. 147).

Structural family therapy sees the family as a
living organism, constantly developing and
adapting to a changing environment—"an open
sociocultural system in transformation” (Minu-
chin, 1974, p. 51). One implication of the or-
ganismic view of families is a sense of acceptance
of and respect for different forms of family life,
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and a wide definition of normality. “Freud,”
wrote Minuchin, “pointed out that therapy
changes neurotic patterns into the normal mis-
eries of life. His comment is just as true for
family therapy” (Minuchin, 1974, p. 51). A well-
functioning family is not defined by the absence
of stress, conflict, and problems, but by how
effectively it handles them in the course of ful-
filling its functions. This, in turn, depends on
the structure and adaptability of the family.

Family Function and the Individual

The function of the family in society is the
“support, regulation, nurturance, and sociali-
zation of its members” (Minuchin, 1974, p. 14).

A fundamental premise of structural family
therapy is the inextricable association of family
and individual: the family exists for the individ-
ual, the individual exists within the family, to
which he or she must adapt. The family context
has the power “to organize the data and to main-
tain definitions of self and others” (Minuchin &
Fishman, 1981, pp. 144-145); the position of the
individual in the family conditions his or her
experience.

Adaptation to one’s family, far from being a
surrender of individual identity, is its main con-
dition. Unlike Laing (1976), who saw in the fam-
ily an enemy of individual differentiation,
Minuchin sees the family as the matrix of iden-
tity: the individual becomes such as a result of
participating in multivariated family transac-
tions. One differentiates within, rather than
against, the family group; individual and family
are not contraries, but different cuts of reality.

Structure

How well a family fulfills its function vis-a-vis
its members depends on the family structure
and on its adaptability.” Like other adapting or-
ganisms, families need some form of internal
organization that dictates how, when, and to
whom to relate. These transactional patterns
make up the structure of the family.

Generic and Idiosyncratic Constraints

The structure of transactional patterns oper-
ates as a set of rules that constrain the family
members’ freedom of behavior. Some of these
constraints are generic: for instance, no family
could function as such unless its members accept
some degree of interdependency (as between
husband and wife) and some form of hierarchy
(as between parents and children). Other con-
straints or rules are mutual expectations that de-
velop idiosyncratically within each family:

The origin of these expectations is buried in years
of explicit and implicit negotiations among family
members, often around small daily events. Fre-
quently the nature of the original contracts has been
forgotten, and they may never have even been ex-
plicit. But the patterns remain—on automatic pilot,
as it were—as a matter of mutual accommodation and
functional effectiveness. (Minuchin, 1974, p. 52)

Family rules may not be readily apparent to
an observer. A therapist interviewing a family
whose children get up and down from their
chairs and leave the rooms unexpectedly (in the
therapist’s view) may conclude that the family
is chaotically dysfunctional; a closer observation,
however, may reveal that family members can
predict which child will be leaving the room,
how far the child will go, and when he or she
will return, and that the entire dance has an

adaptive purpose.

Complementarity

Family rules develop primarily through a pro-
cess of correlated differentiation: the behaviors
of any two family members mutually accom-
modate in such a way that one develops selective
aspects of himself or herself, while the other
develops a complementary trait. Typical exam-
ples are the harsh and the soft parent, the active
and the passive spouse, the left-brain and the
right-brain siblings. When all the members of
the family are considered, the resulting image
is like a jigsaw puzzle, where the irregular bor-
ders of the various pieces fit—complement—
each other. Carrying the metaphor further, the
salient borders of each piece represent the traits
expected from each member (harshness, passiv-



ity, left brain), while the concave sections rep-
resent traits not expected. In well-functioning
families, complementarity takes the form of ef-
fective teamwork.

Although the notion of complementarity
may appear to be identical to that of circular
causality—they both underscore the mutual
determination of behavior within a family sys-
tem—there is a difference. Circular causality
designates a sequential two-way interaction (A’s
behavior causes B’s behavior, and vice versa),
represented by arrowed lines connecting A and
B (thus, A<B). Complementarity, on the other
hand, designates a spatial configuration (A’s
and B’s shapes fit), represented by the inter-
locking pieces of the puzzle. This semantic dif-
ference is not trivial, but is consistent with the
structural therapist’s preference for tackling spa-
tial arrangements (literal and metaphorical)
among family members, rather than sequences
of behavior.

Subsystems and Boundaries

The structural model discerns various sub-
groupings within the family, defined by their
function. Individual members of a family partic-
ipate in several subsystems.

Thus, a husband and a wife form the spouse
subsystem, which serves as a powerful context
for mutual support (or for disqualification), and
they also participate with their children in the
parental subsystem, which is organized around
issues of nurturance, guidance, and discipline.
The children, in turn, are also members of the
sibling subsystem—their first peer group and a
laboratory for supporting, enjoying, attacking,
scapegoating, and generally learning from one
another.

Rules that prescribe who should be in contact
with whom about what are called boundaries.
They can be depicted graphically as encircling
lines that surround a subsystem or an individual
and separate that subsystem or individual from
the rest. Examples of boundaries are the rules
prescribing that children should not participate
in arguments between spouses, or that parents
should knock at the door of a teenager’s room
before entering,.

Like the membrane of a cell, boundaries need
to be strong enough to protect the healthy de-
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velopment of subsystems—and, therefore, in-
dividual growth. The siblings” subsystem needs
to enjoy some autonomy vis-i-vis the parents if
the siblings are to learn to accommodate to each
other. A father and a son can only get to know
each other if they abstain from using the mother
as a mediator. A diabetic adolescent needs to be
more alert than her parents to the signs of de-
hydration if she is to own her body.

Excessively rigid and impermeable bounda-
ries, on the other hand, would impinge on the
effectiveness of the family, and even its viability
as an organism: “If the boundary around the
spouses is too rigid,” for instance, “the system
can be stressed by their isolation” (Minuchin &
Fishman, 1981, p. 57).

Permeability of boundaries is necessary not
only for the viability of the family, but for the
healthy growth of the individual as well. The
tendency of many therapists to regard “strong
boundaries” as an absolute positive from the
point of view of the differentiation of the indi-
vidual is the expression of a cultural bias that
extols the virtues of independence and privacy.
Structural family therapy adopts in this respect
the “countercultural” position that individual dif-
ferentiation is achieved through multiple de-
pendency—through participation in multiple
subsystems, beginning with the family’s. What
to some other therapists looks like mastery of
autonomy, to the structuralist may look like
isolation.

Frustrated by the linguistic difficulties in com-
municating his ideas on the interdependency of
individual and family, of part and whole, Min-
uchin resorted to Koestler’s coining of the term
holon as a synonym for “subsystem.”

Every holon—the individual, the nuclear family,
the extended family, and the community—is both a
whole and a part, not more one than the other, not
one rejecting or conflicting with the other. A holon
exerts competitive energy for autonomy and self-pres-
ervation as a whole. It also carries integrative energy
asa part. The nuclear family is a holon of the extended
family, the extended family of the community, and
so on. Each whole contains the part, and each part
also contains the “program” that the whole imposes.
Part and whole contain each other in a continuing,
current, and ongoing process of communication and
interrelationship. (Minuchin & Fishman, 1981, p. 13)
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It is through the individual's adaptation to
various subsystems—being a holon in holons,
entering into a variety of complementary rela-
tionships—that his or her identity is forged. In
healthy families, subsystem boundaries are “de-
fined well enough to allow subsystem members
to carry out their functions without undue in-
terference,” but at the same time, flexible
enough to “allow contact between the members
of the subsystem and others.” Clarity of bound-
aries is more crucial than the specific composi-
tion of each subsvstem: “A parental subsystem
that includes a grandmother or a parental child
can function quite well, so long as lines of re-
sponsibility and authority are clearly drawn”
(Minuchin, 1974, p. 54).

Hierarchy

The hierarchical arrangement of a family is
expressed by rules that prescribe differential de-
grees of decision-making power for various in-
dividuals and subsystems. While some form of
hierarchical arrangement is a condition of family
functioning, families can function with many dif-
ferent kinds of hierarchy. Generally, in a well-
functioning family, the parents are hierarchically
positioned above their children—they are “in
charge,” not in the sense of arbitrary authori-
tarianism, but in the sense of leadership and
protection. In single-parent families, a func-
tional hierarchical arrangement may include the
role of a parental child, when his or her clearly
defined responsibilities contribute to the overall
coping capabilities of the family.

In clinical practice, it may be difficult for the
therapist to differentiate between the concepts
of “boundaries” and “hierarchy.” Wood (1985)
and Wood and Talmon (1983) have provided a
useful clarification of the relation between the

two.

Adaptation and Development

The structure of a healthy family changes over
time, as it accommodates to changing needs gen-
erated by its own evolution: children are born,
grow up, and leave; adults get older, develop
new interests, or lose strengths. In the process,

boundaries are redrawn, subsystems regroup,
and hierarchical arrangements shift.

A simplified model consisting of four broadly
defined developmental stages, each requiring
some form of restructuring, is offered by Min-
uchin and Fishman (1981). In the first stage,
couple formation, a new system is formed
through mutual accommodation; the new .
spouses need to give up part of their respective
ideas and preferences, develop new rules, ne-
gotiate a different relationship with relatives and
friends. In the second stage, families with young
children, the arrival of each new member forces
a rearrangement of closeness and distances in
the family, a new differentiation of functions
among the spouses, and a renegotiation of their
patterns of relationship with the extrafamiliar—
relatives, friends, work. The third stage, families
with school-age or adolescent children, is dom-
inated by the need to relate to powerful extra-
familiar systems—first, the school itself, then
other children’s families, and finally the peer
group. In the fourth stage, families with grown
children, parents and children once again re-
negotiate their relationship, this time as adults,
while the parents themselves become again a
twosome.

The model has value only as an illustration of
the fact that structures need to evolve:

This developmental schema describes only the
middle-class family, with husband, wife, and 2.2 chil-
dren. More and more, it is likely that the family will
also form some sort of extended network or will ex-
perience divorce, desertion, or remarriage. In moving
through such stages, people also face very compli-
cated challenges. But whatever the circumstances,
the basic flow remains: a family has to go through
certain stages of growth and aging. It must cope with
periods of crisis and transition. (Minuchin & Fishman,
1981, p. 26)

Demands for structural transformation do not
originate only in the family’s developmental
needs. They may also be forced upon the family
by idiosyncratic changes in its social environ-
ment—a move to a new town, a change of jobs,
a major shift in the family’s financial situation.
The family’s ability to transform itself in re-
sponse to internal and external demands de-
pends on its ability to plumb and mobilize
individual resources, potential coping behaviors



that may have remained underutilized by virtue
of the dynamics of complementarity. Some fam-
ilies manage better than others to access those
resources.

Maintenance and Change

Structure and adaptability are complementary
features. In its pursuit of its function, a family
needs both to maintain a stable structure and to
change it. On the one hand, the family’s contin-
ued viability requires that members develop a
mutual accommodation to each other’s prefer-
ences, strengths, and weaknesses; transactional
patterns of distance and hierarchy need to be
formed and maintained. On the other hand, ex-
isting structures may need to be challenged in
response to new circumstances inside or outside
the family: conflict may need to be raised and
dealt with, hidden resources may need to be
actualized.

Well-functioning families manage to survive
without sacrificing differences and enrichment;
they have the capacity alternatively to establish
and challenge transactional patterns. For in-
stance, a close protective relationship between
a parent and a handicapped child may serve an
important maintenance function over a rela-
tively extended period, and then change as the
child begins to show evidence of competence
that might be hampered by overprotection.

Hierarchical arrangements in healthy families
also change over time in response to changing
contexts; the hierarchical position of a child, for
instance, varies according to his or her age, or-
der of birth within the sibling subsystem,
whether the parents are two or one, and so on.
When the child is an increasingly competent
adolescent and the influence of the peer group
grows, issues of autonomy and control need to
be renegotiated. Fluid structural arrangements
may emerge at these transitional junctures that
may "appear dysfunctional to an observer who
assesses them in the abstract; however, they
may represent a healthy way of dealing with the
transition. Similarly, a 14-year-old girl may as-
sume a parental role when her mother tempo-
rarily succumbs to physical illness or depression,
and thus she prevents the dismemberment of
the family that might result if her siblings and
herself were placed in foster care.
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The dialectics of maintenance and change can
be synthesized in the notion of steady growth.
A healthy family is in a continuous process of
structural growth. It has the capacity to become
increasingly complex, to develop an ever-in-
creasing availability of alternatives—which, in
turn, favors the growth, development, and com-
plexity of its individual members.

The emphasis that structural family therapy
places on structural growth and complexity as a
marker of health is evident in two statements
published 14 vears apart. The first one is that
fathers should play a role in the family—not be-
cause of the “need for a male role model,” but
because “we feel that the family has more pos-
sibility for change as the complexity of its system
increases. When a man participates in the family
in the role of an adult male, he adds differen-
tiation and specialiation to the family’s manner
of approaching life; therefore, the possibility of
mobilizing resources for change within the fam-
ily increases” (Minuchin et al., 1967, p. 316).

The second statement is a reference to Pri-
gogine’s dissipative structures:

For years family therapy emphasized the power of
systems to maintain themselves. Now the work of
Prigogine and others has shown that if a system is
partially open to the infiow of energy or information,
the ensuing instabilities do not lead to random be-
havior . . . instead, they tend to drive the system to
a new dynamic regime which corresponds to a new
state of complexity. (Minuchin & Fishman, 1981, p.
21)

THE DYSFUNCTIONAL FAMILY

A dysfunctional family is one that cannot fulfill
its function of nurturing the growth of its mem-
bers. The structural theory of family dysfunction
includes (1) a description of dysfunctional family
structures, (2) an explanation of family dysfunc-
tion, and (3) a description of the relationship
between family dysfunction and individual

symptoms.
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Description of Dysfunctional Structures

The first observations of structural dysfunc-
tion in families go back to the early recognition
of five patterns among the Wiltwyck families:
the “disengaged family,” the “enmeshed fam-
ily,” the “family with the peripheral male,” the
“family with noninvolved parents,” and the
“family with juvenile parents” (Minuchin et al.,
1967, p. 352). In Families of the Slums, Minu-
chin and his co-workers describe how their orig-
inal focus on disorganized families evolved into
the now-familiar disengagement/enmeshment

- typology:

Our simple concern . . . with the relinquishment
of executive functions on the part of the parents gave
way to the realization that some families apparently
functioned as if the parents (thie mothers in particular)
were overly concerned with executive functions. This
led us to the further realization that actually there
seemed to be an axis of disengagement-enmeshment
along which our research families were oriented,
mostly toward either extreme. (Minuchin etal., 1967,

p. 350)

In the disengaged family, boundaries among
family members are overly rigid, emotional dis-
tance is excessive. The “syndrome” of disen-
gagement includes failure to mobilize mutual
support, underdevelopment of nurturant and
protective functions, and excessive tolerance to
deviation.

Observing this family, one gets the general impres-
sion that the actions of its members do not lead to
vivid repercussions. Reactions from the others come
very slowly and seem to fall into a vacuum. The over-
all impression is one of an atomistic field; family mem-
bers have long moments in which they move as in
isolated orbits, unrelated to each other. They act as
parts of a system so loosely interlocked that it chal-
lenges the clinician’s notions that a change in one part
of a system will be followed by a complementary
change in other parts. (Minuchin et al., 1967, p. 354)

More concrete descriptions of interaction in
disengaged families include delayed responses
and a paucity of contacts.

There are situations in which the children and their
mother are involved in parallel play or in activities
devoid of any contact among them; at other moments
the children activate themselves in ways that are

seemingly designed to activate their mother into mak-
ing a relating response. But even when there is an
increase in acting-out, the activities of the children
do not seem to be related to a need for contacting
others. One notices little attentiveness from member
to member and few attempts to engage in reciprocal
interplay . . . (Minuchin et al., 1967, p. 355)

In enmeshed families, on the other hand,
boundaries are excessively weak and there is
excessive proximity among members. The fam-
ily appears to turn upon itself; there is a low
level of individual differentiation and auto-
nomy, and the response of the group to any
“deviant” behavior is very intense. Indicators of
enmeshment include an increase in the rate of
communication, exaggerated concern and pro-
tectiveness, mutual demands for loyalty, narrow
perceptions of self, and paralysis at times of tran-
sition when different responses are needed.
“This family system is characterized by a ‘tight
interlocking’ of its members. Their quality of
connectedness is such that attempts on the part
of one member to change elicit fast comple-
mentary resistance on the part of others” (Min-
uchin et al., 1967, p. 358).

Enmeshed and disengaged families are
“ideal” types; most or all families include en-
meshed and disengaged areas of transaction.
Tvpical examples of enmeshment are the ab-
sence or fragility of individual boundaries (for
instance, the parents of a diabetic adolescent
know better than she does when she needs in-
sulin), and the intrusion (or the recruitment) of
one family member in the subsystem of two oth-
ers (for instance, a father and son always have
their differences mediated by the mother, or a
brother and sister always have their fights in-
terrupted by their parents).

Hierarchies can also become excessively weak
and ineffective, or excessively rigid and arbi-
trary. In the first case, the younger members of
the family may find themselves unprotected be-
cause of a lack of guidance; in the second case,
their growth as autonomous individuals may be
impaired, or power struggles may ensue. A spe-
cial case of hierarchical dysfunction is the cross-
generational coalition, in which the spouses ar-
gue their conflict through a child, and each tries
to enlist the support of the child against the
other. Chronic cross-generational coalitions
have been structurally associated with psycho-



somatic illness (Minuchin et al., 1978) and with
addiction (Stanton & Todd, 1982).

Explanation of Family Dysfunction

Dysfunctional family structures result from a
combination of stressors impinging on the family
and the failure of the family to cope with them.
Stressors may be external (the family faces fi-
nancial hardship or lives in a violent neighbor-
hood) or internal (children reach adolescence, a
parent dies). They may be universal, as in the
case of developmental transitions in the lives of
family members, or idiosyncratic, such as having
an accident, suffering from chronic or cata-
strophic illnesses, or losing a job.

Structural family therapy’s sensitivity to the
role of external stressors in family dysfunc-
tion originated with the Wiltwyck experience.
Disengaged structures were seen there as a
response to apathetic, overwhelmed, self-
derogatory single mothers who experienced
themselves as exploited, often presented with
psychosomatic and depressive symptoms, and
could not establish control or guidance over
their children (Minuchin et al., 1967). The
mother’s predicament, in turn, was explained
by her social context—which has obviously not
changed much in 25 years:

A prominent feature of disengaged families is the
isolation of the mother, who seems unable to contact
the external world and to draw on extrafamilial
sources. In the most extreme forms of this profile one
must look bevond the chronicity of incompetence in
mothering to a family history usually lacking in an-
chorage points such as stable work patterns and stable
relationships to a male, friends, or other social groups.
. . . Though the family may have contacted many
social agencies, the mother’s relationship to them is
characterized by extreme passivity and dependency.
... Asagroup . . . disengaged families are seldom
contacted or “reached.” Even if they are, however,
they soon become dropouts from community
programs.

Enmeshed structures were also explained as
a response to the hardships of single parent-
hood—this time under the shape of an overcon-
trolling reaction to the sense of helplessness:
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We are impressed by the constant engagement ma-
neuvers in these families, most of which reflect or are
in response to controlling operations on the part of
the mother. These include fast interchanges around
her controlling responses and the children'’s rebellious
activities. . . . In the enmeshed family profile any
evidence of loss of control over her children makes
the mother anxious. The predominant fear is that of
becoming helpless, rather than of becoming “mean
...". She has an overwhelming need for a continued
hold on the children. These families usually do not
include an adult male, but if there is one, his power
is clearly restricted and controlled by the woman.

While the socioeconomic makeup of the client
population at Wiltwyck helped to highlight the
role of social context as stressor, the working-
and middle-class families served by the Phila-
delphia Child Guidance Clinic—comparatively
better sheltered from the vicissitudes of the so-
cial environment and more autonomous in their
functioning—called Minuchin’s attention to the
other component of the dysfunctional equation,
the internal variables that account for a family’s
inadequate, stereotypical response to stress.

The most basic of those variables is defined
in the negative. The family lacks the capacity to
challenge and modify patterns of transaction that
have ceased to satisfy the needs of its members;
instead, it exhibits an inertialike tendency to
stick to obsolete patterns. For instance, young
spouses who have developed a tightly interde-
pendent complementary relationship, with lim-
ited occasions for open conflict or for developing
relations outside the couple itself, fail to re-
view the rules of their implicit contract following
the birth of their first child, or a family with
older children who require increasing autonomy
continues to deal with them as if they were
vounger children, needing only nurturance and
discipline.

Explanations for structural inertia range from
unawareness (where dysfunctional patterns are
perpetuated because family members simply
cannot think of alternative ways of dealing with
each other, or see the need for them) to fear
(where dysfunctional patterns are perpetuated
because family members are afraid of the con-
sequences of experimenting with such alterna-
tives). In either case, the underlying mechanism
is complementarity: in the course of their trans-
acting, family members shape each other’s be-
haviors and mutual expectations, and gradually
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make each other unaware and/or fearful of the
possibility of behaving in ways that depart from
established patterns. Joe does not expect Sue to
be able to handle the baby while he is working;
Sue is afraid that Joe will explode if she demands
more cooperation from him.

The most common transactional expression of
“fear of change” is the mechanism of conflict
avoidance, by which two parties shy away from
inflicting upon themselves and each other the
pains inherent in conflict resolution. Disen-
gagement and enmeshment represent different
strategies for avoiding conflict—in one case by
curtailing contact and in the other by denying
difference and disagreement. Even the constant
bickering in which some couples engage serves
the purpose of conflict avoidance, inasmuch as
it allows for the chronic expression of each par-
ty’s hostility without pressing for either to
change or for a resolution of the conflict. When
a third party, such as a child, is present, cross-
generational coalitions serve a similar function
in covertly channeling conflict.

While there is a universal capacity for conflict
avoidance in human groups, some families may
have more of a reason to use it. The study of the
enmeshed two-parent, middle-class families of
psychosomatic children provided a rich obser-
vational field for the exploration of the dynamics
of overprotection, showing how the involvement
of the whole family with the sick child, the
heightened concerns regarding the physical wel-
fare of the child, and the constant eliciting and
supplying of protective responses helped to sub-
merge potential conflicts (Minuchin & Fishman,
1981).

Relationship Between Structure
and Symptom

The structural model describes various types
of relationships between family structure and
symptoms.

Family Context as Ineffectual
Challenger

The family may support the symptom in a
passive way, just by failing to challenge its con-
tinuous display. In this case, the family contrib-

utes to the problem “by default”: the other
members adapt complementarily to the symp-
tomatic one, and structural inertia hinders the
emergence of events that might challenge the
symptomatic behavior. For instance, a pattern
of overprotection and heightened loyalty makes
it impossible for anybody in the family to chal-
lenge one member’s drug habit.

Family Context as a “Shaper” of
the Individual

From a historical perspective, the family’s
structure contributes a more active, ifgeneric,
role in the development of symptoms: family
context shapes the individual's experience and
behaviors—and this includes problem behav-
iors. The handicapping effect of dysfunctional
family structures on individual experience has
been a basic premise of structural thinking ever
since the Wiltwyck days.

Thus, a family may foster dysfunctionality just
by hindering the development of the more ma-
ture forms of behavior. In families of anorexics,
for instance, the excessive parental involvement
with the daughter and the family’s devaluation
of womanhood discourage a developmentally ap-
propriate feeling of autonomy and an inner sense
of worth, encouraging by default an excessive
reliance on external achievement and control
maneuvers. More generally, children from en-
meshed families learn to depend exclusively on
their families for a sense of support and loyal
belonging, at the expense of their ability to re-
spond differentially to various social settings.
Disengaged families, on the other hand, instill
in their children a skewed sense of inde-

pendence.

Family Context as a “Beneficiary” of
the Symptom

Some families go bevond the passive accept-
ance of dysfunctional behaviors or the creation
of a context that facilitates them: they encourage
the recurrent display of a specific symptom. In

_these families, the symptom performs a regu-

latory function. The origins of the symptomatic
behavior may lie in the family dynamics itself,
or in biological or social circumstances of the



individual family member; in either case, the
behavior is now serving the purpose of protect-
ing the stability of the whole system.* Thus, in
a detouring-attacking triad, a delinquent boy
may offer an opportunity for the parents to join
in anger against him, while in a detouring-
protecting triad, a diabetic girl may allow the
parents to focus their joint concern on her. In
either case, parental conflict is sidetracked. For
the sake of system maintenance, parents and
child appear alternatively to request the symp-
tom and volunteer it.

The Symptom Bearer

Family dynamics contributes to determining
who becomes symptomatic: the structure of al-
liances and coalitions developed over years of
spousal negotiation and child rearing renders
some people more vulnerable than others to the
label of deviance. Other factors, however, may
play an equal or stronger role; examples are or-
ganic conditions such as asthma, a mild learning
disability, or a chemical imbalance in the brain,
and circumstantial events originated in the ex-
trafamilial, for example, a bad year in school.

Specific Correlations Between Structures
and Symptoms

The most comprehensive attempt to correlate
specific family structures with specific categories
of symptoms came from the psychosomatic proj-
ect. As mentioned before, a cluster of traits—
enmeshment, overprotectiveness, rigidity, and
absence of conflict resolution—was consistently
identified in families of psychosomatic children.
However, many elements of those traits have
been found in clinical practice among other dys-
functional families that do not present psycho-
somatic problems, and there are no comparative
studies demonstrating that the cluster itself is
specific to psychosomatic families. In the area
of antisocial behaviors, the Wiltwyck experience
has shown that a juvenile delinquent may come

* Editors’ Note. Structuralists share with strategic therapists
(e.g.. Madanes, Chapter 12) a belief in the interpersonal
functions of psychological symptoms.
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from an enmeshed family where there is too
much control and little room for experimenta-
tion, or from a disengaged family where there
is little guidance.

In fact, the terms “enmeshed family” and “dis-
engaged family,” while convenient as shorthand,
are misleading. Most families include elements
of both enmeshment and disengagement, and
the current emphasis of structural family therapy
is on identifying functional and dysfunctional
areas of the family structure, rather than on cat-
egorizing pathological structures as such. Min-
uchin has celebrated the absence of a taxonomy
of families: “Fortunately for family therapy,
therapists have not been able to develop diag-
nostic categories for families that can pigeonhole
some family forms as normal and others as de-
viant; with any luck, we never will develop
them” (Minuchin & Fishman, 1981, p. 263).

ASSESSMENT

Structural family therapy focuses on change
more than on diagnosis. It subscribes to the
concern that the demands of a comprehensive
diagnosis may draw the therapist into a dis-
heartening obsession with pathology. Assess-
ment does not precede intervention, but is an
inextricable part of it.

Focus of Assessment

Assessment is inseparable from joining be-
cause it is conducted as the therapeutic system
(see below) is being formed. It is also inseparable
from the challenge to the system because it is
conducted with an eye on change. Its purpose
is not to render a detailed account of everything
that is wrong with the family, but to be a map
that will guide the therapeutic intervention.

Family Shape

The map offers an overall view of the family
and some specific features of the terrain. The
overall view is a picture of the more easily rec-
ognizable features of a family: How many people
are in the family? How are they related? How
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old are they? The picture may be titled, “A
three-generation family,” “A blended family,”
“A single-child family,” and so on, which convey
some impressionistic information of how the
family is shaped—something akin to the gestalt
impression of a puzzle.

Some shapes are named for the develop-
mental stage that the family is negotiating: fam-
ilies with babies, families with adolescents,
families that include elderly parents. Other
names are more reflective of the therapist’s idio-
syncratic response to the first bits of information
about the family. Minuchin, for instance, talks
about “accordion,” “shoe,” and “fluctuating”
families (Minuchin & Fishman, 1981, pp. 53—
55). These shapes have an anthropological rather
than a pathognomic flavor, reminiscent of the
structuralist’s preference for normalizing over
stigmatizing labels. Other shapes may be more
indicative of a specific area of trouble, like the
“out-of-control families” and the “families with

a ghost.”

Points of Entry

Within the overall picture of the family, the
therapist focuses specificallv on two areas of de-
tail. One is the set of family characteristics to
which he or she will need to adjust: the family’s
preferred stvle of communication and problem
solving, accepted range of distance/proximity
for interpersonal exchanges, stance regarding is-
sues of autonomy and control, distribution of
functions, ways of dealing with conflict, beliefs,
attitude toward outsiders, hierarchical arrange-
ment, leaders of change and resistance.

Structural Strengths and Weaknesses

The other specific focus of assessment is on
transactional patterns that may be supporting
the problem and/or can contribute to its
solution:

The family map indicates the position of family
members vis-i-vis one another. It reveals coalitions,
affiliations, explicit and implicit conflicts, and the
ways family members group themselves in conflict
resolution. It identifies family members who operate
as detourers of conflict and family members who func-

tion as switchboards. The map charts the nurturers,
healers, and scapegoaters. Its delineation of the
boundaries between subsystems indicates what move-
ment there is and suggests possible areas of strength
or dysfunction. (Minuchin & Fishman, 1981, p. 69)

Structural Assessment and the
Individual

Minuchin has criticized the error of “denying
the individual while enthroning the system”
(Minuchin et al., 1978, p. 91). This does not
imply an endorsement of traditional individual
assessment, but rather the recognition that in-
dividuals hold the key to systemic change. A
change in the system consists of individuals
changing each other, and, therefore, requires

‘the detection and mobilization of untapped in-

dividual resources.®

The structural assessment of individual mem-
bers does not look for what the individual is, but
for the many different ways of being that the
individual may actualize within a variety of dif-
ferent contexts: What kind of a husband is he to
his wife? Of a father to his son? Of a son to his
mother? And how else could he be, were it not
for the idiosyncratic constraints of his family
structure? It is an assessment predicated on the
premise that family members mutually activate,
reinforce, trigger, and sustain, and, therefore,
selectively develop, certain aspects of each
member’s self, while other potential aspects are
suppressed or remain underdeveloped. Umbar-
ger (1983) has noted that although the notion of
reciprocal influence is common among system
thinkers and other behavioral scientists, “the
structuralists have made it more emphatic than
others have through the persistent reevaluation
of individual psychology as bound to the inter-
personal context. The special theoretical contri-
bution of this model is to return consistently to
these interactional structures, showing how they
constrain and shape the individuals within the
system” (pp. 21-22).

The structural therapist wants to access the
latent aspects of the individual's self, not on the

s Editors’ Note. This comment reminds us of Duhl and
Duhl’s (1981) notion that “You can't kiss a system,” i.e., that
therapists do not change family systems per se, i.e.. at the
level of systemic organization.



assumption that they are hiding under the in-
dividual's defenses, but on the assumption that
they are being discouraged by context. A 12-
year-old girl may behave more maturely when
she is treated as the oldest daughter than when
she is treated as a fragile child. A 34-year-old
woman may appear incompetent as a mother
when her husband is around, but manage nicely
when he is away on a business trip. A man may
be tentative and wimpy at home, but a respected
leader at work.

Unit of Assessment

Structural family therapy allows for flexibility
in selecting the unit of assessment. Of course,
at least two people are required, because the
model’s reliance on observation of interaction for
diagnostic purposes renders individual verbal
accounts of family dynamics largely useless.
Three people are required for the therapist to
be able to observe coalitions, protection or in-
vasion of subsystem boundaries, and detours,
without having to become the third member.

Naturally, the ideal assessment unit would in-
clude “evervbody who is relevant” in the case.
But this admits at least two interpretations: (1)
those who are a part of the problem—without
them, the therapist cannot obtain a comprehen-
sive understanding of the underlying dynamics;
or (2) those who will play an important part in
opening certain avenues for change and/or ob-
structing others—without them, the therapist
cannot access potentially valuable resources and
crucial roadblocks.

The two criteria do not necessarily overlap.
In the case of a child who is failing in school,
for example, where transactional patterns en-
acted in the school setting are most probably “a
part of the problem,” the first criterion would
call for always involving the school in the process
of assessment (and treatment). The second cri-
terion, on the other hand, provides a choice.
The therapist may choose to assess only the fam-
ily, according to the rationale that the invest-
ment of the family in the child is enough for the
project of therapeutic change; or the therapist
may still choose to assess the system of family-
school—but now on the grounds that the school
can be made to play a part in bringing about
change (Aponte, 1976b; Eno, 1985).
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Because they are more interested in change
than in diagnosis, structural therapists tend to
think about the unit of assessment in terms of
the second criterion. Of course, it is impossible,
for any given family, to know a priori which of
the two criteria harbors the best promise—and,
in any case, who will be relevant. Paradoxically,
the definition of the appropriate unit of assess-
ment depends on assessment, and it may vary
as assessment progresses. A sensible guideline
is to begin with the group of people who, be-
cause of their regular transactions with the iden-
tified patient, could hardly be ignored in terms
either of understanding the problem or of ex-
ploring avenues for change; in practical terms,
this usually means the household. As the for-
mation of the therapeutic system progresses and
the therapist collects additional information,
other members of the extended family—or even
the extrafamilial, such as school personnel—may
be involved in the process of assessment.

Assessment Procedure

Preplanning

Assessment begins with the information gath-
ered during an initial telephone call or by read-
ing an intake sheet. On the basis of simple,
concrete information, such as the composition
of the family and the ages of its members, as
well as more subtle data, such as who makes the
initial call and how that person describes the
family problems, the therapist generates his or
her first impressions about the family’s “shape”
and some of the possible strengths and weak-
nesses. These initial hypotheses are invaluable
in guiding the first contacts of the therapist with
the family, even if they may have to be discarded
quickly at that point.

Tracking

Following the content and the process of the
family interaction, like the needle of a record
player follows a groove, is the basic structural
procedure to collect information on the family
map. As the therapist listens to and encourages
the contributions of family members, observes
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their mutual dance, and asks for clarifications
and expansions, he or she begins to draft first
answers to structural questions: whether family
members can converse without being inter-
rupted, whether they tend to interact in age-
appropriate ways, how they organize each oth-
er’s behaviors, how they deal with or avoid con-
flict, what alliances they tend to form.

On the assumption that structure is expressed
through action, the structural therapist tracks
actual transactions more than verbal accounts;
“When a family member is talking, the therapist
notices who interrupts or completes informa-
tion, who supplies confirmation, and who gives
help” (Minuchin & Fishman, 1981, p. 146).

Staging Enactments

In addition to the observation of sponta-
neously enacted transactions, structural assess-
ment requires the active creation of scenarios to
probe further the strengths and weaknesses of
the family. If a parent and child dyad exhibits
what appears to be a healthy relationship, the
therapist may introduce a more difficult subject
to test whether they can handle the additional
stress. If, on the contrary, the subsystem ap-
pears to be floundering, the therapist may
change the subject, or modify the seating ar-
rangement, to explore whether the quality of
the transaction improves under different con-
ditions.

The therapist can then intervene in the process by
increasing its intensity, prolonging the time of trans-
action, involving other family members, indicating
alternative transactions, and introducing experimen-
tal probes that will give both the therapist and the
family information about the nature of the problem,
the flexibility of the family’s transactions in the search
for solutions, and the possibility of alternative mo-
dalities for coping within the therapeutic framework.
(Minuchin & Fishman, 1981, p. 79)

Search for Strength

Staging enactments is particularly useful for
assessing individual strengths that may lie con-
cealed under the weight of the family structure.
The therapist needs to resist the pull to focus

on pathology and be drawn into a pessimistic
view of the family. He or she needs to take the
initiative in bringing to the foreground the
“more competent ways.” He or she may direct
family members to behave unusually (“Could
vou talk to him as if he is your brother, not a
mental patient?”), or briefly occupy the stage
himself or herself (“Right now, with me, you
were able to be 15 years old”). In the opening
moments of a consultation with the family of an
“uncontrollable” 5-year-old girl, even before
people take their seats, Minuchin addresses the
identified patient, who is already showing signs
of agitation, and asks her a question about her
younger sister. In response, the patient shows
that she can act like a normal 5-year-old (Min-
uchin & Colapinto, 1980).

The technique of searching for strength some-
times consists of eliciting competent behaviors,
as in the example above, and at other times of
translating apparently “obvious” or even nega-
tive descriptions into evidences of competence.
This requires from the therapist a disciplined
way of looking and listening. Says a mother, fa-
mous for her negativistic descriptions of her chil-
dren: “I've always had a problem with them.
. . . Miranda is outgoing and tomboyish. She
used to be very tomboyish. Ruby used to be
more domesticated . . .” Reflects the therapist:
“The mother’s description is highly differen-
tiated; she is clearly a sensitive person who is
observant of the children’s individual develop-
mental processes” (Minuchin & Fishman, 1981,
p. 106).

Reframing the Problem

Tracking and staging enactments is a collab-
orative form of assessment. Information does not
only proceed from the family to the therapist,
but also proceeds the other way around, as the
therapist selectively chooses to highlight certain
transactions and contents and ignore or down-
play others. The technique of punctuation is
used by the therapist to feed back to the family
members a transactional version of their sayings
and doings in the session: “You are a close fam-
ily.” “You are protective of your daughter.” “It’s
easier for you to talk to vour mother than to your
father.” Because these statements are comments
on transactions, they challenge the notion that



individual behaviors are a straightforward
expression of individual motivation. They help
the family members to see their behaviors as
part of a larger whole, and prepare the ground
for a change in their perceptions of the prob-
lem—from an individual-based problem, re-
quiring exploration and “rewiring” of the
individual’s inner life, to an interaction-embed-
ded problem, requiring exploration and rewir-
ing of the family’s ways.

The reframing of problems requires from the
therapist the ability to capture the family’s real-
ity with “transactional lenses” that highlight the
complementarity of behaviors. In another mo-
ment of the consultation quoted above, Minu-
chin observed the mother’s futile attempts to
control the behavior of the girl in the room.
Eventually, he asked, “Is this how the two of
you run your lives together?” Had he asked if
that was the usual behavior of the girl, he would
have confirmed the family’s perception that the
problem was, indeed, owned by the girl; as it
was, the consultant exposed the transactional na-
ture of the problem.

TREATMENT GOALS

Goals of treatment are negotiated between the
therapist and the family. In one sense, goals are
relatively simple to negotiate. If the family does
not have one specific complaint, but a general
sense of malaise, the agreed-upon goal might be
an equally generic exploration of the family’s
patterns. Usually, however, there is a specific
complaint, and in that case the agreed-upon goal
would be to eliminate the source of the com-
plaint—to get Johnny to improve his perfor-
mance in school, Annie to start eating, Pete not
to run away, Betty to stop shoplifting. Of course,
concern with the original complaint may or may
not be shared by all family members. While
Johnny might agree with the rest that school
improvement is a good idea, Pete might not see
anything wrong with his spending a few nights
out of the home—maybe even Pete’s stepfather
does not think it is as bad as the mother feels.
So the therapist listens, invites a discussion with
other family members, explores what it is that
each one wants, establishes congruences and op-
positions between the respective goals, helps
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the family formulate common goals when this is
possible, and recognizes the areas of dispute
when it is not. Since all of this also provides
information about the shape of the family, the
possible points of entry, and especially the pos-
sible ways of reframing the problem, goal setting
does not need to be thought of as a separate
activity.

Family's Goals and Therapist's Goals

In another sense, however, the family and the
therapist necessarily disagree on goals. The fam-
ilv’s goal includes not only some kind of for-
mulation of the desired outcome, but also the
members’ expectations of the kind of service
they will get from the therapist. Often, what the
family expects is a focus on the identified pa-
tient. %

The family’s expectations of therapy are con-
sistent with dominant cultural myths about psy-
chopathology and the role of therapy—myths to
which therapists themselves have contributed:

Though we pay lip service to the strengths of the
family, and talk about it as the matrix of development
and healing, we are trained as psychological sleuths.
Our instincts are to “search and destroy™: pinpoint
the psychological disorder, label it, and eradicate it.

. We are the specialized personnel who have
earned our credentials to defend the normal by de-
veloping and maintaining a typology that frames de-
viancy as mental illness. (Minuchin & Fishman, 1981,
p. 263)

The goal of the structural therapist, on the
other hand, is to help the family change so that
the individual changes, because he or she sees
individual problems as parts of patterns and po-
tential solutions as parts of structural realign-
ments. To help the family, the therapist needs
to challenge the family’s ideas of where the prob-
lem is located and how it should be solved,
which amounts to challenging the family’s ex-
pectations of the role of the therapist. “The word
challenge highlights the nature of the dialectic
struggle between family and therapist within the
therapeutic system” (Minuchin & Fishman,
1981, p. 67).

The disagreement between family and ther-
apist at this level of goals is inherent in the pro-
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cess of structural family therapy. The family’s
goal is elimination of the complaint with main-
tenance of the family’s structure; the therapist’s
goal is elimination of the complaint through
transformation of the structure.

Connectedness and Differentiation

The pursuit of family transformation involves
a dialectic interweaving of the themes of con-
nectedness and differentiation. In the early
Wiltwyck days, developing a sense of connect-
edness was the major goal in the treatment of
disengaged families:

The therapist aims at providing to all members
some sense of “re-echoing”—some evidence of con-
tributions to the interpersonal field and of interper-
sonal causality. By organizing different situations, he
demonstrates repeatedly the phenomenon of com-
plementarity or reciprocity, which the family has dif-
ficulty experiencing. (Minuchin et al., 1967, p. 355)

With enmeshed families, on the other hand,
the goal was to help the family members
differentiate:

In this profile the therapist must focus on deceler-
ating the basic tempo and intensity of reverberations
within the field. (If not) responses by one member
continue to merge with the counterresponses of oth-
ers, and the experience of the distinctness of one's
own actions and the feeling of responsibility for one’s
actions are blurred. (Minuchin et al., 1967, p. 359)

While the emphasis on family typologies di-
minished as the structural model developed, the
polarity of connectedness and differentiation as
treatment goals has remained. The pursuit of
differentiation within the family is at the core of
the characteristic boundary-making interven-
tions of the structural therapist, while “chal-
lenging the world view” of the families that
cannot recognize the interconnectedness of their
reality is the main thrust of structural reframings
(Minuchin & Fishman, 1981, pp. 64-72).

The goal of individual change is pursued si-
multaneously with pursuit of the structural goal.
A change in family structure implies a change
in the positions occupied by the individual mem-
bers; their experience changes accordingly. Re-
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ciprocally, it is through changes in individual
behaviors that the structure is made to change.®

STRUCTURE OF TREATMENT

It makes ecological sense to regard the family
as the overall framework for therapy. “The fam-
ily is the natural context for both growth and
healing, and it is the context that the family
therapist will depend on for the actualization of
therapeutic goals” (Minuchin & Fishman, 1981,

p. 11).

Clients

Within this overall framework, the structural
model allows for flexibility in the configuration
of treatment sessions. While most may be at-
tended by the whole family (typically including
parents and children, and sometimes grandpar-
ents who live in the same household or parti-
cipate actively in transactions), others may be
reserved for selected members, depending on
the need to concentrate on the development of
specific subsystems. The children, and some-
times the parents, may be excused from specific
sessions, “since not everything will happen at
once and not every family member need be in-
volved each step of the way” (Umbarger, 1983,
p. 56).

Therapist

Structural” family therapy is more appropriate
for a “solo” therapist, because of its reliance on
joining, tracking, and the therapist’s use of self,
none of which lends itself to easy coordination
with another person. When a second therapist
or a team is available, they are more effective

¢ Editors’ Note. Unfortunately, in our view, data are hard
to come by that support strongly the view that symptom
change (in the individual) in the absence of structural change
is less enduring. It is not that there are contradictory data,
but that there are few bearing on the matter.

* Editors’ Note. But the therapist’s use of self may lend itself
to very useful, if not easy, coordination in at least some types
of family therapy, e.g., Symbolic-Experiential Therapy (cf.
Roberto, Chapter 14).



as observers—preferably placed behind a one-
way mirror—who can monitor the therapist and

periodically feed back their observations to him -

or her, without introducing an element of dis-
traction in the joining of therapist and family.

Time and Space Parameters

The structural model does not prescribe
standards regarding length of treatment, num-
ber of sessions, or duration of each session;
they are subject to negotiation between thera-
pist and client. Actual experience in the appli-
cation of the model has proved that it varies
widely along all these parameters, reflecting the
variety of therapists’ preferences and styles, cul-
tural backgrounds of the client families, pre-
senting problems, and institutional settings.
When it comes to length of treatment, for in-
stance, some therapists simply are faster than
others at challenging family patterns and push-
ing for transformation; some may limit their in-
tervention to facilitating a difficult transition,
while others may stay connected to the family
for a more ambitious project. Some families use
the therapist as a catalyzer and neither expect
nor become interested in a prolonged relation-
ship; other families may appreciate the thrill of
a continued challenge. Similarly, the duration
and frequency of sessions may depend on the
therapist's own preferences, on the families’
availability of time, or on the bureaucratic struc-
ture of any given agency.

While the model itself does not set standards
concerning time variables, the structural ther-
apist may use them to the advantage of the ther-
apeutic process—for instance, by designating a
special session to be longer, allowing for more
time between sessions when prescribing a cer-
tain task, or cutting a session short as a way of
intensifving the effect of an enactment. The
various roles and techniques available to the
therapist may also be structured in a sequence
of stages, adapted to the needs of specific clin-
ical environments (Karrer & Schartzman, 1985;
Lappin, 1988).

Structural family therapy is more prescriptive
regarding the spatial arrangement within the
therapy room, which needs to be flexible enough
to accommodate the therapist’s restructuring
maneuvers. A standard recommendation is a
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combination of individual chairs and a two-per-
son sofa, no obtrusive furniture, and toys ap-
propriate to the family’s children.

ROLE OF THE THERAPIST

Structural family therapy assigns a decisive role
to the therapist as an instrument of change. It
is the therapist’s behavior, rather than the in-
trinsic efficacy of techniques or prescriptions or
the appropriateness of interpretations, that
helps families change.

As noted earlier, the structural therapist’s dis-
tinctively active stance was initially justified by
the specific characteristics of the population at
Wiltwyck, which limited the value of the “talk-
ing therapies” and required more concrete forms
of communication. Subsequently, the experi-
ence in Philadelphia demonstrated the power of
action to bypass abstract verbalization and effect
substantial organizational change in other, more
“verbal” families.

The structural therapist is expected to engage
the family in the therapeutic project, introduce
challenges that force adaptive changes, and sup-
port and coach the family members as they cope
with the fallout. Over the course of treatment,
the therapist needs to vary the level and inten-
sity of his or her involvement with the family;
there is even some (although not much) room
for quiet reflection and neutrality.

The primary injunction from the model to the
therapist can be summarized in three words:
“Make it happen.” This requires the perfor-
mance of a variety of roles.

The Therapist as Producer

One of these roles is production of the con-
ditions that will make therapy possible—the
“formation of the therapeutic system.” It in-
volves the techniques of joining, in which the
therapist gains the family’s acceptance of him or
her as a special, nonpermanent, but influential
member, with the capacity to challenge the sys-
tem from within: a search for strength, the lo-
calization of family resources that will be used
by the family and therapist as “building blocks”
in the construction of alternative patterns, and
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the reframing of the problem as a family rather
than an individual one, so as to encourage the
participation of the family in the healing
endeavor. '

The Therapist as Stage Director

A second role of the structural therapist is to
create situations that challenge the existing
structure and push the family toward more func-
tional patterns. Here, the therapist takes advan-
tage of his or her position as a temporary
member of the system. As a stage director, the
therapist sets up scenarios for enactments,
where he or she can then have an impact on the
complementary patterns—monitoring the flow
of transactions and directing the family members
to interact in novel ways.

The Therapist as Protagonist: Use of Self

From the role of director, the structural
therapist may shift to the role of protagonist,
intervening directly in family transactions—in-
terrupting, pushing, challenging, supporting
family members selectively. By using himself or
herself as an additional participant in family
transactions, the therapist effectively unbal-
ances the family organization.

As an instrument of change, the use of self
should not be confused with self-disclosure of
the therapist’s personal experiences, which the
structural model discourages because it attracts
attention to the therapist and distracts from fam-
ilv process. In the structural model, stories from
the therapist’s own life are only justified as in-
struments of joining ("I have two sons of the
same ages’ ).

The Therapist as Narrator

The structural therapist is also a coauthor,
with the family, of a revised “script” for family
transactions. The therapist’s challenge to the
family’s belief structure—the assumptions that
family members hold about the motivations,
preferences, capabilities, and limitations of one
another—proceeds hand in hand with the chal-

lenge to the transactional structure. By com-
menting on observed transactions, old and new,
the therapist questions the family members’ at-
tribution of meaning to each other’s behavior,
and assists in the development of new meanings.

Therapist’'s Profile

The structural model requires from the ther-
apist a respectful curiosity about diverse forms
of family experience and strengths, a commit-
ment to help families change, a preference for
concrete behavioral changes over talk about .

changed feelings, a disposition to construct hy-

potheses on the basis of scanty data and to have
them corrected through a close encounter with
clients, the ability to set clear goals and to ex-
press them frankly, a willingness to direct, a
directedness of expression, a tolerance for in-
tensity in human transactions, and the courage
to raise intensity when necessary.®

Minuchin is powerful, but his intensity is not a
function of his personality; it reflects his clarity of
purpose. Knowledge of family structure and a serious
commitment to help families change make powerful
interventions possible. Families will usually respond
to messages delivered with the kind of intensity that
comes from being clear about the goal. . . . Therapists
too often dilute their interventions by overgualifving,
apologizing, or rambling. (Nichols, pp. 495-496)

TECHNIQUES OF STRUCTURAL
THERAPY

The structural therapist utilizes a variety of tech-
niques in the pursuit of structural change. Their
use is selectively dictated by the vicissitudes of
the therapeutic process as continually assessed
by the therapist; the structural model does not

8 Editors’ Note. We agree with Colapinto’s implicit message
here, that not every therapist can effectively practice every
type of family therapy, and that it is extremely important
that the match between therapists-as-persons and the re-
quirements of adopting a given therapeutic style or model
be given its due consideration. This position obviously has
significant implications for education and training.



prescribe specific matches between a given tech-
nique and a given problem.

Techniques can be classified in two broad
groups, depending on whether their primary ap-
plication is to the formation of the therapeutic
system or to a change in family patterns.

The Formation of the Therapeutic System

The first order of business for the structural
therapist is to be accepted in the family; that is,
to be accepted not just as somebody to meet
once a week, but as a regular, if temporary,
participant in family transactions, with the right
to engage family members and, eventually, chal-
lenge them.

Joining

The therapist gains such a position through a
series of movements generically called “join-
ing.” They include simple rules of etiquette,
such as making friendly contact with all family
members, and deliberate techniques such as
confirmation, in which the therapist responds
sympathetically to family members’ expressions
of concern, sadness, anger, fear, even rejection
of therapy, and maintenance, in which the ther-
apist is mindful and respectful of the rules that
govern distances and hierarchies within the
family system—for instance, by addressing the
parents before addressing the children. Confir-
mation may also take the form of a nonjudg-
mental description of a transaction among family
members, such as when the therapist com-
ments, “You seem to be engaged in a continuous
struggle.”

Selective Joining

Structural joining is not the same as being nice
to people. While needing to be accepted, the
therapist does not want to accommodate to the
point of being “inducted” into the system and,
thereby, rendered impotent. One way of intro-
ducing an element of challenge in the very pro-
cess of joining is to emphasize the affiliation with
one member more than with others. In some
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cases, the therapist may want to position himself
or herself closer to the most peripheral member
of a family; the therapist may then select his or
her wording carefully to indicate special affilia-
tion with that member, or enact a nonverbal
mimesis of the member’s mood, tone of voice,
posture, or behavior.

Joining as an Attitude

The skill of joining requires more than the
application of a technique:

Joining a family is more an attitude than a tech-
nique, and it is the umbrella under which all thera-
peutic transactions oceur. Joining is letting the family
know that the therapist understands them and is
working with and for them. Only under this protec-
tion can the family have the security to explore al-
ternatives, try the unusual, and change. Joining is the
glue that holds the therapeutic system together. (Min-
uchin & Fishman, 1981, pp. 31-32)

The attitude that joining requires combines
elements of proximity and affiliation (respectful
curiosity, acceptance, the ability to put oneself
in the other’s shoes, sensitivity to corrective
feedback) with elements of distance and differ-
entiation (questioning the family’s ways, hinting
that there are others, encouraging dissent).
Good tracking of process, as discussed in the
section on “Assessment,” may help put the ther-
apist’s effort to join the family on “automatic
pilot.”

Other Techniques

The techniques involved in searching for
strength and reframing the problem were dis-
cussed in the section on “Assessment.”

While the focus on the formation of the ther-
apeutic system is more obvious during the initial
encounter with the family, the need to main-
tain the viability of the system is a continuous
one. The techniques of joining, searching for
strength, and reframing continue to be used
throughout treatment, as the therapist protects
his or her gained position within the family, and
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regains it whenever he or she claims the right
to challenge the family structure.

Changing Family Structure

The structural approach to changing the fam-
ily relies on the challenge to current patterns of
transaction. Here, the word “challenge” does
not necessarily connote a harsh confrontation.
Although some challenges may take the form of
confrontation—for instance, in the technique of
unbalancing—the word has a more generic
meaning, designating any therapeutic interven-
tion that makes it difficult for the family to en-

gage in its usual modes of transaction. The

challenge is to the dysfunctional pattern, not to
the motivation of those who participate in the
pattern.

Challenging techniques especially developed
by the structural model are aimed at directly
affecting the family’s structure of transactions by
creating an alternative pattern in the room.

Enactment, the actualization of transactional
patterns under the control of the therapist, is
usually regarded as the most distinctive struc-
tural technique, because it best expresses the
premise that more change comes from dealing
with problems than from talking about them. If
the family claims that the mother does not have
any control over her children and depends on
the father for law and order, the therapist may
create a situation in the therapy room that re-
quires the mother to organize the children’s
play, and then block the rescuing attempts of
the father until the mother succeeds.

The purpose of enactment is to offer a context
in which the family can experience the substi-
tution of functional for dysfunctional transac-
tions. The therapist “makes it happen”™ by
monitoring the transaction in progress—one mo-
ment supporting it with a suggestion, and the
next moment pulling back to leave room for the
family members to transact, occasionally refo-
cusing them. At the same time, the therapist
also intensifies the family's experience by com-
menting on stumbling blocks and successes: “He
gave you that look again and you stopped dead
in your tracks.” “Now you are talking to your
father like a real 16-year-old.”

Enactments rarely beget instant change. The
family needs to repeat the experience of possible

alternatives in many different forms before new
patterns can be maintained. Each successful en-
actment contributes a bit to enlarging the ex-
perience of the possible, showing that change is
possible and what it might look like. The ther-
apist may prescribe “homework” as a way of ex-
tending an enactment beyond the boundaries of
the session. For instance, the sibling subsystem
may be instructed to prepare a pleasant surprise
for the parents, as a way of both reinforcing the
boundaries of that subsystem and promoting in-
ternal negotiation. Naturally, homework cannot
be monitored by the therapist with the same
immediacy as an in-session enactment, but it has
the advantage of taking place in the natural en-
vironment and over an extended period.

Boundary making is a special form of enact-
ment in which the therapist modifies patterns
of over- and underinvolvement by allowing some
members, but not others, to participate in a
transaction. Examples of boundary making are
the prescription of a physical movement that
results in the formation of a group of people
facing each other, with their backs toward the
rest; asking a family member to watch in silence
from one corner of the room or from behind a
one-way mirror; prolonging a dyadic inter-
change; using phrases that convey the desira-
bility of separation (“You talk for him,” “Do you
need to check every answer with her?”); and
using physical gestures aimed at blocking inter-
ruptions or distracting visual contacts (raising a
hand, standing between people).

Boundary making disrupts the operation of
detouring mechanisms and other conflict-avoid-
ance patterns, and encourages the emergence
of underutilized skills within the subsystem in
question—such as a couple that is being pro-
tected from interruption by the children, or chil-
dren who are being protected from interruption
by the parents. New skills sometimes emerge
spontaneously (the siblings, for instance, de-
velop their own way of solving their differences
without parental arbitration), but more often
they are identified through the therapist’s in-
tervention in the bounded subsystem—pointing
out the ways in which subsystem members
shape each other’s behaviors, highlighting their
complementarity, and encouraging experimen-
tation with new shapes. To a father locked in a
hopeless contest of recriminations with his
daughter, the therapist may say: “You keep say-



ing that you have no influence over your daugh-
ter, but right now she is asking for your help.

She is giving you power. Accept her request.”.

This modality of intervention, known as working
on complementarity, is the main contribution of
the structural therapist to an enactment, once it
has been initiated.

Intensity is a quality that the structural ther-
apist attaches to some of his or her interven-
tions to increase the level of challenge to the
family system. Intensity can be achieved
through numerous repetitions of the same mes-
sage, through tone of voice, or through a dra-
matic statement or intervention. Examples of
particularly intense techniques are unbalancing
and crisis induction. '

In unbalancing, the therapist capitalizes on
the expertise that the family has allocated to him
or her to challenge a rigid family hierarchy. The
therapist, for instance, may purposefully ignore
a domineering family “switchboard.” While this
“goes against the grain of the therapist’s cultural
imprinting, because it requires the capacity to
speak and act as if certain people are invisible”
(Minuchin & Fishman, 1981, p. 173), it may
force a realignment of family hierarchy, for ex-
ample when the ignored member attempts to
draw the other members into a coalition against
the therapist.

In a more active form of unbalancing, the ther-
apist becomes a protagonist of family transac-
tion, entering into a coalition with a family
member. For instance, the therapist may sup-
port a devalued family member against another
member, in which case, “the family member
who changes position in the family by affiliation
with the therapist does not recognize, or does
not respond to, the family signals. He operates
in unaccustomed ways, daring to explore unfa-
miliar areas of personal and interpersonal func-
tioning, highlighting possibilities that were
previously unrecognized” (Minuchin & Fish-
man, 1981, p. 162).

Crisis induction is the creation of a situation
that leaves the family no choice but to face a
chronically avoided conflict. An example is the
lunchtime session in anorexia cases, in which
the symptom literally is brought into the room
and the family is asked to deal with it.

Unbalancing and crisis induction are risky op-
erations that may threaten the continuation of
treatment. They require from the therapist clar-
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ity of purpose and a difficult balancing of com-
mitment to change and sensitivity to corrective
feedback from the family.

Challenge to the Family’s World View

In addition to techniques that directly alter
the transactional structure of the family, the
structural therapist utilizes others that affect the
structure indirectly by challenging the family’s
world view. Universal truths, moral impera-
tives, cultural traditions, folkloric common
sense, invoked expertise, and the family’s own
preferred metaphors can be used by the thera-
pist as vantage points from which to challenge
the premises that underlie family rules, provide
alternative explanations, and suggest directions
of change.

In the West family, who came to therapy because
the father, a minister was having difficulties control-
ling his two adolescent daughters, Mr. West refers
to his wife and daughters as “the three girls.” The
therapist rises, “stopping the clock,” and points up a
moral: “You must have difficulties in your relationship
with God, since you don’t understand that He created
hierarchy in the family. There is a right place for the
parents and a right place for the children.” (Minuchin
& Fishman, 1981, p. 215)

Some Common Technical Errors

Most of the technical errors that a structural
family therapist can make are generically gath-
ered under the rubric of induction, a phenom-
enon in which the therapist inadvertently
becomes organized by the rules of the family.
Induction should not be confused with the ac-
commodating moves of the therapist who inten-
tionally adopts the rules of the system as a part
of his or her joining.

Centrality is a variety of induction in which
the therapist accepts the family’s enticing for
him or her to become the central figure of treat-
ment, which inhibits family transaction. The
therapist may fall into constantly asking ques-
tions, responding to requests for advice, or al-
ways being at one end of a power struggle. Or
the therapist may unwittingly respond to family
clues and rush to the protection of a member
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who appears to be at the losing end of a trans-
action—an induction known as the rescuing ma-
neuver; for instance, an adolescent is being
verbally abused by her parent and the therapist
anxiously interrupts the transaction or admon-
ishes the parent.

Another common error is overfocusing on
content at the expense of visible structural pat-
terns. “If family members are avidly telling their
story, the therapist’s attention may be locked
into content. Sometimes a therapist tracks the
communication of the most verbal family mem-
bers, unaware of the family life being enacted
before his unseeing eves” (Minuchin & Fish-
man, 1981, p. 34).

The power of family rules to induct therapists
is complementarily reinforced by traditional
clinical training, which encourages therapists to
be central, helpful, and focused on content.

On the other hand, structural therapists may
also err in the opposite direction—by not allow-
ing themselves to be inducted enough. When
this happens, the therapist does not pay enough
attention to the family rules, fails to accommo-
date to them, and “loses touch” with the family.
He or she then operates at a distance that is not
appropriate for the structural model, relving ex-
cessively on the free-standing value of the tech-
niques and unable to register feedback from the
family. It is the error of overtechnicism (Cola-
pinto, 1983, 1988). The therapist may, for in-
stance, set up an enactment and expect the
process to take care of itself (“You two talk about
this”), or grossly miscalculate the consequences
of an unbalancing.

DYNAMICS OF CHANGE

Structural family therapy operates on the basis
of a set of assumptions about change, derived
from the structural understanding of family
dynamics.

1. Change and resistance to change. Change,
in families and individuals, is a natural process
of growth that can be arrested. When that hap-
pens, the potential for change and a resumption
of growth is still inherent in the family itself,
and, more specifically, in areas of its individual
members’ selves that have so far been sup-

pressed by virtue of complementarity. Family
members “are always functioning with a portion
of their possibilities. There are many possibili-
ties, only some of which are elicited or contained
by the contextual structure. Therefore, breaking
or expanding contexts can allow new possibilities
to emerge” (Minuchin & Fishman, 1981, p. 14).

A family may change spontaneously when it
realigns its structure to cope with a changed
environment. On the other hand, the family may
resist spontaneous change and reinforce its cur-
rent structure. Resistance to change is then ex-
pressed through the predominant adhesion to
existing family rules, with individual members
countering others’ movements toward change.

2. Family change and individual change. The
family, as a powerful organizer of its individual
members’ behaviors, is a major influence in
shaping the individuals, and whether and how
that shape can change. The family is the natural
context for change, and even though individual
members can initiate change without the help
or the “permission” of the family, such change
necessarily brings about reverberations in the
family, some of them in the form of resistance.
Harnessing the power of the family on behalf of
the individual, and attending in vivo to the re-
verberations of change in the family, are the two
major advantages of family therapy.®

3. Therapeutic change. Individuals and fam-
ilies who fail to change spontaneously may
change with the assistance of a therapist who
opens for them the possibility of experiencing
alternative patterns. Resistance to change is
either circumvented (typically through the use
of enactments) or directly challenged (for in-
stance, through a crisis induction).

4. Behavioral change and cognitive change.
Changes may be initiated at the level of behav-
joral interaction or at the level of cognitive or
emotional experience. The way family members
experience each other changes when their in-
teraction changes, and the way they interact
changes when their experience of each other

® Editors’ Note. We wish to underline that Colapinto is
speaking here of family therapy-in-general, not just of Struc-
tural Therapy. These two characteristic advantages of family
therapy may constitute a good deal of the potency of family
methods that is attributable to so-called “nonspecific” factors
that are common to all family-therapy approaches.



changes. Therefore, both a disruption of actual
transactions and a challenge to the clients’ mu-
tual experience can initiate change.

However, even when choosing the latter
route, the therapist uses actual transactions in
the room as referents. Changes in clients’ ex-
periences are brought about not by the thera-
pist’s long explanations, but by his or her brief
punctuation and reframing of enacted transac-
tions. The same applies to cognitive processes
that contribute to therapeutic change, such as
the understanding of the phenomenon of com-
plementarity: they need to be anchored in con-
crete experience.

WORKING WITH COUPLES

The structural model has not developed a sep-
arate set of concepts or techniques for the treat-
ment of couples. The couple is conceptualized
as a subsystem that may become one of the foci
in the treatment of a family, or that may itself
take the initiative of requesting treatment. In
either case, assessment and treatment of the
couple subsystem follow the same guidelines
that apply to the family.

There are some differences in emphasis in the
choice and application of techniques. For in-
stance, it mayv not be necessary to reframe the
problem as an interactional one, because couples
requesting therapy are comparatively closer to
perceiving their problems as interactional any-
way; on the other hand, reframing may be
needed to change the definition of what kind of
interactional problem it is. Similarly, the con-
sistent focus on an already identified subsystem
offers comparatively more opportunities to ap-
ply techniques for working “inside” the subsys-
tem—such as enactment and working on
complementarity—than to use techniques for dif-
ferentiating subsystems, such as making bound-
aries. However, the structural approach also
pays attention to the context of the couple and
its relationship to other subsystems; for instance,
how being a father and mother affects the re-
lationship of husband and wife. Stanton (1981)
has developed a model for couple therapy that
combines elements of the structural and the stra-
tegic approaches.
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TREATMENT APPLICABILITY

Structural family therapy has been primarily de-
veloped and applied in clinical settings, both
agency-based and private, where children, in-
cluding adolescents, are the identified target of
intervention. There is comparatively little doc-
umented experience on the application of the
model to the treatment of adults; existing reports
suggest that the model applies when there is a
strong involvement of the family in the life of
the individual adult (Fishman, 1979; Stanton &
Todd, 1982).

The model applies to all shapes of families,
from the disengaged to the enmeshed end of the
continuum. Naturally, the extremes pose a
higher level of challenge. An extremely disen-
gaged family may make it difficult for the struc-
tural therapist to reframe the problem and
recruit the necessary resources. An extremely
enmeshed family may present too rigid a front
against the therapist’s attempts at restructuring.
But these obstacles to applicability are not ab-
solute; they can be overcome by the therapist’s
determined joining or intensity. It is fair to say
that limits to the applicability of the model to
families are determined by the therapist’s style
rather than the family’s.

A more complex issue, because it interfaces
with the controversy about the validity of the
psychiatric diagnosis, is the applicability of the
model to specific individual syndromes, such as
character disorders. Again, the less a problem
lends itself to an interactional reframe (whether
the result of family rigidity or of the weight of
a diagnosis), the less are the chances for a suc-
cessful application of the structural model.
Again, these obstacles are not absolute, but are
relative to the therapist’s ability to reframe and
challenge. Depression can be seen as an inter-
actional phenomenon (Minuchin, 1974).

There are problems to which the model def-
initely does not apply. The organic substrata of
some psychotic phenomena do not respond to
structural family therapy, any more than the or-
ganic substratum of diabetes does. However,
just as structural family therapy can be effective
in reducing the number of acidosis crises (Min-
uchin et al., 1978), it is also applicable to the
interactional fallout of organic psychoses. At the
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other end of the explanatory continuum, while
the model cannot cure the social context of poor,
underorganized families, it can help them de-
velop the interactional skills that help other poor
families cope better.
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