Conversations inviting Change — an introduction to theory

We teach an approach to supervision for clinicians that is based on a particular
attitude of mind, and a set of techniques that convey that attitude. This paper offers a
brief description of the theoretical ideas behind the attitude and the techniques. We
want to emphasise two things from the start. Firstly, the attitude of mind is more
important than the theory. Some people instantly grasp the attitude but are bored by
the theory (which is fine). Others get very excited by the theory but don’t seem able to
apply it in live supervision (which isn’t fine). So if you struggle to understand some
of these theoretical ideas it may not matter. Equally, if you fall in love with them it
still may not mean that you can supervise well.

Secondly, we are applying ideas that we have learned through our training in family
therapy. This mystifies some people since they wonder how on earth ideas from
therapy with families can possibly be relevant to supervising doctors, dentists and
other clinicians. However, the ideas have a history that is quite independent of family
therapy, and these days they are increasingly being used elsewhere including
management and education. You do not have to be a family therapist to understand
them or apply them skillfully to supervision.

Our approach draws on two distinct but related fields of thought: systems theory and
narrative studies. The following sections describe each of them in turn, with a linking
section that describes a school of thought that in some ways bridged the two sets of
ideas.

Systems theory

Systems ideas have been around since the middle of the twentieth century. They arose
in many different disciplines including engineering, physics, cybernetics, biology and
anthropology. They are associated with a number of names that have largely been
forgotten outside specialist disciplines. These include Norbert Wiener, Heinz von
Foerster and Ludwig von Bertalanffy. The best known of all the systemic thinkers
was a man named Gregory Bateson. He was British but lived much of his life in
California. Bateson was something of a polymath. His essays covered a huge range of
interests including evolution, political theory, religious mysticism, art and psychiatry.
Unfortunately he was not a very clear writer and his arguments can be hard to follow
but they can all be summed up by a single idea: everything in the world is ultimately
connected with everything else, through a complex pattern of interactive loops that
never really has any beginning or any end. Because of this fact, all that we can ever
perceive of any phenomenon is only partial and provisional. Moreover, we ourselves
as observers are really only a part of the pattern of interactive loops and can never
really stand outside it and be entirely objective.

Bateson was not himself a clinician but he worked for a time with psychologists and
psychiatrists. He was particularly influential on a group of people who became the
founders of family therapy in the 1950s and 60s. These people started to use his ideas
not just with schizophrenia but with alcoholism, behaviour problems in childhood,
marital discord and a host of other problems. Instead of seeing any problem as
‘belonging’ to a single individual, they started to focus on how people interacted with
each other and how this could make any problem far worse - or far better. They would
see patients together with their close relatives, and work with the whole family system
to try and understand and help what was going on.

Although family therapy has changed in many ways since its earliest days, family
therapists continue to use Bateson's ideas. In particular, they tend not to make



interpretations about the ‘cause’ of a problem, nor to give advice about how to deal
with it. Instead, they ask questions in order to stimulate everyone’s interest in the
nature of the problem, how it arose, and what is keeping it going. They hope that by
thinking about such questions, everyone involved may become more aware of their
own contribution towards the situation in the “here and now.” By working in this way,
they aim to help people question the objectivity of their own fixed judgements and
labels, and to explore new ways of seeing the world around them and their part in it. It
is also from Bateson that we take the idea of “the difference that makes a difference”.
This informs our thinking about how to help people think about change. People need
to do something different but not too different so we ask about the smallest steps they
can take that might be useful.

In the context of supervising doctors, we find that Bateson’s thinking, and systemic
ideas generally, are helpful in all kinds of ways. They can make people aware of how
any problem may only become a problem in the context of human interactions, and
how those interactions can contribute to it, or make it better. Systemic ideas can also
help people to see that any understanding of a problem can only ever be partial or
temporary, and that solutions - or resolutions - can only really be generated by the
parties involved. The role of supervisors is therefore to be curious and sympathetic
but also to be challenging - in the sense that they will never simply accept the
supervisee’s account as the only possible description of what is going on, or as the
‘truth’ of the matter.

The Milan team: a bridge from systems to narratives

Like every other branch of psychology, systemic thinking and family therapy have
given rise to many different schools of thought. However, the followers of Bateson
who have most influenced us are a group of Italians known as the Milan team. These
were four psychiatrists who were also psychoanalysts. In the 1970s they became
frustrated and disaffected by some aspects of psychoanalysis including its emphasis
on the individual and its apparent certainty about the mind and how it works. Using
principles derived from Bateson, they developed a way of working with families (and
later with individuals, and then in supervision) that depended almost entirely on using
questions to open up new ways of thinking for their clients. Eventually they proposed
that their approach could be understood in terms of three simple guidelines:
hypothesising, circularity and neutrality.

When they talked about hypothesising, the Milan team was trying to draw attention to
the fact that it is quite impossible not to form ideas in your mind about causes, reasons,
explanations and interpretations for anything you hear about. However there are two
quite different ways of responding to these ideas. On the one hand you can assume
that your own ideas are right and to try and persuade other people of this. On the other
hand, you can regard these ideas simply as different descriptions of what is going on,
and then to try and find out if these descriptions are of any interest or use to the other
person.

The conversion of hypotheses into questions is one of the key skills of systemic
questioning. It not only involves identifying what you are thinking in the first place,
but it also includes the discipline of becoming sceptical about your own ideas at the
same time, and then asking a question that gives no hint of your opinion. The Milan
team's next guideline of circularity covers the idea that the person doing the
questioning in a systemic interview (whether in a consultation or when doing
supervision) should always note in careful detail what the response is to each question,
and use this to frame the questions that follow.



This involves a willingness to ‘go with the flow” of a conversation even if it is going
in a quite different direction from the expected one. One of the necessary skills for the
interviewer here is what the Milan team called ‘not being wedded to your hypotheses’.
This implies the ability to respond with equal interest whether or not the ideas in
one’s own mind are confirmed.

The Milan team's third guideline - neutrality - really flows from the previous two. It
expresses the idea that interviewers should constantly maintain an open, tolerant
stance that allows their client or patient the maximum possible space, unimpeded by
the intrusive beliefs or prejudices of the interviewer. The Milan team were at pains to
emphasise that this did not mean that interviewers should have no beliefs and
prejudices of there own. Nor did they ever rule out the possibility of situations
(including dangerous or life threatening ones) where it was legitimate and ethical to
declare these. What they did argue, however, was that clinicians very often found
themselves in situations where they could do more harm by inappropriate certainty
than by carefully considered neutrality.

In time, one member of the Milan team named Gianfranco Cecchin wrote a further
paper in which he boiled down the approach of the team into one word: Curiosity. If
one felt and expressed adequate curiosity, he suggested, everything else necessary for
a systemic interview would follow automatically.

This would not only include a helpful exploration of the nature and content of the
problem, but also the client's response to the interview itself. (*How is this
conversation going for you? How helpful are you finding it? Are there any other
questions | should have asked you? Am | getting the balance of questions to advice
about right? Am 1 showing any prejudices that are getting in the way of your
thinking?” and so on.)

In our trainings in supervision skills we have used the ideas of the Milan team in all
sorts of ways, but the most important of these are probably the stress we place on
attentiveness to language, and on following feedback. In our experience many doctors
are quite empathic and sensitive to the general tone of feeling in a conversation but
they may have inadequate skills in noticing the tiny, giveaway, words and phrases that
can act as cues for curiosity and helpful questions (eg the word ‘always’ in the
expression ‘always grumpy’).

Equally, they may never have been trained to be sufficiently aware of their own
certainties, so that they are inclined to plough on with a particular, predetermined line
of questioning even when every response is indicating that it would be better to
pursue a different set of ideas.

One specific point worth making here is whether it is useful to impart a list of
systemic questions (sometimes referred to as ‘circular’ questions) that are useful in
many different situations. The answer is probably “Yes and no’. We do sometimes
give as set reading a famous paper by a follower of the Milan team named Karl
Tomm, who systematised their approach to questioning (although they repudiated his
system as too rigid and militating against spontaneity). From time to time we also ask
groups to generate their own list of “favourite effective questions’. However on the
whole we regard such approaches to questioning as essentially anti-systemic. By
definition, a set of prepared questions cannot possibly relate to the specific language
cues given by individuals in particular conversations. However, when they are
learning this technique some people find it very helpful to have a few “favourite
questions” handy to refer to in their consultations or supervision conversations.

The Milan team never explicitly described themselves as narrative therapists or
narrative practitioners. However, in their preoccupation with language and its



importance they were very much in accord with a rising interest in narrative that was
also emerging around the same time.

Narrative ideas

The narrative movement that emerged in the 1980s was entirely distinct from the
world of systemic thinking. However, like systems theory, it emerged in a whole
range of different and apparently unrelated fields including the social sciences,
philosophy and literary studies. Pioneers of narrative thinking included the
psychologist Jerome Bruner, the literary critic Paul Ricoeur, the philosopher Charles
Taylor and the Russian linguistician Mikhail Bakhtin - who had actually written much
of his important work fifty years earlier but was now being rediscovered.

A narrative is simply a story. People within the narrative movement have taken all
sorts of different theoretical positions, but they all basically share the same central
ideas: human beings are story-telling creatures. This means that we make sense of our
realities by telling each other stories (or bits of stories) and we experience our lives in
ways that resemble stories - in other words with characters, plots, motives, suspense,
beginnings and endings and so forth. Another feature that narrative thinkers generally
have in common — and that Bakhtin emphasised - is that stories are made up not by
single individuals but between them. Who a story is being told to (and where, and
when, and why) is just as important as who is doing the telling.

This is not the place to explore the relationship between the narrative movement and
other similar movements from the late twentieth century including post-modernism
and social constructionism. Nor is it the place to examine the different approaches
that narrative thinkers have taken to the philosophical question of whether stories
approximate to something that really exists, or whether the only reality we can ever
know consists of the stories that we tell ourselves and each other. What is important,
however, is to notice the points of similarity and overlap with systemic thinking.
These include a crucial emphasis on interaction (who is telling what to whom) and on
context (how our story-telling is determined by our various identities and
relationships in terms of family, culture, belief systems and so forth).

Narrative thinking has affected family therapists just as profoundly as systemic
thinking. It is probably true to say that many or most family therapists working in the
UK nowadays would probably describe themselves as working within a narrative
framework as much as a systemic one. Narrative ideas have also affected other
schools of psychology as well, including psychoanalysis.

There is in fact an emerging consensus in many schools of psychological thought that
people’s problems are changed not so much by helping them find the ‘real reason’ or
the ‘best answer’ to their problems, but by helping them to find a coherent story that
provides them with a satisfactory meaning for what they are going through.

In our work in supervision skills training, we particularly use the concept that clients
usually bring a “stuck story’ to supervision. They may have told the story over and
over again to themselves and to others, so that the story itself (often involving a sense
of being helpless or overwhelmed) has become part of the problem. We promote the
idea that thoughtful and sensitive questioning can invite people to retell their
experiences to themselves in a different way.

Quite often, for example, we notice that someone will start to present a problem in
supervision with a phrase like “Well, it’s a very complicated story...” Fifteen or twenty
minutes later, they may actually say ‘I guess it's really fairly simple and I’ve known
all along what | ought to do’. People also sometimes start by presenting something for
supervision that they think is fairly simple but the process of supervision develops
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something more complex. They may be entirely unconscious of how they have been
helped to reconstruct their narrative in this way unless they review the process on
video.

Our own synthesis

Our use of systemic and narrative ideas changes all the time. The emphasis we put on
different elements of systemic and narrative ideas inevitably alters, in response to
each course we teach. The account we give of our thinking also changes. We make
use of ideas from other fields as well. For example, some psychoanalytical ideas (like
the word ‘unconscious’ in the previous paragraph) still inform our hypotheses and our
language at times - not least because they are so embedded in popular thinking and in
medical culture.

However we also try to remain sceptical about our hypotheses and the language we
use, and open to challenge in all our teaching and our ideas. We recognise that our
own particular area of interest - supervision for practising doctors, dentists and other
health professionals - requires a theoretical approach that draws on systemic and
narrative thinking but is not entirely dominated by it. Broken bones, strokes and death
are not just words: they are real. We realise the need to balance the scepticism and
relativism of systems theory and narrative ideas on the one hand, with an ethical sense
of what is solid and non-negotiable in medicine and health care on the other hand.
Having said that, we find time and again that what supervisees (and patients) find
most helpful in an interviewing stance is the one thing that Cecchin said most
characterised the systemic approach to helping people: Curiosity.

John Launer, June 2008
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