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Abstract
Applying Dialogical Methods for Investigations of Happening
of Change (DIHC), this study investigated how children who
had been diagnosed with an oppositional defiant or conduct
disorder participated in a collaborative post-therapy research
interview and talked about their experiences of family therapy. The results showed that the children participated as dialogical partners talking in genuine, emotional, and reflective
ways. Encountered as full-membership partners, the children
also co-constructed meanings for their sensitive experiences.
However, their verbal initiatives and responses appeared in
very brief moments and could easily have been missed. The
collaborative post-therapy interview offered a safe forum for
co-reflection by participants on what they had found useful or
difficult in the family therapy process. In this interview setting, the family first listens to reflection by the therapists on
the therapy process and their thoughts on some of the family's related sensitive issues. The results indicate that when
therapists present themselves as not-knowing, receptive and
accountable, therapists may facilitate reflection for all family
members, including children.
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interview
This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction
in any medium, provided the original work is properly cited.
© 2021 The Authors. Journal of Marital and Family Therapy published by Wiley Periodicals LLC on behalf of American Association for
Marriage and Family Therapy.
J Marital Fam Ther. 2021;00:1–16.		

wileyonlinelibrary.com/journal/jmft

|

1

2

|

  

HELIMÄKI et al.

I NT RO D U C TIO N
When a family seeking help enters therapy, it is often the case that the family members are unable to
precisely describe their most sensitive experiences or their primary concerns. Family therapy can be
seen as an interactive and co-constructive process in which the family members and therapists together
find language for experiences in the family members’ lives that have not yet been expressed in words
(Seikkula et al., 2012). In this study, we were interested in exploring, through qualitative analysis,
how children who have been diagnosed with a conduct or oppositional defiant disorder participated in
joint conversations and talked about their experiences of family therapy in a collaboratively conducted
post-therapy research interview.
The authors applied a dialogical method (Dialogical Methods for Investigations of Happening of
Change, DIHC) where dialogical refers to reciprocal conversations in which the participants jointly
examine, question, speculate, and reflect on the issues at hand. Through these two-way exchanges,
participants seek to understand each other and the uniqueness of each other's language from each
other's perspectives and not solely their own (Anderson, 2012, p. 11). However, if finding language,
meanings, and understandings and generating a new narrative for the past (Anderson, 2001, 2012;
Anderson & Goolishian, 1988, 1992) in the family therapeutic context is difficult for many adults
(Bowen, 1978; Stierlin, 1977), it is clearly more challenging for children with smaller vocabulary,
poorer cognitive (Henderson & Thompson, 2011) and linguistic skills (Lobatto, 2002) and a less individualized self (Piaget, 1959).
Family therapy as an institutional setting is typically and predominantly adult-led, with children
having little input in conversations about their healthcare (Stivers, 2002). In settings where both parents and child are present, there may a tendency for clinicians to place more weight on the parents’
than child's views, thereby putting the child at risk of being positioned as a passive listener to their
parents’ talk about them (Hutchby & O’Reilly, 2010; Lobatto, 2002; Parker & O’Reilly, 2012). To
avoid this, therapists working with children and their families need to find ways to create space for
children's voices (Gehart, 2007).

The collaborative post-family research interview
In this study, collaborative post-family research interviews were conducted by a researcher who is also
a clinical practitioner. The collaborative post-therapy interview model applied here was developed in
Norway by Andersen (1995, 1997). The idea is that clients and therapists meet 6 to 24 months post-
therapy and reflect with a consultant on how they experienced the therapy. The model aims to generate a
genuine dialogue in which all participants reflect on the understanding they have gained. While collaborative post-therapy research interviews are not primarily intended to be therapeutic, they have sometimes
been reported to have a greater therapeutic impact than the therapy itself (see Gale, 1992).
The process starts with a consultant or a “visiting colleague” (Andersen, 1997) (in this study an
interviewer) asking the therapists to start the session by talking reflectively with each other while
the family members listen. This offers the family a role model not only for the reflection process but
also for a willingness both to be vulnerable and to take responsibility. After hearing, the therapists
reflecting and before inviting the family to reflect, the interviewer asks the family members to comment on what they have heard. Shifts between speaking and listening are fundamental in the process
(Andersen, 1995), “to have a different experience of each other and what is being said and heard”
(Anderson, 2012, p. 17). If one discovers that one is heard, it may become possible to begin to hear
and to become curious about other's experience and opinions (Seikkula & Trimble, 2005).
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The primary aim of the post-reflection dialogue is to increase the participants’ mutual understanding of the therapeutic process and deepen the family's understanding of their difficulties while potentially also allowing the participants to reflect internally.

Core ideas informing the collaborative approach
Collaborative therapies and approaches have long been a focus of interest in couple and family therapy (e.g., Andersen, 1991, 1995, 1997; Anderson & Gehart, 2007; Anderson & Goolishian, 1992;
Hoffman & Cecchin, 2003; Madsen, 2007; Rautiainen & Seikkula, 2009). Collaborative approaches
are guided by the idea of “we-ness” and “withness” (Anderson, 2012). The therapist's role is to facilitate therapy as a “joint-action” (Shotter, 1984) from a non-hierarchical, not-knowing position.
Focusing on a non-hierarchical “in-there-together” process, the therapist aims at generating “newness” in meanings, understandings, and narratives (Anderson, 2012; Anderson & Goolishian, 1992;
Madsen, 2007). By inviting multiple perspectives into conversations, the therapist promotes shared
inquiry into clients’ dilemmas. The goal is to create space for a rich dialogue that enables every family member's voice to enter the conversation. At its best, this process increases the participants’ self-
reflection and self-understanding (Rogers, 1942), an outcome which can be viewed as therapeutic per
se.
Mutual inquiry by the participants directs the process of inquiry and shapes story telling, re-telling,
and new telling. Therapists’ questions should stem from genuine curiosity and a desire to understand
each family member's worldview and perspective. The therapist should always aim to appreciate and
value all clients, including children, equally as experts on their own story (Anderson, 2012; Anderson
& Goolishian, 1992). By adopting a position of positive curiosity (Cecchin, 1987), we can learn about
the unique perspectives of clients, including children. However, to access a child's world and learn
how the child makes sense of his or her life experiences within the family, therapists may need to be
more than usually curious (Gehart, 2007). According to Anderson (2012), the therapist's curiosity
is contagious: what begins as one-way curiosity can shift to two-way curiosity, and hence to a back-
and-forth process of mutual learning. The joint search for new ways of conceptualizing the client's
story through dialogue about the latter's “problems,” that is, events, behavior, symptoms, and feelings, is both cathartic, transforming, and therapeutic (Anderson, 2012; Anderson & Goolishian, 1992;
Madsen, 2007; Rogers, 1942; Seikkula & Trimble, 2005; Tomm, 1987).

Children as dialogical partners
Working with children and seeing the world through the eyes of a child is challenging (O’Reilly,
2006, 2008) but important. Dialogue with children (often) differs from dialogue with adults. Dialogue
with children is often characterized by overlapping, shifting and, at first glance, unrelated themes
(McDonough & Koch, 2007). Moreover, children, unlike adults, also communicate their meanings
through play, movement, art, and other activities (Gehart, 2007; Gil, 2009), relying less heavily on
words and verbal language (Shotter, 1993). Thus, children generate meanings, even if they often
construct them differently from adults. Consequently, adults working with children need to attend to
nonverbal aspects of communication, such as tone, emotion, and facial expressions, rather than focusing exclusively on the literal content of spoken messages (Gehart, 2007; Gil, 2009). Despite such
differences, dialogue with children nevertheless involves a cocreation of meaning that is key to the
therapeutic process (Anderson & Levin, 1997; McDonough & Koch, 2007).
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Children are also in the process of developing “common sense” and gaining familiarity with dominant cultural discourses (Gehart, 2007). Among adults, however, adult-child differences in meaning-
making processes may cause stress and frustration both within the family and in the therapy meetings.
It has been noticed that children are frequently interrupted in family therapy (O’Reilly, 2008) and
treated in negative ways (O’Reilly, 2006; Parker & O’Reilly, 2012). At worst, children's initiatives are
ridiculed or simply disregarded. Children, however, seem to want to be involved in family therapy in
a meaningful way (Stith et al., 1996).
Listening carefully to what children have to say entails slowing down and is thus more time-
consuming. Gehart (2007) points out that, unlike adults, who often rush in and put words in their children's mouths, children require more time to express themselves. Parents also often tend to talk about
topics that are important for their children's lives around rather than with their children (Galinsky,
2000). In doing this, we can easily fail to understand children's meanings or overlook their significance.
Listening intently and creating space for children's voices reveals how children fit seemingly unrelated fragments together to form a whole. Expressing positive curiosity about children's definitions of
problems and their possible solutions can facilitate children's sense of being appreciated and valued
(Anderson & Levin, 1997; McDonough & Koch, 2007). However, showing curiosity is never innocent
(Tomm, 1987). Curiosity implemented through questions is neither objective nor neutral (Anderson,
1997, 2001, 2012). Instead, questions are always informed from within and related to what has previously been said (e.g., Bakhtin, 1984). Therefore, adopting the collaborative stance of not-knowing
(Anderson, 2001, 2012; Anderson & Goolishian, 1992; Madsen, 2007) is especially important when
working with children. This stance implies that the interviewer or therapist, as Gehart (2007) puts it,
“avoids certainties” about the child's experience and does not try to understand too quickly but instead
allows ideas to emerge through the ongoing dialogue. Not-knowing requires tolerance of uncertainty
in the face of a mystery. Offering too quickly an interpretation or rational explanation may lead a child
to defend him-or herself, which only inhibits the process of understanding (Seikkula & Trimble,
2005). It is not unusual for adults to assume they know more about children and children's perspectives
than they actually do (Gehart, 2007).
Taking a not-knowing approach requires a belief and trust in human beings’ drive to realize their
innate potential. As Rogers states: “all individuals have within themselves the ability (…) to find their
inner wisdom (…) and make increasingly healthier and more constructive choices” (Kirschenbaum &
Henderson, 1989, xiv). According to Rogers, the client's change is a natural side-effect of a warm and
collaborative climate, and as such supports the client's competence and growth in self-understanding
(Anderson, 2001, 2012; Rogers, 1942). The development of heightened client reflection in psychotherapy has received increased attention recently (Santos et al., 2009).

Focus on children with behavioral problems
Family therapy research has not previously analyzed collaborative post-therapy interviews that include children. Three collaborative interviews with children present were conducted in Sweden by Buvik and Wächter
(2006) but none were post-family therapy interviews. In this study, collaborative post-therapy research interviews were used with families who had a child diagnosed with a conduct disorder. Such a diagnosis refers
to persistent patterns of behavior in which the rights of others and age-appropriate social norms are violated
(American Psychiatric Association, 2013). Children with behavioral problems often exhibit distortions and
deficiencies in cognitive processes and mentalizing skills that generate interpersonal problems.
In addition, deficiencies in strategies for making and keeping friends, unawareness of the possible consequences of one's action, and not perceiving how others feel are among the difficulties that
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generate stress and strains in social situations and impede the achievement of socially satisfying goals
(Hill & Maughan, 2001; Kazdin, 2005; Shirk, 1988; Spivack & Shure, 1982). A recent study by Wells
et al., (2020) showed that the ability to identify others’ emotions and intentions is impaired in children
with behavioral problems. These social cognitive processes were found to be related and inversely
associated with the severity of behavioral problems.
From a systemic perspective, the families of children who struggle with behavioral problems typically experience dysfunctional family relations, unhappy marital relations, interpersonal conflict and
aggression, less participation in activities as a family, and defensive communication patterns, including less warmth, affection, and emotional support, among family members (Hill & Maughan, 2001;
Kazdin, 1997, 2005).

A I M S O F T H E ST U DY
This study applied a qualitative method to investigate how children diagnosed with a conduct-or oppositional defiant disorder participated and talked about their experiences of family therapy in the collaborative post-therapy research interview. We were particularly interested in exploring these children's verbal
communication, as they are used to expressing themselves through acting rather than talking.

DATA
The research data consisted of nine video-taped post-family therapy research interviews held at
[University Hospital Blinded]. The interviews were conducted within the framework of the previously described collaborative model. The research material forms part of a follow-up family therapy
research project comprising altogether 14 families with a 10-to 15-year-old child diagnosed with oppositional defiant or conduct disorder. The therapeutic approach in the research project was systemic
and collaborative with elements of structured games and interactive tasks.
All participants gave their informed consent to take part in the study and to publication of the
results. The research plan was approved by the ethical committee of [Ethical Committee Blinded].
In this report all participants’ names are pseudonyms.

M ET H O D S A ND P RO C E E D INGS
Interviews (9/14; 5 dropouts) were held at approximately 18 months post-therapy and were analyzed afterwards with the multi-actor Dialogical Methods for Investigations of Happening of Change
(DIHC) (Seikkula et al., 2012). Before the analysis, the first author watched all nine videotaped interviews, chose three for closer analysis and transcribed the family interview parts in full. The criteria for
choosing cases followed the “revelatory” case study principles proposed by Yin (2014). The selected
cases represent the extremes in the variety and richness, in either content or amount, of the children's
verbal initiatives.
Three excerpts, one from each interview, illustrate the main categories in which the children positioned
themselves (see below) in the dialogical topical episodes. All three children were boys (aged 10–15 years).
One of the boys represents the youngest and the other two the oldest group of the child participants. The
interviews varied in duration from 71 to 87 minutes. The part of the interview with the family therapist(s)
(2 cases also included a child psychiatrist) varied from 27 to 38 minutes and that with the family from 40
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to 50 minutes. The transcription criteria were planned to meet the needs of DIHC, that is, verbal rather
than prosodic content. To capture all the nuances in talk, the data were analyzed in Finnish, the participants’ native language. The English translation was checked by a native English speaker familiar with
Finnish. The meanings of the translations were, however, negotiated together with the first author. The
excerpts in the Analysis and Results section are presented in English. The analysis was performed by the
first author, with the second and third authors acting as supervisors and auditors.
After careful reading, all episodes considered topical were explored. A change of topic was considered a new episode. The responses to each utterance were noted to gain a picture of how each interlocutor participated in the construction of the joint conversation. Thereafter, the episodes containing
the children's verbal initiatives or responses were first selected and then analyzed and organized into
categories. Four positioning categories were found in which the children participated as dialogical
partners: “I-Thou,” “reflective,” “vulnerable self,” “meaning co-construction.”
The concepts used to analyze the response categories were semantic dominance, referring to who introduces new themes or new words at a certain moment in the conversation, and interactional dominance,
referring to the dominant influence of one participant over the communicative interaction. Utterances were
coded following the narrative process coding system (Angus et al., 1999; Laitila, 2016; Laitila et al., 2001),
using the concepts external process mode, referring to descriptions of things that have happened (either in
a physical or imagined reality), internal process mode, referring to participants’ descriptions of their own
experiences of the events they describe, and reflexive process mode, referring to participants’ efforts to understand the connection between the events in question and their personal experiences. In this step, the focus
shifted to the interlocutors’ Voices, Addressees, and Positioning. Voices refer to the speaking consciousness
(Bakhtin, 1984) that becomes visible in exchanges between interlocutors in the context of the ongoing
storytelling. Positioning in turn refers to the question “from what position is the person speaking?” (e.g.,
Seikkula et al., 2012, p. 670). Positioning gives the person a perspective, including both its possibilities and
limitations, on what they see, hear, and experience. While positioning can be an active and voluntary act, it
often happens unreflectively, in the process of continuous responses to what is uttered. Addressees are the
persons to whom an utterance is addressed. In analyzing multi-actor dialogues, addressees are not always
easy to identify. Speech can also be addressed to someone in the inner dialogue (Seikkula et al., 2012).
The analysis and results were discussed and reflected on together by the authors and relevant literature was
consulted, including research on family therapy.
The results of each case are presented in a narrative form with a contextualizing description of the
treatment process including brief excerpts of the interviews.

A NA LYS IS A N D R E SU LTS
“You helped me out of that darkness” (“I—Thou” and “meaning co-construction”)
Jack, aged 15.
Before the home-based family therapy (5 meetings plus network meetings) Jack had exhibited
severe behavioral and mood problems and his relations with his family had deteriorated. At school,
Jack had lied about having encountered domestic violence at home. This had led to contact with the
child-care agency and the placing of Jack in urgent custody for a few days. In the post-therapy interview, Jack and his mother reported that having family therapy had helped the family members to find
their lost connection with each other. Jack's relations with both his father, who lived abroad, and his
stepfather had become closer and more open.
The following excerpt presents a short dialogical conversation, in which Jack constructs the meaning of his perceived difficulties together with his mother and the interviewer (Table 1).

I

TABLE 1

But I could
never sink
that deep
anymore…

Mmm

Well, but you
helped me
out of that
darkness

J

It wasn't…

Well, yes but I got help
to do it

Semantic dominance
Dialogical
Reflective mode

I guess, it can't be that
bad that I had to
look for help and
admit to myself that
I couldn't help my
child

Symbolic meaning
Dialogical
Response to L
Interactional and semantic dominance
Reflexive and internal mode

Mixture of outer and inner dialogue
Reflexive mode

Dialogical
Response to J
Reflexive mode

Symbolic meaning
Dialogical
Response to L
Interactional and semantic dominance
Reflexive and internal mode

Response category

L

  

|
(Continues)

Adopts a position of self-reflection: gives words
to his difficult experience in a metaphorical/
symbolic way.
Voices of loyalty, affection, and self-confidence.

Positions self as one who wants to find more words
to describe her experience.
Voice of self-reflection.

Positions self as hesitating/evaluating what his
mother said.

Addresses all present.
Positions self as one who becomes a little surprised
and touched and shows slight discomfort at
receiving recognition/empathy from her son.
Positions self as one who hesitates about whether
she merits her son's recognition.
Voices of embarrassment and gratitude

Positions himself as one who expresses empathy,
recognition, and loyalty.
Position of one who gives the name of his perceived
difficultness in a symbolic/metaphorical way.
I-Thou mode.
Voices of consolation and encouragement.

Addresses I + J + T1
Positions self as vulnerable and hesitant.
Voices of ambivalence. On the one hand, the voice
of vulnerability and on the other hand, the voice
of one who was able to admit the facts, i.e., seek
and receive help.

Addressee, Positioning, Voices

(Excerpt 1) Topical episode 25/26 of family discussion: “I -Thou” -relation; “position of meaning co-construction”
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Yes

J

Well that…

L

Interviewer (I), Jack (J), Jack's mother Laura (L), Therapist (T1) as listener.

Do you think Jack that
this experience or
these discussions
have somehow
created more
permanent
protection for your
future?

I

(Continued)

Response to I

Interactional and semantic dominance
Dialogical
Response to Jack's words relating to “not
sinking that deep anymore”

Response category

Positions self as one who accepts the suggested
reformulation.

Addresses J
ositions self as one who offers reformulation of
Jack's metaphorical expression “not sinking that
deep”, in order to offer the more concrete word
“protection” for his experience.

Positions self as one who is touched and surprised.
Voice of embarrassment.

Addressee, Positioning, Voices

|

TABLE 1

8
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In the above dialogical dialogue, Jack and his mother talk about their perceived difficulties reflectively, openly, emotionally, and personally. The mother had earlier said how “surprised” she had been
when she noticed that “talking aid” had helped Jack so quickly. She had found Jack's improvement
a relief. However, in her inner dialogue, it had simultaneously aroused self-critical thoughts about
herself as a good enough mother. This had prompted the interviewer to ask her to elaborate, thereby
helping the mother find more words to describe her experience. After listening carefully to his mother's reflection, Jack adopted an empathic position and expressed his experience and his mother's contribution to it symbolically in the words: “You helped me out of that darkness.” Jack's words addressed
to his mother can be heard and interpreted as I-Thou talk.
Jack gives his difficulties a name and presents himself as a boy who will “never sink that deep
anymore,” prompting the question whether his words are also addressed to his mother as a promise,
consolation, and sign of loyalty. Hearing Jack's response, the interviewer offers him a more concrete
word, a reformulation of his symbolic utterance, which Jack accepts: his perceived difficulties and the
past and present “in-here-together” conversations during therapy and the research interview serve as
“protection” for himself in the future.
Jack went on to state that “the large amount of help and positive feedback” he had received had
been the primus motor that had brought about the change in his relations with his family and peers.
Discussing this change, Jack said that he had been the first in his family to change. Jack's words indicated that the aid he had received had functioned as a navigation tool that had informed his personal
goals, leading to changes in his behavior, relations, and self-narrative.
“I’m not doing it on purpose” (“meaning co-construction,” “vulnerable self”).
Sean, aged 10.
Sean's family had been referred to the child psychiatric clinic owing to Sean's persistent oppositional behavior. Sean had been in the first grade at school at the start of the family therapy. The collaborative post-therapy research interview took place 18 months after the last meeting (15 meetings).
The family therapy appointments at the clinic had been frustrating and stressful for both Sean and his
parents. Sean had protested the meetings and acted in defensive ways. Positive change in the family's
negative interactional patterns and Sean's externalizing behavior had taken a long time to become
visible. Sean was continuing to have individual psychotherapy, and home-based treatment had also
been needed after the family therapy ended. The collaborative post-therapy interview offered the participants a possibility to talk about their perceived challenges in the therapy process in a safe climate
and co-create joint understanding of things that had been both helpful and harmful.
Prior to the following excerpt, there had been talk about the mother's emotionally loaded feelings
and thoughts relating to the earlier therapy process. After listening to the mother, the interviewer had
expressed interest in Sean's experience of being heard in relation to his own issues. Sean's mother had
described how difficult it had been for Sean to leave the waiting room and enter the therapy room.
Sean had commented on his mother's description, but his response had been inaudible. The interviewer had noticed this, apologized for not hearing what Sean had said and asked him to repeat his
words. At first, Sean had not been cooperative, but he had then taken his mother's request seriously,
that is, that the adults really wanted to hear what he had to say.
In the following excerpt, Sean puts into words something that he had not previously been able to
say in relation to his behavior (Table 2).
It had become obvious in the interview that Sean found talking about sensitive issues difficult.
Here, Sean reveals his vulnerability and positions himself as an observer in relation to his being difficult and says in the I-mode that it is not his conscious intention to act in a negative way, even if that is
how it might appear. His personal and emotionally loaded words offer his mother a possibility to show
her son understanding and empathy, rendering visible a positive change in their interaction.
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T A B L E 2 (Excerpt 2) Topical episode 16/21 of family discussion: “position of meaning co-construction”,
“position of vulnerable self”
I

S

P

I’m not doing
it on
purpose

Of course,
you don't
Yes. Did we
discuss it in the
way that we
would think you
do it somehow
maliciously,
deliberately or
on purpose?
Maybe

es. Were you able
to say then
what you just
said that you
don't do it on
purpose?

Response category
Semantic dominance
Dialogical
Reflexive mode

Addresses all present.
Positions self as one
who speaks honestly
and genuinely.
Gives meaning to
his being difficult,
thereby revealing his
vulnerability.
Voice of the vulnerable self.

Dialogical
Response to Sean

Addresses all present.
Positions self as empathic

Interactional
dominance
Dialogical
Reflexive mode

Addresses SeanPositions
self as one who
negotiates meaning and
encourages Sean to say
something not-yet said.
Voicing emphatic.

Dialogical

Addresses all.
Positions self as one who
hesitates about what to
say.
Voice of one who hesitates
about what is worth
saying.

Semantic dominance
Dialogical

Addresses Sean
Positions self as one who
is interested in hearing
more about Sean's
experience.

No
Yes. Then it was
left unsaid
but now it's
possible to
say… yes..

Addressee, Positioning and
Voices

Positions self as one who
speaks honestly.
Dialogical
Reflexive mode

Addresses all.
Positions self as one who
makes the change
visible and concrete
and confirms Sean's
experience.

Interviewer (I), Sean (S), Sean's mother Paula (P), T1 & T2 as listeners.

The interviewer helps Sean to strengthen and create a new understanding and self-narrative of his
behavioral problem, thereby rendering the change visible.
“I don't know where I’d be right now if…” (“reflective”; “vulnerable self”).
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William aged 14.
William was 11 years old when, owing to severe behavioral and mood problems, he was referred to
the child psychiatric hospital ward for a week of treatment. William's parents were divorced, following
several years of marital problems. William's father had a substance abuse problem and William had
seen and experienced his father acting violently. The family had been offered home-based therapy,
and the therapists had considered his hospital stay, which had initially frightened his mother, as useful
for William. In the interview, both William and his mother found the home-based therapy useful and
safe. In the following excerpt, William describes the meaning of therapy for the problems in his life.
Prior to the excerpt, there had been talk about how William's aggressiveness had been manifested in
the family's everyday life, and the interviewer had wondered whether talking together would have been
possible at that time (Table 3).
In the above excerpt, William, helped by the interviewer, finds words for his experience, and co-
creates the meaning of the help he has received and the change that has happened in his life. William
is then encouraged, in a cautious tone, to look back and reflect on what might have happened to him
if he had not received help. The issue was particularly sensitive owing to William's father's continuing
problems.

D I SC U S S IO N
This study focused on exploring how children who had been diagnosed with an oppositional defiant or
conduct disorder participated and talked about their experiences of family therapy in the collaborative
post-family therapy research interview. Aside from externalizing symptoms, these children had also
experienced severe mood problems. These might have impaired their cognitive processes and emotional and mentalizing skills, and challenged their ability to position themselves as an observer both of
their own and of others’ actions (Shirk, 1988; Spivack & Shure, 1982; Wells et al., 2020). However,
we found that the children participated in these post-therapy research interviews as dialogical partners, talking in a reflective, open, and emotional way. They talked about their painful experiences,
verbally co-constructed meanings for their difficulties and the help they had perceived, and thus cautiously revealed their vulnerability in front of the adult participants.
The children's dialogical initiatives nevertheless appeared in very brief moments during the interviews. It is noteworthy that they were also uttered in a somewhat symbolic and taciturn manner, as
fleeting blurts, and could easily have been missed. The children were encountered as full-membership
partners. Their initiatives as well as responses were recognized seriously despite their taciturnity or
their fleeting nature. It can also be argued that the interviewer's collaborative approach, that is, his not-
knowing stance, positive curiosity, and respectful orientation, might have functioned as a pre-requisite
for a dialogical conversation.
The findings support the previous results of, for example, Gehart (2007); Gil (2009); McDonough
and Koch (2007); Rober (1998) and Shotter (1993), indicating that children's dialogues and meaning-
making processes often differ from those of adults in both, for example, form and content and are
therefore at risk of being overlooked. In this study, acknowledging these differences seemed to help
the children to make meaningful and reciprocal verbal initiatives, such as expressing themselves from
a genuine and vulnerable I-Thou position (Buber, 2002, 2004) voicing something hitherto unsaid.
However, it remains speculative as to whether the collaboratively conducted post-therapy research
interview, which began with an open reflection by the family therapists, who seemed to appear themselves as not-knowing, receptive and accountable, promoted the children's sense of security and made
it easier for them to reveal their vulnerable selves. The authors agree with Anderson (2012) that when
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T A B L E 3 (Excerpt 3) Topical episode 3/29 of family discussion: “Reflective positioning”; “position of
vulnerable self”
I

W

Response category

Addressee, Positioning, Voices

I don't know where I’d
be right now if I
hadn't ended up in
hospital.

Responds to I
Dialogical
Semantic dominance
Reflexive mode

Addresses all present.
Positions self as one who reflects
honestly on the meaning of
having been helped.
Voice of hesitation over other
possible scenarios in his
mind, possibly also including
his father's situation.

Dialogical
Reflexive mode

Addresses W
Positions self as empathizing
with W’s experience by
repeating his words in a
search for more exact words.
Voice of curiosity.

Responds to I
Dialogical

Positions self as one who is
trying to find more words.
Voice of hesitation.

Dialogical
Responds to W’s inner
voice concerning
other scenarios
Reflexive mode

Addresses W.
Positions self as one who
encourages W to talk about
sensitive issues.
Voice of one who wants to listen
and understand.

Dialogical
Semantic dominance
Reflexive mode

Addresses all present.
Positions self as one who
reflects on “the old him” as
honest and vulnerable.
Voice of hesitation. Did W have
his father's problems in
mind?

Dialogical
Semantic dominance
Reflexive mode

ddresses W.
Positions self as one who is
not afraid of talking about
difficult issues, while
simultaneously encouraging
W to talk about anything
at all.
Voice of empathy.

Yes, what do you
mean “I don't
know where I’d be
now…?

Well..

What are the
alternatives in
your mind?

That I would go
carousing around
town and…

Yes, do you mean that
the situation could
have got out of
hand?

Yes
Interviewer (I), William (W), William's mother Ann (A), Therapist (T) as listener.

a speaker has room to fully express him-or herself without interruption and the others have equal
room for listening, the seeds of newness can emerge.
Given that the objective of family therapy is to understand and treat whole families (Goldenberg
& Goldenberg, 2017) and improve their members’ ability to relate and meet one another in a deeper,
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more open and personal sense (e.g., Kazdin, 1997, 2005; Sprenkle et al., 2009; Tseliou et al., 2020), it
is important that each family member's voice and experience is equally heard. However, only limited
evidence has been gathered thus far on how children experience therapy (e.g., Moore & Seu, 2011;
Strickland-Clark et al., 2000). The present small-scale study contributes to addressing this gap in the
literature.
Every setting and approach also has its limitations. In this research interview context, the children
reacted in different ways to the presence and position of the interviewer as a new professional adult in
the family interview which took place at the same clinic where the therapy had taken place. For some
children, the presence of a new adult might have made their participation and talking about their sensitive experiences more genuine, and hence more exciting and challenging. For others, the interviewer's
presence might have increased their existing tendency to compliance. However, none of the children
studied here showed a strong reluctance to participate in the joint conversations.

P RAC T IT IO N E R ’S P O IN TS
While acknowledging that engaging children in family therapeutic work in a meaningful way
is challenging, all efforts to promote children's participation are important and necessary. If for
adults a safe atmosphere is an important starting point, for children a safe and child-friendly space
is crucial. From that perspective, the principles of a collaborative approach that emphasizes the
non-hierarchical nature of the therapeutic conversation and the expertise of all participants can
be valuable. Seeing children as dialogical full-membership partners and co-reflectors who merit
being listened to carefully offers possibilities to enrich the multi-voicedness of conversations.
These can potentially provide surprises, valuable information, and creative perspectives inconceivable to adults’ minds.
The authors warmly recommend the use of the collaborative interview to those working especially
with high-risk families in, for example, the context of supervision or consultation, especially when the
treatment has got stuck. In a setting where children can first listen to the therapists while they reflect,
encourages the children, including their parents, to do the same. Seeing and hearing the therapists
talking openly, authentically, and thus even as vulnerable can construct for participants a safe and joint
forum where also painful emotional experiences can be shared.
At its best, the collaborative interview can serve both as a learning and therapeutic process for all
the participants. Reflecting together on the ongoing or terminated therapy in order to ascertain what
worked or was useful, what needs to be said or what could have been done differently is important to
facilitate or strengthen positive change in the client. These sharing “in-there-together” experiences
of therapy in which all the participants co-create new words for something hitherto unsaid can also
increase participants’ agency. An interviewer can function as an equal who can exhibit his/her not-
knowing curiosity to facilitate or maintain a generative process. More important than any methodological rule is, however, to be fully present in the moment.
Actively remembering that to access a child's world challenges the therapist's tolerance of uncertainty can be helpful. Working with children sometimes needs more time, dialogical space along with
positive curiosity. Tolerating a situation, not to understand too quickly or offer ready-made responses,
can enable children to make better use of their own resources and find their own words. In this process,
the adoption of a position of not-knowing can be rewarding.
As Rober (1998) states, “nobody can be as silent as a child”; however, in a safe, collaborative, and
non-hierarchical climate where there is empathetic recognition and respect for the stories that children
tell, not-yet told stories can also be heard.
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