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Thesis Abstract 

This manuscript explores the application of Conversation Analysis, an empirical 

approach to the study of naturally occurring everyday interactions, to the field of family 

therapy process research. Conversation Analysis is claimed to have the potential to benefit 

family therapy process research by providing evidence of effective therapist-family 

interactions and producing evidence of in-session change. However, these claims have rarely 

been substantiated by references to occasions in which this has been the case. This 

manuscript aims to address these claims in two ways: firstly by reviewing all the literature on 

family therapy process research that has adopted Conversation Analysis as a methodology of 

choice; secondly by providing an example of how Conversation Analysis can be used 

to explore the interactional consequences of a specific therapeutic strategy, psychoeducation, 

within the context of a feasibility study for a novel family therapy intervention. Finally, this 

manuscript provides a reflection on future research directions, theoretical developments 

and the clinical implications of using this methodology, thus providing a comprehensive 

picture of the application of Conversation Analysis in the field of family therapy process 

research as well as some evidence of its potential practical utility.  
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Abstract 

Conversation analysis (CA) is often presented as an ideal research methodology for 

family therapy process research. The aim of this systematic literature review is to investigate 

how researchers studying family therapy use CA methodology, what type of findings the use 

of this methodology has led to, and what contributions have been made to the field of family 

therapy as a result. Findings from twenty-one papers investigating conversational practices 

used in family therapy have been examined, summarised and drawn together. As a result two 

macro-processes of family therapy have been mapped: an Alliance Building Process and an 

Outcome Pursuing Process. Limitations and directions for future research are discussed.  
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Introduction 

Family therapy has consistently defined itself as a paradigm distinct from individual 

psychotherapy (Hoffman, 1981). Its unique nature derives from its origin in general systems 

theory (Bateson, 1972). Systems or systemic theory suggests that each person’s action is 

influenced by others and influences others simultaneously. Any action is therefore also a 

response, and a response is also an action. This notion of interdependence of  behaviour gave 

rise to the concept of circular causality, which has presented a challenge to traditional 

quantitative research (see Appendix 1). Additionally, Bateson proposed that all 

communications are accompanied by metacommunications that colour what is being 

communicated (1972). Early schools of family therapy made use of this notion to explore 

how metacommunications may contradict or disqualify the content of communications 

creating confusion in the mind of the recipient (Dallos & Draper, 2010). CA has been 

identified by many authors as an ideal methodology to research family therapy process as it is 

both sensitive to systemic epistemology and circular causality and, through its attention to 

paralinguistic features of talk, provides a framework to study metacommunication as well as 

the content of communication (Gale, 1991; Strong, Busch & Couture, 2008).  

CA is claimed to have the potential to fill two gaps in family therapy research(see 

Appendix 2). Firstly, it promises to aid theory development by describing the moment-by-

moment exchange between therapist and family, thus highlighting effective therapeutic 

processes (Gale, 1991). Secondly, some have argued that CA can produce conversational 

evidence of moment-by-moment change, thus demonstrating the effectiveness of family 

therapy (Strong et al., 2008a). Nonetheless, these claims are rarely substantiated by 

references to occasions in which this has been the case. The aim of this review is to 

investigate these claims by reviewing how researchers studying family therapy use CA 

methodology and what type of findings have resulted from the use of this methodology. 
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Conversation Analysis and Discursive Psychology 

Conversation analysis was developed as an empirical approach to study how social 

action is achieved in naturally occurring everyday interactions (Sacks, Shegloff & Jefferson, 

1974). The aim of CA is to describe and explore the competencies that ordinary speakers rely 

on when participating in interaction (Heritage, 1988), uncover the regularities of speech 

production and record how exceptions to these regularities are exploited in order to achieve 

particular actions (Antaki, 2008). 

Unlike other language-based approaches (see Appendix 3), CA explains how 

participants’ way of talking shows that they have understood each other, without the need for 

analyst interpretation (Schegloff, 1997). It does so by exploring in detail through a 

sophisticated transcription style (Jefferson, 1985) all aspects of interaction, even those that 

seem accidental, irrelevant or ungrammatical (e.g. pauses, restarts, etc.). CA only accepts 

what is actually said and how it is said in the context of what was said before as evidence for 

its claims (Madill, 2015).  

CA follows a detailed process of evidence gathering. Initially, a phenomenon of 

interest can be identified though the minute examination of one case. Subsequently, a 

collection of instances of the candidate phenomenon is gathered and cross-comparison of 

these instances is used to determine whether they share common properties. A sequential 

account of the phenomenon of interest is then developed, which involves close inspection and 

examination of the sequences that precede or follow the candidate feature. Finally, if other 

instances of the phenomenon can also be described by this account, the analyst can claim the 

individuation of a conversational practice by presenting a carefully evidenced and argued 

case using detailed analysis of examples of real conversational data (Wooffitt, 2005; Madill, 

2015). Reliability and validity are therefore achieved through prolonged engagement with the 
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data, persistent observation, deviant case analysis, constant comparative analysis and use of 

detailed transcription which allows other researchers to re-analyse the extracts presented 

(Gale & Newfield, 1992).   

The body of knowledge built through this process has been exploited by other 

language-based approaches. However, one approach in particular has provided a fruitful 

collaboration with CA: Discursive Psychology (DP; Wooffitt, 2005; Antaki, 2008). DP was 

developed from Discourse Analysis as a critique of traditional psychology research. DP aims 

at revealing how psychological terms are used rhetorically to achieve goals in interaction and 

construct specific versions of events (Edwards & Potter, 1992). DP uses CA methodology to 

make interpretations about the agendas behind the use of certain rhetorical tools by 

participants in the interaction (Wooffitt, 2005). It has been argued that there is no clear cut 

distinction between CA and DP especially in psychotherapy interaction research where both 

social action and the use of psychological terms are of key importance (Wooffitt, 2005). For 

these reasons, the decision was made to include in this review both papers that claimed to use 

CA and those that claimed to use DP. Interestingly, all papers claiming to use DP to study 

family therapy also referred to CA literature.  

Methodology 

A systematic approach was taken to identify studies of family therapy that used CA as 

a method of data analysis. The search terms mirrored Tseliou’s methodological review 

(2013). In her review Tseliou addressed methodological and research quality issues only and 

did not explore the findings of individual studies. This review which will instead focus on the 

content of the findings of CA papers.  

PsycINFO, PubMed and Web of Science databases were searched for papers 

containing the following terms in their main body: "conversation analysis" OR “discursive 
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psychology” AND ("family therapy" OR "systemic therapy" OR "systemic family therapy") 

from 1970 onwards. In parallel, the same search criteria were applied to three leading 

journals in the field (Family Process, Journal of Family Therapy, and Journal of Marital and 

Family Therapy). Studies using CA to analyse family therapy supervision or to develop 

innovative training methods were not included (Ratliff, Wampler & Morris, 2000; Pendry, 

2012; Lawless, Gale & Bacigalupe, 2001). Only papers published in English language, in 

peer-reviewed journals were considered (n=45).  

The following inclusion criteria were devised based on the characteristics of CA 

mentioned above.  Because of CA’s focus on naturally occurring data (Sacks et al., 1974) 

only papers that used family therapy sessions as data were included, whilst papers using data 

from conference interviews or interviews with actors were not (Harvie, 2008; Hutchby & 

O’Reilly, 2010; Kogan, 1998; Kogan & Gale, 1997). Also excluded were papers that used 

extracts from other CA studies to make theoretical claims (Strong & Sutherland, 2007; Strong 

et al., 2008a). Papers claiming to use CA were included whilst papers referring to CA as an 

inspiration but presenting an idiosyncratic methodology were excluded (Roy-Chowdhury, 

2006; Sutherland, Turner & Dienhart, 2013; Kurri & Wahlström, 2005; Muntigl, 2004; 

Suoninen & Wahlström, 2009; Mudry et al., 2016; Guillefoyle, 2002). Also omitted were 

papers that mentioned analysing conversation but did not quote CA or its founding authors: 

Sacks, Schegloff and Jefferson (Stamp, 1991). Papers that appeared to be using CA, but did 

not claim to do so were also excluded (Stancombe & White, 1997; 2005). Two key features 

of CA are the presentation of extracts of the data under analysis and the use of detailed 

transcriptions. For this reason papers that used CA in a wider study but reported data from a 

different analysis were excluded (Charles, 2012; Friedlander, Heatherington & Marrs, 2000), 

as were papers presenting extracts in orthographic transcription (Diorniou & Tseliou, 2014; 

Patrika & Tseliou, 2015; Rober, Van Eesbeek & Elliott, 2006). Other papers were excluded 
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as the authors presented data that was later re-analysed and better developed in following 

papers (Couture & Strong, 2004; Strong, Couture, Godard & Hope 2008; Sutherland & 

Couture, 2007). Twenty-one papers meeting this criteria were identified, only seven of which 

were included in Tseliou’s review (2013).  

Literature Identified 

All papers included presented English language data. The data originated from 

videotapes of family therapy sessions in child and adolescent mental health settings, with the 

exception of two papers on couples systemic therapy (Gale & Newfield, 1992; Sutherland & 

Strong, 2011) and one of family therapy in an adult learning disability service (Pote, Mazon, 

Clegg & King, 2011). The aims of the papers vary between how aspects of family therapy 

technique are performed, how topics are addressed and managed during the session, how 

alliance is managed within the family therapy setting, how the therapist pursues and obtains a 

particular outcome and how aspects of talk (e.g. word selections, paralinguistic features, etc.) 

are used in therapy (see Table 1 for summary). 
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Table 1. Summary of  literature identified.  

Authors Data Research Question Methodology 

Couture, 2006 One session with Karl Tomm. How do therapists and family members 

move beyond impasses in therapy?  

CA of passages identified by family as 

evidence of “forward moving conversation”. 

Couture, 2007 One session with Karl Tomm. How do the therapist and family 

members engage multiple conversational 

partners? 

CA of passages identified by family as 

evidence of “forward moving conversation”. 

Couture & 

Sutherland, 

2006 

One session with Karl Tomm. How does a collaborative therapist offer 

advice? 

CA of passages identified by family as 

evidence of “forward moving conversation”. 

Gale & 

Newfield, 1992 

One session with Bill 

O’Hanlon. 

How does an expert therapist use 

language to achieve particular therapeutic 

outcomes? 

CA used to identify and categorize of 

patterns of interaction.  

Muntigl & 

Horvath, 2016  

First 10 minutes of session 

with Salvador Minuchin.  

How does an expert therapist build 

alliances and repair ruptured alliances?  

CA of excerpt selected by Minuchin as 

demonstration of his method.   
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O’Reilly, 2005a  22 sessions – four families, two 

therapists. 

How do families report their 

dissatisfaction with professional bodies? 

DP and CA of excerpts that were of most 

interest in relation to research question.  

O’Reilly, 2005b 22 sessions – four families, two 

therapists. 

How are abstract noises and 

onomatopoeic terms used in family 

therapy? 

CA of excerpts with abstract noises and 

onomatopoeic terms.  

O’Reilly, 2006 22 sessions – four families, two 

therapists. 

How are children’s interruptions treated 

in family therapy? 

Use of CA definition of interruption to select 

excerpts, followed by CA of responses to 

interruptions.  

O’Reilly 2007 22 sessions – four families, two 

therapists. 

Which social actions are accomplished by 

parents’ use of the term ‘naughty’?   

DP and CA of excerpts including the word 

‘naughty’.   

O’Reilly, 2008 22 sessions – four families, two 

therapists. 

How do parents talk about punishment as 

a way of managing their children’s 

challenging behaviours?  

DP and CA of excerpts that referred to 

punishment.  

O’Reilly 2014 22 sessions – four families, two 

therapists. 

How do parents manage negative 

accounts of themselves and their family? 

DP and CA of instances of blaming to 

identify what action it accomplished in the 

interaction.  
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O’Reilly 2015 22 sessions – four families, two 

therapists. 

How do families construct their reasons 

for attending, their problems, their goals 

and progress in therapy?  

DP and CA of excerpts in which reference 

was made to reasons for attendance, purpose 

of therapy and progression and outcomes  

O’Reilly and 

Lester, 2015 

22 sessions – four families, two 

therapists. 

How do parents construct themselves as 

“good parents”? 

DP and CA of excerpts in which parents use 

rhetorical devices to place themselves in a 

positive light.   

O’Reilly & 

Parker, 2013 

22 sessions – four families, two 

therapists. 

How do children display engagement/ 

disengagement and how do therapists 

respond?  

DP and CA of excerpts pertaining to the 

research question. 

O’Reilly and 

Parker, 2014 

22 sessions – four families, two 

therapists. 

How do families talk about what is 

deemed inappropriate for their children 

and how does the therapist manage this? 

DP and CA of excerpts pertaining to the 

research question. 

Parker & 

O’Reilly, 2012 

22 sessions – four families, two 

therapists. 

How do therapists resist aligning with 

one family member and maintain 

therapeutic alliance with wider family 

unit? 

DP and CA of excerpts pertaining to the 

research question. 
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Parker & 

O’Reilly, 2013  

22 sessions – four families, two 

therapists. 

How does the therapist manage the 

process of consulting with a reflecting 

team? 

DP and CA of excerpts pertaining to the 

research question. 

Pote, Mazon, 

Clegg & King, 

2011 

Four sessions – three families, 

two therapists.  

How are issues of vulnerability and 

protection of adults with a learning 

disability discussed? 

Thematic analysis to identify fragments of 

data where vulnerability and protection were 

discussed. CA analysis of excerpts identified.   

Sutherland, 

2005 

One session and one transcript 

– two families, two therapists.  

How is the therapeutic relationship 

performed by the therapist and family 

members?  

CA of two excerpts: one from the author’s 

data and one from Gale (1991).  

Sutherland & 

Strong, 2011 

One session with Karl Tomm.  How does the therapist negotiate a non-

expert position while attempting to 

influence the clients? 

CA of passages identified as collaborative 

based on previous literature.  

Williams & 

Auburn, 2015 

Five sessions – five families, 

three therapists.  

How are polyvocality and paired talk 

performed by the therapists in the 

reflecting team ? 

Paired talk was identified as a topic raised by 

the family in the session being redressed by 

the reflecting team. CA of excerpts 

identified.   
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Methodological Quality 

A brief overview of the quality of the papers identified is presented here. While it is 

debatable whether qualitative research should be subjected to strict quality protocols similar 

to quantitative research there is a general agreement amongst researchers that clarity of 

purpose, methodological congruence and procedural precision are key to first-rate qualitative 

research (Atkinson & Delamont, 2006; Morse, 2015).  

Although the papers identified presented clear aims and methodologies due to the 

stringent inclusion criteria they had to fulfil, they differed with regards to procedural 

precision such as: the explanation of how videotapes were selected, how transcription was 

approached, and how excerpts were identified for analysis and analysed. Some papers 

explained these procedures comprehensively (O’Reilly, 2005; 2008; 2012; 2014; Williams & 

Auburn, 2015). Others relied on referring to their methodological approach (O’Reilly, 2006; 

Parker & O’Reilly, 2012; O’Reilly & Lester, 2015). Occasionally, papers appeared theory 

driven rather than data driven, with an approach to finding extracts that proved the proposed 

theory, which is methodologically incongruent with CA (Muntigl & Horvath, 2016; 

Sutherland, 2005). Another paper claimed to have looked at therapists’ repair of ruptures in 

the therapeutic relationship but presented no excerpts demonstrating this (O’Reilly & Parker, 

2013).  This reflects findings from Tseliou’s methodological review (2013) which suggest 

that CA and Discourse Analysis literature in family therapy presents several “methodological 

shortcomings” (pg 667).  
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Findings 

All papers were read and claims regarding findings were collected. These were 

analysed using a constant comparative methodology1 to identify conversational practices that 

performed similar social actions (e.g. child engagement). Actions that appeared connected 

were linked to form processes (e.g. child disengagement practices – therapist child 

engagement practices – child reactions to therapist response). What emerged from this 

analysis were two “macro-processes”. These were named alliance building process (Figure 1) 

and outcome pursuing process (Figure 2). Both processes are outlined below and the 

individual practices that contribute to the process will be presented in tables (see Tables 2 and 

3). These will be grouped by their possible therapeutic function, meaning their contribution 

to the overall objectives of family therapy and potential local consequence, meaning the 

effect on the immediate context (Peräkylä, Antaki, Vehviläinen & Leudar, 2008).  

Alliance Building Process 

This process regards the negotiation of the relationship between parents2, identified 

patient3, other family members and therapists (Figure 1). It is likely to be more relevant in the 

early stages of therapy and consists of the following micro-processes. The parents establish 

their identity as “good parents” in a bid to gain the therapist’s alliance, convey the 

seriousness of their difficulties, pre-empt potential blaming and seek the therapist’s advice. 

The therapist attempts to allay the parents’ fears of being blamed by displaying a willingness 

to believe them and listen to their concerns, yet also places boundaries on the limits of the 

therapeutic role. As a result of this process the child can respond by passively accepting the 

parental narrative, disengaging from therapy or bidding for the therapist’s alliance. In 

                                                           
1 qualitative methodology which involves the comparison of instances of a phenomenon, in order to generate 
categories of that phenomenon and integrate those categories into a theory (Glaser, 1965).  
2 The term ‘parents’ will be used to identify the main carers of the identified patient.  
3 From here onwards the identified patient will be referred to as child.  
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response to or in order to pre-empt the child’s reaction the therapist attempts to engage the 

child whilst simultaneously acknowledging the parents’ perspective.  

Figure 1. Alliance building process. 

 

Several papers observe how parents, in family therapy sessions, use a variety of 

conversational practices to present themselves as “good parents” with a “difficult child”. In 

accordance with CA epistemology there is no speculation as to why parents do this beyond a 

reflection that this behaviour might be in response to the context of being referred to family 

therapy, and therefore potentially either a practice to pre-empt being blamed for the child’s 

behaviour or a way of presenting as responsible adults and therefore allies to the therapist. 

These parental practices create a dilemma for the therapist. The therapist needs to join the 

parents to ensure their engagement with the therapeutic process but doing so risks alienating 

the child leading to disengagement (see Table 2; Dallos & Draper, 2010).  
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Table 2. Summary of practices employed in the alliance building process. 

1. Parent’s actions 

Therapeutic function Local consequences Practices  

-alliance building 

-child disengagement4 

 

-child constructed as the 

problem 

-elicit therapist’s 

acknowledgement 

-maintain positive self-

image 

Declaring to be a good parent acting in the child’s best interest (O’Reilly & Lester, 2015) 

Complaining about outside agencies (O’Reilly & Parker, 2014) 

Referring to dealing appropriately with child’s inappropriate behaviour (O’Reilly & Lester, 

2015). 

Punishment described as restrained, necessary and mild, and contrasted with extreme nature 

of child’s behaviour (O’Reilly, 2008) 

Reason for attending therapy is “fixing” the child (O’Reilly, 2014; 2015) 

Abstract noises and analogies used to create a vivid picture of uncontrollable behaviour of 

child (O’Reilly, 2005b) 

Child’s accountability implied through use of the term “naughty” (O’Reilly, 2007) 

                                                           
4 Child disengagement is to be seen as the function of the child’s behaviour in the therapeutic setting.  
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Reference to authoritative third parties (e.g. medical professionals), use lay mental health 

concepts or appeals to science to infer biological causation of child’s behaviour (O’Reilly, 

2014; O’Reilly & Lester, 2015). 

Evidencing practices: quoting what others have said about child, recruiting siblings as eye-

witnesses, declaring honesty and truthfulness, providing physical evidence of harm caused 

by child, factual presentation of information (Parker & O’Reilly, 2012; O’Reilly, 2014) 

-stray from therapeutic 

setting 

-therapist states 

boundaries 

Request practical assistance with third party agencies (O’Reilly & Parker, 2014) 

2. Child’s actions 

Therapeutic function Local consequences Practices  

-disengagement -solicits therapist’s 

engagement strategies 

Inattention, refusal to answer questions or ambivalent responses (e.g. “I don’t know”), 

interruption via topic switches or use of noises (O’Reilly, 2006; O’Reilly & Parker, 2013) 

Resisting parental accounts (Parker & O’Reilly, 2012), expressing autonomy (e.g. I am not 

talking) and evading adult impositions (O’Reilly, 2006). 

-engagement -acknowledgement by 

therapist/family 

topic relevant interruption(O’Reilly, 2006) 
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3. Therapist’s actions 

Therapeutic function Local consequences Practices  

-joining strategy -parental engagement 

-child disengagement 

offering praise (O’Reilly, 2014), positively reframing family as resilient (O’Reilly & 

Parker, 2013) 

stating explicit belief in parental account (Parker & O’Reilly, 2012) 

-child engagement  providing examples of what child might feel (O’Reilly & Parker, 2014) 

soliciting child’s perspective (O’Reilly & O’Reilly, 2012) 

reflecting team emphasises child’s point of view (Williams & Auburn, 2015) 

-family engagement use of pronoun “we” (O’Reilly, 2014) 

-change strategy -shift focus to common 

goal of having a happy 

family and away from 

“fixing” the child 

inviting family members into the conversation and soliciting multiple perspectives on the 

same problem (Pote et al., 2011, Couture, 2007), considering each perspective as an equally 

valid option to consider (Couture, 2006). 

-setting therapeutic space 

boundaries 

Removing children from the room (O’Reilly & Lester, 2015), hinting at unhelpfulness of a 

topic, directly stating the limits of the therapist’s role (O’Reilly, 2005a) 
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Outcome Pursuing Process 

This macro-process regards the therapist’s movement between different 

conversational practices according to family members’ uptake or rejection of the therapist’s 

previous statements (Figure 2). The therapist’s conversational practices were noticed broadly 

to group into two categories: change strategies introduced a different way of viewing events 

or relationships (e.g. positive reframing, inviting another family member’s perspective, 

reflecting team feedback); joining strategies conveyed an attendance to the family members’ 

perspectives, an understanding of their experience and incorporation of their experience in 

the therapist’s language (e.g. offering praise, seeking clarification, reformulating). Family 

members’ responses to these conversational practices guided the therapist’s choice of what to 

say next (see Table 3).  

Figure 2. Outcome pursuing process.  
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Table 3. Summary of practices employed in the outcome pursuing process. 

1. Family member’s actions 

Therapeutic function Local consequences Practices  

-agreement with therapist -therapist pursues with 

approach 

Listener responses (e.g. “yes”, “umhm”) (Couture, 2006) 

-partial agreement with 

therapist 

- disengagement 

-therapist pursues 

-therapist reformulates to 

gain more solid uptake 

Partial uptakes (e.g. “maybe”, “I don’t know”) or reformulation of the therapist’s 

formulation (Couture, 2006) 

-avoid sensitive issue 

-request assistance 

-therapist pursues or 

interrupts  

Topic switch back to a negative view of the situation or invitation for other members to 

intensify the negative talk (Pote et al., 2011) 

- disengagement -therapist reformulates to 

gain more solid uptake 

openly contest the therapist’s assertions (Sutherland & Strong, 2011) 

Note: all child disengagement strategies can be seen as a family member’s responses to the family therapy process.  

2. Therapist’s actions 

Therapeutic function Local consequences Practices  
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-change strategy 

 

- interrupt negative 

narrative or complaint  

Interruptions, anticipatory completion of a family member’s sentence, the use of questions, 

humour and exaggeration to derail the family member from repeating a “problem” narrative 

(Couture, 2006; Gale & Newfield, 1992) 

-interrupting attempts to 

switch topic away from 

sensitive issues (Pote et 

al., 2011). 

Ignoring partial uptakes or disagreements, treating an ambivalent response as legitimate 

(e.g. taking “I don’t know” as meaning “I don’t know”) or pursuing with questioning until 

desired response is given (Gale & Newfield, 1992; Couture, 2006; 2007). 

-collaborative practice -maximise opportunity 

for interruption from 

family (Couture, 2006). 

-downgrading expert 

status 

 

reformulating by including the family’s expressed objections (Gale & Newfield, 1992), 

expressing doubt over formulation, explicitly inviting disagreement, using “pre-sequences” 

(e.g. “I’d like to ask you about...”) (Couture & Sutherland, 2006; Couture, 2006; Sutherland 

& Strong, 2011), using hesitation markers, pauses, false starts, drawn out words, offering 

ideas as contestable (Sutherland & Strong, 2011; Couture, 2006), disguising advice as 

information (Sutherland & Strong, 2011), interrupting self when no signs of uptake from 

the family (Couture, 2006). 
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-convey a formulation 

without ascribing it to the 

family 

pairing strong language with vague descriptive categories and impersonal constructs as a 

way to convey a formulation without ascribing it to the family (Sutherland & Strong, 2011) 

-directive practice -push the therapist’s 

agenda 

Offering formulations by posing questions and answering them (Gale & Newfield, 1992), 

offering candidate answers to questions (Gale & Newfield, 1992, Sutherland & Strong, 

2011), using authority to restructure family roles (Muntigl & Horvath, 2016) and positive 

reframing. 

-joining strategies -achieve joint 

understanding 

-display empathy 

These strategies involve clarifying unclear references (Gale & Newfield, 1992), offering 

praise (O’Reilly, 2014), personal disclosure (Muntigl & Horvath, 2016), acknowledgement 

of the family’s challenges (O’Reilly, 2014), attending to the reasons for child 

disengagement (O’Reilly & Parker, 2013), attending to partial uptakes (e.g. taking “I don’t 

know” to mean “I don’t agree”) (Sutherland & Strong, 2011).  

Note: the techniques described in Table 2 for managing the alliance building process could be included here.  
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Change strategies can be performed either in a directive or a collaborative way. 

Directive approaches were common in studies of solution-focused family therapy and 

strategic family therapy (Gale & Newfield, 1992; Muntigl & Horvath, 2016), whilst 

collaborative therapists tended to perform the same type of strategies in a collaborative way 

(Couture, 2006; 2007; Couture & Sutherland, 2006; Sutherland & Strong, 2011). 

Collaborative performances of change strategies appeared to gain a more positive response 

from families whilst directive performances could lead to family members becoming 

entrenched in their position (Couture & Sutherland, 2006).  

Discussion 

Unlike other approaches to family therapy research, CA provides a way to explore the 

moment-by-moment use of language due to its attention to the detail and structure of 

interaction. It can shed light on how a theory-derived intervention is assembled and 

interpreted in situ, and allows for exploration of the interpersonal nature of therapy, in which 

both therapists and family members adapt to each others’ communicative strategies in order 

to achieve a particular outcome.  

Nonetheless, contributions of CA to the family therapy literature overall have been 

limited and unsystematic in their progress. Researchers have investigated separate practices 

without gaining much insight into how different practices relate to each other or to family 

therapy theory. Currently, CA literature in family therapy has mainly explored theory-

relevant phenomena (e.g. collaborative practice, alliance building, etc.) rather than specific 

linguistic phenomena, and has yet to develop a corpus of knowledge. Additionally, although 

twenty-one papers were identified these papers were based on seven data-sets. More 

specifically, twelve papers were based on the analysis of one data-set all of which identifying 

different conversational practices within that data-set. Therefore, the findings are limited by 
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the context in which they arise. For example, findings regarding parental “positive self-

presentation” come from family therapy sessions conducted in a clinic for children with 

neurodevelopmental disabilities. This context could be the driver of such parental 

presentation, and there has been no systematic attempt to look at how parents present 

themselves in other neurodevelopmental clinics or other family therapy settings. The 

literature therefore appears to re-state previously theorised concepts without discovering new 

actions or uncovering dissonances between theory and practice. The only exception to this is 

Gale and Newfield’s work (1991) which uncovered previously untheorized practices in 

solution-focussed family therapy, and Parker and O’Reilly’s (2013) work on strategies to 

consult the reflecting team that lead to better engagement outcomes. 

CA is a sophisticated approach with its own language but so is family therapy. CA 

concepts cannot be inserted unchanged into gaps in therapy theory (Peräkylä et al., 2008). 

Throughout this literature attempts to insert unchecked CA or psychological terms that do not 

belong to the family therapy paradigm  (e.g. “packaging talk”, “validating”), as well as 

attempts to simplify CA transcription were noted. These practices can result both in family 

therapists being unable to use this literature and conversation analysts being unable to check 

the authors’ claims. Both therapists and conversation analysts must learn each other’s 

theories and languages in order to produce mutually useful and accountable research 

(Peräkylä et al., 2008).  

The CA literature in family therapy so far provides snapshots of interactional practice. 

This review has attempted to pool those snapshots together into a larger scale map of the 

family therapy process. This type of cumulative approach of findings can hopefully allow for 

the collection of normative models of how professionals can interact with family members 

(Antaki, 2008), as well as highlight areas requiring further exploration (e.g. parental self-

presentation in other settings) and provide practitioners with useful references should they 
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wish to explore specific conversational practices in greater depth. Furthermore, this type of 

review can highlight how universal therapy processes (e.g. alliance building) are negotiated 

in specific family therapy settings, in the awareness that this literature is not predictive but 

prospective: it offers possibilities of how interactions might unfold in a particular context. 

One clear limitation of this review is the search methodology. Although great care 

was taken to ensure that only papers that actually used CA were included, this approach was 

potentially reductionist. The difficulty of untangling CA from other methods of analysis 

suggests that in spite of the limited literature identified, CA has inspired the development of a 

much broader, rich and varied literature that relies on the CA body of knowledge to explore 

family therapy processes.  
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Abstract 

Psychoeducation is a feature of Family Domains Therapy, an intervention based on 

Hill et al.’s work on family domains. Family psychoeducation has proven effective in 

improving outcomes for identified patients and their families, however it remains a 

controversial issue within contemporary family therapy, which encourages a “non-expert” 

therapeutic stance.  This study is the first to use a Conversation Analysis informed 

methodology to explore the interactional impact of psychoeducation during therapy sessions. 

Findings suggest that in this setting psychoeducation was offered using four formats (non-

technical scenarios, “if X then Y” format, technical paraphrase and formulation format). 

Families were more likely to give extended responses to non-technical scenarios. Therapists 

responded to minimal acknowledgements by resuming an assessment of the family’s 

communication or by further explaining the therapy process. Implications for future research 

and clinical practice are discussed. 
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Introduction 

Psychoeducation is the education offered to individuals about their mental health 

condition and optimal management strategies. Family Domains Therapy (FDT) is an 

approach that involves the provision of family psychoeducation regarding family domains 

and effective communication. This study explores the process of delivering and receiving 

psychoeducation in the context of a first session of FDT with families of young people 

receiving treatment for self-harming behaviour. To the authors’ knowledge this is the first 

study to use a Conversation Analysis informed methodology in order to examine the 

interactional consequences of providing psychoeducation in a therapy session.  

Family Psychoeducation 

Family psychoeducation involves providing families with information about the 

identified patient’s condition and treatment, common negative interaction cycles, and, where 

necessary, parenting techniques and assistance in developing more effective communication 

and problem-solving strategies (Lucksted et al., 2012). It includes cognitive, behavioural and 

supportive elements and shares characteristics with structural family therapy (McFarlane, 

2016). Recent reviews have highlighted its effectiveness in improving outcomes for both 

adults and children experiencing a range of mental health problems and their families 

(McFarlane, 2016; Brady et al., 2016; Fristad & MacPherson, 2014; Lucksted et al., 2012).  

Psychoeducation is associated with a positivistic approach, suggesting that universal 

rules for optimal family functioning can be discerned and shared with a family by an expert 

professional. This approach might be perceived as disrespectful of each family’s distinctive 

culture or as imposing cultural norms, and thus sits uncomfortably with therapists practicing 

within a socio-constructionist paradigm (Bobele, 2004). This wariness of expertise, although 

valuable to the development of contemporary family therapy (Andersen, Goolishian & 
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Windermand, 1986; Hoffman, 1993), may have distanced the discipline from mainstream 

developmental theory and research, which highlights the role of hierarchical interactions in 

emotion regulation processes (Hill et al., 2014). Additionally, families value education, as it 

can help reframe views of identified patients, thus reducing family conflict (Gracio, 

Goncalves-Pereira & Leff, 2016)  

Family Domains Therapy 

FDT emerges from Hill et al.’s work on family domains (2003; 2014). The word 

domain refers to a subset of social interactions (e.g. parent comforting distressed child) 

characterised by distinct rules constraining both the parent’s and child’s behaviour in order to 

achieve a specific interactional outcome and allow for a shared interpretative frame (Bateson, 

1972). Hill et al. outline four family domains (2014). Three domains (attachment, safety and 

discipline/expectation) require a hierarchical parental response to regulate the child’s 

emotion: attachment requires acts of comforting, safety acts of protection and 

discipline/expectation acts of boundary setting. The fourth domain, exploration, requires a 

more equal, balanced parental response based on information sharing or play (for family 

domains theory see Hill et al. 2014). 

According to the domains hypothesis, when communication is clear, domains can be 

matched when this occurs parent and child share an understanding of the action they are 

engaging in (e.g. comforting). Clear communication and domain matching interactions are 

said to promote emotion regulation and mutual understanding. Domain mismatch occurs 

instead either when parent and child are signalling different domains (e.g. child requests 

comfort, parent responds with discipline) or when unclear communication signals multiple 

domains simultaneously (e.g. young person engages in defiant behaviour to elicit parental 
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comfort). Unclear communication and domain mismatched interactions result in 

misunderstanding and escalating emotional intensity. 

FDT aims to help families track interactions using the domains model and create 

opportunities to consider and practice alternative communication strategies. It does so by 

providing psychoeducation to parents on parenting children with mental health difficulties 

and the emotional and behavioural changes associated with adolescence; explaining the 

domains model and helping families assess and improve their communication skills and their 

capacity to identify their child’s needs and respond appropriately. 

Aims  

The aim of this study is to explore the interactional impact of psychoeducation within 

a first FDT session. The author (SP) examined the data with the following questions in mind: 

How do therapists deliver psychoeducation? How do families respond to psychoeducation? 

How do therapists manage the family’s response?  

Methodology  

Conversation Analysis  

Conversation Analysis (CA) is an empirical approach that studies how social action5 

is achieved in naturally-occurring everyday interactions (Sacks, Shegloff & Jefferson, 1974). 

CA explains how people’s way of talking demonstrates reciprocal understanding, without the 

need for the analyst’s interpretation (Schegloff, 1997). It does so by exploring in detail, 

through a sophisticated transcription style, known as Jeffersonian (Jefferson, 1985), all 

aspects of interaction, even those that seem accidental, irrelevant or ungrammatical (e.g. 

                                                           
5 Interpersonally oriented verbal or non-verbal behaviour (e.g. “would you like a drink?” accomplishes the 
social action of offering).  
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pauses, restarts). CA only accepts empirically observable linguistic and paralinguistic 

features as evidence for its claims (Madill, 2015).  

The aim of CA is to describe the competencies that ordinary speakers rely on when 

participating in interaction, to uncover their regularities and record how exceptions to these 

regularities are exploited in order to achieve particular actions (Heritage, 1988). This study 

relies on CA’s methodology and body of knowledge to make claims about interactional 

practices within the context of FDT sessions.  

Data and Participants  

The data includes four FDT sessions conducted by three experienced systemic family 

therapists, with four families (Table 1). Sessions were videotaped as part of a feasibility study 

into the delivery of FDT to families of young people in receipt of Dialectical Behaviour 

Therapy (DBT; Linehan, 1993) for self-harming behaviour. Families consented to the use of 

this data for qualitative process research. Ethical principles of informed consent, right to 

withdraw, guarenteed anonymity and data protection were followed throughout the research 

project. All data was collected in the United Kingdom. 

In all sessions the families were introduced to FDT for the first time, however P6 was 

in receipt of family therapy before consenting to the study. All young people were 16 years 

old and receiving DBT from their local mental health service.  

Table 1. Participants 

Participant 

code 

Session n Family members present Therapists 

P2  1 Mum T1; T3 

P3  1 Mum and Young Person T1; T2 

P5  1 Mum and Young Person T1; T2 

P6  7 Mum and Young Person T1; T3 
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Analytic Procedure 

Sessions were initially transcribed verbatim using elements of Jeffersonian 

transcription (turn-taking, overlaps, gaps and pauses; see Figure 1 for transcription notation, 

Appendix 46 for transcription sample).  As recommended by Schegloff (2007), broad 

sequences were identified and broken down into smaller sequences (see Appendix 5). 

Therapist and family members’ social actions were established and three FDT-specific 

therapist strategies were identified (assessment of the family’s communication, formulation 

and psychoeducation) and a sequential map of each session was created (see Appendix 6). 

Psychoeducation was defined as “the provision of information with the purpose of increasing 

the family’s understanding of the therapy model or the young person’s difficulties”. 

Sequences containing psychoeducation were transcribed in greater depth (including 

paralinguistic features, Appendix 7), collected and analysed in order to identify 

psychoeducation’s function, position and features (Appendix 8). Family responses to 

therapists’ strategies were scrutinised for signs of uptake7 (Schegloff, 2007) and consistency 

with the domains model. Therapist’s management of family responses was also examined 

Reliability, Validity and Reflexivity 

Although CA’s validity and reliability are grounded in its approach to the data 

(Sidnell & Stivers, 2013), several additional measures were taken to ensure procedural 

precision and methodological congruence: 

 The analytic procedure was discussed with the research supervisor (MS) and 

experienced CA researchers.  

 A research assistant (KJ) independently corroborated all transcriptions. 

                                                           
6 Appendix numbering is for the purpose of the thesis manuscript.  
7 A response to a social action that forwards its cause.  
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 KJ and the main author (SP) independently selected “psychoeducation” sequences. 

Only sequences agreed upon by both authors were included.  

 Extracts of psychoeducation were discussed with the founder of FDT (JH). 

 Extracts are provided alongside findings for the reader to judge the plausibility of the 

claims made.  

As the main author (SP), I was aware of a tension between my interest in systemic 

family therapy and in more directive therapy approaches (e.g. DBT). This tension generated a 

curiosity regarding the use of psychoeducation in family therapy. 
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Figure 1. Transcription Key 

 

Findings 

Preliminary Observations 

 All sessions presented features similar to psychotherapy sessions, with most topics 

initiated and terminated by the therapist  (Peräkylä, Antaki, Vehviläinen & Leudar, 2008). 

The therapists attended to three tasks within the sessions: establishing rapport, conducting an 

informal assessment of family communication and introducing families to the domains model 
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and the therapy process. In each session families received psychoeducation on the domains 

model in a therapist-led sequence. Additionally, 24 instances of psychoeducation were 

identified throughout the remainder of the sessions, around half of which (13) came from 

P6’s session, potentially because this family was known by the therapists and had begun the 

session by describing a situation which the therapists offered to explore using the domain 

model. In reporting findings, the main processes of psychoeducation delivery will be initially 

addressed, followed by an outline of its reception and the therapist’s management of this.  

Psychoeducation Delivery 

 All psychoeducation sequences were initiated by the therapist and occupied a post-

expansion sequential position, meaning they came after a family member had responded to a 

therapist inquiry, and were structured as a reworking of the family member’s response. On 

two occasions, psychoeducation sequences were initiated by the therapist in order to return 

the talk to therapy relevant issues after a topic shift; however, even on these occasions they 

acted to expand a previous sequence. Only the model delivery (i.e. the explanation of the 

whole therapeutic model) stood out as an independent sequence.  

 For the most part, the model delivery and other psychoeducation sequences (14) 

appeared to serve the function of delivering education and clarifying the domains 

terminology, however, some served secondary functions such as accounting for the therapy 

process (7), managing potential blame (6), and managing the potential difficulty of requesting 

that a parent recall specific family interactions (1).  
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 The majority of psychoeducation was delivered as indisputable universal fact that 

provided explanation for the family’s situation. This emerged from the use of the following 

features8:  

1. Causal prefaces. The use of prefaces such as “so”, “cause” and “because” can indicate 

a causal connection between the statements of the family and those of the therapist 

(Figure 2; Bolden, 2006). 

Figure 2. Causal prefaces.  

 

2.  Lexical choices. Use of evidential markers (terms that suggest the evidence of 

statements) such as  “obviously” and “of course” imply that any alternative to the 

statement is inconceivable (Stivers, 2011). This contributes to presenting 

psychoeducation statements as indisputable facts (Figure 3).  

Figure 3. Evidential markers. 

 

3. Membership category devices (Sacks, 1992) and the unspecific “you” (Figure 4). The 

use of category type terms (e.g. “young person”, “parent”) and “you” used as 

                                                           
8 Note: more than one feature can appear in the same turn-at-talk. 
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unspecific “one” (as in “one wouldn’t do this”) construct psychoeducation into 

something general which everybody experiences, serve a normalising function and 

convey universality of the facts described (Halonen, 2008).  

Figure 4. Membership category devices and unspecific “you”.   

 

4.  “Granular” accounting or conversational strategies that increase the listener’s access 

to reported events by becoming more detailed (Schegloff, 2000). These strategies 

convey the factual reality of what is being reported by painting a vivid picture of it. 

They involve the use of the -ing form, the use of reported speech, and visible 

behaviour (Figure 5)  

Figure 5. Granular accounting.   

 

Note: in this extract T3 uses non-verbal behaviour to perform the telling of what appears to be an 

extreme case formulation (Pomerantz, 1986). 
 

However these statements of facts were delivered tentatively by therapists. This was 

evidenced by:   

1. Epistemic markers (Figure 6; linguistic structures that indicate a stance towards 

evidence) such as “I guess” and “I suppose”. These are considered to display a weaker 

form of knowing and invite the listener’s stance (Kärkkäinen, 2006). Other markers 
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such as “you know” delivered in psychoeducation sequences seemed to appeal to 

shared knowledge as a means of pursuing an agreement (Asmuss, 2011).  

Figure 6. Epistemic markers.   

 

2. Person references (e.g. “we” and “us all”) to refer to both family members and 

therapists. These seemed to assume the mutual acceptance of a notion being shared 

(Figure 7; Sacks, 1992). 

Figure 7. Person References 

 

3. Turbulent delivery patterns (restarts, drawn out words and pauses) add a tentative feel 

to the delivery of the therapist’s statements (Figure 8; Silverman, 1997). 
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Figure 8. Turbulent delivery pattern.    

 

4. Modal verbs such as “can” or “might” act as indices of uncertainty thus conveying 

tentativeness to assertions (Figure 9; Heritage, 2013).  

Figure 9. Modal verbs.    

 

5. Vague references such as “sometimes” or “something” can function to avoid 

accountability (Figure, 10; Potter, 1996). 

Figure 10. Vague references.    

 

 Less commonly, psychoeducation was delivered directly with prescriptive language. 

This was mostly achieved by referring directly to a family member using the person reference 

“you”, describing a course of action or experience which is in the domain of knowledge of 
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the family member, using a reverse polarity question tag, a negatively formatted question at 

the end of a sentence to convey an assertion (e.g [P6:595] T1: you moved into a 

different domain didn’t ya.; Koshik, 2005) or using a negative formulation which 

conveys the potential complainability of a certain course of action ( e.g. [P2:740] T3: 

>cause you wouldn’t (run in into)< >you wouldn’t be doing it in the 

moment would you ). This can be a problematic format as it communicates that the 

therapist has better access to the family member’s experience than the family member 

themselves, it also resembles known-answer questions, typical of the classroom environment, 

where the questioner already knows the answer, and which in a non-classroom setting might 

be experienced as patronising (Schegloff, 2007).  

Psychoeducation was observed to be packaged in the following formats:  

a) Non-technical scenarios (5 instances) involve the use of often hypothetical examples 

that do not rely on the technical terminology of the domains model. They were the 

most likely to be used by the therapists to do other actions than just providing 

information, such as managing potential blame and accounting for the therapy 

process. They were often used after the therapist’s attempts at describing the therapy 

process had received minimal uptake from the family. 

b) The “if X then Y” format (9 instances), is a causal sentence construction, often used 

with minimal or no technical terminology. It can also appear with “when” replacing 

the “if” (“when X then Y”) and with “then” often being omitted or replaced by 

“sometimes”. This format was occasionally used for the additional action of managing 

blame or accounting for the therapy process. It was mostly used after the therapist had 

conducted a communication assessment (i.e. enquiry into the family’s 

communication) and the family had narrated their personal circumstances. 
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c) The technical terminology paraphrase (6 instances), allows the explanation of the 

domains model terminology. It could present either as a brief insertion into a larger 

formulation sequence or as a longer sequence comprising of technical term illustration 

followed by colloquial paraphrase. Technical terminology was prefaced by the 

sentence “we would call this”.  Its main action was to deliver education, and each 

instance followed a different type of interactional sequence, making it impossible to 

ascertain when therapists most commonly use this type of psychoeducation format. 

d) The formulation format (4 instances) refers to the use of technical domains 

terminology within a formulation (Antaki, 2008). These sequences were characterised 

by direct, non-tentative and prescriptive language. Their main action was to deliver 

psychoeducation. This format was used after the family had provided an account of 

personal circumstances following a communication assessment, formulation or other 

psychoeducation sequence.  

e) The model delivery refers to the presentation of the domains model over a long 

therapist-dominated sequence lasting between four and seven minutes. These 

sequences all presented with a similar structure that involved the introduction of a 

technical term followed by a non-technical paraphrase and the provision of several 

examples, using similar conversational strategies as the other psychoeducation 

formats. 

There is an available literature on the use of scenarios and formulations to provide 

explanations and generate uptake and the risks of using direct language within them (Gülich, 

2003; Peräkylä et al. 2008; Couture & Sutherland, 2006), for these reasons only formats b), c) 

and e) will be explored in more depth below (see Appendix 9 for examples of non-technical 

scenarios and formulation format).   
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 “If X then Y”. 

In extract 1, the mother (M) has just spoken about how she tries to approach her 

daughter calmly yet her expression might give away her panicking state. This can be seen as 

an FDTconsistent statement as it implies a potential area where domains are not clear. 

Extract 1. [P5:471] “if X then Y” 

 

 After an initial understanding check from the therapist (T1; line 1) which is confirmed 

by M (line 2), T1 uses psychoeducation to corroborate M’s previous statement and imply that 

an emotional state might make interactions less clear. He does so using an “and” preface (line 

3), which suggests that he is merely extending M’s talk (Antaki, 2008), then creates a 

tentative yet universal general truth by using the tentative knowledge marker “I guess” and 

the statement “for any of us”, alluding to a common experience between family members and 

therapists. Then T1 begins the “if X then Y” format (line 3). Once again he alludes to 

common experience by the use of “we” and “our” (lines 3-4), introduces tentativeness with 

the adverb “sometimes” (line 4), which takes the place of the more factual “then” in the “if X 

then Y” format, and the use of “something else” (line 6) which introduces a vagueness to 

what facial expressions might look like and avoids the idea that facial expressions might be 

wrong or misleading. The psychoeducation statement is then concluded with a negatively 

formatted polar tag question, as in a question added at the end of a sentence that suggests a 
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“yes/no” answer and is commonly used to elicit alignment with the speaker’s stance (Stivers, 

2010).  

Technical terminology paraphrase. 

Extract 2 is a typical technical terminology paraphrase. It occurs after a previous topic 

shift initiated by the young person (YP) in which he has described his school curriculum. 

Extract 2. [P6:503] Technical terminology paraphrase 

 

 The tongue click and inbreath (line 1) are turn taking markers as the previous turn has 

come to an end and either therapist could select the next topic (Schegloff, 2007). The preface 

“so” in this case is known as a “resumptive so” which occurs after a sequence has ended and 

it indicates that talk is returning to a previous topic (Raymond, 2004).  The turn continues 

with “if we were thinking in terms of domains” (line 1)  which differs from the “if X then Y” 
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format, as it is not intended to causally link two sentences but rather to forewarn the family 

that what is coming is a technical paraphrase or a more educational statement. In line 2 the 

psychoeducational statement begins with direct reference to the family’s experience - “you 

and {YP’s name}” – suggesting that this educational statement is more directed towards M 

than YP. T1 then takes a direct stance with the use of “you’re kind of doing” (line 2) which 

however is then repaired into “you’ve noticed you’re doing” (line 3). This gives the agency of 

the psychoeducation back to the family, by suggesting that they have done the noticing, not 

the therapist. “what we would call” (line 3) prefaces the technical term “exploratory” (line 4). 

In this instance, use of “we” suggests asymmetry between “we” (the therapists) and “you” 

(the family). The final intonation in line 4 suggests the therapist’s sentence is complete 

(Goodwin, 1979); however, T1 continues following a minimal acknowledgement from M and 

provides a colloquial paraphrase of the term (lines 6 and 8). This also meets minimal 

acknowledgement and leads into two polar tag questions (line 10 and 12) which again fail to 

generate a more solid uptake.    

Model delivery. 

Due to the length of the model delivery sequence, it is not possible to reproduce an 

example here. However, unlike the formats above, model delivery was often preceded by a 

pre-sequence (a sequence requesting the family’s permission to describe the model), which 

showed the concern the therapists had with managing the impact of taking such a long turn 

(for function of pre-sequences, see Schegloff, 2007). Additionally, therapists demonstrated 

discomfort with model delivery that they did not show in the formats described above. This 

was manifest in the laboured nature of model delivery, which was marked by frequent restarts 

and apologies from therapists with regards to length of delivery, style and terminology 

(Figure 11).  
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Figure 11. Therapist discomfort with length, style and terminology of model delivery.  

 

 

Psychoeducation reception 

 The reception of psychoeducation in this study closely resembles findings in the CA 

literature on responses to medical diagnostic statements: approximately two thirds of 

responses consisted of silence, nodding, minimal or token acknowledgements (e.g. “yeah”, 

“um hmh”, “hm”, see extracts); whilst only one third consisted of marked acknowledgements 

(Heath, 1992; Peräkylä, 2002). Marked acknowledgements included: a) assessments that 

provided a straight agreement with the therapist’s statement (e.g. [P2:278] [y’ ex]actly; 

Pomerantz, 1984), b) collaborative completions, meaning the family member’s completion of 

the therapist’s turn-at-talk (Sacks, 1992), and c) extended responses providing evidence for 

agreement. Extended responses not only display the family member’s acknowledgement of 

the receipt of information, they also allow the therapist to assess the family member’s 
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understanding of psychoeducation (Schegloff, 1984). No open disagreements were present in 

this database. Considering the aim of FDT to increase the family’s ability to use the domains 

model, the production of extended responses is crucial, for this reason they will be analysed 

in more depth.  

  Extended responses. 

Extended responses occurred in 8 instances. Four occurred during or after model 

delivery, three in response to non-technical scenarios and one in response to an “if X then Y” 

statement. They all involved a further telling of the family member’s circumstances that 

revealed their understanding of the therapy model.  

In extract 3 we can see an “if X then Y” psychoeducation statement tagged onto a 

non-technical scenario. In this case “if” has been substituted with “when” (line 1) and, as in 

extract 2 “then” has been substituted with “sometimes” (line 5). T2’s statement contains 

many of the features described above and some technical terminology (lines 5-6) and a 

hypothetical non-technical scenario as well (lines 7-10). M’s response (line 11) is extended, 

and provides more information about her own experience, as noted by the contrastive stress 

on “I” (Peräkylä, 2002). This is followed by an account of her behaviour, prefaced by 

“because” (line 11) and also by the consequences of this behaviour, prefaced with “so” (line 

12). This response, if interpreted using the FDT model,  is considered model consistent as it 

implies that M’s worry about YP (safety domain) is allowing YP to trespass rules 

(discipline/expectation domain). T2 receives this information as newsworthy, as indicated by 

the stretched “ah” and the receipt token “okay” (line 14; Heritage, 1984). From an FDT 

perspective M then continues to elaborate suggesting further lack of domain clarity, by 

implying that her desire not to upset YP (attachment domain) accounts for her lack of 

enforcement of discipline. M then completes her turn with an “turn-ending so” (Raymond, 
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2004). This later (not shown in transcript) leads into a self-realization statement from M that 

maybe she needs to be “more strict” (potentially clearer in the discipline/expectation domain) 

and a debate between M and YP regarding the arguments they have at home.  

Extract 3. [P3:512] Extended response 
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Therapist Management of Family Response 

The therapist’s response to the family’s marked agreements depended on whether 

they were model consistent (i.e. displayed understanding of the model). If model consistent 

the therapists would then suggest the family provide an example of a difficult interaction to 

analyse using the domains model (i.e. domains analysis). If not model consistent, the 

therapists would re-issue a psychoeducational statement. 

Therapist’s response to silence, nods and minimal uptakes was more complex. During 

the model delivery, therapists often responded by merely continuing with the model delivery. 

However, in other instances of psychoeducation therapists responded either by orienting the 

family to the therapy process (i.e. pre-therapy), or by inquiring about the family’s 

communication (i.e. communication assessment). However, most pre-therapy sequences did 

not lead to uptake, and therapists resorted to returning to communication assessment 

enquiries, which more readily elicited responses from family members. This movement 

between different strategies (Figure 12) presents some similarities with previously proposed 

step-wise entry models to practices such as advice-giving (Heritage & Sefi, 1992; Couture & 

Sutherland, 2006). 
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Figure 12. Process of delivery of psychoeducation in Family Domains Therapy. 

 

Key: Grey boxes = therapist actions; White boxes = family member’s actions 

Discussion 

Findings suggest that psychoeducation in a first FDT session is usually delivered as a 

reworking of family members’ responses to a previous therapist action, a feature it shares 

with formulations (Antaki, 2008). When delivering psychoeducation, therapists balance the 

presenting of information as factual and universal with a tentative style that invites the 

family’s response, a feature also common to doctor-patient interaction (Peräkylä, 2002). 

Different formats for the delivery of psychoeducation were observed, which closely 

resembled those used for the delivery of medical information to non-experts (Gülich, 2003).  

Non-technical scenarios and “if X then Y” formats were more likely to elicit extended 

responses from family members. There could be several reasons for this. Firstly, it is possible 
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that family members withhold responses from psychoeducation that contains technical 

language as the use of technical language orients them to a fundamental asymmetry between 

the therapists’ knowledge and their own; this is observable in the use of “we” in the sentence 

“we would call this exploratory domain”, which indicates a difference between “we” 

therapists and “you” family. This asymmetry could lead to family members subordinating 

their knowledge concerning their young person’s difficulties, as their interaction with 

the therapist becomes that between a non-expert and an expert who holds the 

“objective, scientific, factual assessment” of their difficulty (Heath, 1992, pg 264).  

Secondly, family members might be hesitating to respond so as to encourage further 

elaboration from the therapist as to the treatment implications of the psychoeducation 

(Maynard, 1997). Thirdly, psychoeducation delivered in non-technical language is 

potentially better recipient designed, or couched in a language that is within the family’s 

experience, therefore providing opportunities for family members to use the language 

they know (Sacks et al., 1974). Lastly, presenting psychoeducation in a scenario format 

could have a different sequential implication, that is because of their storytelling-type 

features, scenarios might imply that an extended answer is expected of the family. In 

fact, preferred answers to storytelling involve a reciprocal story which endorses the 

speaker’s stance whilst preferred answers to information-giving merely require the 

listener to mark the information as newsworthy (Schegloff, 2007). Thus, 

psychoeducation couched in a scenario or story format might be more successful in 

eliciting extended responses from the family.  

It was additionally observed that therapists displayed some discomfort with delivering 

the more technical domains model. This could be due to a lack of familiarity with delivering 

psychoeducation, the novelty of this approach and therefore an uncertainty as to how to 

deliver the information or a professional discomfort with overtly taking an expert role. 
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Therapists are potentially more used to delivering non-technical psychoeducation in their 

day-to-day practice, and might not even recognize it as such. This is consistent with reports 

suggesting that “non-expert” practices conceal rather than remove the therapist’s authority  

(Guilfoyle, 2003).  

The findings from this study question the utility of delivering technical 

psychoeducation, as this format never received more than minimal uptake. Additionally 

family members rarely used the technical terminology (3 instances). It is possible that the 

technical terminology may be perceived as too distant from the family’s experience and 

might ultimately interfere with rapport building. Nonetheless, our data only reflects the first 

session of FDT. Potentially, as sessions progress families might integrate the domains 

language into their speech. Further research into later sessions and into family’s opinions 

about the technical terminology might clarify this.  

Issues of generalizability and sampling are often raised in qualitative research. These 

findings are limited to this context and the aim of this paper is not to generalize about all 

psychoeducational settings but merely to analyse the impact psychoeducation had on these 

interactions. It could also be questioned whether this data could be considered as naturally 

occurring as it was produced within a feasibility study; however, arguably this data naturally 

occurred within a feasibility study, a common type of study for testing novel interventions. 

To broaden these findings, future research could be conducted in well-established 

psychoeducational programmes to search for potential similarities in its delivery and receipt. 

Hopefully, this study can provide reflections on the delivery of FDT psychoeducation, 

prepare practitioners for potential family responses and highlight dilemmas that all therapists 

might experience when they approach psychoeducation for the first time, such as discomfort 

with terminology or deciding which format to use.  
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Introduction 

Conversation Analysis (CA), a methodology developed within the sociology tradition, 

has been welcomed  as an ideal approach for the study of process in the field of 

psychotherapy (Gale, 1991; Strong, Busch & Couture, 2008). The work so far presented has 

reviewed the use of CA within the field of family therapy and then provided an example of 

how CA can be used within the context of a feasibility study of Family Domains Therapy 

(FDT) to explore how psychoeducation was delivered, how families received it and what 

therapists did to manage the family’s responses to it. In the following paragraphs further 

reflections on the implications of this work for future research, theory development and 

clinical practice will be outlined, as well as the author’s reflections on the process and impact 

of conducting this work.  

Conversation Analysis and Family Therapy Process Research 

Process research addresses the question of how psychotherapy works: what happens 

within the client-therapist system that somehow enables change to occur. Its aims include: a) 

to deliver empirical evidence for the way in which therapy processes bring about change; b) 

to contribute to theory development by identifying moments when practice diverges from 

theory; c) to improve the quality of therapy by underlining which aspects of treatment are the 

most important in effecting change; d) to assist in the development of effective training 

(Hardy & Llewelyn, 2015). CA can be considered a micro-analytic sequential process 

research design and is only one of many potential process research methodologies (Elliott, 

2010).  In the context of psychotherapy process research the use of CA methodology is aimed 

at investigating the “direct, immediate influence of therapeutic interventions on within-

session client processes and also the effect of client actions on the processing and planning 

activities of the therapist” (Elliott, 2010, pg 128).  The literature review presented in this 
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manuscript collated all available literature in the field of family therapy process research 

which used Conversation Analysis (CA) as a methodology, whilst the empirical paper 

provided an example of how CA can be used to study family therapy process. The following 

paragraphs will present a discussion of how CA can meet the aims of family therapy process 

research in the light of the research conducted in this manuscript. These will be divided 

according to implications for future research and theory development and implications for 

clinical practice.   

Implications for Future Research and Theory Development 

Can CA deliver empirical evidence for the way in which family therapy processes bring 

about change? 

 There is no straightforward answer to this question. Within the literature reviewed in 

this manuscript only Couture and Sutherland’s work (Couture, 2006; 2007; Couture & 

Sutherland, 2006) directly addressed moments of change and how the therapist’s strategies 

aided that change. Even the empirical paper presented here, like most of the literature 

reviewed, was directed to exploring the use of a particular therapeutic strategy rather than 

specific change events.  

CA as a methodology can provide in-session evidence to show what people make of 

therapists’ proposals, whether they agree with them, whether they reportedly change their 

understanding of their own experiences or change their behaviour (Peräkylä, Antaki, 

Vehviläinen & Leudar, 2008). However, demonstrating change in session does not 

necessarily translate into post-therapy outcome nor can it account for processes that extend 

beyond the immediate preceding response, for example how previous therapy sessions 

influence people’s responses in later sessions (Elliott, 2010). This does not mean that CA 

cannot be integrated with other research approaches such as process-outcome research 
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(Orlinsky, Rønnestad & Willutzki, 2004), or the significant event process research approach 

(Elliott, 2010), or that it cannot provide a stepping stone for further research (see below). 

Currently, CA is being integrated with quantitative approaches in order to provide statistical 

evidence of how certain interactions lead to specific responses (Heritage, 1995; Heritage & 

Roth, 1995). Therefore, CA can successfully be integrated with other approaches to deliver 

empirical evidence on processes that bring about change.  

However, in order to identify which change processes to explore in more depth and 

where to direct future research, it is important to identify gaps in the literature and this can 

only be done by collating studies and accumulating knowledge. One observation that 

emerged from reviewing the CA literature in the field of family therapy is its heterogeneity. 

This was manifested not only in the different methodological producers of the studies 

reviewed but also in the number of studies that were excluded, either because they made no 

reference to CA yet relied on its body of knowledge or because they made reference to CA 

yet did not use extracts, Jeffersonian transcription or naturally occurring data. At the moment, 

the CA literature in the field of family therapy but also psychotherapy more generally 

provides many micro-snapshots of practice but no clear picture of how different 

psychotherapeutic process interlink (Peräkylä et al., 2008). For it is only by collating findings 

into a map of psychotherapy process that one can identify what gaps there are in the literature 

and how to fill them (Hardy & Llwelyn, 2015; Elliott, 2010). 

Can CA contribute to theory development by highlighting when practice diverges from 

theory? 

Each different school of psychotherapy considers some interactional practices 

between therapists and clients to be the ones that promote change in the patient’s mind, 

behaviour and social interactions (Peräkylä et al., 2008). CA can offer a tool by which these 
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practices can be observed and systematically analysed in order to assess the strength of 

theoretical claims. However, this process is potentially exposing and requires curiosity and 

willingness to challenge previously held assumptions. In the literature review, for example, it 

was observed that this type of “theory-challenging” CA was rarely conducted, most research 

was exploratory with the intent of providing advice on the best way to conduct an already 

established practice, without questioning the practice itself. Exploratory type research can 

lead to the discovery of previously untheorized practices (see Gale & Newfield, 1992; Parker 

& O’Reilly, 2013; Couture, 2006; 2007; Couture & Sutherland, 2006) which can then be 

assimilated within existing theoretical frameworks, but it is quite different to set up a research 

design to challenge a theoretical assumption.  

For example, in the review of CA literature in the field of family therapy, 

collaborative strategies were often explored and it emerged that these strategies were more 

likely to lead to uptake from the family whilst directive strategies were more likely to lead to 

entrenched responses (Couture & Sutherland, 2006). Future research could explore in what 

circumstances collaborative strategies do not lead to uptake, in what circumstances directive 

strategies are more likely to engender uptake, whether collaborative strategies are used to 

conduct similar functions to directive strategies, or in what contexts do collaborative 

therapists resort to directive strategies or directive therapists resort to collaborative strategies. 

This type of research would create a much broader and comprehensive picture of the impact 

of designing interventions in a directive vs collaborative way within a family therapy session; 

to do this, however, would require  a critical approach to theory development. Recent 

theoretical development in family therapy has focused on collaborative approaches within a 

“socio-constructionist” paradigm that rejects taking an “expert” position towards family’s 

problems in the pursuit of supporting families in finding out their own ways of solving 

problems rather than imposing them from above (Hoffman, 1993; Andersen, Goolishian and 
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Windermand, 1986). Challenging this theoretical assumption is potentially a threatening 

process, especially for clinicians who have adopted “socio-constructionist non-expert” 

approaches as a moral choice rather than an evidence-based approach (Parker, 1999).  

The empirical paper presented in this manuscript provided an example of how 

underlying therapeutic assumptions can be explored by using CA-based process research. The 

therapeutic intervention under scrutiny was Family Domains Therapy (FDT) a novel 

approach in family therapy which relies on the delivery of psychoeducation to support 

families in the application of the family domains model in their day-to-day life in order to 

improve interactions. FDT psychoeducation was therefore a novel and key feature of this 

approach and worthy of exploration. CA methodology allowed the investigation of the 

second-by-second unfolding of the FDT sessions and the description of the actual 

interactional patterns and practices through which psychoeducation was delivered.  What 

emerged was a complex picture: psychoeducation was presented in several formats, some  

more likely to lead to uptake from family members than others, some used for functions other 

than educating and some with which the therapists presented as less comfortable.  

The findings from the empirical paper also suggest that directive strategies are more 

likely to be met with minimal acknowledgement, however this is not sufficient to suggest that 

the families do not take in the information or use it, merely that in the conversation they do 

not find it interactionally significant to respond in any other way. Future research utilizing 

different qualitative methodology could explore families’ experiences of receiving 

information about the domains model in their first session of FDT or later on or whether they 

find themselves using those concepts in their day-to-day lives. Additional CA research could 

be conducted in subsequent FDT sessions to observe whether families take up the domains 

language and demonstrate their ability to apply it in their recounting of previous interactions. 

Finally quantitative research could illustrate whether after FDT families have a better 
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understanding of communication or the domains model, whether they experience improved 

interactions with their young people or less confusing or “mismatching” interactions, and 

whether this has an impact on other well-established psychological constructs such as 

expressed emotions (Hooley, 1985) or on the young person’s symptomatology or relapse rate. 

To further explore the use of psychoeducation in therapy settings these findings need to be 

compared to how psychoeducation is delivered in other settings (e.g. family therapy with 

adults or young people diagnosed with schizophrenia or depression or anorexia nervosa, etc.) 

and in other therapy models (Cognitive-Behavioural, Structural Family Therapy, Dialectical 

Behaviour Therapy, etc.). This type of research would highlight whether similar formats of 

psychoeducation are used and whether they receive the same type of responses.  

Although further research is needed to comment on the use of psychoeducation in 

therapy sessions overall, two observations can be made from the empirical study that have 

direct implications for FDT theory development. Firstly, the way family therapists responded 

to uptake and lack thereof suggests that they might be pursuing a “step-wise” entry into 

psychoeducation. The concept of “step-wise entry” is a process initially observed in the 

practice of advice giving. It involves ascertaining that the family identifies a problem, 

identifying attempted solutions, and then providing advice (Heritage & Sefi, 1992). In a 

similar fashion FDT therapists would often identify that the family had a problem via a 

communication assessment, before offering psychoeducation of the “if X then Y” format, and 

then when the family displayed model-consistent uptake move onto the main task of FDT 

which is helping the family conduct a domain analysis. This observation was fed back to the 

treatment team in the form of a template of how to introduce psychoeducation in a first 

session of FDT in order to maximise model-consistent uptake from the family. 

Recommendations included, commencing with a communication assessment, moving onto 

non-technical psychoeducation and only in the face of model-consistent uptake proceeding 
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into technical psychoeducation and domain analysis.  Secondly, observations regarding the 

therapists’ discomfort with technical terminology raised the issue of taking an “expert 

position”. Delivering technical terminology requires a position of “expertise”; however, when 

combined with the therapists’ usual tentative stance this could potentially lead to a “therapist 

domain mismatch”, in other words the family might become confused as to whether the 

therapist wanted to explore the meaning of the psychoeducational information for them or 

explain to them the reason for their difficulties. This suggested that a potentially under-

theorised aspect of FDT regards which domains are enacted within the therapy session. Are 

the therapy domains the same as the family domains?  Does the therapist-family system 

replicate the family’s lack of domain clarity in the same way that it tends to replicate the 

family’s communication strategies (Dallos & Draper, 2010). This observation was discussed 

with the originator of FDT and later the treatment team.   

In summary, CA can aid the identification of anomalies, gaps and contradictions in 

the practice of family therapy, which can open up avenues of future research and aid theory 

development. The impact on theory development for the empirical study here presented was 

potentially aided by three contextual factors: a) it was conducted in the context of a feasibility 

study for a novel intervention; b) the originator of the therapy model was involved in the 

process of drafting a manual for the intervention; c) the originator of the therapy model and 

the treatment team were involved in discussions over the findings. It is arguably much harder 

to challenge theoretical assumptions underlying schools of psychotherapy that have been 

practicing for over fifty years.  
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Implications for Clinical Practice 

Can CA improve the quality of family therapy by underlining which aspects of 

treatment are the most important in effecting change? 

Unlike other research methodologies which offer clinicians statistical evidence of the 

efficacy of therapy protocols or insight into the views of a subgroup of service users, CA 

research provides clinicians with observations on the actual moment-by-moment conducting 

of therapy. It has been argued that by generating accounts of how therapists and family 

members use language to negotiate certain social actions, CA can aid the development of 

“stocks of interactional knowledge” (SIKs; Peräkylä & Vehviläinen, 2003); in other words 

CA can allow for the collection of normative models of how professionals can interact with 

family members in order to operationalise theoretical models or frameworks that underpin 

their professional activity (Antaki, 2008). Practitioners familiar with this literature can move 

beyond question formats in their understanding of how to deliver therapy, orient toward 

micro-expressions of partial uptake from family members, and become more aware of taken-

for-granted conversational practices that family members might use (Couture, 2006; 2007).  

Therefore, CA literature can orient practitioners towards ways of delivering 

therapeutic interventions so to maximise the possibility of in session “small-o outcomes” and 

become aware of subtle markers of uptake or disagreement in order to fine tune their 

intervention (Pinsof, 1988). For example, the literature review highlighted the most effective 

strategies for interrupting a session in order to consult a reflective team without creating a 

disruption in therapeutic alliance (Parker & O’Reilly, 2013), or showed how an expert 

therapist would help move a family from an impasse to a solution (Couture, 2006; 2007; 

Couture & Sutherland, 2006). In the empirical paper it emerged that psychoeducation 
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delivered through non-technical scenarios was more likely to lead to extended uptake. These 

findings can suggest which practices lead to micro-outcomes.  

Such findings can help clinicians practicing in similar settings, however they are 

limited by their context, use of small unrepresentative samples and lack of a broader research 

project aimed at exploring these features in other settings with different populations. 

Nonetheless, CA findings in the field of psychotherapy can always be integrated with 

findings in the wider literature. For example, findings from the empirical paper regarding the 

frequency of minimal or no uptake to psychoeducation delivered in a technical language 

appear to reflect findings regarding responses to receiving medical information in primary 

care settings (Peräkylä, 2002). In psychotherapy both therapist and client rely on everyday 

language resources to communicate, therefore broader findings of CA literature could be used 

to expand the current psychotherapy-specific literature.  

In summary, the CA literature in family therapy process research can offer clinicians 

“sign posts” to specific processes (Couture, 2007). In other words CA findings can orient 

family therapists to certain processes (e.g. disengagement, psychoeducation, joining) and 

provide suggestions on the possible ways to proceed and possible consequences. In this way 

it can improve the quality of the delivery of family therapy by improving the clinician’s 

awareness of these processes and the potential possible interactions that may arise from them 

rather than by pointing out which specific feature of talk or interaction leads to which 

outcome with certainty.  

Can CA assist in the development of effective training? 

As mentioned above one way in which CA can improve the quality of the delivery of 

family therapy is by improving clinicians’ awareness of conversational details. This can be 

achieved in several ways. Firstly, the collection of CA findings, as attempted in the literature 
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review can provide a platform for a broader audience of clinicians. Secondly, some 

researchers have advocated for CA-informed reviews. These would involve a trainee 

professional examining a video-clip of their interaction with a patient or service user together 

with a CA-informed educator in order to both “look or listen for critical junctures, and 

examine what is happening sequentially or on a turn-by-turn basis that may have gone well or 

badly” (Maynard & Heritage, 2005, pg 428). Given that the use of audio or video recording is 

now a requirement within the British Psychological Society (2016) and the Association for 

Family Therapy and Systemic Practice in the UK (2015) guidelines for training. CA could 

provide a methodology to aid the joint analysis of the video between trainee and educator and 

ground it in the broader CA body of knowledge. Thirdly, CA can be used, as in the empirical 

paper here presented, within the context of the drafting of a manual for a novel intervention. 

Not only can CA provide a transcription style that truly represents the “messiness” of therapy 

rather than a polished theoretical construction that is far removed from the practitioner’s 

experience, but it can help refine advice to practitioners on how best to introduce specific 

actions like psychoeducation or advice (Couture & Sutherland, 2006) in a specific therapeutic 

context.  

Finally, the conducting of CA-informed research can ground clinicians in its 

methodology and give an appreciation of its complexity as well as turn their attention to 

micro-processes (Elliott, 2010). However, when encouraging clinicians to engage in this type 

of research one must proceed with caution. The terminology of qualitative research (see 

Appendix 3) and the vastness of the CA body of knowledge can be disorientating and 

overwhelming for a practitioner and severely limit their ability to utilize CA findings and 

conduct high quality research. In order to support clinicians it is worth considering whether 

more emphasis should be placed on training practitioners in this methodology and producing 

procedural guidelines for the use of CA in psychotherapy. This could take the shape of a 
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targeted publication (e.g. book or journal) providing clear procedural guidelines. Such a 

resource would have proven invaluable in the context for conducting this research in that it 

would have provided criteria for what is to be considered CA research in psychotherapy and 

proposed a procedure to select, transcribe and analyse data.  

Such an endeavour could also open up interesting discussions between CA 

researchers and psychotherapists regarding theories and language utilised in these 

publications, how best to present findings from multiple CA studies, the benefits and 

limitations of a CA approach to psychotherapy and whether adjustments need to be made to 

CA in order to produce findings that are usable for theory and practice development. For 

although setting procedural guidelines might limit the creativity of researchers in the 

application of this methodology, it would also allow the collation of findings to proceed more 

easily. 

Reflections  

One of the first things that becomes clear to a Trainee Clinical Psychologist during 

their first experiences of delivering psychotherapy is that the reality of the therapeutic 

interaction is very far from the clean and edited transcripts one finds in therapy manuals. It 

was in part this frustration with the reduction of therapeutic conversations to models and 

flowcharts that led me to approach the field of CA. Here was a methodology interested in the 

“messiness” of therapy and capable of revealing the interactional consequences of minute 

aspects of talk. This excitement, however, was often dampened by the daunting task of 

getting to grips with a completely different way of looking at data, a field of its own which 

has grown and developed in the last fifty years. It was hard at times not to feel overwhelmed 

by the sheer volume of the CA body of knowledge. Here I would like to explore a dilemma 
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that I encountered whilst doing this work and then offer a reflection on the implication this 

work has had for my own clinical practice.  

The dilemma I faced was how to share my findings with the treatment team. As I was 

transcribing, reading and re-reading transcripts, identifying sequences and family member’s 

uptake to therapist actions I realized how exposing this methodology is for therapists. As a 

Trainee Clinical Psychologist I am often concerned after a session as to whether I said the 

right thing, and the timing and formatting of interventions are often the subject of 

supervision. This methodology exposes all potential deviation from an “ideal” of how therapy 

should be delivered. I found myself observing expert family therapists seemingly “getting it 

wrong”, missing opportunities to tackle an issue or persevering in the face of repeated lack of 

uptake from family members. Initially, I wondered how I could feed this back to the 

treatment team; however, I came to the realization that it was holding an ideal of what 

therapy “should look like” that generated my dilemma. This process brought me face-to-face 

with the fact that “ideal” only exists in psychotherapy textbooks and that fallibility is 

inevitable in the endeavour of therapy. Once this was accepted, it was easier to move on to 

see those “mistakes” as opportunities to learn about what processes were at stake and how 

studying those processes might support the therapy team.  

Finally, this work has greatly contributed to my own psychotherapy practice. My 

current work is with young people in an inpatient setting where there are high levels of risk of 

harm to self and/or others. As I discussed above in the clinical implications, increasing one’s 

awareness of micro-practices of interaction can aid the clinician’s ability to assess the young 

person’s position towards what is being done in therapy and ground it in conversational 

evidence rather than relying on “clinical instinct”, and I often wonder if that clinical instinct 

is in itself our intuitive response to micro conversational practices. More specifically, given 

the focus of my work on psychoeducation, I have found myself reflecting on how and when I 
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introduce psychoeducation in therapy sessions. I noticed that I often delivered it as an 

observation when I thought that what a young person was saying matched a certain model 

with little reflection on the interactional impact of doing so and the potential misalignment or 

“closing down” of conversation that such a delivery could potentially engender. On the one 

hand, I became more and more cautious of psychoeducation, and began to develop the idea of 

a step-wise entry into psychoeducation described above, noticing that I increasingly preferred 

waiting for young people to reach conclusions by themselves. On the other hand, where 

psychoeducation was required (e.g. in the treatment of anorexia nervosa) I would structure a 

session to deliver and discuss information alone, finding it much easier to present 

psychoeducation in written format and then invite the young person to discuss their opinions 

of it. Additionally though, I also became more aware of how psychoeducation can be used 

within systems (both families and staff teams) that are experiencing unsafe uncertainty due to 

the risk to young people’s lives (Mason, 1993), in order to generate some certainty and 

therefore some safety. I observed how senior colleagues would use psychoeducation to 

construct themselves as experts and therefore reduce the system’s uncertainty and distress in 

the knowledge that someone in the room knew what to do about the problem at hand;  and 

how, once safety and some certainty was restored, these colleagues would invite reflections 

and suggestions from families in an exploratory fashion.  

Conclusion 

There is great potential for the use of CA within the field of family therapy. Although 

difficult and time consuming (Elliott, 2010), this methodology can bring several benefits to 

future research, theory development and clinical practice as outlined above. However, in 

order to reap some of these benefits there needs to be a wider collaboration between CA 

researchers and psychotherapists. The biggest danger for CA in this process, would be for the 
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CA methodology to be stretched beyond its epistemological remit, which would risk 

discrediting the method itself (Madill, 2015).  

To conclude, I believe this methodology has contributed to the development of my 

own clinical practice in a way that other methodologies might have not. For this and the 

reasons mentioned above I would welcome more attention being turned towards CA 

methodology in psychotherapy process research. 
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APPENDIX 1 

Circular Causality 

The term circular causality was coined to express the interdependence of action in 

groups of people. Each person’s action is seen as being influenced by others and influencing 

others simultaneously. Any action is therefore also a response, and a response is also an 

action. Thus, when working with families, finding out “who started it” is not productive as 

any sequence of events can be seen as dependant on previous interactions (Dallos & Draper, 

2010). For example, when a parent and a teenager struggle with communicating, a linear 

explanation given by the parent might be that when the teenager withdraws, the parent feels 

incompetent and thus tries to engage the teenager, whilst the teenager might say that the 

parent is demanding, thus leading the teen to withdraw. From a circular perspective the 

parent’s demanding behaviour is maintained by the teen’s aloofness, and vice versa. The 

parent’s behaviour and the teen’s behaviour are both causing and caused by each other. In 

this sense, individuals are seen to influence each other in non-linear processes that create 

patterns of reciprocal interaction. The variables (i.e. people’s behaviour) are seen as 

interdependent.  

References 
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APPENDIX 2 

Family Therapy and Process Research 

Unlike psychodynamic or cognitive approaches which identified psychological 

problems as being within the individual’s mind or cognitions, family therapy formulated 

individuals’ problems as the result of unhelpful and inflexible relationship patterns within the 

individuals’ immediate social context (usually the family). Families were seen to behave like 

systems. This means that members of the family influenced each other’s behaviour, 

relationships between two or more family members could influence the whole family and 

patterns of behaviour and relationships could become entrenched. On the whole, individual 

problems were formulated as the result of the family’s attempted solutions to difficulties 

raised by lifecycle transitions and socio-cultural factors.  

Early family therapy approach focused on how power and authority was wielded in 

the family and how family rules were created and clarified (Minuchin, 1974). Later 

approaches began to see the family as a linguistic-system (Anderson & Goolishian, 1988). 

Their focus was on how family members communicated with one another, the stories they 

told about each other and how they made sense of what happened to them and to the 

identified patient. The therapist’s stance in family therapy is one of curiosity, to gain an 

understanding of each family member’s perspective and assist the family in developing more 

helpful ways of understanding their difficulties, ways that provide a solution to problematic 

behavioural patterns (Burnham, 1992). To do so the therapist needs to attend to all family 

members, identify unhelpful recursive patterns of communication in the family and disrupt 

them without losing the relationship with each family member.   

The communication practices that the therapist and the family employ whilst 

interacting during a family therapy session are the target of process research. Process research 



 

291 
 

is concerned with questions regarding how therapy works, how alliance is maintained and 

how change actually occurs inside a therapy session (Dallos & Draper, 2010). Process 

research in psychotherapy initially focussed on coding therapist interventions and counting 

how often certain interventions occurred. This approach was generally unsuccessful and did 

not provide any new information (see Gale, 1991 for summary). Thus, researchers began 

using interactional sociolinguistics and other language-based approaches that allowed the 

tracking of moment-by-moment interactions between therapist and family members to 

uncover how the therapeutic conversation was jointly constructed (Gale, 1991; Peräkylä et 

al., 2008). These language-based approaches (including CA) offered analytical tools to 

describe clinically significant occurrences. This in turn could lead to an understanding as to 

how certain interactions may be related to change. Thus, language-based process research can 

inform theory development by exposing whether therapists act according to their theoretical 

model, and it can also inform outcome research by showing which processes in therapy can 

be linked to better outcomes. 
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APPENDIX 3 

Conversation Analysis, Discourse Analysis and Discursive Psychology:  

Navigating the Terminology 

The literature on language-based process research is characterised by varied and 

disorientating terminology. The term “discourse analysis” in particular is often used broadly 

to describe any type of language-based approach (Antaki, 2008). This is potentially confusing 

as it suggests a common origin to profoundly different methodologies (Wooffitt, 2005; see 

Figure 1). In its broader understanding “discourse” refers to what people say or write. 

However, a subgroup of methodologies see “discourse” as meaning the social actions that are 

made visible through language. For example, a person saying “The window is open” could be 

performing the social action of “informing” another person, or of “requesting” that the 

situation be rectified and the window closed. In this sense spoken language is seen as 

performing social actions.  

Conversation Analysis shares core features with other approaches, namely, discourse 

analysis, discursive psychology, narrative analysis, interactional sociolinguistics and critical 

and Foucauldian discourse analysis (Antaki, 2008):  

1. Data must be “naturally occurring talk or text” as in, not produced in an experimental 

setting or invented; 

2. Words must be understood within the immediate context of the unfolding talk or text; 

3. Attention is given to the non-literal meaning of words; 

4. The analyst reveals the social actions achieved by the structuring of talk or text in a 

specific manner. 
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These approaches differ in their underlying theory and methodology, which, together, 

specify what is to be considered “natural data”, what is considered a “social action” and what 

counts as evidence for that action (Antaki, 2008).  

Figure 1. Types of language-based methodologies based on Antaki (2008) and Wooffitt 

(2005). Overlapping circles indicate closely affiliated methodologies.  
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APPENDIX 4 

Transcription Sample [P5:451-511] 

Th2: so that’s like kind of erhm 451 

Th2: pt that’s where the domains are a bit unclear does that make 452 

sense 453 

M: yeah ((M and YP nod)) 454 

Th2: because on your mum’s mind is just is she safe is she safe 455 

yeah ((M and YP nod)) 456 

Th2: so ‘s that happen a lot is that one thing that  457 

M: it’s not as bad as what it was is it 458 

YP:  no 459 

M: but if she if you do blow you blow in good style don’t ya  460 

((YP nods slowly)) ((YP and M exchange glances)) 461 

M: and it’s hard to communicate isn’t it if something’s on your 462 

mind you don’t you don’t know how to approach me cause y- she thinks 463 

I’m gonna blow my stack whereas ninetynine percent of the time I’m 464 

calm but probably my expression will say otherwise because I panic 465 

so ye- your body language gives away  466 

Th2: alright 467 

M: (mine) till I keep calm  468 

Th1: is that (i- is that) cause you might be worried 469 

M: yeh 470 

Th1: and I guess for any of us if we’re worried sometimes our 471 

facial expression can look something else can’t it really 472 

M: yeah yeah 473 

Th1: would tha- would you would you is your mum is your mum’s face 474 

easy to read ((YP nods and smiles)) if if you know what I mean is 475 

that right 476 
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M: she she kno- she’d read me like a book by my expressions 477 

rather than the way I speak don’t you 478 

Th1: right okay okay 479 

M: yeah 480 

Th1: so so you you kinda can you help us understand that if that’s 481 

alright whilst to say this whilst your mum is sitting there so what 482 

kind of expression does your mum have on her face that tell you 483 

things do you know if sh- would you be able to work out if she was 484 

ups- worried or or or 485 

YP: hhhh yeah  486 

Th1: is it is that a different look to when she’s feeling a bit 487 

YP: (w-) when mum’s worried she goes quiet and like she doesn’t 488 

talk about much hh hh and she (‘s lots of) time on her phone and 489 

then when she like know something that I don’t know she u- usually 490 

raises one eyebrow and like laughs hhh hhh ((YP laughs and looks at 491 

M who looks back and smiles)) 492 

Th1: hhhh 493 

M: I don’t know I’m doing it s- 494 

YP: (and when mum) and when she’s happy she’s like this ((points 495 

at M)) 496 

Th1: right right 497 

YP: hhh hhh hhh 498 

Th2: (inaudible)  499 

M: hhhe hhhe 500 

Th2: what sort of stuff does make your mum raise one eyebrow 501 

((laughing)) 502 

YP:  I don’t know ((laughing)) 503 

Th1:  hhuhhu 504 

M:  I don’t even know I’m doing it half the time ((laughing)) 505 
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Th1: is it the same eyebrow 506 

YP:  yeah 507 

Th1: is it 508 

M:  hhhehhhe ((laughter)) 509 

YP: hhh hhh ((laughter)) 510 

Th1:  hh hh right hhhhh 511 
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APPENDIX 5 

Annotated Transcription Sample [P5:451-511] 

Key:  Blue underlining: First Pair Part 

Light green underlining: Second Pair Part 

Dark green underlining: Sequence Closing Third or Expansion 

Pink highlighting: Therapist intervention 
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APPENDIX 6  

Sequential Map of Transcription Sample [P5:451-511] 

452 Formulation ? or Psyched ? /Technical: telling + understanding 

check 

>> UPTAKE: token 

455 Formulation/Technical: accounting for 452 

>> UPTAKE: nods 

457 Communication assessment: that happens a lot   

>> PARTIAL UPTAKE: downgrade + understanding check YP + MODEL 

CONSISTENT: my expression says otherwise 

469 Communication assessment: check worried? pre-psyched? 

>> UPTAKE: token 

471 Psyched/Non-Technical: I guess + if worried then facial 

expression unclear 

>> UPTAKE: token 

474 Communication assessment: M easy to read 

>> UPTAKE: acknowledgement/telling 

481 Communication assessment: Can YP work out if mum worried 

>> UPTAKE: HEDGE: token 

487 Communication assessment: reprise:  Can YP work out if mum 

worried 

>> UPTAKE: YP describes what M is like when worried  

501 Communication assessment: what makes M raise eyebrow  

>> NO-UPTAKE: YP HEDGES  

 Humour: expansion 

 >> YP and M laughter: affiliation 
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APPENDIX 7  

Detailed Transcription of Psychoeducation Extracts [P5:452 & P5:471] 

 

P5_452_15:29_Technical Terminology Paraphrase

T2: =yeah (.) a bit like that  1 

(1.1)  2 

T2: so that’s like kind of (.) e:rhm: (0.8) pt (0.3)  that’s 3 

where   the domains are a bit unclear¿ (0.2) does that make  4 

sen[se¿] 5 

M:    [yeah] 6 

(0.6)  7 

T2: because on your mum’s mind >ºis justº< IS she safe is she 8 

safe (0.5) yeah¿  9 

(3.0) ((M and YP nod)) 10 

T2: >so ‘s that happen a ↑lot< ↓is that one thing that¿ 11 

(0.5)  12 

M: it’s (.) not as (.) bad as (.) what it was (0.4) is it 13 

(0.2) 14 
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P5-471_16:19_”if X then Y” 

 

T1: is that (i- is that) (.) cause you: might be worried. 1 

M: yeh 2 

T1: >and I guess< (0.2) for any of us if we’re worried 3 

sometimes ou:r [facial expression] [can look] = 4 

M:                      ((    nods     ))  [y:eah   ]  5 

T1:    = something else ca[n’t it] really 6 

M: ((    nods       ))[y:eah ]((nods)) 7 

 (0.3) 8 

T1: would tha- would you: (0.6) would you: (0.2) is your mum (.) 9 

is your mum:’s face easy to read  10 

((continues with communication assessment)) 11 
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APPENDIX 8  

Annotated Transcription of Psychoeducation Extract with Analysis of Function, 

Position and Features 

Key:  Light Blue: Prefaces 

Dark Blue: Uncertainty markers 

Pencil: Other features of interest 

Light Blue dots: M nodding 

Puce dots: YP nodding 

Orange: Reported speech 

Blue ball point pen: Tag questions 

Red: Potential sign of trouble – check video again for non-verbal signs of uptake  
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P5:452-

456 

Post-expansion following 

YP agreeing on 

formulation 

Leads into communication 

assessment sequence 

- Designed for: Delivering 
education 

- Uptake: minimal M “yeah” 
YP nods after elicitation 

 

 “so”-sequence initial: re-

launching previous talk, on 

speaker’s agenda, other-

attentiveness 

“like”? 

“kind of”? 

“a bit” colloquial, downgrade of 

expert assertion? 

Polar tag question “does that 

make sense”: solicit affiliation 

“because” offering 

account/colloquial paraphrase 

“just” narrowing? 

Active voicing: 

granular/concretizing 

Polar tag question: “yeah?” 

soliciting affiliation 

Technical paraphrase + 

incomplete colloquial 

paraphrase 
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P5:471 Post-expansion following 

M’s agreement with 

communication 

assessment “she panics 

because she is worried” 

 

- Designed for: delivering 
education and 
normalizing 

- Uptake: minimal “y:eah” 
 

 “and” preface: connecting to 

prior talk? 

“I guess”: downgraded form of 

knowing/ evidential marker 

“any of us” “we” “our”: affiliation 

“sometimes”: vagueness? 

Polar-tag question: can’t it? 

Non-technical illustration 

(exemplification/concretization) 

accounting, explicating 

evidence “if X then Y”.  

 



 

310 
 

APPENDIX 9  

Examples of Non-Technical Scenarios and Formulation Format  

Psychoeducation Sequences 

Non-technical Scenarios 

This format refers to use of scenarios and examples that do not rely on the technical 

terminology of the domains model. Non-technical scenarios (5 instances) were the most 

likely to go beyond the action of providing information, and were used for managing 

potential blame, mitigating potential disaffiliation and accounting for the therapy process. 

They were used most often in situations where the therapist’s attempt at describing the 

therapy process had received minimal or no uptake from the family.  

In extract 1 the mother (M) has just made a general statement (use of the unspecific 

“you”) implying that parents can always tell when their child is distressed and that 

communication will be clear (lines 1-2).   
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Extract 1. [P6:726] Non-technical scenario 

 

 The therapist (T1) initially receives M’s statement with a minimal acknowledgement 

suggesting receipt but not agreement (lines 3 and 5; Stivers, 2008), then uses 

psychoeducation to introduce the idea that communication is not always clear, thus 

suggesting the concept of “domain mismatches”.  He does so by starting with a “but” preface 

(line 7), which immediately suggests that what is to come is in contrast to what M has said 

(Schegloff, 2007). The beginning of T1’s turn-at-talk is laboured (inbreath, repetition and 

pause) suggesting the ‘dispreferred’ nature of this statement (Schegloff, 2007), dispreferred 
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in a conversation analytic sense, meaning that it does not align with M’s previous statement. 

T1 seems to repair a statement as suggested by the cut-off on “if-” and the rush into the 

marker “of course” (line 7; Kitzinger, 2013), which as stated above indicates that self-

evidence of the upcoming statement. This is followed by a passive form statement “what can 

happen sometimes”, couched in tentativeness by the use of the modal verb “can” and the 

adverb “sometimes” (lines 7-8; Heritage, 2013). This statement also projects an upcoming 

storytelling. However, there is a lack of uptake or ‘go-ahead’ to the storytelling at this point, 

as manifested in a 0.8 second silence (line 9), suggesting potential interactional disaffiliation 

(Jefferson, 1989). Thus, T1 proceeds by inserting a laboured blame management statement 

(line 10), which through the emphasised use of the verb “intend” suggests that whatever is 

said reflects people’s behaviour and not their true nature, thus meaning individuals are not to 

be held accountable for what T1 is about to say (McHoul & Rapley, 2003). This blame 

management formulation elicits some uptake from the young person (YP, line 11). T1 then 

resumes his storytelling (line  12), which uses membership category devices, and modal verb 

“can”, as well as direct quotes to create a general yet vivid account of a potential scenario.  

Formulation Format 

This format refers to the use of technical domains terminology within a formulation 

(Antaki, 2008).  These sequences (4) were more likely to be characterised by direct, non-

tentative and prescriptive language. Its main action was to deliver psychoeducation. This 

format was always used after the family had provided an account of personal circumstances 

following a communication assessment, formulation or another psychoeducation sequence.  

Extract 2 occurs after YP has given a detailed account of his interaction with a friend 

following an inquiry by T1. YP explains how initially he thought his friend was joking when 

he wrote that he wanted to die, then the young person realized his friend was serious. This 
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psychoeducation instance has the format of a formulation as it is repeating the young person’s 

words but adding technical terminology to it. 

Extract 2. [P6:595] Formulation format 

 

It is initiated with a “so” preface (line 1), that in this case refers to what YP has just 

said and therefore serves as a causal and impartial link between what YP has just said and 

what T1 is about to say (Antaki, 2008). Notably, this format of delivering psychoeducation is 

much more direct, T1 is stating the facts by making an assertion of the “it is X” type 

(Peräkylä, 2002), indicating the domain clarity of the interaction but also the self-evidential 

nature of the fact stated via the use of the adverb “clearly” followed by the technical term 

“exploratory conversation” (line 2) and by a polar tag question. Unlike other psychoeducation 

instances this one has a more instructional structure, which resembles the “known-answer 

questions” discussed above. And although there is some minimal uptake from M (line 4) 

there is none from YP. T1 then proceeds by repeating the YP’s narrative (line 5), which 
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receives the YP’s acknowledgment but nothing else (line 7). T1 then attempts the same type 

of psychoeducation format twice, with a negatively formatted polar tag question, which could 

be seen as an upgraded attempt at gaining alignment (Stivers, 2010; line 9 and 11). Both 

attempts receive no uptake from either M or YP. The sequence continues with M adding 

information to YP’s previous account therefore almost sequentially deleting T1’s 

intervention, in the sense that she continues as if this psychoeducational intervention had not 

occurred.  
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