Is the Customer Always Right? 

By Barry Duncan, Scott Miller, &  Mark Hubble

Many therapists today have abandoned a reliance on the "Five Ds" (diagnosis, disease, dys​function, disorder and deficit). They have stepped down from the throne of the exalted expert and learned to privilege the client's voice as the source of wisdom and solution. That's all fine and dandy until you are faced with clients who adhere to a pathological view of themselves despite your best efforts to highlight strengths. How do you avoid taking an expert stance when clients plead for advice and downplay their own abilities and expertise? How do you draw on the client's theory of change when it is so totally contrary to your core values?

Pat, a 37‑year‑old full‑time mother of two children, was referred by the principal of a nearby school where I consult. She had worked her way through the helping professionals at the school, ruffling feathers along the way with her ardent concerns about her daughter Ann's "depression." The problem was that the school did not share her concerns‑Ann was a hard‑working student and a well‑behaved 9‑year old, according to her teacher. The school counselor and school psychologist believed her to be remarkably well adjusted, despite a mother whom they described as a "Certifiable nut" and a "loose cannon waiting to go off."

My courtship of Pat began in the waiting room, when she said that she would like to smoke in my office and I agreed. As minor as it sounds, it helped us start off on the right foot. In the office, I chatted with her and Ann as welcomed guests. I got Pat an ashtray, laughed at her jokes, smiled and was attentive. I asked Ann about her school and teachers, as well as her favorite TV shows and CDs. Pat was an interesting character, full of extremes. She was charming and impeccably dressed in designer clothes, but spoke in a boisterous manner, emphasizing her points with sweeping gestures and intense eye contact. Ann looked like any 9‑year‑old, but predictably enough, wore an embarrassed expression that said she wanted to be somewhere else. She slumped in the chair and didn't look up as her mother opened the session: "Ann is so depressed." 

Pointing to her daughter, she said, "She complains about being bored and mopes around." She gestured broadly with her hands and continued, "I'm depressed, and I know that I have a chemical imbalance and will need to take antidepressants the rest of my life. I also take anti-psychotics, because I had a psychotic break right after Ann was born‑tried to kill myself and the whole nine yards. My mother is also depressed and takes anti-depressants." She paused momentarily to take a drag from a cigarette, saying finally, "My doctor told me it was genetic, and I'm sure that Ann is just like my mother and me and probably needs to be on medication, too."

A more problematic script could not have been written for me. I thought for a moment I was set up by those at the school who were sick of my impassioned railings about pathology and the DSM at team meetings. I heard a loud voice yelling in my head, "PRIVILEGE THIS!"

I was particularly concerned about Pat's statements in light of psychologists Seymour Fisher and Roger Greenberg's work highlighting the appalling lack of empirical support for drugging children. Pat not only wrapped herself in a cloak of psychiatric and psychopharmacological terminology, but wanted me to help her pass it along to her daughter. Sometimes, privileging the client's voice ain't so easy.

At times the art of therapy lies forming alliances with those that others find difficult. Research confirms that the client's view of the relationship is the trump card in therapy outcome, second only to the winning hand of the client's strengths.

After Pat's opening assessment, I listened for her theory of change, her formula for a positive outcome. This becomes clear from a client's ideas, attitudes and speculations about the future. It is important to join clients in exploring alternate routes on their own maps. I took note of Pat's exact words so I could honor her interpretations. I was careful not to enter into a needless clash of ideologies. This attitude of respectful attention ultimately provided the foothold into the relationship that enabled everything else to occur.

I then spent time with Pat and her daughter alone. Ann was quiet and sullen at first, but became animated and friendly when our conversation turned to the "mean" boys at school. She insisted that she was not depressed, that her only problem was that the boys teased her, which, she said, happened to all the girls in her class. Ann denied that the boys might really like her, but I remained skeptical. Our delightful banter left me no cause for concern. All she wanted was for her mom to stop asking whether she was depressed.

When I saw Pat alone, she conveyed her helplessness. She described how she tried to comfort Ann, and went to great lengths to monitor the "depression" and help her daughter overcome it. Her real fear, she said, was that Ann's "early signs" would worsen, damning her to the bouts of depression that had plagued two previous generations of women in the family. When I asked her why she was seeing me instead of someone who could give Ann medication, she leaned forward with a frozen stare, forcefully stubbed out her cigarette and replied, 'You're the expert. You tell me what to do about this genetic depression and how to help my daughter!"

Challenging Pat and her genetic depression view would have only attached me to the conga line of failure. Ann's teacher, school counselor and school psychologist had already attempted to persuade Pat that nothing was wrong, and had even asked her at length about times Ann wasn't depressed. Pat only perceived these efforts as belittling Ann's problems and subtly indicting her competence as a parent.

After the first session, the team believed that the task was to work within Pat's view of genetic depression, while trying to discover possible alternatives to medication. In the second session, I conveyed right off my acceptance of Pat's genetic‑depression theory and validated her worry as understandable and appropriate, given the family history. I said it was an obvious expression of love and concern for her daughter. Surprised and relieved, Pat said, "Oh, you see it, too." She relaxed and I was then able to shift the conversation to what might help in the present situation. Validation of a client's viewpoint, even when it seems bizarre, often opens the conversation to new ideas and directions‑ones we often never dreamed existed.

Staying with the genetic perspective of depression, I suggested in my most expert manner, tempered by a desire not to misrepresent my convictions, that while there was a strong familial predisposition to depression, the key to whether the depression actually appeared was what happened in Ann's environment. Straight textbook stuff. I proposed that perhaps Pat could help her daughter herself by dealing with the environmental aspects of Ann's depression.

All ears, Pat encouraged me to continue. It was at that moment that our collaboration began. We brainstormed about what the environmental contributions to Ann's depression could be and identified three areas: self‑esteem; rewards and punishments; and family interactions. Pat reported that she was a "stroker" and often rewarded Ann in an attempt to build her self‑esteem. We concluded that not much additional could be done here. Pat also extolled the virtues of her marriage and did not see any connection there to Ann's problems. She did think, however, that she needed to deal differently with Ann's negative feelings. She leaned forward when I said that parents sometimes discount a child's negative feelings out of love and hope for their children. "That's exactly what I do," she said with reco​nition. "I'm a stroker. I'm always upbeat and positive with her, always telling her how smart and pretty she is. I discount her feelings, and it's not helping. I need to support her feelings, even if they are negative."

By the end of the session, Pat agreed to encourage and validate Ann's complaints, and to occasionally exaggerate them "as a way of helping Ann learn to cope with her depressive tendencies." This latter idea really struck a chord with Pat. She said, "When you say exaggerate, I'm thinking that when she criticizes herself, how about if I exaggerate it to the point of ridiculousness? Like if she says she's ugly, I'll say, 'Yeah, you're so ugly I've had to replace three broken mirrors because you looked at them,' instead of trying to convince her how pretty she is?" This approach addressed both Pat's desire to help and Ann's wish for her mom to back off. We agreed that medication remained an option if environmental efforts failed.

Pat's husband, Chris, attended the next session because she wanted him to hear what we had discussed. He shared Pat's concerns about Ann's complaints and worried about the family history of "mental problems. Courting Chris's favor wasn't easy. He had a patronizing attitude toward Pat, continually emphasizing her illness. Nevertheless, Pat seemed in total awe of her husband. Once again, I followed the client's lead despite my uneasiness, and Chris agreed to join Pat in her plans to help Ann.

Pat returned for two more meetings. She reported that Ann was smiling more and complaining less. Pat had altered the proposed suggestions to fit her sense of humor and strengths, so her exaggerations of Ann's complaints were funny instead of the serious fare I had suggested. Pat laughed as she recounted her exchanges with Ann and their giggling together. Pat also reported that although it was difficult for her, she was not attempting to rescue Ann from her depression. She concluded that perhaps her daughter was only mildly predisposed to depression.

By our final session, Pat was satisfied that antidepressant medication was not needed. This was music to my ears. Adopting her theory of change had opened the door to other options-other means for accomplishing the same end. Pat's theory of change only required that someone take her fears of genetic depression seriously, not that they embrace them absolutely. Pat contacted me six months later because she wanted to go off her anti-psychotic medication. I supported her decision, consulted her psychiatrist and Pat discontinued that medication. Ann continued to do well.

Despite our commitment to collaboration, clients will hold beliefs and values that at times can be like sharp fingernails on a chalkboard to us. Women oppressed by male chauvinism sometimes embrace a subservient position. Clients disempowered by victim‑ or deficit‑based views sometimes persist in seeing themselves as damaged goods. Clients deceived by the medical model and wanting to see us as experts sometimes don't see the value of collaboration. These are the cases‑like Pat's‑that test our mettle as therapists. Here is where we really see if we can embrace multiple perspectives.

