
	

ASSESSING THE EFFECTIVENESS AND EXPERIENCES OF SOLUTION-

FOCUSED BRIEF THERAPY FOR COUPLES RAISING A CHILD WITH AN 

AUTISM SPECTRUM DISORDER 

 

by  
 

Brie Turns, B. S., M.S. 
 

A Dissertation 
 

In 
 

Marriage and Family Therapy  
 

Submitted to the Graduate Faculty  
of Texas Tech University in  

Partial Fulfillment of  
the Requirements for 

the Degree of  
 

Doctor of Philosophy 
 

Approved  
 

Dr. Sara Smock Jordan 
Chair of Committee 

 
Dr. Jason Whiting 

 
Dr. Nicole Springer 

 
Texas Tech University  

 
Dr. Kevin Callahan 

 
University of North Texas 

Kristen Farmer Autism Center 
 

Mark Sheridan 
Dean of the Graduate School 

 
August, 2017



	

 

 

 

 

 

 

 

 

 

 

 

Copyright 2017 Brie Turns 

 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Brie Turns, August 2017 

	ii	

ACKNOWLEDGMENTS 

 

 I would first like to thank my Lord and Savior, Jesus Christ, for providing me 

with the knowledge, endurance, and guidance that he has provided me throughout my 

graduate education. I would also like to thank my wonderful family who helped me 

emotionally and financially during my graduate education. I would also like to thank my 

committee for the guidance and mentorship. Thank you Dr. Smock Jordan for the first-

class mentorship while at Texas Tech. I have always been able to rely on you for amazing 

guidance, professionally and personally. Thank you Dr. Whiting for the gentle reminders 

to relax and stay calm. Thank you Dr. Springer for the wonderful medical family therapy 

guidance and helping me launch a wonderful career helping families living with an 

individual with autism. Dr. Kevin Callahan, thank you for being a part of this project. I 

have valued your knowledge and encouragement throughout my dissertation. Without 

each of you, this project would not be possible. 

I would also like to thank my amazing team of therapists, Brandon Eddy and 

Tetiana Sukach. Both of you provided these couples with an invaluable service. Thank 

you to my coders, Rachael Dansby and Von Poll. Finally, I would like to thank my two 

raters, Benjamin Finlayson and Lauren Creger. Without every single on my team, this 

dissertation project would not have been possible.     

 

 

 

 



Texas Tech University, Brie Turns, August 2017 

	iii	

TABLE OF CONTENTS 

ACKNOWLEDGEMENTS                 ii 

ABSTRACT                  vi 

LIST OF TABLE                vii 

LIST OF FIGURES               viii 

CHAPTER I. Introduction                  1 

CHAPTER II. ARTICLE 1: Assessing the Effectiveness of Solution-Focused Brief 
Therapy for Couples Raising a Child with Autism              3 

 ABSTRACT                   3 

 INTRODUCTION                  4 

 METHOD                 10 

 RESULTS                 22 

DISCUSSION                36 

LIMITATIONS AND FUTURE RESEARCH              40 

IMPLICATIONS                 41 

CONCLUSION                43 

CHAPTER III: Assessing the Effectiveness of Solution-Focused Brief Therapy for 
Couples Raising a Child with Autism: A Clinical Outcome Study          44 

ABSTRACT                 44 

INTRODUCTION                45 

 LITERATURE REVIEW               45 

 METHODOLOGY                52 

 RESULTS                 57 

DISCUSSION                96 



Texas Tech University, Brie Turns, August 2017 

	iv	

LIMITATIONS AND FUTURE RESEARCH             99 

IMPLICATIONS              100 

CONCLUSION              101 

CHAPTER IV: Conclusion              103 

REFERENCES               105 

APPENDICES               116 

Appendix A: Recruitment/Email to Program Directors         116 

Appendix B:  Recruitment/Email to Couples Raising Child with ASD       117 

Appendix C: Follow up Email to Program Directors         118 

Appendix D: Recruitment/Email to Therapist Participants        119 

Appendix E: Therapist informed consent            120 

Appendix F: Couples informed consent           122 

Appendix G: Demographic information survey          125 

Appendix H: OQ-45.2             126 

Appendix I: KMSS              128 

Appendix J: GARS              129 

Appendix K: Family Therapist Rating Scale          133 

Appendix L: Therapist adherence to SFBT          136 

Appendix M: SFBT Session formats           137 

Appendix N: Semi-Structured Interview Questions Asked to Couples        139 

Appendix O: Themes for Within-Case Analysis: Couple 1        142 

Appendix P: Themes for Within-Case Analysis: Couple 2        144 

Appendix Q: Themes for Within-Case Analysis: Couple 3        146 



Texas Tech University, Brie Turns, August 2017 

	v	

Appendix R: Themes for Within-Case Analysis: Couple 4        148 

Appendix S: Themes for Cross-Case Analysis: Interview 1        150 

Appendix T: Themes for Cross-Case Analysis: Interview 2        151 

Appendix U: Themes for Cross-Case Analysis: Interview 3        152 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Brie Turns, August 2017 

	vi	

ABSTRACT 

Due to the increase in prevalence, more couples are raising a child with an autism 

spectrum disorder (ASD). Previous research has thoroughly investigated the effects that 

parents can experience such as burnout, depression, and marital discord. Unfortunately, 

there is a lack of research investigating the effectiveness of therapy models for couples. 

The first article of this dissertation utilizes a multiple baseline design to assess the 

effectiveness of solution-focused brief couples therapy (SFBCT) for parents raising a 

child with ASD. Five couples were recruited to complete the study. The findings indicate 

that six out of ten couples increased in martial satisfaction and overall well-being. The 

second article uses a multiple case study to assess parents’ experiences and perceptions of 

SFBCT. Parents were interviewed after their first, third, and sixth therapy sessions. A 

within-case analysis was first completed to understand each couples experience 

throughout therapy. A between-case analysis was then completed to understand 

similarities between couples during each interview. 

 

Key words: autism spectrum disorder, couples therapy, solution focused brief therapy, 

multiple baseline design 
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CHAPTER 1 

INTRODUCTION 

 This doctoral dissertation is comprised of two, distinct studies investigating the 

use of Solution-Focused Brief Couples Therapy (SFBCT) for couples raising a child with 

an autism spectrum disorder (ASD). Although the majority of autism research focuses on 

the individual with the diagnosis, previous research has found unfavorable effects that 

raising a child with ASD can have on parents. Parents have previously reported higher 

levels of depression, burnout, and marital distress in comparison to those raising typically 

developing children. Researchers have suggested various therapeutic models but a lack of 

research investigating the effectiveness of a model remains. The first study assessed the 

effectiveness of SFBCT for couples. By identifying an effective model for parents, 

mental health clinicians will be able to provide treatment with confidence. Although 

identifying a model would be beneficial, understanding parents’ experiences and 

perceptions would allow clinicians to alter therapeutic questions and interventions in 

order to better fit the needs of the couple.  

Purpose 

Chapter 2 contains the first study, Assessing the Effectiveness of Solution-Focused 

Brief Therapy for Couples Raising a Child with Autism: A Clinical Outcome Study. The 

purpose of the first study was to assess the overall effectiveness of SFBCT for couples 

raising a child with ASD. This study used a multiple baseline design in order to assess 

parents’ alterations in marital satisfaction and overall well being. Chapter 3 contains the 

second study, “When the therapist described our strengths, I kind of saw a light at the 

end of the tunnel”: Experiences of Solution-Focused Brief Therapy for Couples Raising a 
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Child with ASD. This study is a qualitative case study, which assessed couples 

experiences and perceptions of SFBCT. After completing three interviews throughout six 

sessions of therapy, a within- and between-case analysis was completed to identify the 

main themes.  
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CHAPTER II 

ARTICLE 1: Assessing the Effectiveness of Solution-Focused Brief Therapy for 

Couples Raising a Child with Autism: A Clinical Outcome Study 

ABSTRACT 

Due to the increase in diagnostic rates of autism spectrum disorder (ASD), more 

couples are raising a child impacted by this severe, lifelong disorder. Parents have 

reported higher levels of marital dissatisfaction, parental stress and divorce rates than 

couples raising a child with other developmental disabilities. Parents of children with 

higher ASD symptoms report greater levels of stress. There are numerous treatments that 

have been identified for the diagnosed child, however there is a lack of treatment for 

couples raising a child diagnosed with ASD. Although Solution-Focused Brief Therapy 

(SFBT) has previously been proposed for the treatment of families raising a child with 

ASD, research has yet to assess its effectiveness for these couples. With the use of a 

multiple baseline design, this clinical outcome study aimed to identify the effectiveness 

of SFBT for couples raising a child with ASD. After six couple SFBT sessions, six out of 

ten participants reported increased marital satisfaction as well as overall parental 

functioning. In addition, a possible indirect effect occurred; two families reported 

significant symptom decreases in their diagnosed child. 

 

Key words: autism spectrum disorder, couples therapy, solution focused brief therapy, 

multiple baseline design 
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Introduction 

Considered to be the most severe childhood behavioral disability (Newsom & 

Hovanitz, 2006), autism spectrum disorder (ASD) is a neurodevelopmental disorder 

currently affecting 1 out of 68 children (Christensen et al., 2016). Individuals with ASD 

display a triad of deficits including: communication and social interaction, and repetitive, 

restricted interests or patterns of behavior (American Psychiatric Association [APA], 

2013). The wide spectrum of symptom severity levels used in diagnosis consist of Level 

1, ‘Requiring support’, Level 2, ‘Requiring substantial support,’ and Level 3, ‘Requiring 

very substantial support’ (APA, p. 52). These levels indicate various behaviors that can 

be displayed in diagnosed individuals.  

Deficits in social interaction will vary depending on the person’s age, intellectual 

capability, and language ability (APA, 2013). Impairments may be displayed by limited 

social and communication interactions with others, a lack of shared emotion or verbal 

communication, or an inability to decipher forms of communication, such as irony or 

humor. Repetitive, restricted interests or patterns of behavior can be displayed by self-

stimulatory behavior, such as hand-flapping, repetitive speech, or excessive adherence to 

routine (APA). Although parents begin to notice behavior impairments around the child’s 

first birthday (Hess & Landa, 2012), most children are diagnosed around four years of 

age.   

Parents Raising a Child with Autism 

Considering the complex development and severe symptoms displayed by the 

child, researchers have begun investigating the impact of ASD on the family unit, in 

particular the parental unit. Mothers and fathers of children with ASD have reported 
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reduced psychological wellbeing, increased social isolation, and emotional distress 

(Higgins, Bailey, & Pearce, 2005; Kuhn & Carter, 2006; Little, 2002).  Parents also 

display a variety of symptoms including depression, anxiety, and pessimism (e.g. Davis 

& Carter, 2008; Herring et al., 2006; Lin, 2011).  

One negative effect commonly investigated in parents of children with ASD is the 

overall parental stress they experience. Parents report significantly higher level of 

depression and more negative effects of stress than those raising a typically developing 

child (Weiss, 2002). In a large population-based study, parents of children with ASD 

reported higher stress levels than parents in the general population (Montes & Halterman, 

2007). Parents of children with ASD also report higher levels of parenting stress than 

parents of a child with Down syndrome, fragile X syndrome, and cerebral palsy (e.g. 

Abbeduto et al., 2004; Dabrowska & Pisula, 2010). Parents state that some of the most 

stressful factors of raising a child with ASD is the permanency of the diagnosis and lack 

of acceptance of the child’s symptomatic behaviors by family members and society 

(Sharpley, Bitsika, & Efremidis, 1997; White, 2009). The large amount of stress 

experienced by parents has also been shown to influence the marital relationship (e.g. 

Benson & Kersh, 2011; Hartley et al., 2010).  

Marital Satisfaction 

Researchers investigating married parents have identified relationships between 

parental stress and marital quality for couples of ASD children (e.g. Brobst, Clopton, & 

Hendrick, 2009; Hartley et al., 2010). For example, lower marital quality is associated 

with higher maternal stress and depressed mood (Benson & Kersh, 2011), along with 

greater parenting stress (Brobst et al., 2009). Because of the higher stress levels reported 



Texas Tech University, Brie Turns, August 2017 

	6	

by parents of ASD children, it is no surprise that parents also report lower levels of 

marital satisfaction. In comparison to parents of typically developing children, parents 

report high marital dissatisfaction (Hartley et al., 2010). Although there is conflicting 

evidence of the divorce rates among ASD parents (Freedman, Kalb, Zablotsky, & Stuart, 

2012; Hartley et al., 2010), research has thoroughly identified that these parents 

experience lower amounts of mental health and marital satisfaction, and increased stress 

in comparison to parents of typically developing children.  

Impact of ASD Symptomatology  

It is crucial to note that parents’ mental health does not only impact the parental 

subsystem but also impacts their child’s symptomatic behaviors (Brobst et al., 2009; 

Hastings & Johnson, 2001).  For example, parental stress and marital dissatisfaction are 

associated with deficits in social skills and increased self-injurious behaviors (Hastings & 

Johnson, 2001). An important finding in Hastings and Johnson’s (2001) study was the 

positive relationships found between the child’s intense behavior problems, parenting 

stress, and lower relationship satisfaction. In other words, when parental stress was high, 

it increased the child’s symptomatic behavior and marital dissatisfaction and when the 

child’s symptomatic behavior was increased, parental stress and martial dissatisfaction 

was also higher. These reciprocal relationships may be due to the mental health state of 

the parent. For example, stressed parents likely provide less emotional support or parental 

guidance or have access to less effective homecare. Preserving parents’ health and well-

being is a precondition for the optimal care of children with ASD (Keen, Couzens, 

Muspratt, & Rodger, 2010).  
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Positive Effects 

 Although researchers have reported a variety of negative consequences for raising 

a child with ASD, families have reported significant positive effects. Some parents state 

that their child’s diagnosis brought them closer together, enriched their marriage, and 

increased family connectedness (Bayat, 2007; Myers, Mackintosh, & Goin-Kochel, 

2009). New levels of closeness were experienced after couples made significant changes 

in their relationship due to their children’s diagnosis (Bayat, 2007; Hock, Timm, & 

Ramisch, 2012). Other family members experienced a spiritual awakening (Bayat, 2007) 

and new levels of relationship satisfaction (Cowan, 2010). Lastly, fathers of ASD 

children felt a sense of hope for their children’s future lives (Martins, Walker, & Fouche, 

2013). Fathers expressed that although they were worried, they maintained hope that 

“things would get better” (p. 8). Even though some report positive experiences, a need for 

an effective treatment option for parents raising children with ASD exists. 

Treatment for Parents Raising a Child with Autism 

While recognizing the impact an ASD diagnosis can have on the parental unit, 

mental health clinicians have begun discussing how professionals can assist parents. 

Some authors suggest broad contributions marriage and family therapists (MFTs) could 

making for families, such as helping parents understand and cope with the diagnosis, 

grieving the loss of a typically developing child, helping parents develop support 

systems, and assisting parents make treatment decisions for their child (e.g. O’Brien, 

2007; Neeley, Amatea, Echevarria-Doan, & Tannen, 2012). Others go one-step further 

and suggest specific treatments that could help alleviate parental stress and marital 

dissatisfaction, such as applying the Double ABCX model, structural family therapy, and 
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solution-focused brief therapy (Brockman, Hussain, Sanchez, & Turns, 2016; Jordan & 

Turns, 2016; Ramisch, 2012). Though these suggestions are useful for helping the 

parental unit, research identifying the treatment’s effectiveness for parent’s mental health 

is severely lacking. The majority of research studies involving parents consist of teaching 

parents how to implement treatment for their diagnosed child (e.g. Boettcher Minjarez, 

Williams, Mercier, & Hardan, 2011; Koegel, Bimbela, & Schreibman, 1996). Although 

there have been documented benefits for parents involvement in their child’s treatment, 

parents’ mental health is not being addressed or considered.  

To date, only a few studies have investigated the effects that services/trainings 

have on parent’s raising a child with ASD. Bristol,	Gallagher,	and	Holt	(1993)	found	

that	mothers	who	participated	in	a	psychoeducational	treatment	program,	which	

informed	them	of	their	child’s	diagnosis,	reported	greater	decreases	in	depressive	

symptoms	in	comparison	to	mothers	without	treatment.	Similarly,	Tonge	et	al.	

(2006)	discovered	that	a	20-week	parent	education	and	skills	training	program	for	

parents	improved	their	mental	health.	Lastly, Acceptance and Commitment Therapy 

(ACT), was provided to parents raising a child with ASD in a 2-day, group workshop 

format (Blackledge & Hayes, 2006). Results from this study showed improvements on 

the Beck Depression Inventory, Brief Symptom Inventory, and the Global Severity Index. 

Although parent’s well-being improved, the study was not conducted as therapy, rather it 

was presented as a “supportive, sharing experience that might help parents better cope” 

(p.3). Participants were also not significantly distressed at the beginning of treatment. 

The last concern was the primary author’s direct involvement as the clinician during this 

study. His influence in the treatment and publication could have influenced the reliability 
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of the reported results. Although,	psychoeducation	and	skills	trainings	can	help	

parents	better	manage	and	understand	their	child’s	behaviors,	there	is	a	lack	of	

research	investigating	treatments	that	specifically	aim	to	reduce	parents’	negative	

mental	health	symptoms.		

Solution-Focused Brief Therapy 

Solution-Focused Brief Therapy (SFBT; de Shazer, 1985; 1988; de Shazer & 

Berg, 1997; de Shazer & Molnar, 1984), a previously recommended model for parents of 

ASD children (e.g. Brockman et al., 2016; Jordan & Turns, 2016), is an empirically 

supported model that focuses on the client’s own resources (de Shazer, 1985). SFBT is 

unique because it focuses on occasions when the problem was absent or when the client 

was able to overcome the problem. These “exceptions” are used to help the client define 

their preferred future (De Jong & Berg, 2013).  

 SFBT couples treatment. Solution-focused brief therapy has been shown to help 

a variety of populations (e.g. McCollum & Trepper, 2001; Smock et al., 2008). 

Unfortunately, there is limited research investigating the effectiveness of SFBT for 

couples specifically. One study, conducted by Zimmerman, Prest, and Wetzel (1997), 

implemented a six-week solution-focused group therapy for couples and found that in 

comparison to the control group, those receiving SFBT improved on the Dyadic 

Adjustment Scale, while also self-reporting experiencing less intense arguments and 

blaming, more physical affection and problem-solving, and greater focus on solutions and 

the use of concrete tools.  

When focusing on parents of ASD children, only one study exists investigating 

the effectiveness of SFBT. Clinical psychologist, Jamie Kenney (2010) assessed the 
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effectiveness of solution-focused interventions on cognitive distortions, parental stress, 

and the therapeutic alliance. Unfortunately, there are several limitations in her study, 

some of which include: the sample consisting of only three participants—all mothers and 

a lack of clarity on how therapists were trained in solution-focused interventions 

(Kenney).  

Although the current literature primarily focuses on the diagnosed individual and 

the impact the diagnosis has on family members, few studies exist on effective treatments 

for the parents’ of ASD children. The purpose of this clinical outcome study was to 

assess the effectiveness of solution-focused brief couples therapy (SFBCT) on marital 

satisfaction and client change for parents raising a child with ASD. This study also 

investigated the relationship between SFBCT and the child’s symptomatic behaviors. The 

research questions investigated in this study include: 1) Is SFBCT an effective treatment 

option for couples? 2) Following treatment, does SFBCT indirectly decrease the child’s 

symptomatic behavior? 

Method 

Design 

A multiple baseline (MBL) design across subjects was used to investigate the 

effectiveness of SFBCT. A MBL design serves as an alternative to experimental 

withdrawal designs when removal of a treatment condition poses ethical concerns or 

treatment effects are long-lasting (Baer, Wolf, & Risley, 1968; Graham, Karmarkar, & 

Ottenbacher, 2012). The effects of a MBL design are demonstrated by introducing an 

intervention (SFBCT) to different persons at various points in time (Kazdin, 1982). If 

there is a change in the level of the dependent measure observed during baseline (i.e., 
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pre-intervention) when the SFBCT is introduced, effects can be attributed to the 

intervention rather than random events (Kazdin, 1982). Multiple baseline designs are also 

the most widely used type of single case design for clinicians to examine and evaluate 

complex interventions and are used in clinical settings where the intervention cannot be 

removed (Zhan & Ottenbacher, 2001), such as therapeutic treatment. Multiple baseline 

designs also allow replication of experimental effect across participants to be easily 

determined. The generally accepted minimum number of participants for a MBL design 

is three to five, with the latter being preferred (Center & Leach, 1984). 

After participants provided consent to treatment and completed the first group of 

assessments, the first three couples’ scores were compared to identify the “most 

distressed” couple. While the other two couples stayed in baseline (A), the most 

distressed couple began the intervention condition (B) of SFBCT from a doctoral-level 

therapist who received over 48 hours of SFBT training which included the Solution 

Focused Brief Therapy Association’s manual (Bavelas et al., 2013). Couples who 

remained in baseline were asked to complete questionnaires once a week. A suitable 

baseline should be relatively stable and demonstrate an appropriate trend in the data for 

the dependent variables (Kansas Marital Satisfaction Scale and the Outcome 

Questionnaire 45.2) before the next couple begins SFBCT. The intervention phase 

consisted of the therapist conducting six, one-hour long sessions of SFBCT based upon 

the manual (Bavelas et al.). After couple 2 reported a difference in the outcome variable, 

couple 3 began treatment.  

This study was the first-part of a two-part study. The second part of the study 

consisted of the couples engaging in a brief (30-60 minutes semi-structured) interview 



Texas Tech University, Brie Turns, August 2017 

	12	

with the primary researcher. Couples were asked to complete interviews after their first, 

third, and sixth session of treatment. The interviewer asked various questions about the 

progress of therapy, relationships between family members since attending therapy, and 

how participants believed therapy had been useful. It was customary for Insoo Kim Berg 

to conduct brief interviews with clients’ post-session in order to assess client’s experience 

(P. De Jong, personal communication, April 3, 2017).  

Participants 

Couples raising a child with ASD. To be eligible for the study, participants had 

to be married, be at least 18 years of age, and currently living with and raising a child 

clinically diagnosed with ASD. Following the assumptions of a MBL design across 

subjects, the study controlled for the age of the diagnosed child (between 4 and 16 years 

of age). Additional criteria included: (a) the couple was not currently receiving couples 

therapy elsewhere; (b) the child’s score for the GARS-3 must indicate an Autism Index 

score of 55 and higher; (c) at least one member of the couple needed to score a 63 or 

more on the Outcome Questionnaire 45.2; and (d) at least one member of the couple 

needed to score a 16 or lower on the Kansas Marital Satisfaction Scale, indicating some 

degree of marital distress (Crane, Middleton, & Bean, 2000).  

Recruitment of couples raising a child with autism. Participants were recruited 

through referrals, via email, sent from the Burkhart Center for Autism Education and 

Research and the South Plains Autism Network in Lubbock, Texas. An introductory 

email (Appendix A) was sent to autism facilities discussing the details of the study, 

followed by a recruitment email (Appendix B) asking the facilities to forward the email 

to families on their email list, directing interested couples to contact the primary research. 
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Due to the holiday season, follow up emails (Appendix C) were sent to the directors two 

months after the initial email to remind them of the study and ask them to redistribute the 

recruitment email. Five out of eight couples who completed the initial paperwork with the 

primary researcher qualified for the study. All five of the couples who began the study 

continued for a dropout rate of zero.  

Doctoral-level trained marriage and family therapy interns. Four doctoral-

level MFT interns were recruited in order to provide the SFBCT. Due to the number of 

couples interested in the study, only two randomly selected therapists provided treatment 

to the couples. Inclusion criteria for the therapists consisted of: (a) being 18 years of age; 

(b) Currently enrolled in the MFT doctoral program; (c) Previously completed the 

Solution-Focused Brief Therapy course offered at the University; and (d) Previously 

participated in a two-day intensive training regarding families living with ASD conducted 

by the primary researcher. Students who completed the intensive SFBT summer course, 

approximately 48 hours of training, were sent a recruitment email (Appendix D) 

discussing the opportunity to provide couples treatment to parents raising a child with 

ASD. Recruitment through the SFBT course was intended due to the specialized training 

the therapists received on the model. Interested therapists met with the primary researcher 

to complete an informed consent (Appendix E). Therapists received bi-weekly 

supervision from the second researcher, a Licensed Marriage and Family Therapist 

Supervisor. It is important to note that previous clinical studies vary widely in the time 

spent training therapists. Therapists from past studies have received anywhere from 1 to 

100 hours of training with the average being approximately 6 (Beidas & Kendall, 2010). 
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Because the therapists in this study received over 48 hours of training, their 

understanding of the model exceeds clinical trial standards.  

Couple 1. Couple 1 was a Hispanic couple that reported previously never 

receiving individual, family, or marital therapy. The couple reported that their reason for 

participating in the study was to identify how to cope with the challenges of parenting 

and learning to parent as a “team.” The couple was raising a 7-year old son with an ASD 

who was currently in occupational therapy, counseling, and on medication. 

Couple 2. Couple 2 was a Caucasian couple. The father reported that he had never 

received individual, family, or marital therapy while his wife had numerous therapists 

and psychiatrists before having children. The mother self-reported having a bipolar 

diagnosis that was not currently being treated. The couple reported that their reason for 

participating in the study was to identify ways to enhance the father and child’s 

relationship. Parents also reported intense arguing between the diagnosed child and 

father. The couple was raising an 11 year-old son with an ASD and a 10 year-old, 

typically developing child. Both of their children were currently in individual counseling 

with separate counselors.  

Couple 3. Couple 3 was a Caucasian couple that reported previously receiving 

individual therapy but never had received marital or family therapy. The couple reported 

that their reason for participating in the study was to learn how to parent as a couple. The 

couple was raising a 15-year old daughter with an ASD, and two other typically 

developing children. Their diagnosed child was currently in counseling, equine therapy, 

occupational therapy, and receiving medication.  
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Couple 4. Couple 4 was a Caucasian couple. The father had previously never 

received individual, family, or marital therapy. Mother reported receiving individual 

therapy shortly after the present study began. The couple reported that their reason for 

participating in the study was to work on their marital relationship. The couple was 

raising a 9-year old son with ASD and twin 5-year old typically developing children. 

Their diagnosed child was currently in speech therapy and on medication. The mother 

self-reported a diagnosis of depression and fibromyalgia. 

Couple 5. Couple 5 was a Caucasian couple that had previously received 

individual and family therapy several years prior to the study. The couple reported 

various reasons for seeking therapy, such as parenting, marital, and external family 

stressors. Mother and father stated that after receiving their son’s diagnosis, they 

discovered that the father has numerous autism tendencies and symptoms. The couple 

was raising an 8-year old son with ASD and two younger, typically developing children. 

The couple also reported that their diagnosed child was currently enrolled in play therapy. 
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Table 1: Participant characteristics 

________________________________________________________________________ 
          Gender    Age     Ethnicity Education # of children      # of children with 

   in home            ASD 
________________________________________________________________________ 
C1 M    37     Hispanic 2-year/trade         1   1 

 F    35     Hispanic 4-year degree 

C2 M    47    Caucasian     SC          2   1 

 F    42        Caucasian     HS 

C3 M    50    Caucasian    4-year degree         3   1 

 F   50    Caucasian 

C4 M   37    Caucasian 2-year/trade        3   1  

 F   35         Caucasian     HS 

C5 M   40    Caucasian    2-year/trade            3   1 

F   42    Caucasian    4-year degree 

_______________________________________________________________________ 
Note. C = Couple; M = Male; F = Female; SC = some college; HS = high school. 

Procedures  

 Baseline data collection. Based upon the timing of the recruitment, couples 1, 2, 

and 3 were the first set of participants. These three couples were randomly assigned to 

one of the four doctoral-level therapists. Before the study began, the couples completed 

the informed consent (Appendix F) and demographic information survey (Appendix G). 

During baseline, each partner in the couple completed the Outcome Questionnaire 45.2 

(Appendix H) and Kansas Marital Satisfaction Scale (Appendix I) individually and the 

Gilliam Autism Rating Scale-Third Edition (Appendix J) together. Multiple baselines 

were established by staggering the beginning of the intervention across all of the couples. 

Based upon the scores of the data and the couples reported concerns of childcare and 

travel problems starting in the following months, couple 1 began treatment first, followed 
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by couple 2. Couples 2 and 3 stated that delaying treatment would not cause any 

concerns. While couple 1 began treatment, couple 2 and 3 continued to complete the OQ-

45.2 and KMSS once a week. Couple 2 began treatment after three weeks of baseline 

while couple 3 began seven weeks after couple 1 began treatment. There were only two 

additional couples who qualified for the study after the second recruitment email was 

sent. Due to the time constraints of the study, couple 4 and 5 were randomly assigned to a 

different doctoral-level therapist. Based upon the scores of the data and the mother of 

couple 4 reporting a large amount of distress, couple 4 began treatment first, followed by 

couple 5.  

Measurements 

Demographics. Each participant completed the demographics questionnaire, 

including questions regarding age, gender, ethnicity, level of education, employment 

status, and income.  

Treatment effectiveness. The Outcome Questionnaire (OQ-45.2; Lambert et al., 

1996; Lambert, Hansen, & Finch, 2001) is a self-report measure designed for repeated 

assessment of client status throughout therapy. It measures treatment effectiveness on 

three subscales: symptomatic distress (SD), interpersonal relationships (IR), and social 

role performance (SR). The 45-items are rated on a 5-point Likert scale: 0 (never) to 4 

(almost always), yielding a range of possible scores from 0 to 180. The OQ-45.2 provides 

a total score and three scores for each subscale. Example items: ‘I blame myself for 

things,’ ‘I feel no interest in things,’ ‘I feel lonely,’ ‘I have frequent arguments,’ ‘I feel 

that I am not doing well at work/school,’ and ‘I feel stressed at work/school.’ The total 
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score, rather than the three individual subscales, was used for this study. A score of 63 or 

more indicates symptoms of clinical significance.  

The OQ-45.2 has been shown to be sensitive to change in clients between 

sessions, while remaining stable in untreated individuals (Vermeersch, Lambert, & 

Burlingame, 2000; Vermeersch et al., 2004). The OQ-45.2 was administered to each 

partner in the couple during the baseline weeks and once immediately following the 

completion of each therapy session. High scores indicate greater distress (e.g. anxiety, 

depression, somatic problems and stress) as well as interpersonal difficulties in social 

roles and in quality of life. The total score had an internal consistency reliability of .93 

respectively (Lambert et al., 2001). The OQ-45.2 has good test-retest reliability over 3 

weeks (r = .84) and is sensitive to weekly change (Lambert et al., 2001). These findings 

indicate good reliability for the OQ-45.2 total score and Symptom Distress subscale. This 

measure was selected due to its ability to detect client change throughout each session 

and following treatment.  

Marital satisfaction. The Kansas Marital Satisfaction Scale (KMSS; Schumm, 

Nichols, Schectman, & Grisby, 1983) was used to track each individual’s report of 

marital satisfaction during the study. The KMSS is a self-report measure consisting of 

three items on an eight-point Likert scale, ranging from 0 (extremely dissatisfied) to 7 

(extremely satisfied). The items have participants evaluate their marital satisfaction 

(‘How satisfied are you with your marriage?’), their spouse (‘How satisfied are you with 

your husband as a spouse?’) and their relationship with their spouse (‘How satisfied are 

you with your relationship with your husband?’). The items are averaged to determine the 

overall score, with a higher score indicating greater marital satisfaction. Cronbach’s alpha 
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ranges from .84 to .98 on populations throughout Kansas (Schumm et al., 1983). Test-

retest correlations of .71 were reported over a ten-week interval with a range of .62 to .72 

over six months. This assessment has also used as for repeated measures. The KMSS will 

be administered to the client participant during the baselines times and once immediately 

following the completion of each therapy session. A score of 16 or lower indicates some 

degree of marital distress. 

Child’s diagnosis and severity levels. The Gilliam Autism Rating Scale-Third 

Edition (GARS-3; Gilliam, 2014) was used to help identify persons who have ASD, 

assess the severity of the ASD symptoms, and document progress as a consequence of 

couple’s therapy. The GARS-3 can be used as a parent-report rating scale that can assess 

if their child has an autism diagnosis, and the level of severity of the diagnosis. There are 

six subscales in the GARS-3, Restricted/Repetitive Behaviors, Social Interaction, Social 

Communication, Emotional Response, Cognitive Style, and Maladaptive Speech. Fifty-

eight items make up the entire scale, all of which are measured on a 4-point Likert scale: 

0 (not at all like the individual), 1 (Not much like the individual), 2 (Somewhat like the 

individual), and 3 (Very much like the individual). Example items include: ‘flaps hands or 

fingers in front of face or at sides’ and ‘becomes upset when routines are changed’. The 

Total Score of the GARS-3 provides an Autism Index and Severity Level. Parents that 

reported an Autism Index score of 54 or lower were not included to participate in the 

study due to the decreased likelihood of the child not having an ASD diagnosis. Internal 

consistency coefficients for the six subscales exceed .85 (Gilliam) and the Autism 

Indexes exceed .93. Test-retest reliability coefficients exceed .80 for subscales and .90 for 
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Autism Indexes. The GARS-3 was administered to the couples during the initial meeting 

and once immediately following their sixth, and final therapy session.  

Family therapist skill level. To reduce the chance of a confounding variable, 

therapist skill level, the Family Therapist Rating Scale  (Appendix K) was scored for all 

participating therapists (Piercy, Laird, &, Mohammed, 1983). Smock et al. (2008) used 

this assessment to ensure treatment quality between group SFBT and Hazelden treatment. 

This measure was used to assess the two therapists’ skill levels and ensure similarity 

between the two treatment groups. The scale can be completed by anyone with 

knowledge of family therapy theory. To ensure that each therapist receives an accurate 

measurement, two master’s-level MFT students, who were unaware of the purpose of the 

study, rated each therapist to provide a more reliable score. The two scores for each 

therapist were averaged. The scale consists of 50 items, 10 in each of the five subscales: 

Structuring Behaviors, Relationship Behaviors, Historical Behaviors, Structural/Process 

Behaviors, and Experiential Behaviors. The items are scored on a six-point Likert scale 0 

(not present), 1 (ineffective), 2 (neutral), 3 (minimally effective), 4 (effective), 5 (very 

effective), and 6 (maximally effective). The reliability of the scale was high (.77) during 

its initial development, indicating that it is an accurate measure of the skill level of the 

therapists (Piercy, Laird, & Mohammed, 1983). An independent samples t test was be 

used to test if there is a significant difference between the therapist participants. 

Therapist adherence to SFBT. Fidelity of intervention was further assured by 

assessing the therapists’ adherence to SFBT. Smock et al. (2008) used a similar therapist 

adherence checklist to ensure therapists use of group SFBT with level 1 substance 

abusers. The current study used the same checklist (Appendix L). The five items include: 
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Were scaling questions asked during the session? Did the therapist ask the clients if there 

were times when exceptions to their problems existed? Did the therapist incorporate the 

clients’ goals into the session? Did the therapist take a consulting break? and Did the 

therapist give compliments to each person? Each item is scored dichotomously “yes” or 

“no.” Every “yes” was given a score of 1 and “no” received a zero. The same two MFT 

students who completed the therapist skill level assessment reviewed three randomly 

selected sessions for each client to ensure that SFBCT was being followed. Hence, there 

was a total of six scores per couple, three from each rater. The three scores from each 

rater were averaged. Therapist adherence to the model was considered to be reliable since 

the average score if the reviewers is four or higher (Smock et al., 2008).  

Intervention 

The first three couples were randomly assigned to a doctoral level therapist and 

scheduled their first therapy session in the secure, online clinical scheduling program, 

AdvancedMD. AdvancedMD is available to all active therapists in the university’s MFT 

program. Researchers for this study had access to AdvancedMD for the purpose of 

supervision and case notes.  

The first therapist began providing SFBCT to each couple until six sessions were 

completed. Participants were asked not to miss therapy two weeks in a row and were 

requested to complete the six sessions within 10 weeks of starting therapy. The therapist 

followed the Solution Focused Brief Therapy Association’s (SFBTA) manual (Bavales et 

al., 2013), which is available for download at the website (www.sfbta.org). This manual 

has been empirically validated among various populations and is help for replication. The 

therapist participants were provided an outline for the session formats (Appendix M). 
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Couple 2 began receiving treatment when couple 1 showed a difference in their scores for 

the OQ-45.2 and KMSS and couple 2 demonstrated consistent levels during baseline. This 

same pattern continued with couple 3. Couples 1, 2, and 3 were assigned to Therapist A. 

Couples 4 and 5 were assigned to Therapist B. After each therapy session, the primary 

investigator entered the room and had the couple complete the OQ-45.2 and KMSS. 

During the sixth therapy session, participants also completed the GARS for a second time 

in order to obtain the child’s posttest scores.  

MBL Design Data Analysis 

        Interpretation of data from a MBL design is based on graphic presentation and 

visual analysis (Center & Leach, 1984) and was used in this study to evaluate the 

relationship between the independent variable (IV; SFBCT) and dependent variables 

(DVs; treatment outcome, marital satisfaction, and child’s symptomology). Replication of 

experimental effect across subjects and at different points in time is considered evidence 

of a causal relationship between treatment and positive outcomes. A line graph was 

constructed for each couple representing the session-by-session measurement of the OQ-

45.2 and KMSS. In a single-case design, such as MBL, visual inspection is the primary 

method used to describe the data and make inferences about the reliability of changes (Au 

et al., 2017). Evaluation of the IV’s effectiveness will be accomplished by visual 

inspection of the graphed data for distinct discontinuous phases between the baseline and 

intervention phases for each couple (Center & Leach, 1984). Changes in the levels, trend, 

and latency of the data are investigated in order to assess the differences in client 

outcomes between baseline and intervention phases. The level and slope of DVs during 
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the treatment phase were compared to the baseline phase, both within- and between-

subjects.  

Results 

 Figure 1 graphically displays the treatment outcome (OQ-45.2) and Figure 2 

graphically displays marital satisfactions scores (KMSS) for the first set of participants 

(C1-C3). Figure 3 graphically displays the treatment outcome (OQ-45.2) and Figure 4 

graphically displays marital satisfactions scores (KMSS) for the second set of participants 

(C4-C5). Table 2 represents the means for each couple during the baseline and 

intervention phases. 
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Figure 1: OQ-45.2 scores for Couple 1-3 
________________________________________________________________________ 
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Note: Horizontal scale indicates weeks and vertical scale indicates range of OQ-45.2 
score.   � = Female; n = Male; SFBCT = Solution-Focused Brief Couples Therapy - - - 
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Figure 2: KMSS scores for Couple 1-3 
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Note: Horizontal scale indicates weeks and vertical scale indicates range of KMSS score.  
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Figure 3: OQ-45.2 scores for Couple 4-5 
________________________________________________________________________ 
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Note: Horizontal scale indicates weeks and vertical scale indicates range of OQ-45.2 
score.  

  � = Female; n = Male; SFBCT = Solution-Focused Brief Couples Therapy; - - - = 
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Figure 4: KMSS scores for Couple 4-5 
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Table 2: Means of Couples Baseline and Intervention Scores 
________________________________________________________________________ 
  Partner        OQ-45.2                      KMSS  
    B  I  B  I 
________________________________________________________________________ 

Couple 1 Father  64          43.5  11  14.7 

  Mother  80          46.7  15  19.8 

Couple 2 Father  60          64.5 CT  10.7  12.3 

  Mother  99.7          94.3            12.3  11.8 CT 

Couple 3 Father  81.4           66  12.4  15  

 Mother  78.9          69.3  16.2  14.6 CT 

Couple 4 Father  40          43.2 CT   11  10.2 CT 

  Mother  100          96.8  11  15 

Couple 5  Father  94          97.3 CT  15  13 CT 

  Mother  107.3         108 CT  13.7  13.5 CT 

________________________________________________________________________ 
Note: B = Baseline; I = Intervention; OQ-45.2 = Treatment Outcome Scale; KMSS = 
Marital Satisfaction Scale; CT = counter-therapeutic.  
 

Treatment Effectiveness 

 The OQ-45.2 was used to assess treatment effectiveness for couples raising a 

child with ASD. Visual analysis considers changes in levels, the direction in trend lines, 

and latency, which is the time it takes for the couple’s scores to begin changing after 

SFBCT was introduced to the couple. Within-subjects are first analyzed and then 

between-subjects. For the OQ-45.2, downward trends during the intervention phase 
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indicate an improvement in the individual’s overall well-being, with 63 being the clinical 

cutoff score.   

 Couple 1. During the baseline phase, both mother (80) and father (64) scored 

above the clinical significance score of 63 for the OQ-45.2, indicating distress and lower 

quality of life. During the first week of treatment, the scores for both father and mother 

decreased (mother = 73; father = 46), indicating a change in levels immediately following 

the introduction of treatment. A descending trend line is observed for the scores of both 

the mother and father during the intervention phase. In addition, neither mother nor father 

had overlapping data points between baseline and intervention, an indicator of a positive 

effect size for single-case designs. This analysis in level change, latency, and trend lines 

indicate that this couple’s decrease in scores could be explained by the SFBCT treatment. 

The father’s final score of treatment was 32, approximately half of his original baseline 

score, while mother’s final score was 26, approximately one-third of her baseline score. 

Considering the trend line and stability of the couple’s scores, it is safe to assume that 

progress would continue if treatment were to occur after six weeks.   

 Couple 2. Couple 2 completed three baseline assessments before beginning 

treatment. During baseline, mother and father’s trend lines continued to increase, 

indicating an increasing level of distress without treatment. The couple began treatment 

at week 5, after they stabilized in baseline and after couple 1 indicated a change in their 

scores. After taking a week off for holidays, couple 2 began treatment. During 

intervention, mother’s first two scores were consistent with her scores in baseline. Her 

scores then indicate a therapeutic trend line throughout the remaining three sessions of 

treatment. Mother’s scores also began to stabilize during the end of treatment. Although 
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her final score (81) was not below the clinical significance score, treatment was 

considered to improve mother’s overall well-being. Father’s scores had some overlapping 

data throughout treatment and did not have a decreasing trend line, indicating that 

treatment did not improve his overall well-being. However, the last two data points for 

mother and father were descending. Similar to couple 1, if couple 2’s treatment were to 

continue past six sessions, we would assume that their scores would eventually fall below 

the clinical cutoff score.   

Couple 3. Couple three completed seven baseline assessments within eight weeks 

since the beginning of the study. Father’s scores during baseline were all above the 

clinical significance score and were fairly stable. After beginning treatment, his 

intervention scores did not overlap with baseline and were slightly below his baseline 

scores, indicating a mild affect for him. Although the trend line was fairly stable, it did 

not increase or decrease. Mother’s scores were not stable during baseline and would 

drastically increase and decrease. For example, her score of during week 3 was 69, while 

her next assessment during week 5 was 92. During intervention, her scores did overlap 

with baseline data. It is important to note, however, that her scores were stabilized during 

all six sessions of treatment, which took place over eight weeks. Mother’s scores also 

indicate a decreasing trend starting at the third week of intervention throughout the rest of 

treatment. Although neither couple’s final scores (mother = 67; father = 69) were below 

the clinical cutoff, treatment was considered to be slightly beneficial for both partners.   

Couple 4. Mother from couple 4 began scored a 100 on her baseline assessment 

while her husband scored a 40. Similar to the mother in couple 2, the mother’s scores 

slightly increased during the first three weeks of treatment, and then decreased 
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throughout the remaining sessions. Although there was an overlap in her scores, the 

downward trend with a final score of 61 indicates that the treatment was effective for her. 

Father’s score was very low during baseline assessment. His scores slightly decreased 

during session 4 and then increased during session 5 and 6. Unfortunately, this slight 

upward trend would indicate that treatment did not decrease his overall well-being. 

However, his final score, 49, was not above the clinical cutoff score.  

Couple 5. Couple 5 indicated a stable trend during baseline that was slightly 

increasing for both partners. During intervention, mother’s scores increased to 114 and 

remained stable over five sessions. During the sixth, and final, session of therapy, 

mother’s score drastically decreased and began to create a downward trend. Although we 

do not consider therapy to have been beneficial for mother, we are hopefully that if 

therapy continued, her scores would continue to decrease. Father’s scores slightly 

decreased during the first treatment session (93) but then increased in session 2 (104) 

after the couple skipped one week of treatment. His scores did return to a similar level 

during the third and fourth session. His score during the final session created an upward 

trend, which is counter-therapeutic. Thus, therapy was not considered effective for father.  

 Between-group analysis. After analyzing each couple’s scores, we see similar 

trends across couples. For example, mothers in couple 2 and 4 increased in their scores 

but then decreased during their last several sessions. Treatment was considered effective 

for six out of ten participants, mothers and fathers in couple 1 and 3 and mothers in 

couple 2 and 4. Although some couples did not score below the clinical cutoff (63), 

treatment either stabilized individuals (mother couple 3) or began to create a downward 
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trend (mother couple 5), indicating that if additional sessions were provided, their scores 

could be expected to fall below clinical significance.  

Marital Satisfaction 

The KMSS was used to assess marital satisfaction for couples raising a child with 

ASD and was interpreted using the same visual analysis as the OQ-45.2. Upward trends 

indicate an increase in marital satisfaction with a score of 16 being the clinical cutoff.  

Couple 1. The mother and father from couple 1 scored below the clinical 

significance score during baseline (mother = 15; father = 11). Once treatment began, the 

father scored higher levels throughout all of treatment but did decrease during session 3, 

which occurred after a one week break from therapy. In addition to the change in levels, 

his last two scores were ascending, indicating that his scores would continue to increase 

if he received additional therapy sessions. Although his scores did not reach above the 

clinical cutoff, his change in levels and final score of 15, indicate that treatment slightly 

increased his marital satisfaction. Similar to her partner, the mother’s scores increased 

immediately after their first SFBCT session and remained above the clinical level 

throughout all of treatment. The mother’s last three scores (21) are the top scores one can 

report on the KMSS and indicate stability. Treatment was considered highly effective for 

the mother.  

Couple 2. The father’s baseline scores indicate a downward trend without 

treatment. Once treatment began, father did not experience a stable trend line. It increased 

until session 3 and then decreased. Even though the last two scores indicate an upward 

trend, there is not enough to indicate that treatment was beneficial for his marital 

satisfaction. The mother’s scores during baseline were moderately stable. During 
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intervention, she did not have stable scores during the first four sessions of treatment. The 

mother’s final two scores (16) were stable and higher than her baseline scores. Marital 

satisfaction is considered to increase for mother.  

Couple 3. The father in couple 3 experienced a downward trend during baseline. 

During treatment, the father’s scores slightly overlapped with baseline, however, they did 

gradually increase. The father’s final score was 18, which is above the clinical score, and 

was in an upward trend. Treatment was considered to be effective for father’s marital 

satisfaction. The mother experienced an opposite trend to her husband. During her 

baseline, there was a slight upward trend. Once treatment began, the mother’s scores 

were not stable and were frequently lower than her baseline scores. In addition, her final 

scores indicate a downward trend. Treatment was not considered to enhance the mother’s 

marital satisfaction.  

Couple 4. The mother and father had a baseline score of 11 before beginning 

treatment. After decreasing the first three sessions, the father’s scores increased the last 

three and ended higher than he initially started (13). Although his scores were unstable 

and overlapped, his scores had an upward trend line. Treatment was considered slightly 

effective for the father’s marital satisfaction. The mother’s scores did not overlap during 

treatment, were relatively stable during treatment, and had a slight upward trend. Her 

final score was 16, which even though it is on the cusp of the clinical cutoff, it is higher 

than her baseline scores.   

Couple 5. The father’s baseline scores created a downward trend, which is to be 

expected when the couple is not in treatment. When the intervention began, there was a 

counter-therapeutic change in levels that slowly began to increase during treatment. The 
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session 4 score indicated a downward decline that increased during session 5. Due to the 

lack of stability and continuous upward trend, therapy was not considered beneficial for 

the father’s marital satisfaction. The mother’s baseline created an upward trend, which is 

counter therapeutic. During the first two therapy sessions, there was a slight decrease in 

scores. However, after session 2, there was an ascending trend throughout the remaining 

therapy sessions. The overall direction of the trend line is therapeutic and even though 

her score did not rise above the clinical cutoff level, we would anticipate that the upward 

trend would continue if treatment continued.   

 Between-group analysis. Similar to the OQ-45.2 scores, six out of 10 

participants increased in their marital satisfaction scores due to SFBCT. We also see a 

similar trend across participants. Treatment was considered effective for the mother and 

father in couple 1, the mother in couple 2 and 4, and father in couple 3. The father in 

couple 4 was considered to be slightly effective. Although some participants did not score 

above the clinical cutoff (16), treatment created a slightly upward trend (mother couple 5) 

indicating that if additional sessions were provided, their scores could be expected to fall 

below clinical significance. Unfortunately, some participants appeared to have counter-

therapeutic results (mother couple 3 and father couple 2). 

Child’s Symptomology 

 The GARS-3 was used to assess the indirect relationship between parents’ 

receiving SFBCT and the child’s symptomatic behaviors. Post-intervention results 

indicate that children’s ASD Index scores decreased after the parent’s six sessions of 

therapy (see Table 3). Three out of the five parents (C2, C3, & C4) indicated large 
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enough symptom decreases that the child’s severity level dropped an entire level. It is 

important to note that for this study, the GARS-3 was used as a parent-report measure.  

Table 3: Pre- and Post-Intervention Scores for GARS  
________________________________________________________________________ 
  Child’s   Pre-Intervention     Post-Intervention 
   Age  ASD Index SL                   ASD Index    SL 
________________________________________________________________________ 

Couple 1    7  125             3   117     3 

Couple 2   11  117        3   86     2 

Couple 3   15  112            3   93     2  

Couple 4    9  108  3   100     2 

Couple 5     8  111  3   109     3 

________________________________________________________________________ 
Note: GARS-3 = Gilliam Autism Rating Scale; SL = severity level  
 

Family Therapist Skill Level 

 The Family Therapist Rating Scale was administered to reduce the confounding 

variable of therapist skill level. To ensure an accurate rating, two individuals measured 

both therapists. The raters were given one pre-recorded session to observe but completed 

their tests individually and did not discuss their ratings with anyone. Therapist raters 

answered 50 questions on a seven point Likert Scale. This scale was scored by adding 

each questions numerical response. The final score could range from 0 to 300. The 

average score for therapist 1 was 170 and therapist 2 was 160.5. The mean total scores of 

each treatment group were compared to see if there was a significant difference between 

means. After performing an independent samples t test, there was no significant 

difference between the therapists. In addition, the inter-rater reliability for this scale was 
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.995. From these results, it can be concluded that therapists’ skill level was comparable 

(see Table 4).   

Table 4: T Tests Comparing Therapists on the Therapist Rating Scale 
             
   Mean  Std. Deviation     T  Df Sig. 

Therapist 1  170      24.0           .450  2 .70 

Therapist 2  160.5      17.7 

             

 

Therapist Adherence  

 The second potential confounding variable was each therapist’s adherence to 

SFBT. The same therapist raters were used to complete the adherence items. The raters 

were given directions to randomly selected three videos for each client for each therapist, 

equaling three scores per rater, per couple. The three scores for each couple were 

averaged (see Table 5). Scores above 4 indicated therapist adherence to the model for the 

specified couple. Based upon all of the mean scores, every therapist adhered to SFBT 

with each couple from the study.  
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Table 5: Therapist Adherence: Mean Scores for 3 randomly Selected Sessions 
________________________________________________________________________ 
    Therapist 1    Therapist 2 
    R1      R2    R1       R2 
________________________________________________________________________ 

Couple 1   4.33       4.33      ----       ----   

Couple 2   4.33       4.66     ----       ----  

Couple 3   4       4       ----       ----  

Couple 4   ----       ----    4.66       4.33 

Couple 5    ----       ----    4       4 
________________________________________________________________________ 
Note: R1 = rater 1; R = rater 2; ---- = therapist did not treat couple.  
 

Discussion  

 The primary research question investigated in this study was: Is SFBCT an 

effective treatment option for couples raising a child with ASD? After six weeks of 

receiving treatment, overall well-being and marital satisfaction increased for the majority 

of couples, supporting the conclusion that SFBCT may be considered to be an effective 

model for treating couples raising a child with ASD. In this study, we used a multiple 

baseline design across subjects to evaluate the effectiveness of SFBCT for couples raising 

a child with ASD. Effectiveness of treatment was assessed by analyzing each 

participant’s overall well-being with the OQ-45.2 and each person’s marital satisfaction 

with the KMSS.  

Treatment Effectiveness 

While analyzing all five couples scores for their overall well-being (OQ-45.2), 

there are several patterns to note. First, some participants (couple 1 and couple 3 father) 
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appeared to show an improvement in their scores immediately after beginning treatment. 

These results concur with previous research investigating parents raising a child with 

ASD. For example, Blackledge and Hayes (2006) found improvements in parent’s overall 

well-being after attending a 2-day group workshop format.  

Other participants (mothers in couple 2, 3, and 4) showed a decline or no change 

in scores for approximately three sessions, after which, they demonstrated improvement 

during the remaining sessions. Previous researchers found a common trend for 

individuals receiving therapy; some “get worse” before they get better (Lambert & Ogles, 

2004). This may occur because attending therapy gives couples the opportunity to begin 

discussing topics and stressors that were previously being dismissed in their relationship. 

It is also important to note that each of these participants were females.  

Lastly, some participants (couple 2 and 5 and 4 father) did not indicate a change 

at all, or declined in their scores and did not improve before the end of the study. 

Although there can be numerous explanations for the lack of progress, past research 

studies have shown that some people do not benefit from therapy (Lambert & Ogles, 

2004). In addition, six therapy sessions is a relatively short period of treatment and some 

improvements may be seen if the treatment was extended.  

Although the results of this study do support the notion that SFBCT is a suitable 

option for couples raising a child with ASD, it is important to note other factors that may 

have influenced these results. First, client change may have been influenced by each 

participant’s level of motivation and desire to experience change. Next, the therapist-

client relationship could have had a larger influence on the client change than the actual 



Texas Tech University, Brie Turns, August 2017 

	39	

therapeutic model. Each couple reported to the interviewer their strong approval of their 

therapist and appreciation for the therapists’ joining ability. 

In summary, past research studies investigating the effectiveness of family 

therapy have shown similar results for client improvement. The results of this study are 

not surprising and should be considered to be consistent with current literature. Even 

though these findings do indicate that SFBCT is an effective treatment option for couples 

raising a child with ASD, there may have been other factors that influenced clients’ 

change.  

Marital Satisfaction  

 Results from the marital satisfaction scale, KMSS, indicate similar trends to the 

overall well-being. Some participants (couple 1, mom couple 4) reported immediate 

increase in scores. Based upon the visual analysis used when assessing MBL designs, 

immediate change in scores from baseline indicate that the intervention is the reason for 

the cause of improvement (Kazdin, 1982). While other participants (father couple 4, mom 

couple 2, father couple 3) showed no immediate change or a decline in scores after one or 

two sessions, followed by an increase after a few sessions. Similar to the trend that 

occurred with the OQ-45.2, past researchers have indicated that a decline in scores may 

occur initially (Lambert & Ogles, 2004). Others decreased in their scores (father couple 

2, mom couple 3) and did not increase throughout the remainder of treatment.  

 Although the majority of clients did improve in their marital satisfaction, not all 

clients will benefit or may take longer to improve. Previous research studies have 

indicated similar results. The current study’s results indicate that SFBCT was effective 
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for improving couple’s marital satisfaction and could be used for couples raising a child 

with ASD.  

Child’s Symptomology Scores 

The second research question for this study was: Following treatment, does 

SFBCT indirectly decrease the child’s symptomatic behavior? Post-assessment scores 

from the GARS indicated that all five couples’ children decreased in symptomatic 

behaviors following treatment. Couples 2, 3, and 4 reported declines that were drastic 

enough for the child’s severity level to decrease. Because this measure was used as a 

parent-report, it is possible that the results are more reflective of the parent’s perceptions 

of the child’s behaviors rather than an actual decrease in the child’s behaviors. However, 

two sets of parents reported to their therapist and to the primary researcher that their 

child’s school informed them of a decrease in problem behavior at school. For example, 

one of the couples were informed that their child’s tantrums had decreased from eight to 

10 times a day to almost half the amount. The school also told the parents that child’s 

arguments and combativeness towards teachers had decreased. The other couple stated 

that during the child’s annual meeting at school, the administration asked if there was a 

change in the child’s medication because the child had observably been “trying harder 

and focusing” more in class.  

Although this is the first study to assess the indirect relationship between parents’ 

treatment and the child’s symptomatic behavior, the results are not surprising based upon 

the results of past studies. For example, Hastings and Johnson (2001) found that parental 

stress and marital dissatisfaction increased deficits in the child’s social skills and self-

injurious behaviors. Brobst et al. (2009) also discovered that parenting stress was greater 
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when the child’s disability was perceived to be more severe. Although the research 

design in this study does not allow us to conclusively determine that the couples’ 

treatment was the reason the child’s symptomatic behaviors decreased, or if the parent’s 

perceptions of the child’s behavior decreased strictly as a result of the intervention, past 

studies would support both notions. Previous research shows a reciprocal relationship 

between parents’ stress levels and the child’s behaviors (Hastings & Johnson, 2001). That 

is, if parents’ stress level is lower, the child’s behaviors or the parent’s perceptions of the 

behaviors will likely decrease.  

Limitations and Future Research 

 As with all studies, there are several limitations that should be noted and 

considered for future research. First, although this study met the sample requirements for 

a MBL design (3-5 participants), it is a relatively small sample. Future research studies 

should enhance the sample size in order to further the external validity of the study. 

Recruitment for the current study was limited due to the rural location of the university 

and limitations to locate parents raising a child with ASD. Future studies should use more 

effective recruitment procedures and reach out to entities primarily working with children 

with ASD. Next, the assessment used to assess the child’s symptomatic behaviors was a 

parent report. In order to assess if the child’s behavior truly decreased based upon the 

couple’s treatment rather than parent’s perceptions, future studies should consider having 

the child assessed by a professional pre- and post-treatment. This assessment could 

further validate the indirect relationship between the child’s behavior and their parents’ 

involvement in couples therapy. Finally, many of the couples sought involvement in the 

study for various reasons. These presenting problems could have impacted the 
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effectiveness that SFBCT had on each individual participant. Future studies should 

consider controlling for the presenting problem in order to further identify if SFBCT is an 

effective treatment for couples. For example, recruiting couples who would specifically 

like to work on marital issues or parenting issues. Due to the limited couples interested in 

the current study, we were not able to control for presenting problems.     

Implications 

 This clinical outcome study provides many research and clinical implications for 

both the field of marriage and family therapy and for couples raising a child with ASD. 

As for research implications, to date, a MBL design study has yet to be completed within 

the field of MFT. Introducing this design to the field of MFT can allow researchers a new 

way to investigate treatment effectiveness. It also allows clinicians in private practice and 

agencies a research design that is easy to implement within their therapy sessions. 

Graphing the results after each session can provide clinicians a quick and useful tool to 

assess client progress.  

 The second research implication is related to the results of the current study. 

Although this study discovered the effectiveness of SFBT for couples raising a child with 

ASD, more research is needed to determine what factors may affect clients’ progress. For 

example, there may be a particular intervention or question that may motivate or help 

client’s progress with their goals. The miracle question, for instance, may be less 

effective for males than females. Future research could analyze why the miracle question 

was or was not effective for clients.  

 Next, although the results of the child’s symptomatic behavior may be due to 

parent’s perceptions, we have discovered a possible connection between parents’ 
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treatment and the child’s symptomatic behaviors. In future studies, it would be helpful to 

further develop the connection between couples therapy and the child’s behaviors. Future 

studies should also consider collecting data from teachers in order to further assess the 

changes in the child’s behavior. Including data from teachers would help support our 

current findings that SFBCT may indirectly impact the child’s symptom severity level. If 

couples therapy is able to assist in decreasing the child’s negative behaviors, this would 

show that couples therapy would not only be beneficially for the couple, but the other 

family members. This relationship is not surprising considering the basic tenets of 

systems theory. One concept that supports this idea is the spillover effect. Ideally, this 

information can lead insurance companies to cover couples therapy for families raising a 

child with ASD.  

This study also provides several clinical implications for treating couples raising a 

child with ASD. First, this is the first study to assess the effectiveness of a systemic 

model for couples raising a child with ASD. The results of this study provide the mental 

health field a treatment model for helping this underserved population. How therapists 

structure and provide therapy can have a detrimental impact on the couple. For example, 

SFBCT has a strong adherence to goal setting with clients. Couples in this study were 

encouraged to set realistic, observable, and measurable goals due to SFBT’s goal setting 

criteria. Couples who would like to “cure” their child’s ASD will likely not experience 

clinical improvements due to the unrealistic goal. Similar to goal setting, the “Miracle 

Question” may also need to be slightly reworded to display sensitivity to the couple. For 

example, when asked this question, couples may jump to “my child doesn’t have autism.” 

The final clinical implication was the couples’ levels of motivation. It should be noted 
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that at least one partner of the couple reported to either the therapist or interviewer their 

strong desire for change and seeking professional help. Some clients’ scores may be 

impacted due to their level of motivation.  

Conclusion 

 This clinical outcome study investigated the effectiveness of SFBCT for couples 

raising a child with ASD. With the use of a MBL design, it was established that SFBCT 

is an effective treatment option for couples. The majority of participants increased in their 

overall well-being and marital satisfaction assessment scores. This study also assessed the 

indirect relationship between the couple’s treatment and their child’s symptomatic 

behaviors. Again, every couple reported a decrease in their child’s problematic behaviors. 

Some children even decreased in their severity levels. Although there are several 

limitations in this study, we have identified the first couples therapy treatment to help the 

stressful experiences couples face while raising a child with an autism spectrum disorder.  
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CHAPTER III 

ARTICLE 2: “When the therapist described our strengths, I kind of saw a light at 

the end of the tunnel”: Experiences of Solution-Focused Brief Therapy for Couples 

Raising a Child with ASD 

ABSTRACT 

Past literature has thoroughly documented the effects of raising a child with an 

autism spectrum disorder (ASD). Unfortunately, minimal literature exists discussing the 

benefits and implications of the mental health support (e.g. couples or family therapy) for 

ASD families. This lack of information continues to spillover to the specific perspectives 

and experiences couples have during their therapeutic experiences. Research on families 

raising a child with other developmental disabilities has begun to shed light on the 

couples’ experiences of therapy and recommendations for its continued use. However, 

ASD families have unique needs and experiences that should not be lumped in with all 

other developmental disability research. This qualitative multiple case study aimed to 

understand the experiences of solution-focused brief therapy for couples raising a child 

with ASD and provide recommendations for future couples therapy.  

 

Key Words: autism spectrum disorder, case study, couples therapy 
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Introduction 

Nearly 1 in every 68 children is diagnosed with autism spectrum disorder (ASD), 

making it one of the fastest growing medical concerns in the United States (Baio, 2014). 

Raising a child with ASD can have severe negative consequences on the parental unit 

(e.g. Hartley et al., 2010; Myers, Mackintosh, & Goin-Kochel, 2009; Ramisch, Onaga, & 

Oh, 2014). For example, parents have reported feeling strained from their partner 

(Woodgate, Ateah, & Secco, 2008) and lower levels of marital satisfaction (e.g. Brobst, 

Clopton, & Hendrick, 2009; Gau et al., 2012). Even stress that is perceived to be 

“individual” in nature, such as mothers’ reports of burnout or anxiety, can impact the 

couple relationship (e.g. Benson & Kersh, 2011; McGrew & Keys, 2014). Although 

researchers have discovered negative effects experienced by couples and have made 

recommendations for helping alleviate stressors (e.g. Jordan & Turns, 2016; Neely, 

Amatea, Echevarria-Doan, & Tannen, 2012), few studies have investigated parents’ 

perceptions and experiences with these recommended treatments. This qualitative case 

study has begun to fill this hole in the literature by investigating parents’ experiences of 

receiving solution-focused brief couples therapy (SFBCT). 

Parents’ Experiences of Their Child’s Treatment Services 

Due to the severity of the diagnosis, children with ASD may be enrolled in a 

variety of treatment programs. Within the past several years, researchers have attempted 

to understand parents’ experiences and perceptions of the child’s treatment, specifically 

children with special needs (e.g. Mackintosh et al., 2012; Robert, Leblanc, & Boyer, 

2014). Although reviewing all treatment services available to the diagnosed child is out 

of the scope of this paper, identifying and understanding parents’ perceptions of 
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treatment plans is vital information for mental health clinicians. For example, negative 

perceptions reported by parents (e.g. unsuitable interventions) can be addressed and 

altered in order to fit the needs of the family and individual. Several categories have been 

identified in studies that investigate the experiences of parents’ raising a child with ASD 

including: the professional support, the suitability or appropriateness of resources for the 

child and family, and the parent’s contributions and expertise during the treatment 

process (e.g. Mackintosh et al., 2012; Robert et al., 2014). Researchers have also begun 

investigating how parental stress levels, while raising a child with special needs, can 

impact parents’ perceptions of the previously mentioned categories.  

The first common experience reported by parents raising a child with a 

developmental disability is the relationship he or she had with either a professional or 

with professionals. Parents of children with intellectual disabilities report that situations 

that were considered positive were all directly related to the professional support they 

received (Robert et al., 2014). Some parents stated that receiving information and 

practical tips from specialists helped them better understand their child (Robert et al.). 

Another study found that parents of children with ASD expressed frustration at the high 

turnover rate among professionals and needing consistency in the child’s life 

(Mackintosh et al., 2012). Parents did report positive experiences with individual 

therapists by highlighting the support and motivation the professionals displayed while 

working with their child (Mackintosh et al.). 

Another frequently reported experience is the suitability of services for the needs 

of the child or family situation. Parents report not following suggestions provided by 

professionals due to the different perceptions of the child’s needs (Robert et al., 2014). 
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Other parents did not follow proposed interventions because they believed it was 

unrealistic and too demanding given the family’s situation. One parent elaborated, “a 

family is whole, not a bunch of separate individuals. If X was an only child, I could do 

lots more things…but he isn’t an only child” (Robert et al., 2014, p. 174).  

The last experience commonly mentioned by parents is their contributions and 

expertise during the treatment process. Parents report that when success occurs during 

their child’s treatment, they receive little recognition from professionals regarding their 

contributions (Robert et al., 2014). Parents report being viewed as just parents, desiring 

more involvement in the intervention decisions and often times feeling forgotten (Robert 

et al.). One parent of an ASD child stated, “The doctors, psychiatrists, psychologist we 

see feel they know everything there is to know and they know better than you do…” 

(Mackintosh et al., 2012). Researchers recommend that collaborative relationships 

between parents and professionals include mutual respect and placing the parents in the 

expert role (Moh & Magiati, 2012).  

 A theme that overlapped in all previously mentioned categories was stress. 

Researchers have discovered several links between parental stress levels and perceptions 

of professional support. Parents of children with a genetic disorder had stress levels that 

were linked to their perception of their experiences with support services (Hall, Neeley-

Barnes, Graff, Krcek, & Roberts, 2012). Another study found that parents of children 

with ASD experienced lower stress levels when support workers listened to their 

concerns, considered them as partners, and provided them with useful information (Moh 

& Magiati, 2012). Parents who have lower stress levels have more positive perceptions of 

their situations and the resources available to them. Although it is difficult to state if the 
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lower stress levels cause better perceptions of support workers and services or if the 

perceptions of support cause lower stress levels, the mental health field can attempt to 

meet parents’ needs in an effort to reduce their stress levels.   

While analyzing the experiences reported by parents (e.g. being placed in the 

expert role, receiving treatment specific to their child’s/family’s needs), solution-focused 

brief therapy (SFBT), a model of marriage and family therapy, maintains tenets and 

principles that coincide with parents’ ideal support and treatment. Family therapists and 

autism researchers have also previously recommended the use of SFBT when working 

with families living with an individual with ASD (e.g. Brockman, Hussain, Sanchez, & 

Turns, 2016; Jordan & Turns, 2016; Wang, Michaels, & Day, 2011).  

Solution Focused Brief Therapy 

 Solution-focused brief therapy (de Shazer, 1985; 1988; de Shazer & Berg, 1997; 

de Shazer & Molnar, 1984) maintains several stances and tenets that make it a suitable 

option for treating couples raising a child with ASD. First, SFBT is unique in its 

approach to focus on the client’s resources rather than concentrating on the client’s 

problems and complaints (de Shazer, 1985; 1988). Developmental disabilities, such as 

ASD, are often considered to be “problems” that need to be “fixed.” Since there is no 

known cure for ASD, attempting to “fix” the diagnosis or many of its symptoms will not 

be productive. Another stance of SFBT is that therapists place the client in the expert 

position (de Shazer, 1985). Previous studies have highlighted the importance of including 

parents in their child’s treatment and asking if recommended interventions are suitable 

for the child and family structure (Mackintosh et al., 2012; Robert et al., 2014. Lastly, 

SFBT believes that if something isn’t broken, don’t fix it (de Shazer, 1985), meaning that 
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if a situation is currently working for the family, a therapist should not intervene. This 

tenet would prevent professionals from attempting to provide assistance in an area that is 

not needed by the diagnosed child or family.    

 Solution-focused brief therapy has shown to be an effective treatment with 

specific clinical samples. For example, substance abusers that received six group therapy 

sessions reported reduced rates of depression (Smock et al., 2008). In addition, fourth and 

fifth grade students that received six-group session of SFBT showed significant 

improvements in self-esteem (Springer, Lynch, & Rubin, 2000). Even though SFBT has 

been proven to be effective for numerous populations, it is important to understand how 

parents perceive and interpret SF treatment. Understanding parents’ experiences can help 

clinicians adapt and modify specific questions and interventions in order to better fit their 

family’s needs.  

Parents’ Experiences of SFBT  

Although there is a lack of published literature on the use of SFBT with couples 

living with a child with ASD, it has been used for parents raising children with 

intellectual disabilities (ID; Lloyd & Dallos, 2006; 2008). After receiving an initial 

session of SFBT, mothers of children with ID were interviewed in a qualitative study to 

discuss their perceptions (Lloyd & Dallos, 2008). The first theme, which was mentioned 

by every mother, was that “SFBT brought to mind the idea of ‘making the best of it’” 

(Lloyd & Dallos, 2008, p.15). Within this theme, 4 sub-themes emerged: acceptance of 

issues outside of their control (i.e. the disability), a belief that one can choose how to 

appraise disability, a focus on issues in the present and immediate future, and feelings of 

self-efficacy and self-worth. One mother described that most professionals ‘go back and 
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start from square one’ which wasn’t discussed as being helpful (p 16). ‘I just think this is 

where we are, where do we want to get to and how do we get there’ (Lloyd & Dallos, 

p.16).  

The second main theme in the mothers’ experiences was the examination of 

wishful thinking (Lloyd & Dallos, 2008). The four sub-themes within this theme were: 

the miracle question perceived as irrelevant and confusing, beliefs that change is created 

by one’s own efforts, covert hopes for a miracle, and self-direction and efficacy instanced 

(Lloyd & Dallos, 2008). An important note to make in this theme was the reactions to the 

miracle question, a distinct intervention of SFBT. Five of the seven mothers found the 

question to be the least helpful question, primarily because of the use of the word 

‘miracle.’ In Lloyd and Dallos’s (2006) article describing the content of the session, the 

authors explained that when different wording was used (e.g. ‘If I met you in a theme 

park in a couple of months and things were going really well, what would I see?), all 

participants provided fuller responses of their desired future (Lloyd & Dallos, 2006, p. 

376). 

The last main theme was the relationship between the client and therapist. The 

five sub-themes consisted of: time to think, hopeful and comfortable feelings, 

expectations of a directive expert not realized, collaborative relationship, and preference 

of using their relationship for involvement in research. Mothers also reported highly 

valuing suggestions and advice when the professional provided them (Lloyd & Dallos, 

2008). Although this study was conducted with only mothers raising children with ID 

(Lloyd & Dallos, 2008), it would not be surprising to find similar experiences reported by 

mothers and fathers caring for children with ASD. Previous autism researchers have 
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discovered a parental need for enhanced self-efficacy (Hastings & Brown, 2002), 

allowing the parents to share their expertise (Woodgate et al., 2008).  

Purpose of This Study 

Despite the enthusiasm and recommendations by professionals for the use of 

SFBCT, the reported experiences of SFBCT for couples raising a child with ASD is 

nonexistent. The purpose of this qualitative case study was to investigate the experiences 

of SFBCT for couples raising a child with ASD. In order to fully understand the 

experience, this study used multiple cases to analyze and identify themes. Due to the 

variety of conversations and experiences that can take place in therapy, three interviews 

were conducted for each couple in order to gain a deeper understanding of their 

experience in SFBCT.  

This study aimed to broaden the mental health field’s understanding of couples’ 

experience of SFBCT and how the couple believes the therapy assisted them in their 

marriage and parenting a child with ASD. By understanding parents’ experiences, the 

mental health field can continue to engage in positively identified experiences while 

altering negatively identified practices. Essentially, raising a child with autism is a very 

different experience than raising a typically developing child or a child with a different 

special need (Sim, Cordier, Vaz, & Falkmar, 2016). By understanding the parents’ 

experiences, therapists are able to alter interventions, questions, and therapeutic stances 

in order to help parents receive better mental health treatment. The interviews conducted 

in this study are also consistent with brief interviews that Insoo Kim Berg would conduct 

after sessions in order to better understand the client’s experience (P. De Jong, personal 

communication, April 3, 2017).  
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Methodology 

This study was the second-part of a two-part study. The first part of the study 

consisted of the couples completing the six sessions of SFBCT and then completing the 

Outcome Questions-45.2, the Kansas Marital Satisfaction Scale, and the Gilliam Autism 

Rating Scale in order to assess the effectiveness of SFBCT. The data was then graphed 

and analyzed using a multiple baseline design. The results from that study indicated that 

SFBCT is an effective treatment from couples raising a child with ASD. Six out of ten 

participants reported an increase in overall well-being and higher marital satisfaction. 

Theoretical & Philosophical Perspectives 

Case study. A case study is a qualitative approach in which the researcher 

investigates a real-life case or cases over a period of time through detailed, in-depth data 

collection (Creswell, 2013). Consistent with the case study design, we interviewed four 

couples, who are raising a child with ASD, regarding their experiences with SFBCT 

(Creswell, 2013). This study used a collective case study; one issue or concern (parents of 

ASD children engaging in SFBCT) was selected, but the researcher selected multiple 

case studies to better illustrate the topic. Multiple couples were interviewed in order to 

demonstrate the different perspectives of couples engaging in SFBCT. A multiple case 

study also allows the researcher to explore differences within and between cases, with the 

goal being to replicate findings across cases (Yin, 2014).  

Data Analysis 

The primary researcher first began analysis after all of the interviews had been 

completed and were transcribed. Each of the four couples completed three interviews, 

one after their first, third, and sixth session of therapy. Before coding the data, the 
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primary researcher read all three transcripts for couple 1 without making notes (Creswell, 

2013). This read through allowed the researcher to completely immerse herself in the 

couple’s experiences and gain a sense of the interviews as a whole before analyzing the 

data (Agar, 1980). During the second reading of couple 1’s interviews, the researcher 

wrote notes and memos, which are key concepts, short phrases, or ideas that occurred to 

the researcher (Yin, 2014).  

After reading and immersing herself in couple 1’s data, the primary researcher 

began coding the interviews using descriptive coding (Salana, 2013). Descriptive coding 

summarizes the topic of the passage in a word or short phrase, typically a noun (Salana, 

2013). Due to SFBT’s strong stance on using the client’s language (De Jong & Berg, 

2013), in vivo coding was also used during analysis. In vivo coding allows the researcher 

to identify a word of short phrase from the interviewee’s language (Creswell, 2013; 

Salana, 2013). After completing the coding for all of couple 1s interviews, the primary 

researcher then condensed the codes into major themes. The themes are broad units of 

information that contain numerous codes combined to form a common idea (Creswell, 

2013). Due to multiple cases being studied, a description of each case is first presented, 

followed by a within-case analysis (Creswell, 2013). A cross-case analysis, a thematic 

analysis across all of the cases, was then conducted.  

 Checks on the integrity of data analysis.  

1. The first researcher fully analyzed the data along with a doctoral level marriage 

and family therapist student, independent of the study. They drew comparable 

themes from the transcripts. 

2. The themes were discussed with the SFBT and qualitative researcher specialist.  
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3. A reflexive research journal and audit trail was kept and discussed in both 

individual supervision and qualitative research group supervision.  

4. Openness about the authors’ positions.  

Participants  

Participants for this study were married couples currently raising and living with a 

child diagnosed with an ASD and be at least 18 years of age. Couples with a child 

diagnosed with ASD who have experienced SFBCT specific therapy intervention meet 

the qualifications of being both in a bounded system as well as taking part in a specific 

program (i.e. SFBCT). Purposeful sampling was used to recruit participants for this 

study. Because each couples’ presenting problem in therapy, age of their child, and their 

child’s symptom severity can vary greatly, purposeful sampling can allow the researchers 

to select different cases to show different perspectives on the problem. Couples were 

asked if they would like to be interviewed throughout their therapeutic experience. 

Creswell (2013) states that although there is not one recommended number of cases 

selected in a collective case study, researchers typically choose no more than four or five 

cases. For this two-part study, four couples were successfully recruited and no couples 

dropped out of the study.  

Couple 1. The mother and father from couple 1 was raising a single child who 

was 7-years old child diagnosed with ASD. The couple stated that their primary reason 

for seeking therapy was learn how to co-parent their child. Both partners had never 

received couples counseling previously.  

Couple 2. The mother and father of couple 2 was raising an 11 year-old 

diagnosed with ASD and a 10-year old, typically developing child. The mother had self-
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reported a bipolar diagnosis and had previously seen individual therapists and 

psychiatrists. The father reported never attending therapy before. The couple reported 

wanting to attend therapy in order to improve the father-son relationship.  

Couple 3. Couple 3 was raising a 15-year old daughter with ASD and two other 

typically developing children. The couple stated that they were seeking therapy in order 

to learn how to parent as a couple. The mother had reported receiving individual therapy 

but had never received marital or family therapy.  

Couple 4. Couple 4 was raising a 9-year old son with ASD and twin 5-year old 

typically developing children. The couple stated that they were seeking therapy to work 

on their marital relationship. The mother had self-reported a diagnosis of fibromyalgia 

and depression. Mother reported receiving individual therapy shortly after the present 

study began due to an increase of depressive symptoms. The father reported that this was 

his first experience receiving therapy.  

Procedures  

Participants were recruited to receive SFBCT, which was the first part of this 

study. While completing the consent paperwork for the study, couples were offered the 

opportunity to be interviewed three times, which is the current study. The short 

interviews are regarding their thoughts and perceptions of their therapeutic experience. 

Couples were presented with a letter (Appendix B) describing the research study, an 

informed consent (Appendix F), and a demographics survey (Appendix G). The primary 

researcher contacted the consenting couple and set up the first semi-structured interview 

directly after the couple’s first therapy session with a doctoral-level therapist that had 

received specific training in SFBT. Interviews were also conducted after session three 
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and six. The interviews took place at the Texas Tech University Family Therapy Clinic 

(FTC). The FTC has audio and video recording equipment that was used during the 

interviews. All interviews were recorded and saved on a secure server.  

Interviews. After the first, third, and sixth therapy sessions, the primary 

investigator met with the couple for a brief semi-structured interview that asks about the 

couple’s experiences and perspectives of the therapy. The participants’ answers and 

discussions during the interview were not discussed with their therapist. The semi-

structured interviews lasted between 30 to 60 minutes each (Appendix N). 

The methodology used for the interviews will be a case study, which is a 

qualitative approach in which the researcher investigates a real-life case or cases over a 

period of time through detailed, in-depth data collection (Creswell, 2013). The proposed 

study will use a collective case study; one issue or concern (parents of ASD children 

engaging in SFBCT) is selected, but the researcher selects multiple case studies to 

illustrate the issue. Multiple couples will be interviewed in order to demonstrate the 

different perspectives of couples engaging in SFBCT.  

Research Subjectivity 

My (BT) interest in families living with ASD has primarily consisted of clinical 

and research interest. My maternal grandmother was a carrier of the Fragile-X Syndrome 

and, as a result, had three sons with intellectual disabilities. My personal experience with 

my uncles has influenced my interest in researching families with ASD. The lack of 

information regarding parents’ experiences in family therapy is limited, and hearing my 

mother’s stories as a child, fueled my interest in this project. In order to monitor the 
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primary researcher’s thoughts and reactions, she engaged in a rigorous memoing and note 

taking process during the second review of the interviews.  

Results 

 The primary aim of this research study was to understand couples’ experiences of 

SFBCT while they are raising a child with autism. Yin (2014) has six different methods 

for reporting a case study. Results for the present study are presented according to the 

linear-analytic structure. A linear-analytic structure is a standard approach for composing 

reports and most journal articles reflect this type of structure (Yin, 2014). For this 

structure, the individual cases were first reported, followed by an additional section on 

covering the cross-case analysis. The within-case analysis consists of a discussion and 

description of each individual couple’s experiences with SFBCT. The unique themes that 

were found for each couple were analyzed, along with how these themes altered 

throughout each couple’s time receiving therapy. The cross-case analysis provides a 

description of the first, second, and third interview for all four couples, creating three 

distinct analyses.  

 While analyzing the results, the primary research began by coding the first 

interview, followed by the second and third. Before starting with the next couple, the 

results were further analyzed in order to construct major themes for each of the couple’s 

interviews. After creating the major themes, the results were analyzed across time to 

better understand the couple’s entire experience of therapy. The themes that were 

analyzed across time represent the within-case analysis. As a reminder, the first interview 

with the couples occurred immediately after their first session of SBFCT. The second 
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interview occurred after their third session, while the third interview occurred after the 

sixth, and final, session of therapy.  

Within-Case Analysis 

 In order to begin analyzing couples’ experiences of SFBCT while they are raising 

a child with autism, the primary researcher first analyzed each couple’s interviews across 

time. After coding each interview and creating separate themes for each interview, the 

primary researcher created a larger set of themes in order to condense and simplify the 

large amount of data that was provided by each couple. These larger sets of themes 

capture each couples individual experiences of SFBCT across time.   

Couple 1. While analyzing the final within-case analysis for couple 1, there were 

six major themes that were represented throughout the couple’s six sessions of therapy. 

Overall, couple 1’s experience could be categorized into six major themes: (a) the 

changing role of the therapist; (b) the changing of communication; (c) consistent 

perspectives on therapy; (d) the changing perspectives on conversations; (e) enhancing 

the couple and co-parent identity; and (f) the growth of the parent-child relationship (see 

Appendix O). Couple 1 made significant progress throughout their time in therapy and 

also reported that they had achieved their primary goal in therapy, which was, “being on 

the same page regarding discipline and stuff.”  

Theme 1: The changing role of the therapist. One of the most prominent themes 

described by couple 1 was their perception of the therapist’s role in therapy. During 

interview 1, the couple described three roles that they believed the therapist played: 

mediator, suggestion provider, and strength finder. The father stated, “Sometimes we do 

talk about stuff with each other but we don’t know who is right or what would have been 
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a better way of handling things.” The couple also described viewing the therapist as a 

suggestion provider. The father stated, “He was trying to see and hear the problems to 

find a solution.” The final role was the strength finder. The couple described appreciating 

the therapist’s comments: “He mentioned stuff like, ‘The things you guys have overcome 

are bigger then couples who don’t even have confidence in each other. You do have 

confidence in each other and that is a great jump that will put you ahead.’”  

As therapy progressed, these roles were a continued presence but also included 

the addition of two other roles, the question-asker and encourager. The mother stated, “I 

think he does a really good job at asking questions… all of his questions make us open up 

and talk about how we behave towards one another as a couple and how we interact as a 

family.” While describing what he enjoyed about therapy, the father stated, “…having a 

third person look at the big picture and tell us what we are doing good… what could 

encourage us to keep going.”  

During the last interview, many of the therapist’s roles during the first two 

interviews were minimized while question asker and praise giver became the prominent 

perceived roles. For example, the mother stated, “[Being praised] was the big thing. You 

don’t know how well you’re doing unless you are told.” Later in the interview the parents 

described why being praised by the therapist meant so much. “During the ARD, the 

diagnostician praised the school for how well they were doing for [son] and we were just 

sitting there like, ‘what about us? If my therapist was here, he would tell you that we are 

doing good!’” When asked how the therapist helped the couple do things differently they 

responded, “through his asking us questions about ourselves and what we do and what 
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would that look like… it would make us think about ourselves and how we live and the 

choices that we make.”  

Theme 2: The changing of communication. Another prominent theme described 

by the couple was the changes in what they discussed in therapy. During their first 

interview, the sub-themes included: venting, their child, and the couple dynamic. The 

mother stated, “It [therapy] kind of helped me take stuff off of my chest.” Both parents 

discussed struggles they were experiencing with their child, “Sometimes we forget about 

each other.” The mother stated, “I hate to blame it [stress] on him [son] but he is really 

the common denominator, I think his behavior at school also causes stress or causes us to 

be at peace.” The couple discussed various parenting strategies they tried at home and the 

high stress levels regarding raising their son. Although the couple described challenges 

with their son in great detail, the couple did mention how discussing their individual 

coping strategies allowed them to get “to know each other as a couple” and that 

conversations in therapy provided them the opportunity to talk about their difference and 

things they can work on. Due to the couple’s reason for attending therapy was to work on 

parenting skills and “be on the same page,” it is not a huge surprise that the primary topic 

of conversations during their first session revolved around the child and the related stress. 

During the second interview, the couple began to slightly shift the therapeutic 

conversations from heavily venting and stress-related to a moderate amount of venting 

and more positivity. Although the couple did state that they still appreciated “just talking 

stuff out” the couple stated the topics of conversations were more positive and strength-

based. The mother stated that she believed the couple was trying to see more of the 

positive than the negative and later added, “I told [husband] that it feels good being told 
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all those positive things that you do cause sometimes you overlook all those things.” The 

father added, “There’s really no need to put so much attention on the things that we are 

doing wrong because it’s really not helping anyways.”  

During the last interview, the couple’s conversations in therapy no longer 

included mention of venting but were primarily focused on reflecting on their past 

successes. The couple explained how they were able to use suggestions provided during 

early therapy sessions and reflect on the successes they achieved during therapy. The 

couple stated that during their last session, they began to run out of topics to talk about 

regarding their son because they had identified several solutions that were working.  

Theme 3: Consistent perspectives on therapy. The third experience that was 

commonly mentioned by the couple was their overall perspectives on therapy. 

Throughout each interview, the couple described therapy as being useful, enjoyable, and 

would recommend others to attend. During the first interview, the father responded to a 

question regarding their satisfaction with therapy: “We are very happy… to be honest, 

regardless if it was the best or worst, we’re so thirsty for it.” The father also stated that he 

would recommend couples therapy to others “because handling a kid with autism is not 

easy.” During the second interview, the mother and father explained that they both “look 

forward” to therapy. The father elaborated by stating that he appreciates the new 

suggestions the therapist provides and enjoys hearing his wife’s thoughts. During the last 

interview, the couple maintained their opinions on the usefulness of therapy. The mother 

closed the last interview by stating, “I just think it [therapy] was a blessing.” The couple 

also mentioned their desire to continue therapy with their therapist in order to maintain 

their progress.  
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Theme 4: The changing perspectives on conversations. In order to understand 

each couple’s experiences with specific conversations in therapy, each interview allowed 

the couple to describe their thoughts on what was the “most” and “least useful” 

conversation that occurred during therapy. In the first interview, the father stated that the 

coping questions were useful: “…in a way, we realized what we have to do to get over 

this problem. If this is working, keep doing it…” and that the question was a way for the 

couple to get to know each other. The mother responded, “…when he [therapist] 

described our strengths. I kind of saw a light at the end of the tunnel.” The couple was 

also unable to identify a “least useful” conversation.  

During the second interview, the couple stated that the most useful conversation 

was a discussion on the mother’s confidence level. After the mother stated that she lacked 

confidence, the father explained how he believes her increase in confidence would help 

him feel like he has someone he can rely on and not feel alone in raising their son. The 

mother stated that the miracle question (MQ) was the least useful conversation. She 

elaborated, “My confidence level is so low I had a hard time picturing [a miracle]… I 

don’t think I can visualize that yet.” The mother explained that it would “take a miracle” 

to know what her miracle day is and that the question was far-fetching. However, father 

stated that he enjoyed the MQ because it allowed him to vent and discuss how his 

morning routine is the reason why he experiences stress throughout the day. Much of the 

father’s miracle day included his wife waking up and helping him get their son ready for 

school while he gets ready for work. The mother explained that she didn’t believe she 

could help so she didn’t wake up to help. While processing the couple’s thoughts on the 

MQ, the mother slowly warmed-up to the question and stated, “now that I think about it, I 
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think it kind of helped cause I didn’t understand the whole confidence level thing.” She 

realized, “I need to step-up on my confidence level to do stuff.”  

The father’s perceptions of the MQ remained high and continued to believe it was 

the most useful conversation throughout all of therapy: “That day [the MQ was asked] 

made all the difference.” The father described that after answering the MQ, his wife 

began waking up in the morning to help with their son, which provided him his 

“miracle.” An interesting finding is the shift in the mother’s perceptions of the MQ 

during the last interview. She shifted her perceptions from “frustrating” during the second 

interview to “I can’t even remember what we talked about before that” in the last 

interview. The mother elaborated that it took her a while to discover her miracle day but 

noticed that as she helped her husband achieve his miracle, he was “nicer” in the way he 

would ask her things, which increased her confidence in her ability to help. Similar to the 

first interview, neither partner was able to describe a least useful conversation that had 

occurred in therapy.  

Theme 5: Enhancing the couple and co-parent identity. Throughout the 

interviews, couple 1 also described experiences in how their identity as a couple and co-

parents shifted. During the first interview, the couple reported that although it helped to 

talk about their differences and the things they need to work on, they “we are not that 

bad.” The mother added, “Yeah, we could be a lot worse.” A common theme for the 

father was his perceptions of his wife. During the first interview, the father stated, 

“[therapy] is going to help me not be so cruel to my wife when she’s just telling me how 

happy she feels finding coupons that she’ll never use.” The mother described challenges 

she had when speaking to her husband: “Even though we’ve been together for 12 years, I 
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feel like I can’t talk about that stuff with him… because we have our different 

personalities.” Overall, the couple explained struggles they had communicating but a 

sense of hope in growing together as a couple and co-parents: “I’m hoping that maybe 

with therapy, we’ll be able to handle all these issues a little better.”  

The couple’s identity slowly began to shift during the second interview into a 

more teammate identity, while also recognizing son’s influence. When asked what the 

couple had noticed changes in their lives since attending therapy, the father responded, 

“…learning to appreciate each other” and “we see each other’s positives. Yes, we are 

different yet we are both [son’s] parents.” Unfortunately, the father still appeared to be 

impatient towards his wife: “I always tell her, ‘I know you have what it takes to do things 

you need to do but you have to step-up to that plate and get it done, cause I know you can 

do them. It’s just a matter of doing them.’” The father continued that his main goal was to 

not feel alone raising his son. The couple also described that their child still strongly 

influenced their marital happiness: “If [son] is happy. I can relax and I can feel more 

happy with my wife. But when we are having trouble with him … it creates a lot of stress 

between us.”  

During interview 3, the couple made drastic shifts in their couple and co-

parenting identities. As the mother’s confidence increased, she began to assist her 

husband more in caring for their son in the morning and going to the school if he 

misbehaved, rather than the husband leaving work. “…whenever [the school] would call 

she wouldn’t answer or she would just tell me, ‘Can you go?’ and I would just go by 

myself. And now either she goes by herself and takes care of him or, like today, we both 

went.” The couple explained that when the father would go alone, he would have to 
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makeup the time after work and would arrive home late, causing dinner to not be ready 

because the mother was playing with their son. The father’s perceptions towards his wife 

made a large change during the last interview. His perceptions appeared to go from 

blaming and turning away from his wife to turning towards her. He stated during the final 

interview, “It was my fault cause I never really asked for help… but now I can relax and 

think okay, she’s going to get up and she’s going to help out with [son]…” The couple 

also discussed how they built trust with each other. The couple mentioned feelings of 

being able to “lean on” and “trust” each other.  

Theme 6: The growth of the parent-child relationship. The last major experience 

described by couple 1 was their growth in their parent-child relationship. The two sub-

themes were a focus on the negative and parenting recommendations. During the first 

interview, the couple focused on their son’s negative behaviors at school and how his 

behaviors impacted them. The father stated that the therapist recommend that he play 

with his son when he gets home from work regardless of whether the son had a bad day 

or not. “I tend to be a little more tense with [son] when he had a bad day at school…he 

either hit a teacher or a peer or threw a chair or had a tantrum…so by the time I come 

home, I’m very upset about what he did.” The couple elaborated on how “everything 

revolves around [son]” and “I feel like everything we are doing, the house, the work, the 

repairs, even just getting the vehicle, it’s all for [son] and he doesn’t even know it.”  

These perceptions and interactions with their son began to alter slightly during the 

second interview. The father reported implementing the suggestion provided by the 

therapist and spending time with his son after work: “I’ve been pretty much not punish 

him, per say, for having a bad day at school but more to say, ‘Okay, I’m going to play 
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with you but you have to be better at school.’ And not just deny playing with him just 

cause he had a bad day.” The mother also described how their parenting styles altered: “I 

think when we remember, we try to be positive in the discipline even when we have to 

take things away.” She continued, “I think we’ve been doing a better job at kind of 

talking with [son] about his behaviors at school, not just his consequences but kind of let 

him reflect on the things, the positive things that he did and the reasons of the 

consequences that we give him.” 

During the last interview, the two major shifts that occurred was the couple’s 

acceptance of his diagnosis and the alterations in the father’s involvement with his son. 

The father stated that he continues to play with his son after school and “I have to 

understand that his behavior is due to his condition it’s not because he really wants to be 

bad.” Although the father was very active in his son’s life, it was primarily with 

discipline. The father’s involvement with his child shifted from quantity, the numerous 

hours he spent at the school, to quality, playing with him for a little while after school. 

The couple also explained learning new ways to solve problems regarding their child. For 

example, the parents stated that their son’s eloping behaviors caused them to place 

numerous locks on doors and how their son learned to unlock them: “We figured out new 

ways to work out with him and now we just think of the next thing and the next thing 

cause he’s going to solve each problem.”  

Couple 2. The final within-case analysis for couple 2 resulted in six major themes 

that were represented throughout the couple’s time in therapy. The six themes identified 

by the primary researcher were the same as couple 1: (a) the changing role of the 

therapist; (b) the changing of communication; (c) perspectives on therapy; (d) the 
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changing perspectives of conversations; (e) enhancing the couple and co-parent identity; 

and (f) the growth of the parent-child relationship (see Appendix P).  

Theme 1: The changing role of the therapist. Throughout treatment, couple 2 

viewed the therapist in various roles as treatment progressed. During interview 1, the 

couple viewed the therapist as a re-director and suggestion provider. The father stated, 

“He’d stop it [rabbit trails] and focus on what he asked and we’d start going into other 

areas…come back to where we were at.” The couple also explained that they enjoyed 

telling the therapist who they were and about their struggles so he could provide potential 

suggestions. During the second interview, the role of the therapist shifted to mediator and 

suggestion provider. The father stated, “… if you’re going to bitch about something it’s 

better to do it with a third party, that way if it starts… it’s done here.” The couple also 

described how the therapist provided solutions to the couple. “Most of his suggestions 

that he gives, we try to do because they make sense and they are helpful,” he elaborated.   

The couple explained during the final interview, that the therapist’s role shifted 

into a permission granter while continuing to be a solution finder. The mother explained 

that she needed permission to engage in a hobby or her own and have a date night with 

her husband. When discussing strengths, the father stated, “…he [therapist] helped me to 

give me suggestions to deal with my kid.” Throughout the couple’s time in therapy, the 

role of the therapist went from a redirecting the couple to stay on topic, to mediating their 

conversations, and ended with granting them permission to take care of themselves and 

the parental unit, while all the while providing useful suggestions to help the couple 

along the way.  
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Theme 2: The changing of communication. The next major theme found within 

the couple 2’s experiences in therapy was the changes in what the couple discussed 

during therapy. During the first interview, the couple described venting to the therapist 

and discussing their couple relationship. The father stated, “Getting everything out in the 

open. Just throwing everything out there.” The mother stated that she believed her 

husband’s ability to communicate and vent to the therapist enhanced their relationship.  

During interview 2, the couple described their conversations changing to focus on 

their parenting skills and their son’s progress. The couple described that the father had 

drastically altered his interactions with his son. For example, the father explained that he 

previously would yell and threaten his son but started excusing himself from the room to 

cool off, which deescalated the situation. The mother explained, “because were are 

calmer, [son] is calmer,” attributing her son’s improved behavior to her husband’s ability 

to control his anger. The couple also explained that the spent time in therapy discussing 

their son’s progress in school. “It was noticed at school that [son’s] been trying hard at 

school.” When asked how the son’s behavior improved, the mother stated that the school 

asked: “…if there had been a change in medication or something going on at home 

because he’s been doing really good the last couple weeks in school.” The mother 

elaborated that the only change was the couple attending therapy. 

During interview 3, the couple continued to discuss various successes that they 

had achieved over the past few weeks while also discussing the couple’s relationship. The 

father stated, “I deal with my kid a lot better than I normally would have.” The mother 

continued, “…and everybody is noticing, the school, his therapist, his grades this week 

were amazing.” The couple mentioned that the therapist suggested that the couple go on 
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“date night” and spend more time together. Both partners stated that they had “ never 

thought of it” because they had trouble finding childcare. The couple stated that they do 

not find childcare when coming to therapy but had no concerns leaving their children at 

home for a few hours to attend therapy. Throughout treatment, couple 3’s conversations 

shifted from venting about their problems to describing small successes they had 

achieved with their son to large achievements made. The couple began to notice the 

ripple effect that the father’s anger and interactions towards their diagnosed child would 

impact the child’s behaviors and grades at school.  

Theme 3: Consistent perspectives on therapy. Couple 2 reported several 

perspectives on therapy. During all three interviews, their perceptions on the entire 

concept of their therapeutic experience fell into the sub-themes of positive and 

recommendations they would make for others. Throughout the first interview, the couple 

repeatedly stated that they “loved it.” In addition, the couple also stated that they were 

excited to see the kind of progress they would make in the future. Numerous aspects were 

described as positive including: their opinions about the therapist, the suggestions that 

were given, and the relationship building that the couple experienced. The next sub-

theme was recommendations. Not only did this couple recommend other couples raising 

children with ASD to attend couples therapy after only the first session, but the couple 

also made recommendations to future therapists including: (a) don’t look your “nose 

down” at the couple; (b) provide suggestions, which are realistic and “not beyond 

stupid,” immediately during the first session; and (c) be personable.  

The same sub-themes, positive and recommendations, were found during 

interview 2. The mother and father both expressed finding therapy useful. Although they 
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stated that there was more to “glean from it,” the mother stated, “I think it’s helped a 

lot… in the short time. I think because our mindset is there… we’re already thinking of 

wanting it to work.” Similar to interview 1, the couple described that the suggestions and 

how the therapist treated them to be a positive experience: “When he makes suggestions 

they are not offensive” and “He don’t try to be aggressive in his talks.” Essentially, the 

therapist’s stance of being on their level was viewed as positive. The couple’s 

recommendations for therapy included: (a) phrase suggestions as optional; (b) limit 

personal opinions; and (c) listen in an unbiased way. The mother explained, “I don’t even 

know that the therapists would have to be specialists in autism. I think it helps for their 

experience to relate…but if they are just willing to listen, in an unbiased way.”  

During the final interview, the positivity and recommendation sub-themes 

continued to emerge. The couple still described therapy as being “useful” and were “very 

satisfied” with their experience. The mother stated that she viewed their therapy 

experience as being more beneficial than all of her previous individual therapists and 

psychiatrists. The father continued to make recommendations for future therapists 

regarding how they treat their clients: “just go with the flow… It’s easier to talk to 

somebody that is on your level and bullshits and jokes.” It also appeared that the 

recommendations for other couple grew stronger during the last interview. The mother 

stated this in regards to if she would recommend couple’s therapy to other parents: 

“I cannot say enough. I mean that’s one of the reasons why I wanted to do it.  

People have no clue, none… [crying]. They have no clue how different it is 

because it’s not just a marriage that’s dealing with it, it’s the whole family.” 
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The concepts of positivity and the recommendations for others to attend therapy 

and recommendations for future therapists were consistent throughout the couple’s time 

in therapy. Although the couple appeared more neutral in the perceptions on therapy 

during the first interview, the thoughts and perceptions grew more favorable as time 

passed.  

Theme 4: The changing perspectives on conversations. Similar to couple 1, 

couple 2 was asked about the most and least useful conversations in therapy. These two 

questions became subthemes for this fourth major theme. For the first interview, the most 

useful conversations were the suggestions that the therapist provided to the couple and 

the couple’s ability to communicate their thoughts and feelings. The couple did not 

identify a least useful conversation during their first therapy session.  

For the second interview, the parenting suggestions were viewed as the most 

helpful conversation for both partners. The mother stated that the father and son 

arguments were about to get physical and finding a way for the father to interact with his 

son was imperative to their family. “Honestly, we have not had one [conversation] that’s 

been least useful,” explained the father adding that they had received “a lot” from therapy 

so far. During the second interview, couple 2 was also asked about their experience with 

the miracle question. Although the parents did not “find anything wrong with the 

question” they did not view the term miracle as beneficial. “I think we’re pretty practical, 

so like a miracle is like yeah, ok. There is no perfect… I don’t think, ‘In a perfect world, 

it would be like this.’ Cause I kind of embrace the imperfections.” 

Although the couple stated that they “slowly warmed-up to it,” it did not appear to 

have a lasting impact on the couple. The couple stated, again, that they would 
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recommend other couples to therapy but they need to have the “right therapist.” Dad 

elaborated, “Trust me, I’m the biggest ass in the world when it comes to my temper, not 

listening. If I can work it, anybody can. But then again it depends on the therapist.” The 

couple, specifically the father, highly valued their relationship with their therapist 

throughout all of treatment.  

During the final interview, the mother’s perceptions of the useful conversations 

shifted from parenting suggestions to “date night” suggestions and spending time as a 

couple. The father still viewed the suggestions of parenting to be most useful because 

“that was the main reason I agreed to come to this.” When asked about what the couple 

believed was the least useful conversation, the father responded, “I think everything that 

we talked about was very useful.” Throughout the couple’s time in therapy, there was a 

consistent experience of “everything being useful” and not believing there was a least 

useful conversation. 

Theme 5: Enhancing the couple identity. The fifth theme found within couple 

2’s experiences of therapy were the changes that occurred in their identity as a couple and 

co-parents. During interview 1, the couple was unsure how therapy would be able to 

impact their marriage. The mother did explain her thoughts of the couple’s improvement 

in therapy would help both of their children. The mother also explained that she 

appreciated her husband’s disclosure and expressing himself in therapy. During the 

second interview, the couple discussed their relationship improvements. The father stated 

that since beginning therapy they “were not fighting and arguing,” were “calmer,” and 

were communicating more with each other. The mother explained that the couple’s 

ability to release tension helped her feel closer to her husband. The mother also explained 
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that previous to therapy, she would not come in between her husband and son and tell 

them to “figure it out.”   

 The third interview highlighted a shift in the couple relationship. Previous to 

interview 3, there were not many conversations regarding the couple spending time 

together. “We have plans, we got big plans now. We got the okay from our therapist 

about date night. Have more, have some, we haven’t had any in years.” The father 

explained that he feels more relaxed at home now that he and his wife are parenting 

similarly: “So that was our thing cause she’d try to do one thing one way and I think 

she’d be too weak about it or she was giving his way. And I would start in.” Across 

couple 2’s time in therapy, the couple shifted from rarely speaking about themselves as a 

couple or parental-unit to discussing and being excited about spending more time alone 

together as a couple. The couple also reported improvements in their marriage due to how 

the father altered his interactions with his son.  

Theme 6: The growth of the parent-child relationship. The final prevalent theme 

for couple 2 was the growth that occurred in the parent-child relationships. Couple 2 

stated that their main goal was to identify better parenting techniques in order to alleviate 

the father and diagnosed son’s intense arguments. During the first interview, the couple 

reported receiving numerous realistic suggestions that could potentially help the 

interactions between the father and son. The father explained particular suggestions as, 

“doing time with the kids, trying to learn to control my agitation. Work on my temper.”  

The couple reported during interview 2 that the husband’s calmness had improved 

the father and diagnosed son’s relationship. The couple stated that the son was now 

“talking [dad’s] ear off” when previously the father would ask the son to do something 
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and the son “would ignore him and walk right by him,” which would escalate the father’s 

temper. The mother explained that the son responds to aggression with aggression, which 

would cause massive altercations in the home. The father also explained what therapy 

taught him about parenting: “Learning to deal with [son], talk to him. Give him time to 

chill out. Not threatening him like I use to. Use to threaten to take his phone, threaten to 

beat his ass. You know… whatever” and added, “Since I’ve been coming here I’ve stop 

totally yelling and screaming at [son], threatening him.” The father stated that he now 

talks to his son in a normal voice rather than screaming because he learned that his son 

was not responding to be threatened. The mother stated that they are, “…almost 

explaining [consequences], matter of fact without emotion. I think that’s the big thing.” 

Overtime in therapy, the father’s interactions with his son transferred from “threatening” 

and “screaming” to “educating” and calmly speaking to him.  

Couple 3. Couple 3’s within-case analysis resulted in six major themes. The six 

themes identified by the primary researcher were (a) the changing role of the therapist; 

(b) the changing of communication; (c) perspectives on therapy; (d) the changing 

perspectives of conversations; (e) enhancing the couple and co-parent identity; and (f) the 

growth of the parent-child relationship (see Appendix Q). Although these are the same 

themes as couple 1 and 2, couple 3 reported different experiences and perceptions than 

both couples.  

Theme 1: The changing role of the therapist. Similar to couple’s 1 and 2, couple 

3 frequently discussed their experiences with their therapist. Couple 3 viewed the 

therapist’s role during interview 1, as goal and past successes identifier. For example, the 

father stated that he appreciate the therapist’s ability to bring him “back to some other 
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point in time to associate with where I want to be or a positive experience.”  The couple 

elaborated that being able to think about past exceptions lead the therapist to discuss the 

couple’s goals for therapy.  

During interview 2, the couple believed that the therapist’s role altered to 

encourager and question asker to help them focus on their goals. For example, the mother 

stated, “I think he’s been encouraging. Sometimes you feel like you’re not doing 

anything right in life… it’s just hard.” The father explained that the therapist helped 

direct them with questions regarding how their lives would be different.  

The couple’s perceptions of the therapist’s role slightly shifted to viewing him 

more as someone to provide affirmation and suggestion provider. The father stated, “He 

was encouraging that our responses were appropriate, and how we’re dealing with certain 

situations.” The mother added that the therapist’s affirmation was something that is not 

provided to them: “No one gives you any of that… Or even to say, ‘That’s a good way to 

do it.’”  The couple also stated that the therapist would provide suggestions and later 

check-in to see if the suggestion was helpful: “He wasn’t putting it out like it was 

something we had been graded on,” but rather to see if it was useful. Overall, the 

therapist’s role for couple 3 shifted from someone that assists in identifying past 

successes and goals for therapy, to an encourager, and ended with someone to provide 

affirmation to the couple regarding their parenting. Throughout all sessions, the couple 

added that they believed the therapist’s conversations were “applicable” with where they 

were. 

Theme 2: The changing of communication. For couple 3, the conversations that 

took place during therapy consisted of venting and refocusing back on their marriage. 
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“…I felt like we did as much unpacking as anything in terms of just throwing things out,” 

stated the father. The couple did not believe the therapist helped them see things 

differently but rather, they gave him a point of reference for all of their struggles and 

challenges. However, during interview 2, the couple discussed engaging in slightly 

different conversations. The father explained that although they are still venting, they are 

beginning to communicate as a couple:  

“In the process of unloading… there’s a reality that we’re still at different 

perspectives; which is normal and not bad at all, but I think that as she shares 

these things that I may be able to verbalize my own thoughts and think it helps to 

know that, one we’re in this together and we’re working at this.” 

The couple proceeded to state that discussing their difference perspectives on 

things has brought collaboration to accomplish goals and awareness of their differences.  

During interview 3, the mother still described the communication in therapy as 

venting and also enhancing their communication as a couple. The father described the 

couple’s conversations as a way to be more intentional about approaching their situations. 

He stated that the couple is able to get their thoughts out and begin taking “intentional 

steps to try to move forward in the direction that we’re trying to achieve.” The 

conversations slowly altered for couple 3 throughout treatment. Although this couple 

appeared to use therapy as a place to vent, they also slowly shifted from discussing their 

struggles as a couple to communicating in therapy about intentional decisions they are 

making as a couple.  

Theme 3: Consistent perspectives on therapy. Similar to couple 1 and 2, couple 3 

also stated positive remarks in regards to their perspective on therapy. The mother 
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explained, “…the affirmation that the struggle is part of it and that we’re not odd or 

unusual” was beneficial. Both partners also stated that the experience was useful and 

affirming. During interview 2, the couple stated that they viewed therapy as useful and 

were “very satisfied” with their therapeutic experience in therapy so far. During interview 

3, the couple stated that they viewed therapy as a positive experience. When asked if they 

would recommend other couples raising a child with ASD to couples therapy the father 

stated, “I think [therapy] is particularly helpful. There’s not really outlets to get the 

affirmation or that support.” The mother added her reaction to the recruitment email for 

the study, “I think [therapy] is definitely a benefit. And like I said, I won’t just jump out 

and do extra stuff at all. And it’s like, “Oh this would be a good thing!” 

Theme 4: The changing perspectives on conversations. During the first 

interview, the couple was asked about their perceptions on the most and least useful 

conversation they had during their first session of therapy. The father explained that he 

appreciated the ability to reflect back on past experiences: “…drawing back to our 

experience in our relationship…where we want to be relationally…so probably reflecting 

those points…and figure out what of those things did we like and how do we go about 

maybe to reestablish that.” The father elaborated that this was useful because of the 

reality that it is a choice that he can make. The mother had a challenging time thinking of 

a “most useful conversation.” When discussing the difficulty she had in identify her 

preferred future the mother stated, “…that’s where I am… I really don’t know what’s 

acceptable… What does a family look like? How do you get your kid to get in the car? I 

live in a reality and I don’t know how to create.” Although the mother could not think of 
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a most useful conversation, she did not believe that there was a “least useful” 

conversation either. 

The idea of what conversation was most and least useful shifted for the couple in 

interview 2. The mother explained that she thought about the idea of expectations:  

“I think one thing that [therapist] said was, ‘Do you have an idea of something or 

a vision of what this certain thing would look like?’ I think what I really realized 

is, I’ve had those before and I’ve really trained myself not to. So I’ve almost 

created a blank slate… I’ve kind of closed that side so that I wouldn’t be hurt any 

more, I wouldn’t have expectations of ideas that weren’t there.  So is it okay to let 

those open again?” 

The mother elaborated that she hesitates to think about “ideals” but she started to 

consider smaller realms that were within her control. However, the father still believed 

that the most useful conversations allowed him to think about times in the past were he 

and his wife were in a good place in their relationship and how he could make that 

happen again. Again, both partners could not think of a least useful conversation in 

therapy.  

The couple’s experience with miracle question was also assessed during the 

second interview. The mother stated that she struggled with the question due to believing 

that it was unrealistic. She stated, “You can pray for a miracle, but you just live in real 

life. Life doesn’t have a lot of miracles.” Even though the father was able to grasp the 

concept and found it “thought provoking,” he recommended, “watering down” the 

question.  
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During the final interview, the couple stated that the conversation regarding how 

the couple can spend time together and being intentional about saving and planning for 

trips together was beneficial. The mother also stated that the least useful conversation 

was the miracle question: “And I believe God can still do miracles, but to me a miracle is 

almost the something that’s not real, and I don’t want to live where it’s not real…” The 

father agreed with the mother’s comment and added that the idea of a miracle made him 

think of the Norman Rockwell’s family dinner photo and how they had to realize that 

their family could never achieve that standard. The mother stated that their family was 

the “poster child for dysfunction.” 

Theme 5: Enhancing the couple identity. During the first interview, the couple 

discussed their identity as a couple and co-parents. The couple expressed being in the 

beginning stages of rebuilding their identity as a couple by “refocusing that piece of life” 

and being “intentional” about spending more time together as a couple. As for co-

parenting, the couple discussed their goal to “be on the same page” with parenting. The 

couple shifted into an action phase during interview 2 by building their couple identity. 

For example, the father stated that the couple had worked to communicate more with one 

another and were practicing to focus on their relationship. The couple explained how 

their intentional behaviors and focusing on themselves as a couple and individuals could 

impact their children: “…we need to nourish our own individual selves so that we can 

operate out of a position of strength, not out of weakness.  

The identity of the couple and their co-parenting was described as morphing into 

an “executive” stage during interview 3. For example, the mother stated previously ideas 

of spending time together but that they now began to “execute those ideas” by budgeting 
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and planning. The father discussed couple connectedness, “We’re on the same 

page…[we] realize that we’re working in the same direction and though we might not 

always be coming at it from the same angle, that we’re pulling the same direction.”   

Theme 6: The growth of the parent-child relationship. During the first interview, 

couple 3 primarily focused on affirmation regarding their struggles and standards they 

have for their children. For example, the father explained believing that therapy gave 

affirmation regarding their parenting struggles and realizing that they “we’re not odd or 

unusual” for having problems. The couple discussed the standards that they place on their 

diagnosed child and believing that sometimes their child uses her autism diagnosis “as a 

crutch or a tool or a deal to excuse certain things.” The couple also described being 

unsure if certain behaviors were “acceptable” or not. The father finished with, “Although 

she may have this behavior, we’re trying to navigate that with other children… How do 

you try to hold a standard for all of them?”  

 During interview 2, the couple described how learning more about their diagnosed 

child led them to be more sensitive to their child’s needs. For example, the father stated 

that because they interact with others outside of the home so often, “…it’s easy to apply 

the same standards at home, or when you’re with kids and not be as sensitive to 

[diagnosed child’s] specific needs. The mother also stated that the couple’s ability to 

communicate with each other allowed them to engage in more intentional parenting 

practices with their neurotypical children.  

The couple explained during their last interview a major amount of growth that 

occurred in their parenting skills since attending therapy that fell into three categories: 

patience, perseverance, and process. First, the couple described therapy as helping them 
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with increasing their patience when parenting all of their children. Second, the father 

stated that he often felt like he was hearing, “We’re going good. Don’t throw in the 

towel. Don’t give up” from their therapist. And the biggest shift that was made since 

attending therapy was described as being “proactive versus reactive.” The father stated 

that he can, “…look at it from the outside, and gain perspective” when parenting his 

children rather than parenting from a reactive stance.  

Couple 4. While analyzing the final within-case analysis for couple 4, there were 

six major themes that were represented throughout the couple’s six sessions of therapy: 

(a) the changing role of the therapist; (b) the changing of communication; (c) consistent 

perspectives on therapy; (d) the changing perspectives of conversations; (e) enhancing 

the couple and co-parent identity; and (f) the growth of the parent-child relationship (see 

Appendix R). Couple 4 reported that they were seeking therapy to work on their marital 

relationship and made significant progress during therapy.   

Theme 1: The changing role of the therapist. Couple 4 had the same theme as 

the previous three couples; however, the perceived roles were different than the prior 

couples. During the initial interview, the couple described the therapist as an affirmation 

provider and mediator. For example, the mother stated, “It’s the affirmation part that 

someone else sees…that we’re trying to make it work even though we’re really 

struggling, that we’re at least still trying to hold on to each other.” The father explained 

viewing the therapist as someone who can observe and state what each person is 

contributing to the relationship and one who can mediate disagreements. The therapist’s 

role in the second interview was still explained as a mediator but also as a question-asker. 

The couple described how the therapist’s questions allowed them to solidify their goals as 
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a couple and small steps that they could take to achieve them. During the third interview, 

the couple explained the therapist as being someone to hold them accountable for 

completing their weekly homework. The father summed up his experience with the 

therapist by stating, “I’d definitely recommend going to [therapist] to anyone I know who 

needed help.” 

Theme 2: The changing of communication. The couple explained that a great 

deal of the conversations that occurred during therapy involved venting and their couple 

relationship. Both partners discussed “fleshing things out” so the therapist understood 

their struggles and challenges. The couple also stated they discussed aspects of their 

couple dynamic including their fight pattern and how they believe nothing is resolved. 

During the second interview, the couple stated that they spent more time discussing their 

strengths, specifically within their couple dynamic. The couple spent a great deal of time 

discussing their progress as a couple including complimenting their partner for the extra 

effort they have made in their relationship. The couple’s conversations during the 

remaining therapy sessions consisted of continuing to “nurture” their relationship and that 

they did not have to jump to a “level ten” immediately but could take slow steps to reach 

their goals. The mother elaborated that the small task assigned in interview 1 made a 

drastic impact on their marriage.  

Theme 3: The changing perspectives on therapy. The next major experience was 

the couple’s changing perspectives on therapy. During interview 1, the couple described 

being cautiously optimistic towards therapy and felt that they were “getting acclimated to 

the whole thing.” During the second interview, the couple discussed how therapy helped 

the couple think things through. The mother stated, “[Therapy] stretches you to kind of 
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really think about stuff.” The father explained feeling like, “it’s definitely helping us 

out.” The couple’s perspective on therapy during the last interview was “beneficial. The 

mother stated, “I think we’ve grown a lot in the last six weeks.”  

Theme 4: The changing perspectives of conversations. The same as the previous 

three couples, couple 4 was asked to describe what they believed was the most and least 

useful conversation in therapy. During the first interview, the couple stated that the most 

useful conversation was their discussion on potential solutions to enhance their 

relationship. Father stated, “The one where she specifically asked us what we were going 

to do for the next week to try and improve our marriage.” Both partners stated 

appreciating being able to identify something concrete to work towards. The couple 

stated that they couldn’t specifically identify a least useful conversation but described 

challenges with determining which information was pertinent for the therapist.  

During the second interview, the father stated that the most useful conversation 

was the same as during the first interview: “…the one where she basically asked us to 

commit to doing one specific thing for the next week everyday.” The couple explained 

which tasks they selected and how choosing one “small step” was beneficial. The mother 

stated finding and making one alteration was useful: “…you can just focus on that one 

thing instead of feeling like it all has to be fixed tomorrow. The mother added that it was 

difficult to determine which conversation was the most useful because each had its own 

importance. Neither partner could identify a “least useful conversation.” When discussing 

the miracle question, the father stated it was useful because “it’s been so long since I’ve 

even though about what a good day would be much less what a perfect day would be.” 

The couple stated that the question allowed them to think about what they are really 
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wanting and creating a plan to get there. The father explained, “If you don’t know the 

difference between your dream and you goal, than you can’t have a plan. So now, I know 

what my goal is instead of my dream. I can start formulating a plan.”  

During the third interview, the mother described the most useful conversation 

being the discussion regarding rebuilding their intimacy and connection because it has 

“helped build everything else up.” The father stated having goals to accomplish each 

week was useful. The couple could also not identify a least useful conversation.  

Theme 5: Enhancing the Couple Identity. The couple’s identity also drastically 

shifted throughout the course of treatment. During the first interview, the couple 

described that mother did not leave the room, which was a common occurrence during 

difficult conversations. The couple explained that therapy allowed them to discuss the 

challenges they were having in their marriage. The father explained, “Problems weren’t 

completely solved but… she’s not breaking down crying or anything.”  

The couple described drastic improvements in their couple identity during the 

second interview. Becoming teammates and connecting were two of the major themes 

described. The father explained feeling more affection, while the mother discussed 

receiving more help around the house. The partners explained that since they had also 

decreased the amount of time they spend on electronics, they were spending more time 

together and working out issues: “It’s not team A, team B., it’s a team us.” The couple 

also described the changes in their communication: “It’s not so much at we’re talking 

about. It’s more about how we’re talking about it.”  

During the last interview, the couple described positive feelings towards each 

other. For example, the mother stated, “There’s still disagreements on stuff, but I think 
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there’s more positive feelings about our relationship” and they both feel “more 

appreciated.” The father stated that the mother’s increased affection greatly increased his 

marital satisfaction. The father previously described driving hoe and sitting in his 

driveway because he felt unimportant, while currently the father reported being much 

“happier.”  

Theme 6: The growth of the parent-child relationship. The last theme for couple 

4 was the alteration of the parent-child relationship. Although the couple primarily 

focused on their marital relationship during interview 1, the mother described couple’s 

therapy as a “good thing” because “I’m so hyper focused in on my children and getting 

them where they need to be that I kind of block everything else out.”  

During the second interview, the parents discussed drastic changes they noticed 

with their children; specifically regarding the children’s affection towards their father and 

the mother’s ability to reach out for additional help. Both parents stated that their 

daughter had been more affectionate towards her father and attributed to the mother’s 

increased affection that she would show her husband when he came home from work. 

The mother explained, “She really doesn’t want anything to do with him, and she is 

almost being more affectionate with him because she sees me.” The father added, “I think 

[daughter] see that mommy like daddy now so it’s okay for me to like daddy…All 

they’ve ever seen us do it fight.” Later, the mother stated that she had been reaching out 

for more professional assistance for their diagnosed son.  

The couple reported, during the final interview drastic changes within their 

parent-child relationships. First, the couple reported experiencing more patience with all 

three of their children due to a decrease in stress levels. The mother explained that the 
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increase in patience was due to the husband’s increase in involvement at home. The 

second major sub-theme was the diagnosed son’s decrease in negative behavior at school. 

The mother provided the school report to the primary investigation, which included the 

following: 

“[Son] has decreased the amount of times he yells out at teachers from 6-7 times a 

day to 3-7 times per week. [Son] has decreased the number of times he grabs something 

out of the teacher’s hand to 1-3 times a week. [Son] has decreased the amount of times he 

ignores teachers and refuses to work and is now more likely to try harder in class and get 

his work completed.” 

One of the couple’s neurotypical children had also previously received negative 

reports from school which had decreased since the couple attended therapy: “Her teacher 

started sending a paper home where it was like a whole sheet of ‘[daughter] did this.’ It’s 

gone down from a whole sheet to maybe a couple write outs.” The father also explained a 

continuation of affection he receives from his children, which he believed was due to his 

wife’s increase in affection towards him.  

Cross-Case Analysis 

 The second step in reviewing the results was to complete a cross-case analysis. 

After coding each of the interviews, the primary research analyzed each of the couples’ 

first interviews in order to identify primary themes that appeared between all couples. 

The primary researcher then completed the same process for each couples’ second and 

third interview. While analyzing each of the interviews individually, there were 

numerous commonalities among the participants. These similarities were placed into a 
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larger set of themes, which capture the couples’ experience of SFBCT during each 

interview.  

Interview 1. Interview 1 occurred immediately after each couples’ first SFBCT 

session. While analyzing the three couples’ experiences, five major themes emerged that 

described the couple’s experiences during their first session: (a) the role of the therapist; 

(b) communication; (c) perspective on therapy; (d) therapist traits; and (e) lessons learned 

(see Appendix S for themes).  

Theme 1: Role of the therapist. During the first interview for all couples, a 

common theme was the role the therapist served for the couples. The various roles that 

were described included mediator, redirector, and goal finder. Couple 1, 2, and 4 

mentioned the role of a mediator. The mother of couple 2 stated, “Having an outside 

source, who understands the science of it, who can distance the emotion of it.” Couple 2 

also mentioned their need to have someone redirect them in the therapy room: “He 

stopped us when we were going down certain ways and redirected it. I’ve had therapists 

that don’t do that. They let you go on and on and on and you lose your own thread.” 

Couple 3 described the therapist’s role as helping identify goals: “[therapist] pushed 

thoughts through in terms of what is it that you’re wanting and desiring.” Although the 

roles were perceived slightly differently for each couple, they all appear to view the 

therapist as an important part of therapy. For example, couple 2 joked that the therapist’s 

football team is something they would “change” about therapy while couple 3 

appreciated the therapist’s “reliability” and his self-disclosure of also having children and 

being raised in a religious home.  
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Theme 2: Communication. During the first interview, there were some 

similarities and also some differences among what couples stated they discussed in the 

therapy session. All four couples stated that venting was a major factor. The father of 

couple 3 stated, “You know, I felt like we did as much unpacking as anything in terms of 

just throwing things out.  I mean I think that’s good.” The father of couple 2 mentioned, 

“Got everything out in the open.” The mother of couple 2 explained that her husband 

expressing his needs might be helpful for their marriage in the future because he won’t be 

“bottling everything up.”  

Another common conversational topic in therapy was the couple relationship. The 

mother of couple 3 also discussed how therapy helped them “refocus” on their marriage. 

While couple 2 mentioned that they discussed the need to “be nicer to each other.” 

Couple 4 discussed their communication pattern and conflict cycle. The third topic was in 

regards to goals for the couple’s therapy sessions. The father of couple 3 stated that they 

made goals for therapy and wanting to be on the “same page” with each other. Couple 1 

mentioned that their goal for therapy was to also learn how to handle things better and 

learn how to co-parent. Couple 2 stated that their goal was to improve the father and 

son’s relationship. Although the first therapy session is typically about joining with the 

therapist, these couples were able to vent their current stresses and frustrations, plan 

specific goals for therapy, while also learning about their partner and recognizing how 

they can improve as a couple.  

Theme 3: Perspective on therapy. Another common theme found among all four 

couples was their perspectives on therapy. Across all couples, common opinions included 

believing therapy was useful, hopeful, and would encourage others to attend. All 
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participants stated that therapy was useful. The father of couple 2 stated, “Everything 

went fine” and stated that if “I can get through [therapy], anybody can…cause I’m 

hardheaded.” The father of couple 3 stated that he would recommend other couples to 

seek therapy because, “It gives different perspectives and… realize some of this is 

normal.”  

Theme 4: Therapist traits. All of the couples discussed traits of the therapist that 

they found beneficial during their first session. The sub-themes included body language, 

behaviors, and personality. The therapist’s body language was mentioned by couple 3; 

the mother stated that he appeared approachable and “leaned back in the chair and he was 

relaxed” which brought comfort to the couple. The mother of couple 1 struggled to find 

the words but commented that the therapist’s facial features portrayed positivity: “His 

face was very, not sympathetic, but like your face right now.”  

The therapist’s behaviors were another sub-theme mentioned by three couples. 

First, couple 1 mentioned the therapist’s note taking in the room: “To me, him taking 

notes means to him it’s important. So you [interviewer] taking notes means it’s important 

to you.” Couple 3 mentioned the therapist’s verbal behaviors and his ability to speak on 

their level: “…and he didn’t talk down…” The mother of couple 2 mentioned that their 

therapist didn’t look his “nose down” at them.  

Couple 2, 3, and 4 mentioned the last sub-theme of the therapist’s joining ability 

and the positivity that the couples felt from the therapists’ joining. Partners in couple 2 

were football fans and joked about the therapist’s preference towards the Miami 

Dolphins. Couple three mentioned the therapist made himself “relatable” by mentioning 

his religious affiliation and his role as a parent. The mother of couple 1 mentioned, “I 
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tend to look at the negative side and he [therapist] was very positive about us.” The 

mother of couple 2 discussed having previous therapists who were “over the top” in 

regards to “loving your self” and stated, “[therapist] was positive without being 

unrealistic.” Couple 4 described that their therapist’s use of questions and reflective 

listening helped join with the couple. 

Theme 5: Lessons learned.  The final common theme among the participants in 

interview 1 was the lessons they learned, or takeaways, from the first therapy session. 

The sub-themes among this theme included positivity, parenting skills, and relationship 

building. Noticing the positivity in their lives was a common theme amongst all of the 

couple during the first session of therapy. For example, couple 1 mentioned learning that 

they were “not that bad” and could be worse off. Couple 3 mentioned that their 

conversations were “affirming” and therapy gave them “perspective and realized it’s 

okay, and realize some of this is normal…the struggle is part of it and that we’re not odd 

or unusual.”  

Parenting skills was another commonly discussed topic throughout all four 

couples’ first sessions. Couples 1-3 disclosed having trouble with various negative 

behaviors displayed by their diagnosed child. The couples stated that suggestions aimed 

at helping alleviate the problem were beneficial. For example, couple 2 stated, “the 

suggestions were not beyond stupid” and appreciated having “instantaneous” suggestions 

that they could immediately try for their child: “I’ve had previous therapists who just 

listen to you talk and then you ask them, ‘How do I solve this?’ and they’re like, ‘I’m not 

really sure.’ I was not getting anything from it. They were not offering anything.”  
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The last common theme was relationship building among each couple. Couple 1 

explained that they believed therapy would help them get to know the other person and 

wanting to see how therapy would help their relationship. Couple 2 stated that the 

therapist recommended the couple spend quality time together to enhance their 

relationship. Couple 3 and 4 also stated that therapy helped them refocus on their 

marriage, a part of their lives that were being neglected.  

Interview 2. Interview 2 occurred directly after each couples’ third SFBCT 

session. While analyzing the four couples’ experiences, five major themes emerged that 

described the couple’s experiences during their second interview: (a) the role of the 

therapist; (b) perspectives on therapy; (c) the miracle question, d) future 

recommendations; and (e) lessons learned in therapy (see Appendix T for themes). 

Theme 1: Role of the therapist. During the second interview, the first major 

theme found across all participants was their perspectives on the therapist’s role. The 

common roles that emerged included: mediator, encourager, and suggestion provider. 

Couple 1, 2, and 4 viewed the therapist as being an important third, neutral, person who 

could help the couple work on their problems. Every couple also stated that they viewed 

the therapist as an encourager. For example, the father in couple 1 stated, “[Therapist] has 

done a lot of things but like [wife] said, he’s also taking us back to… look at our 

positives, keep going, keep moving forward.”  Finally, every couple discussed the 

therapist’s use of suggestions that were provided. Each couple also described 

appreciating the therapist not giving unrealistic suggestions and were described as 

“optional, “take it or leave it,” and “small.”  
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Theme 2: Perspective on therapy. The commonality across all four couples when 

they were describing their perspectives on therapy was the concept of positivity. Every 

couple described therapy in a positive light. For example, couple 1, 2, and 4 stated that 

they could not identify a “least useful” conversation that had taken place and were very 

satisfied with their experience. Even though the couple had only completed their third 

therapy session, the father from couple 2 stated, “We have gotten a lot.”  

Theme 3: The miracle question. The third major theme found in interview 2 was 

the miracle question. When asking the couples about the experience with the miracle 

question, there appeared to be two categories within this theme: non-beneficial and 

beneficial. The mothers in couples 1, 2, and 3 described the miracle question as being 

non-beneficial and “unrealistic.” The mother in couple 1 used terms such as far-fetching 

and frustrating, while the mother in couple 2 stated that she was “taken aback” and tries 

to “embrace the imperfections. The mother in couple 3 stated she doesn’t allow herself to 

think about perfect scenarios because, “I can’t I’m just in survival mode.  When you’re in 

survival mode, there is nothing to do, but survive. So all you do is try to breath.”  

An interesting find was that the fathers in all four couples described the miracle 

question as “helpful” and “thought-provoking.” The fathers mentioned having an easier 

time with the term “miracle” but could understand why their wives had a challenging 

time with the question. The mother in couple 4, which was the only wife who found the 

question useful, described believing the question helped her focus on her marital 

relationship: “It’s made me think about [husband] more, and what he needs. So it’s 

helped me kind of break out of that self-loathing, pity party.” Most couples also provided 

recommendations for how the miracle question could be altered. For example, the mother 
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in couple 3 stated that the term “miracle” could be “watered down.” The father in couple 

1 recommended: “‘Imagine yourself in a movie, and in that movie, everything is going 

perfect. What do you think it would look like?’ that way she can picture herself in a 

movie and she’s acting…” The mother of couple 1 recommended, “Maybe if you could 

change anything that you did this morning or something you’ve already done. If you 

could go back…or the next morning you woke up… what is a goal you plan to do 

differently.” Couple 1 and 3 also stated that breaking the question into smaller steps 

would make it more realistic and easier to understand.  

Theme 4: Future recommendations. Although all of the couples described 

therapy as a positive experience, each of them had recommendations that they would 

make for future therapists that fell into two categories: structure of therapy and therapist 

personality traits. Couple 1 and 4 described being interested in having longer therapy 

sessions and having relationship building exercises. Couple 2 and 3 described more 

therapist traits that they appreciated about their current therapist and how other therapists 

should aim to be “laid back,” listen in an unbiased way, and allow suggestions to be 

optional.  

Theme 5: Lessons learned. Across all four couples, the last prominent theme was 

the lessons that the couple stated that they learned in therapy. This theme has two major 

categories: relationship building and parenting strategies. First, each of the couples 

described attempting to build their relationship while attending therapy. For example, 

couple 1 and 4 stated that they had been learning how much emphasis they placed on 

their child and that their marriage was on the back-burner. The father of couple 1 stated 

they were “learning to appreciate each other.” Couple 1 and 2 stated that they noticed an 
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improvement in their communication, which enhanced how they were parenting their 

children. Couple 4 described how the increase affection towards each other altered how 

their children treated their father.  

Another prominent category between couple 1 and 2 was the increase in the 

fathers’ involvement. Both couples explained that the fathers had altered how they were 

interacting with their diagnosed child. The father in couple 1 continued to play with his 

son after school regardless of his behavior and the father of couple 2 was no longer 

threatening and yelling at his son, which carried over into this child’s school behavior.  

Interview 3. Interview 3 occurred directly after each couples’ sixth, and final, 

SFBCT session. While analyzing the four couples’ experiences, four major themes 

emerged that described the couple’s experiences during their therapeutic experiences: (a) 

the role of the therapist; (b) communication; (c) perspectives on therapy; and (d) how 

their lives changed (see Appendix U for themes).  

Theme 1: Role of the therapist. There were three main roles that carried over 

between each of the couples during the third interview: complimentor, suggestion 

provider, and accountable. Each of the couples described the therapist continuing to 

mention the couples’ progress and strengths. For example couple 1 stated, “[therapist] 

commended us on parenting skills that sometimes we overlook.” All of the couples also 

described the therapist becoming a suggestion provider during the third interview. Each 

couple received suggestions for how they can continue building their marital relationship 

after therapy ended. Couple 3 and 4 described appreciating the therapists’ abilities to hold 

the couples accountable. 
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Theme 2: Communication. Two major concepts that couples communicated 

about during their third therapy session included: reflection on past successes. For 

example, couple 1 and 2 explained the new adjustments they made with their diagnosed 

children and how those adjustments helped their family. For example, father of couple 1 

explained, “…the biggest change we made…is now she gets up in the morning to help 

me with [son]. She gets him ready while I get myself ready to go to work,” which was the 

beginning of the father’s miracle day. Couple 3 explained how they have continued to be 

intentional in their parenting and communicating with one another. Finally, couple 4 

discussed various changes that they made in their relationship that has enhanced how the 

children interact with their father.  

Theme 3: Perspectives on therapy. Similar to the first two interviews, every 

couple had a similar perception on therapy, which was positive. Couple 1 described 

therapy as “most useful” and “enjoyed it very much.” The mother of couple 2 stated, “I 

mean, for his first time ever in therapy and he’s really and truly enjoying it, that’s 

amazing.” Couple 3 stated that attending therapy was “reaffirming” and “particularly 

helpful.” Couple 4 stated that “every conversation” had been useful for the family and 

marriage.  

Theme 4: How their lives changed. The last theme found across couples during 

interview 3 was their experiences with how their lives changed since attending therapy. 

The main categories in this section included: parent-child and couple changes. When 

looking at individual changes, both parents of couple 1, 3, and 4 and the father of couple 

2 all reported making individual changes that impacted their family system. For example, 

the mother of couple 1 stated that her increase in confidence allowed her to take on more 
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responsibilities with parenting, which enhanced her marital relationship. The father of 

couples 1 and 2 both described altering how they were interacting with their children, 

which impacted their wives’ marital satisfaction. The mother and father of couple 3 

discussed how they were making more intentional decisions when parenting all of their 

children.  

There were also numerous changes within the couple dynamic, which included 

trust that was built between couple 1, improved marital relationship in couple 2 and 4, 

and an increase in couple connectedness in couple 3. The ripple effect was clearly 

demonstrated in each of the couple’s reports when describing how one change enhanced 

other areas. For example, the mother of couple 4 stated that she was providing more 

attention and affection towards her husband, which altered how the children were 

interacting with their father. 

Discussion 

The primary research question investigated in this study was: What are parents’ 

experiences of receiving SFBCT while they are raising a child with ASD. This study used 

a qualitative case study, with multiple cases, to understand their experiences. While each 

couple attended therapy, the primary researcher conducted a semi-structure interview 

following the first, third, and sixth therapy sessions. In order to better organize and 

understand couples’ experiences, the primary researcher first analyzed with cases using a 

within-case analysis and then completed a cross-case analysis.  

 While analyzing each couple’s experiences of therapy across time, six primary 

themes were identified: (a) the changing role of the therapist; (b) the changing of 

communication; (c) perspectives on therapy; (d) the changing perspectives of 
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conversations; (e) enhancing the couple and co-parent identity; and (f) the growth of the 

parent-child relationship. Although the sub-themes varied slightly for each couple, the 

major themes were consistent for all couples. After identifying couple’s individual 

experiences, a cross-case analysis was used to identify couples experiences within each 

interview. Interview 1 included: (a) role of the therapist; (b) communication; (c) 

perspectives on therapy; (d) therapist traits; and (e) lessons learned. Interview 2 themes 

added the themes: (a) miracle question; and (d) future recommendations and. Finally, 

interview 3 themes included themes from interview 1 and how the couple’s lives 

changed. 

The current study is the first to identify couple’s experiences of SFBCT while 

raising a child with ASD. Even though several of the major themes have not been 

specifically identified in past research, there are several findings that are consistent with 

past research. A major sub-theme found in the within- and cross-case analysis was the 

therapists’ use of suggestions. Several couples in the current study reported receiving 

suggestions to help parent their child. Previous research found that parents refused to 

follow proposed intervention due to the belief that they were unrealistic and too 

demanding (Robert et al., 2014). Parents in the current study frequently reported 

following the therapist’s suggestions due to “how the suggestions were worded,” the 

“small steps” that it took for parents to complete the homework, and the realistic nature 

of the suggestions. 

Previous research has also found that information and tips provided by 

professionals helped parents better understand their child (Robert et al., 2014). In the 

current study, suggestions that were provided to parents led some parents to better 
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understand the child’s unique needs and develop a new, positive connection with their 

child. For example, couple 2 altered their disciplinary skills from yelling and threatening 

to explaining and remaining calm. This alteration showed the parents that their child does 

not respond favorably to threats. 

 Another experience reported by parents in the current study was their experience 

with receiving recognition for their child’s improvements. Couples in the current study 

frequently reported receiving messages such as they were “doing well” and were praised 

for the improvements that they made in their lives. This recognition was reported by 

parents as being novel and had never received praise from their child’s school or mental 

health professionals. Previous research found that when the child was successful, parents 

received minimal recognition from professionals (Robert et al., 2014).  

 The current study also found an “acceptance” experience reported by parents. For 

example, the parents of couple 3 stated that they “grade on a curve” because of the 

child’s different behaviors and abilities. The father of couple 1 reported, “…[son] 

behavior is due to his condition, it’s not because he really wants to be bad.” Previous 

research found that mothers previously reported acceptance of issues outside of their 

control, such as the disability (Llyod & Dallos, 2008).  

 Another common themes found within the current study was the therapists’ traits. 

All of the couples stated numerous positive aspects regarding their therapists’ personality 

traits, behaviors, and expressions. One of the most commonly appreciated traits was the 

therapist ability to be on the same level as the client and not “speak down to them.” Past 

researchers found that parents appreciate and value a relationship with professionals that 

consist of mutual respect and being placed in the expert role (Moh & Magiati, 2012).  
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 Previous researchers have also found that the perception of the “miracle question” 

was irrelevant and confusing (Lloyd & Dallos, 2008). The current study found that three 

out of four mothers viewed the question similarly. However, some of the fathers found 

the question useful and “thought-provoking.” Future researchers may consider assessing 

the gender difference in perceptions of the miracle question.  

 The current study identified a variety of experiences for the four couples that 

attended six sessions. Many of these experiences have been previously identified by past 

researchers confirm some of the current knowledge that we have regarding the use of 

solution-focused therapy, while many of the new themes add to the literature and help 

provide therapists with alterations and adjustments that can be made in order to better suit 

couples raising a child with ASD.  

Limitations and Future Research 

 Although this is the first study to investigate parents’ experiences of receiving 

SFBCT while raising a child with ASD, there are limitations that should be noted. First, 

couples 1, 2, and 3 received therapy from one therapist while couple 4 received therapy 

from a different therapist. Although both therapists differed in age, gender, and 

experience working with couple raising a child with ASD, they were both trained in use 

of SFBT in the same manner. This education could have slightly contributed to the 

experiences reported by each couple. Future studies should increase the use of therapists, 

with a variety of training, in order to determine if similar experiences still occur across 

couples. A second limitation was the limited recruitment available for this study. The 

study took place in a college city with limited families raising a child with ASD. Future 

studies should attempt to recruit participants from a variety of towns or cities in order to 
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better understand their experiences. The last limitation was the minimal amount of 

diversity between couples. Three of the four couples were low to middle class Caucasian 

couples with one Hispanic couple. Future studies should include other ethnicities and 

may consider identifying how race and ethnicity may influence the couple’s experience 

of SFBCT. 

Implications 

 This qualitative analysis provides several research and clinical implications for 

the MFT field and for couples raising a child with ASD. As for research implications, to 

date, this is the first study to understand couples experiences of any particular model of 

therapy while raising a child with ASD. The current study is a starting point for future 

researchers to continue investigating couples’ experiences and perceptions of therapy. 

Although the effectiveness of SFBT has been tested for several populations, 

understanding couples experiences would allow researchers to gain a better 

understanding of what is useful and what can be altered in the therapy room. Using a 

brief, semi-structured interview allowed us to gain a better understanding of the couple’s 

specific needs. Clinicians may consider having a third party conduct brief interviews after 

session in order to understand how the couple would like things altered.  

 There are several clinical implications that should also be noted. First, the 

interesting gender difference regarding the miracle question should be considered when 

providing SFBT to couples raising a child with ASD. As previously stated, most mothers 

took one or two additional sessions in order to understand and “warm-up” to the word 

“miracle.” Clinicians may want to consider re-altering this question in order to make it 

more realistic for mothers. One potential suggestion is: “Pretend you are watching a 
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movie of yourself and everything is going they way you would like. What do you see? 

What are you doing? What are others doing?” Next, one of the overall perspectives 

couples reported about their SFBCT experience was the “positivity” that they felt 

throughout treatment. Past researchers have found that parents feel hopeless and burnout 

while raising a child with ASD (e.g. Higgins, Bailey, & Pearce, 2005), SFBCT appears to 

be a viable option for parents enduring a great deal of stress.  

The last two clinical implications are recommendations that couples stated during 

the interview, particularly regarding the structure and cost of therapy. Three couples 

mentioned desiring longer sessions. When asked what their ideal time would be, couples 

stated that an hour and a half to two hours would be adequate. The couples in the current 

study expressed feeling like they were “just getting started” with good conversations and 

then the sessions were over. Clinicians should consider asking couples about their time 

preference and if they believe a longer session would be beneficial. The last implication 

is the cost of therapy. Families raising a child with ASD are typically experiencing 

financial stress due to one parent quitting their job to care for the child. Three of the 

mother that participated in the study did not work outside of the home while the other 

mother worked part-time. Paying for therapy can be an additional cost that is not 

conducive to the couple. When asked what the couple would be able to afford, all couples 

stated that between 25 to 50 dollars would be the maximum they could pay. Clinicians 

desiring to work with this unique population should consider having a reduced rate. 

Conclusion 

This qualitative case study was the first to investigate the experiences of SFBCT 

for couples raising a child with ASD. After completing a within-case analysis for the four 
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couples, a cross-case analysis was conducted for each interview. Although experiences 

slightly differed for all of the couples, the reoccurring themes found in the within-case 

analysis included: (a) the changing role of the therapist; (b) the changing of 

communication; (c) perspectives on therapy; (d) the changing perspectives on 

conversations; (e) enhancing the couple and co-parent identity; and (f) the growth of the 

parent-child relationship. The cross-case analysis revealed similar themes for each couple 

during each interview, which included: (a) the role of the therapist; (b) communication; 

(c) perspectives on therapy; (d) miracle question; (e) future recommendations; and (f) 

lessons learned.  
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CHAPTER IV 

CONCLUSION 

Article 1 

 Results from the multiple baseline design to indicate that solution-focused brief 

couples therapy (SFBCT) is an effective model for couples raising a child with an autism 

spectrum disorder (ASD). Six out of ten participants did indicated a level of improvement 

from baseline and intervention phases while assessing marital satisfaction. Similarly, six 

out of ten participants also reported higher scores in overall well-being from baseline and 

intervention phases. Study one also assessed each couple’s perceptions of their child’s 

symptom severity levels. The current study did not control for numerous factors that 

could have influenced the decrease in symptomatic severlity levels. Therefore, we are not 

able to state that SFBCT directly impacted the diagnosed child’s severity level.  

Article 2 

 Results from the mutliple case study revealed a variety of experiences and 

perceptions for couples raising a child with ASD. Although experiences slightly differed 

for all of the couples, the reoccurring themes found in the within-case analysis included: 

(a) the changing role of the therapist; (b) the changing of communication; (c) 

perspectives on therapy; (d) the changing perspectives on conversations; (e) enhancing 

the couple and co-parent identity; and (f) the growth of the parent-child relationship. The 

cross-case analysis revealed similar themes for each couple during each interview, which 

included: (a) the role of the therapist; (b) communication; (c) perspectives on therapy; (d) 

miracle question; (e) future recommendations; and (f) lessons learned. 
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Influence of Results 

First, the results from article 1 do support the use of SFBCT for couples raising a 

child with ASD. Article 2 provided results that allow clinicians to take an effective model 

and identify what, inparticular was useful and not useful for the couple. Although the 

results from both studies are able to greatly influence the autism and marriage and family 

therapy fields, the results of the second study influences the results of the first. The 

second study indentified numerous themes that couples experienced while receiving 

SFBCT. Many of these themes may have contributed to the increase in overall well-being 

and marital satisfaction that were found in the first study. For example, the theme 

enhancing the couple and co-parent identify, which began to enhance for most couples 

around interview two, or session 3, may be one of the factors that increased the couples’ 

assessment scores.  

 Article 2 assessed the social validity of SFBCT for couples. Social validity refers 

to the participants satisfaction with an intervention or treatment model (Baer, Wolf, & 

Risley, 1987). Even though Article 1 provided the quantitative results that SFBCT is an 

effective treatment, Article 2 provided results that recipients of SFBCT were satisfied 

with the model. It is unclear which factors were believed to be more or less important 

than others. Many of the themes from Article 2 may help clinicians understand why the 

couple’s marital satisfaction and overall well-being increased.These reported themes can 

also allow future clinicians and researchers the opporunity to alter therapuetic questions 

and interventions in order to better help the couple. Altering questions for a couple may 

increase the couples marital satisfaction or overall well-being scores.  
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Appendices 

Appendix A: Recruitment/Email to Program Directors 

 
Dear (title of program/clinic director), 
 
My name is Brie Turns and I am a doctoral student in Marriage and Family Therapy at 
Texas Tech University.  I am currently conducting a research study investigating the 
effectiveness of solution-focused brief therapy (SFBT) and the mental health of parents 
raising a child with an Autism Spectrum Disorder (ASD). While the parenting demands 
of raising a child with ASD has been evaluated in past studies, research identifying an 
effective treatment model for couples is nonexistent. This study aims to increase martial 
satisfaction while indirectly decreasing the diagnosed child’s symptomatic behaviors.  
 
I will be sending another email with the subject line Couple’s Therapy Study for Parents 
Raising a Child with Autism. I would greatly appreciate it if you could forward that 
particular email to all parents who are raising a child with the diagnosis of ASD.  
 
It is important to note that the results of this research study will not be linked to any 
particular clinic or program.  All participants must be in a heterosexual marriage, 18 
years of age, and living with a child with a diagnosis of ASD to participate in this 
research study. This protocol has been reviewed and approved by the Texas Tech 
University IRB Protocol.  
 
I recognize that your time is important and thank you in advance for your help in this 
area. If you have any questions regarding this research study or the results, you can 
contact me at brie.turns@ttu.edu or my private investigator Dr. Sara Smock-Jordan, at 
sara.smock@ttu.edu. 
 
Thank you very much, 
 
Brie Turns 
Graduate Student 
Marriage and Family Therapy Program 
Texas Tech University  
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Appendix B: Recruitment/Email to Couples Raising Child with ASD 

 
Dear Parent of a Child with Autism, 
 
My name is Brie Turns and I am currently a doctoral student in Marriage and Family 
Therapy at Texas Tech University. I am currently conducting a research study 
investigating the effectiveness of couple’s therapy for parents raising a child with an 
Autism Spectrum Disorder (ASD). While the parenting demands of raising a child with 
ASD has been evaluated in past studies, research identifying an effective treatment model 
for couples is nonexistent. This study aims to increase martial satisfaction while 
indirectly decreasing the diagnosed child’s symptomatic behaviors. 
 
I would appreciate your help by completing 6 FREE sessions of couple’s therapy at the 
Texas Tech Family Therapy Clinic. Each individual who completes the study can earn 
between $95 and $135. As there are a limited number of parents raising a child with 
autism in the U.S. your input is very valuable. It is important to note that the results of 
this research study will not be linked to any particular couple. All participants must be 
in a heterosexual marriage, 18 years of age, and raising a child, between 4 to 16 
years of age, diagnosed with ASD to participate in the research study. This protocol 
has been reviewed and approved by the Texas Tech University IRB.  
 

Participation in this study will take approximately 10 weeks depending upon when you 
begin treatment. Participants will be randomly selected so we are unable to determine 
how long the study will continue. Once you and your partner beginning therapy 
sessions, you must complete six sessions of therapy within 10 weeks. After 10 weeks, 
therapy sessions for the study will end.  You are able to terminate therapy at any time 
by notifying your therapist or the primary researcher, Brie Turns.  
 
I recognize that your time is important and thank you in advance for your help in this 
area.  If you have any questions regarding this research study or the results of the 
research study, you can contact Brie Turns at brie.turns@ttu.edu or Dr. Sara Smock 
Jordan at sara.smock@ttu.edu. 
 
If you are interested in receiving FREE therapy and receiving MONETARY 
compensation for your time, please call Brie Turns at (702) 326-3398 or email her at 
Brie.Turns@ttu.edu  
 
Thank you very much, 
 
Brie Turns 
Graduate Student 
Marriage and Family Therapy Program  
Texas Tech University 
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Appendix C: Follow up Email to Program Directors 

Dear (title of program/clinic director), 
 
My name is Brie Turns and I am a doctoral student in Marriage and Family Therapy at 
Texas Tech University.  I recently sent you an email asking for your participation 
distributing the online survey link to parents living with ASD. I would like to again ask 
for your participation in this research study.  
 
I will be resending you an email with the subject line Couple’s Therapy Study for Parents 
Raising a Child with Autism. I would greatly appreciate it if you could forward that 
particular email to all parents who are raising a child diagnosed with ASD.  
 
It is important to note that the results of this research study will not be linked to any 
particular couple.  All participants must be in a heterosexual marriage, be at least 18 
years of age, and currently raising a child with ASD to participate in this research study. 
This protocol has been reviewed and approved by the Texas Tech University IRB 
Protocol. The study takes approximately 10 weeks to complete.  
 
I recognize that your time is important and thank you in advance for your help in this 
area.  I am also able to send out a summary of the responses to you.  If you have any 
questions regarding this research study or the results, you can contact me at 
brie.turns@ttu.edu or my private investigator Dr. Sara Smock-Jordan at 
sara.smock@ttu.edu. 
 
Thank you very much, 
 
Brie Turns 
Graduate Student 
Marriage and Family Therapy Program 
Texas Tech University  
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Appendix D: Recruitment/Email to Therapist Participants 

Dear Marriage and Family Therapist Interns, 

My name is Brie Turns and I am currently a doctoral student in Marriage and Family 
Therapy Program at Texas Tech University. I am currently conducting a research study 
investigating the effectiveness of couple’s therapy for parents raising a child with an 
Autism Spectrum Disorder (ASD). While the parenting demands of raising a child with 
ASD has been evaluated in past studies, research identifying an effective treatment model 
for couples is nonexistent. This study aims to increase martial satisfaction while 
indirectly decreasing the diagnosed child’s symptomatic behaviors.  

I would appreciate your help by volunteering to provide free therapy sessions to couples 
raising a child with ASD at the Texas Tech Family Therapy Clinic. As there are a limited 
number of therapists trained in Solution-Focused Brief Therapy your help is very 
valuable. All participants must complete the Solution-Focused Brief Therapy course and 
a one-day training on the Solution-Focused Brief Therapy Association Manual, at least 
18 years of age, and a doctoral-level student to participate in this research study. This 
protocol has been reviewed and approved by the Texas Tech University IRB Protocol. 
The study takes approximately three months to complete.  

Although there is no monetary gain by participating in this study, you will be able to earn 
direct face-to-face relational hours for your license.  

I recognize that your time is important and thank you in advance for your help in this 
area.  I am also able to send out a summary of the responses to you.  If you have any 
questions regarding this research study or the results, you can contact me at 
brie.turns@ttu.edu or the primary investigator Dr. Sara Smock-Jordan at 
sara.smock@ttu.edu. 
 
Thank you very much, 
 
Brie Turns 
Graduate Student 
Marriage and Family Therapy Program 
Texas Tech University  
(806) 834-5751 
brie.turns@ttu.edu  
 
Sara Smock Jordan, Ph.D. 
Associate Professor 
Marriage and Family Therapy Program 
Texas Tech University  
(806) 834-3212 
sara.smock@ttu.edu  
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Appendix E: Therapist Informed Consent 

Purpose of the Research 
This study will investigate the effectiveness of couple’s solution-focused brief therapy. 
The study aims to increase marital satisfaction while indirectly decreasing the diagnosed 
child’s symptomatic behaviors. 
 
Specific Procedures 
All	therapist	participants	will	be	at	least	18	years	of	age,	currently	enrolled	in	the	
MFT	graduate	program	and	the	Solution-Focused	Brief	Therapy	course,	and	
volunteer	for	participation.	Exclusion	criteria	include	master-level	therapists.	You	
will	be	asked	to	conduct	six	therapeutic	sessions	with	couples	raising	a	child	with	
autism.	The	sessions	will	be	formatted	to	follow	the	SFBTA	Manual,	which	will	be	
provided	to	you	by	Brie	Turns.	Your	therapy	sessions	are	to	be	recorded	and	stored	
on	the	secured	server	under	the	file	Turns	Dissertation.	You	will	treat	at	a	minimum	
three	couples.	

 
Duration of Participation 
Participation in this study may take approximately three months depending upon the 
attrition rate of clients. You are able to terminate participation at any time by notifying 
Brie Turns or Dr. Sara Smock Jordan. 
 
Risks 

The study poses no more risks to you than you would encounter in everyday life. If you 
experience any significant distress while conducting therapy, please notify Dr. Sara 
Smock Jordan for supervision. The primary risk of this study is of a loss of control over 
the data, which is kept in a secured filing cabinet and only accessed by the researchers 
Dr. Sara Smock-Jordan and Brie Turns, M.S.  
 
Benefits 
There are several benefits to you from participating in this study. First, you have the 
opportunity to earn face-to-face direct client contact hours for your licensure. Relational 
hours can be difficult to earn so participating in this study will help you achieve some of 
the required hours. In addition, you will have the opportunity to be specifically trained in 
the SFBTA Manual. Lastly, single case design studies, including multiple baseline 
designs, are very rare in the field of marriage and family therapy due to the time it takes 
to complete the study. If interested, Brie Turns can teach you the methodology and 
benefits of using this design in the future.  
 
Confidentiality 

The researcher agrees to maintain strict confidentiality asking therapists to not disclose 
client information to any but their approved supervisor. A code name will be provided to 
each couple in order to investigate the treatment affect for the individuals. Once you have 
completed the treatment, the researchers cannot link your code name to your data. While 
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saving clinic data, you are asked to save the file according to the clients code number and 
session number. For example 534-session 1. 

The de-identified data from this research study will be stored for six months past the 
completion of the study, and will be accessible only by the researchers. This project’s 
research records may be reviewed by departments at Texas Tech University responsible 
for regulatory and research oversight.   
 
Voluntary Nature of Participation 

You are not obligated to participate in this research study and are able to withdraw at any 
time during your participation by speaking to Dr. Sara Smock Jordan or Brie Turns.  
 
Contact Information 

If you have any questions regarding this research study, please contact Brie Turns at 806-
834-5751 or brie.turns@ttu.edu.  
 
Documentation of Informed Consent 

I have had the opportunity to read this informed consent and understand the research 
study.  I have had the opportunity to ask questions about the research project and my 
questions have been answered.  I am prepared to participate in the research project above 
and am declaring my consent to participate in the study.   
 
Statement	of	Consent:	I	have	read	the	above	information,	and	have	received	
answers	to	any	questions	I	asked.	I	consent	to	take	part	in	the	study.	

	
	
	Your	Signature	_________________________________Date	__________	

Your	Name	(printed)	____________________________________________________________	

Researcher____________________________________	Date	__________	

This	consent	will	no	longer	be	valid	after	_____________________________________	
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Appendix F: Couples Informed Consent 

Purpose of the Research 
This study will investigate the effectiveness of couple’s solution-focused brief therapy. 
The study aims to increase marital satisfaction while indirectly decreasing the diagnosed 
child’s symptomatic behaviors. 
 
Specific Procedures 

Participants must be currently married, at least 18 years old, and be currently living with 
and raising a child diagnosed with an Autism Spectrum Disorder in order to participate in 
this research project. You and your partner will complete a survey once a week for 
between one to three weeks and then participate in free couple’s therapy with a doctoral 
trained marriage and family therapist intern for 6 sessions.  
Participants can also complete a short interview with the primary researcher, Brie Turns, 
will also be asked to complete three, 30-45 minute interviews following their first, third, 
and sixth therapy session. These interviews will not impact your therapy in any way and 
will not be discussed with your therapist. The purpose of the brief interview is to better 
understand your experiences in therapy.   

After completing the first set of forms, Brie Turns will review the scores and assess for 
each couple’s qualification to participate. Qualifying participants will receive six free 
therapy sessions.  Couples whose scores do not meet the qualification will be allowed to 
seek therapy at the Family Therapy Clinic located at Texas Tech University but therapy 
sessions will not be free. 
 
Duration of Participation 
Participation in this study will take approximately 9 weeks depending upon when you 
begin treatment. Participants will be randomly selected so we are unable to determine 
how long the study will continue. Once you and your partner beginning therapy 
sessions, you must complete six sessions of therapy within 10 weeks. After 10 weeks, 
therapy sessions for the study will end.  You are able to terminate therapy at any time 
by notifying your therapist or the primary researcher, Brie Turns.   
 
Continuing	Therapy	
If you or your partner would like to continue treatment, either as a couple, individual, or 
family, you are welcome to do so at the Family Therapy Clinic. Once the study is 
complete, sessions will no longer be free. However, your session fee will be determined 
by the sliding fee scale used by the Clinic. If you are interested in continuing treatment, 
please speak to your therapist or Brie Turns for further information.  
 
Risks 

The study poses no more risks to you than you would encounter in everyday life.  
However, due to the nature of the therapy, you may experience emotional or 
physiological discomfort. If you experience any significant distress while participating in 
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the therapy, please notify your couple’s therapist. The primary risk of this study is of a 
loss of control over the data, which is kept in a secured filing cabinet and only accessed 
by the researchers Dr. Sara Smock-Jordan and Brie Turns, M.S.  
 
Benefits 
There are several benefits to you from participating in this study. First, you and your 
spouse will receive 6 free sessions of couple’s therapy from a trained doctoral-level 
family therapist. In addition, after you complete the first round of surveys, you will 
receive $10. You and your spouse will also receive $10 for every round of surveys you 
complete and $10 for the first three sessions of therapy. Couples can earn $15 for 
completing the fourth, fifth, and sixth surveys. If childcare is needed during therapy Brie 
Turns will care for the child diagnosed child in a different therapy room.  
 
Couples who participate in the brief interviews will also earn $10 per interview they 
complete. Participants have the opportunity to earn $30 if they complete all three 
interviews.  
 
Confidentiality 

The researcher agrees to maintain strict confidentiality asking participants to complete 
the survey anonymously. Therefore, please do not include your name or any other 
specific identifying information on the research survey. A code name will be provided to 
each couple in order to investigate the treatment affect for the individuals. Once you have 
completed the treatment, the researchers cannot link your code name to your data.    
The de-identified data from this research study will be stored for six months past the 
completion of the study, and will be accessible only by the researchers. This project’s 
research records may be reviewed by departments at Texas Tech University responsible 
for regulatory and research oversight.   
 
Voluntary Nature of Participation 
You are not obligated to participate in this research study and are able to withdraw at any 
time during your participation.  However, we encourage you to complete the survey, but 
you are free to skip questions that make you uncomfortable.   
 
Contact Information 

If you have any questions regarding this research study, please contact Brie Turns at 702-
326-3398 or brie.turns@ttu.edu.  
 
Documentation of Informed Consent 

I have had the opportunity to read this informed consent and understand the research 
study.  I have had the opportunity to ask questions about the research project and my 
questions have been answered.  I am prepared to participate in the research project above 
and am declaring my consent to participate in the study.   
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Statement	of	Consent:	I	have	read	the	above	information,	and	have	received	
answers	to	any	questions	I	asked.	I	consent	to	take	part	in	the	study.	

If you and your spouse would like to complete the brief interviews following the first, 
third, and sixth session, please give consent to participate. 

1. Yes 
2. No 

Your	Signature	_________________________________Date	__________	
Your	Name	(printed)	____________________________________________________________	

Researcher____________________________________	Date	__________	

This	consent	will	no	longer	be	valid	after	_____________________________________	
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Appendix G: Demographic Information Survey 
CASE ID #    

 
1. What is your gender?    Male   Female 

2. How old are you? _____________ 

3. What is your ethnicity? 

African American      Asian 

Caucasian       Hispanic 

Native American      Multi-racial 

Other __________________________ 

4. What is the highest level of education that you have completed? 

None 

Junior High/Middle School   

High School/GED 

2-year technical/trade school/Associate’s degree 

4-year College degree or higher 

5. How many years have you been married? ____________  

6. How many children are living at home with you? ______________ 

7. How many children are living with you that have been diagnosed with an Autism 

Spectrum Disorder (Autism)? ________  

8. What is the age of your child(ren) with an autism diagnosis? ______________ 

9. Is your child receiving treatment for his/her autism diagnosis? -

_________________ 

a. If yes, please list all treatments currently receiving  

____________________ 

10. Have you previously received individual, family, or marital therapy?  

a. If yes, please list all treatments previously received 

______________________ 

11. What is your total household income? 

Under $15,000      $50,000 to under $75,000 

$15,000 to under $25,000    $75,000 to under $100,000 

$25,000 to under $50,000    $100,000 or more. 
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Appendix H: Outcome Questionnaire (OQ -45.2) 

Assessing Parent’s Symptom Distress, Interpersonal Relationships, and Social Role 
 
CASE ID # _______________________          DATE _   
  
THERAPIST NAME _________________________   SESSION #        
 
INSTRUCTIONS: Looking back over the last week, including today, help us understand 
how you have been feeling.  Read each item carefully and circle the number which best 
describes your current situation.  Circle only one number for each question and do not 
skip any.  If you want to change an answer, please “x” it out and circle the correct one. 

 
[----------0-----------------1-----------------2-------------------3--------------------4---------------]       
         Never            Rarely          Sometimes           Frequently      Almost always      
1. I get along well with others.    0 1 2 3 4 
2. I tire quickly.      0 1 2 3 4 
3. I feel no interest in things.     0 1 2 3 4 
4. I feel stressed at work/school.    0 1 2 3 4 
5. I blame myself for things.     0 1 2 3 4 
6. I feel irritated.      0 1 2 3 4 
7. I feel unhappy in my marriage/ significant relationship. 0 1 2 3 4 
8. I have thoughts of ending my life.   0 1 2 3 4 
9. I feel weak.      0 1 2 3 4 
10. I feel fearful.      0 1 2 3 4 
11. After heavy drinking, I need a drink the next  

morning to get going (If you do not drink,  
mark “never”).      0 1 2 3 4 

12. I find my work/school satisfying.    0 1 2 3 4 
13. I am a happy person.     0 1 2 3 4 
14. I work/study too much.     0 1 2 3 4 
15. I feel worthless.      0 1 2 3 4 
16. I am concerned about family troubles.   0 1 2 3 4 
17. I have an unfulfilling sex life.    0 1 2 3 4 
18. I feel lonely.      0 1 2 3 4 
19. I have frequent arguments.    0 1 2 3 4 
20. I feel loved and wanted.     0 1 2 3 4 
21. I enjoy my spare time.     0 1 2 3 4 
22. I have difficulty concentrating.    0 1 2 3 4 
23. I feel hopeless about the future.    0 1 2 3 4 
24. I like myself.      0 1 2 3 4 
25. Disturbing thoughts come into my mind that I cannot  

get rid of.       0 1 2 3 4 
26. I feel annoyed by people who criticize my drinking 

 (or drug use) (if not applicable, mark “never”).  0 1 2 3 4 
27. I have an upset stomach.     0 1 2 3 4 
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28. I am not working/studying as well as I used to.  0 1 2 3 4 
29. My heart pounds too much.    0 1 2 3 4 
30. I have trouble getting along with friends and close 

acquaintances.      0 1 2 3 4 
31. I am satisfied with my life.    0 1 2 3 4 
32. I have trouble at work/school because of my drinking 

or drug use (if not applicable, mark “never”).  0 1 2 3 4 
33. I feel that something bad is going to happen.  0 1 2 3 4 
34. I have sore muscles.     0 1 2 3 4 
35. I feel afraid of open spaces, of driving, or being 

on buses, subways, and so forth.    0 1 2 3 4 
36. I feel nervous.      0 1 2 3 4 
37. I feel my love relationships are full and complete. 0 1 2 3 4 
38. I feel that I am not doing well at work/school.  0 1 2 3 4 
39. I have too many disagreements at work/school.  0 1 2 3 4 
40. I feel something is wrong with my mind.   0 1 2 3 4 
41. I have trouble falling asleep or staying asleep.  0 1 2 3 4 
42. I feel blue.       0 1 2 3 4 
43. I am satisfied with my relationships with others.  0 1 2 3 4 
44. I feel angry enough at work/school to do something  

I might regret.      0 1 2 3 4 
45. I have headaches.      0 1 2 3 4 
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Appendix I: Kansas Marital Satisfaction Scale (KMSS) 

Assessing Marital Satisfaction  

Kansas Marital Satisfaction Scale (KMSS)  
 
CASE ID # _______________________          DATE _    
 
THERAPIST NAME _________________________   SESSION #        
 
INSTRUCTIONS: Please read each statement and ask yourself “How much do I agree?” 
There are not right or wrong answers. The best answer is the one that describes your 
personal view. Select the response that best indicates how much you agree with each 
statement.  
 
  

Score (1-7) Response  

1 = Extremely 
     dissatisfied 
2 = Very dissatisfied 
3 = Somewhat dissatisfied 
4 = Mixed 
5 = Somewhat satisfied 
6 = Very satisfied 
7 = Extremely satisfied 

 1. How satisfied are you with your 
marriage? 

 2. How satisfied are you with your 
husband/wife as a spouse? 

 3. How satisfied are you with your 
relationship with your husband/wife/ 
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Appendix J: Gilliam Autism Rating Scale-Third Edition 

Assessing Child’s Diagnosis and Level of Severity  

Gilliam Autism Rating Scale-Third Edition 

 
CASE ID # _______________________          DATE _    
 
THERAPIST NAME _________________________   SESSION #        
 
AGE        GRADE     
 
GENDER      DATE OF BIRTH    
 

I. Directions: On a scale of 0 to 3, rate the following items in terms of how adequately 
the item describes the individual’s behavior. Circle the number that best describes 
your observations of the person’s typical behavior under ordinary circumstances (i.e. 
in most places, with people he or she is familiar with, and in usual daily activities). 
Remember to rate every item. If you are uncertain about how to rate an item, delay 
the rating and observe the person for a 6-hour period to determine your rating.  

 
[-----------0----------------------1--------------------------2-------------------------3----------------]       
        Not at all             Not much like                 Somewhat like               Very much like              
        like the  the individual                the individual                the individual  
     Individual  

 
RESTRICTED/REPETITIVE BEHAVIORS      

1. If left alone, the majority of the individual’s time will be spent in repetitive or 
stereotyped behaviors.     0 1 2 3  

2. Is preoccupied with specific stimuli that are abnormal  
in intensity.        0 1 2 3   

3. Stares at hands, objects, or items in the environment for at  
least 5 seconds      0 1 2 3 

4. Flicks fingers rapidly in front of eyes for periods of 5 seconds 
or more.       0 1 2 3 

5. Makes rapid lunging, darting movements when moving  
from place to place      0 1 2 3 

6. Flaps hands or fingers in front of face or at sides   0 1 2 3 
7. Makes high-pitched sounds (e.g. eee-eee) or other  

vocalizations for self-stimulation    0 1 2 3 
8. Uses toys of objects inappropriately (e.g. spins cars,  
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takes action toys apart)     0 1 2 3 
9. Does certain things repetitively, ritualistically  0 1 2 3 

10. Engages in stereotyped behaviors when playing with toys 
Or objects       0 1 2 3 

11. Repeats unintelligible sounds (babbles) over and over 0 1 2 3 
12. Shows unusual interest in sensory aspects of play materials,  

body parts, or objects     0 1 2 3 
13. Displays ritualistic or compulsive behaviors  0 1 2 3 

 
SOCIAL INTERACTION   

14. Does not initiate conversations with peers or others 0 1 2 3 
15. Pays little or no attention to what peers are doing 0 1 2 3 

16. Fails to imitate other people in games or learning activities  0 1 2 3 
17. Doesn’t follow other’s gestures (cues) to look at something (e.g. when other person 

nods head, points, or uses other people   0 1 2 3 
18. Seems indifferent to other person’s attention (doesn’t try to  

get, maintain, or uses other body language cues).  0 1 2 3 
19. Shows minimal expressed pleasure when interacting  

with others       0 1 2 3 
20. Displays little or no excitement in showing toys or objects 

To others        0 1 2 3 
21. Seems uninterested in pointing out things in the environment 

to others       0 1 2 3 
22. Seems unwilling or reluctant to get others to interact with him 

or her       0 1 2 3 
23. Shows minimal or no response when other attempt to interact 

with him or her      0 1 2 3 
24. Displays little or no reciprocal social communication (e.g. doesn’t 

Voluntarily say “bye-bye” in response to another person saying  
“bye-bye” to him  or her).     0 1 2 3 

25. Doesn’t try to make friends with other people.  0 1 2 3 
26. Fails to engage in creative, imaginative play   0 1 2 3 

27. Shows little or no interest in other people  0 1 2 3 
SOCIAL COMMUNICATION   

28. Responds inappropriately to humorous stimuli (e.g. doesn’t laugh 
at jokes, cartoons, funny stories            0    1    2    3 
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29. Has difficulty understanding jokes   0    1    2    3 
30. Has difficulty understanding slang expressions    0    1    2    3 

31. Has difficulty identifying when someone is teasing 0    1    2    3 
32. Has difficulty understanding when he or she is being ridiculed 0  1    2    3 

33. Has difficulty understanding what causes people to dislike  
him or her        0    1    2    3 

34. Fails to predict probable consequences to social events  0    1    2    3 
35. Doesn’t seem to understand that people have thoughts and 
feelings different from his or hers.     0    1    2    3  
36. Doesn’t seem to understand that the other person doesn’t  
Know something      0    1    2    3 
 

EMOTIONAL RESPONSES 
37. Needs an excessive amount of reassurance if things are changed 
or go wrong       0    1    2    3 
38. Becomes frustrated quickly when he or she cannot do  
something       0    1    2    3 
39. Temper tantrums when frustrated    0    1    2    3 

40. Becomes upset when routines are changed  0    1    2    3 
41. Responds negatively when given commands, requests,  
or directions       0    1    2    3 
42. Has extreme reaction (e.g. cries, screams, tantrums) in  
response to loud, unexpected noise.     0    1    2    3 
43. Temper tantrums when doesn’t get his or her way 0    1    2    3 

44. Temper tantrums when told to stop doing something  
he or she enjoys doing      0    1    2    3 

 
Is the individual mute?               Yes       No       

If your answer is yes, do not complete the next two subscales 
 

COGNITIVE STYLES 
45. Uses exceptionally precise speech   0    1    2    3 

46. Attaches very concrete meanings to words  0    1    2    3 
47. Talks about a single subject excessively    0    1    2    3 

48. Displays superior knowledge or skill in specific subjects  0    1    2    3 
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49. Displays excellent memory    0    1    2    3 
50. Shows an intense, obsessive interest in specific intellectual  
subjects       0    1    2    3 
51. Makes naïve remarks (unaware of reaction produced in  
others)        0    1    2    3 
	
MALADAPTIVE SPEECH  

52. Repeats (echoes) words or phrases verbally or with signs   0    1    2    3 
53. Repeats words out of context (repeats words or phrases hear 
at an earlier time).       0    1    2    3 
54. Speaks (or signs) with flat tone, affect.    0    1    2    3 

55. Uses “yes” and “no” inappropriately. Says “yes” when asked if he or she wants an 
aversive stimulus or says “no” when asked if he or she wants a  

    favorite toy or treat      0    1    2    3 
56. Uses “he” or “she” instead of “I” when referring to self   0    1    2    3 

57. Speech is abnormal in tone, volume, or rate.  0    1    2    3 
58. Utters idiosyncratic words or phrases that have no meaning  
to others        0    1    2    3 
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Appendix K: Family Therapist Rating Scale  

Assessing Marriage and Family Therapist Skill Level  

Family Therapist Rating Scale  

Directions: Rate the relative effectiveness with which the family therapist engages in the 
behaviors listed below.  Some of these behaviors may be associated with a school of 
therapy other than you own.  Try to be neutral and rate the relative effectiveness with 
which the therapist performs each behavior regardless of whether you agree or disagree 
with the type of intervention.  In other words, try not to rate the model of therapy, just the 
behavior as identified by the statement on the rating scale. 

Not Present (0); Ineffective (1); Neutral (2); Minimally Effective (3); Effective (4); Very 
Effective (5); Maximally Effective (6) 
 

Structuring Behaviors 

1. 0  1  2  3  4  5  6   Helps the family define their needs. 

2. 0  1  2  3  4  5  6  Stops chaotic interchanges. 

3. 0  1  2  3  4  5  6  Shifts approach when one way of gathering information is                                                                                                       

                                                not working. 

4. 0  1  2  3  4  5  6  Uses short, specific and clear communications. 

5. 0  1  2  3  4  5  6   Asks open ended questions 

6. 0  1  2  3  4  5  6  Helps clients rephrase “why” questions into statements. 

7. 0  1  2  3  4  5  6   Makes a brief introductory statement about the purpose of  

                                                the interview. 

8. 0  1  2  3  4  5  6  Lays down ground rules for the therapeutic process. 

9. 0  1  2  3  4  5  6   Clarifies own and client’s expectations of therapy. 

10. 0  1  2  3  4  5  6   Explicitly structures or directs interaction among family  

                                                members. 

Relationship Behaviors 

1. 0  1  2  3  4  5  6   Engenders hope. 

2. 0  1  2  3  4  5  6   Uses self-disclosure. 

3. 0  1  2  3  4  5  6   Demonstrates warmth. 

4. 0  1  2  3  4  5  6  “Communicates” the attitude that the client’s problem is of  

                                                real importance. 
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5. 0  1  2  3  4  5  6  Tone of voice conveys sensitivity to the client’s feelings. 

6. 0  1  2  3  4  5  6  Speaks at a comfortable pace. 

7. 0  1  2  3  4  5  6  Empathizes with family members. 

8. 0  1  2  3  4  5  6  Confirms family members’ experience of an event. 

9. 0  1  2  3  4  5  6   Attempts to improve the self-esteem of individual family  

                                                members. 

10. 0  1  2  3  4  5  6  Demonstrates a good sense of humor. 

Historical Behaviors 

1. 0  1  2  3  4  5  6  Directly asks about the current relationship between a  

                                                spouse and his/her parents and siblings. 

2. 0  1  2  3  4  5  6  Explores the couple’s mate selection process. 

3. 0  1  2  3  4  5  6   Emphasizes cognitions. 

4. 0  1  2  3  4  5  6  Assembles a detailed family history. 

5. 0  1  2  3  4  5  6  Avoids becoming triangulated by the family. 

6. 0  1  2  3  4  5  6 Attempts to help clients directly deal with parents and adult  

                                                 siblings about previously avoided issues. 

7. 0  1  2  3  4  5  6  Assigns or suggests that family members visit extended  

                                                family members. 

8. 0  1  2  3  4  5  6  Maintains an objective stance. 

9. 0  1  2  3  4  5  6 Makes interpretations. 

10. 0  1  2  3  4  5  6  Collects detailed information about the etiology of the  

                                                identified problem. 

Structural/Process Behaviors 

1. 0  1  2  3  4  5  6  Checks out pronouns to see who did what to whom. 

2. 0  1  2  3  4  5  6  Assigns tasks both within the session and outside it. 

3. 0  1  2  3  4  5  6  Concentrates on the interaction of the system rather than  

                                                the intrapsychic dynamics. 

4. 0  1  2  3  4   5  6  Employs paradoxical intention. 

5. 0  1  2  3  4  5  6   Relabels family symptoms. 

6. 0  1  2  3  4  5  6   Reorders behavioral sequences (e.g., order of speaking,  

                                                who speaks to whom). 
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7. 0  1  2  3  4  5  6 Rearranges the physical seating of family members. 

8. 0  1  2  3  4  5  6  Helps the family establish appropriate boundaries. 

9. 0  1  2  3  4  5  6   Elicits overt family conflicts, alliances and coalitions. 

10. 0  1  2  3  4  5  6  Assumes the role of expert technician who observes and  

                                                 then intervenes. 

Experiential Behaviors 

1. 0  1  2  3  4  5  6   Uses family sculpting. 

2. 0  1  2  3  4  5  6   Encourages family members to kind their own solutions. 

3. 0  1  2  3  4  5  6  Encourage individuals to share their fantasies. 

4. 0  1  2  3  4  5  6   Asks for current feelings. 

5. 0  1  2  3  4  5  6   Lets the clients to choose the subject on the session. 

6. 0  1  2  3  4  5  6   Attempts to focus on process rather than content. 

7. 0  1  2  3  4  5  6   Uses role playing. 

8. 0  1  2  3  4   5  6   Responds to his/her own discomfort. 

9. 0  1  2  3  4   5  6  Uses own affect to elicit affect in family members. 

10. 0  1  2  3  4  5   6  Keeps the interaction in the here and now.   
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Appendix L: Therapists’ Adherence to SFBT 

 
Solution-Focused Brief Therapy Model Adherence Checklist 
 
1. Were scaling questions asked during the session  

(e.g. on a scale of 0-10)?        Yes  No 

2. Did the therapist ask the clients if there were times when  

exceptions to their problems existed?      Yes  No 

3. Did the therapist incorporate the clients’ goals into the session?  Yes  No 

4. Did the therapist take a consulting break?      Yes  No 

5. Did the therapist give compliments to each person?   Yes  No 
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Appendix M: SFBT Session Formats 

 
SFBT Session Formats 

First Session Format: 
This below table consists of key interventions that will be used in the first session and 
examples of how the therapist can conduct the intervention.  
 

Key Interventions Example Questions/Description of Intervention 

Having the client identify 
their problem 

-So, how can I be helpful to you today? 

Asking goal-formulating 
questions 

-What do you want to see changed as a result of coming 
here today?  
-Asking the Miracle question (see Berg & Dolan, 2001)  

Highlighting exceptions -Are there times when the problem is not as bad? 

Asking scaling questions 
-Coping 

 
-Confidence 

-On a scale from 1 to 10, how well are you coping with 
your daughter’s outbursts? 
 
-On a scale from 1 to 10, how confident are you that thing 
will improve at home? 

Take a break and develop 
compliments for the client 

-The therapist can leave the room or take a break in their 
chair, gathering their thoughts and developing 
compliments 

Compliments -Compliments are based on what the client(s) reported that 
they 1) like about themselves, 2) are proud of, 3) things 
they are doing well 

Homework -Homework should come from what the client has 
mentioned that would be helpful/useful.  

 
These techniques were adapted from (De Jong & Berg, 2013 and Bavelas et al., 2013):  
 
Second to Sixth Session Format:  
The left column is key interventions that will be conducted in the second through sixth 
therapy session and example questions for how the therapist can ask them.  
 

Key Interventions Example Questions/Description of Intervention 

What’s better 
 

-So what has been better since the last time we met? 
What’s going on that’s better? 
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Start Again 
*Note: If nothing better is 

reported 

-So how did you do that? 
-What difference did you notice since you have been taking 
more time for yourself ? 
-So what else is better? 
-How are you keeping things from getting worse? 

Doing More -So what will it take to keep this going? 

Scaling Progress 
Current 

 
Future 

-On a scale of 1 to 10, where 10 is [their goal], where are you 
this week? 
 
-When you move up one point on the scale of [define goal], 
what will that look like? 

Take a break and develop 
compliments for the client 

-The therapist can leave the room or take a break in their chair, 
gathering their thoughts and developing compliments 

Compliments -Compliments are based on what the client(s) reported that they 
1) like about themselves, 2) are proud of, 3) things they are 
doing well 

Homework -Homework should come from what the client has mentioned 
that would be helpful/useful.  

 
These techniques were adapted from (De Jong & Berg, 2013 and Bavelas et al., 2013):  
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Appendix	N:	Semi-Structured Interview Questions Asked to Couples  
 

Session 1 interview 
1. What was your experience with couple’s therapy today? 

a. Do you believe it was useful? 

b. What would you change about it? 

2. What was your take-away from today’s session?  

3. How do you think therapy helped your marriage? 

4. How do you think therapy helped your relationship with your diagnosed child? 

5. If you have other children that do not have an ASD diagnosis, how do you think 

therapy helped your relationship with them?  

6. What do you believe was the most useful conversation in therapy? 

a. Why? 

b. What suggestions would you make for future therapists? 

7. What do you believe was the least useful conversation in therapy? 

a. Why?  

b. What suggestions would you make for future therapists? 

8. How satisfied would you consider your therapeutic experience? 

9. How did the timing of your therapy experience influence your perceptions of 

therapy? 

10. Did your therapist ask a question regarding your “miracle day” and how you 

would notice things were better? (If no, ask question during session 3 interview).  

a. If yes, what was your experience with this question?  

b. Would you alter the question at all? 

11. What was it about the therapist that influenced your therapeutic experience? 

a. What did the therapist say or do that was useful or beneficial? 

b. What did the therapist say or do that was not useful or beneficial? 

c. How did your therapist help you see things differently? 

d. How did your therapist help you do things differently? 

12. Would you recommend other couples with ASD children to seek couples therapy? 
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Session	3	Interview	Questions	

1. What has changed in your life since attending therapy? 

2. What have you noticed has been different? 

3. What was your experience with couple’s therapy today? 

a. Do you believe it was useful? 

b. What would you change about it? 

4. What was your take-away from today’s session? 

5. How do you think therapy helped your marriage? 

6. How do you think therapy helped your relationship with your diagnosed 

child? 

7. If you have other children that do not have an ASD diagnosis, how do you 

think therapy helped your relationship with them?  

8. What do you believe was the most useful conversation in therapy? 

a. Why? 

b. What suggestions would you make for future therapists? 

9. What do you believe was the least useful conversation in therapy? 

a. Why?  

b. What suggestions would you make for future therapists? 

10. How satisfied would you consider your therapeutic experience? 

11. How did the timing of your therapy experience influence your perceptions of 

therapy? 

12. (Ask only if couple was not asked Miracle Question in Session 1) Did your 

therapist ask a question regarding your “miracle day” and how you would 

notice things were better? 

a. If yes, what was your experience with this question?  

b. Would you alter the question at all? 

13. What was it about the therapist that influenced your therapeutic experience? 

a. What did the therapist say or do that was useful or beneficial? 

b. What did the therapist say or do that was not useful or beneficial? 

c. How did your therapist help you see things differently? 

d. How did your therapist help you do things differently? 
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Session 6 Interview Questions 
 
1. What has changed in your life since attending therapy? 

2. What have you noticed has been different? 

3. What was your experience with couple’s therapy today? 

a. Do you believe it was useful? 

b. What would you change about it? 

4. What was your take-away from today’s session? 

5. How do you think therapy helped your marriage? 

6. How do you think therapy helped your relationship with your diagnosed 

child? 

7. If you have other children that do not have an ASD diagnosis, how do you 

think therapy helped your relationship with them?  

8. What do you believe was the most useful conversation in therapy? 

a. Why? 

b. What suggestions would you make for future therapists? 

9. What do you believe was the least useful conversation in therapy? 

a. Why?  

b. What suggestions would you make for future therapists? 

10. How satisfied would you consider your therapeutic experience? 

11. How did the timing of your therapy experience influence your perceptions of 

therapy? 

14. If there was a cost, would you consider therapy to be beneficial? 

15. What was it about the therapist that influenced your therapeutic experience? 

a. What did the therapist say or do that was useful or beneficial? 

b. What did the therapist say or do that was not useful or beneficial? 

c. How did your therapist help you see things differently? 

d. How did your therapist help you do things differently? 

16. Would you recommend other couples with ASD children to seek couples 

therapy? 
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Appendix	O:	Themes for Within-Case Analysis: Couple 1 
	
Theme	1:	The	Changing	Role	of	the	Therapist	

Interview	1	
1.1 Mediator 
1.2 Suggestion provider 
1.3 Strength finder 

Interview	2	
1.1 Mediator 
1.2 Suggestion provider 
1.3 Strength finder 
1.4 Question-asker 
1.5 Encourager 

Interview	3	
1.1 Question asker 
1.2 Praise giver 

	
Theme	2:	The	Changing	of	Communication	

Interview	1	
2.1 Vent 
2.2 Child 

2.2.1 Stress 
2.3 Couple dynamic 

Interview	2	
2.4 Vent   
2.5 Positives 
2.6 Parenting skills  

Interview	3	
2.7 Reflect on past successes 
	
Theme	3:	Consistent	Perspectives	on	Therapy	

Interview	1	
3.1 Useful  
3.2 Enjoy 
3.3 Recommend others  

Interview	2	
3.4 “Look forward” 
3.5 Useful  

Interview	3	
3.6  “Most useful” 
3.7 “Blessing” 
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Theme	4:	The	Changing	Perspectives	of	Conversations	
Interview	1	

4.1 Useful conversations 
4.1.1 Coping questions 
4.1.2 “Light at end of tunnel” 

4.2 Least useful conversations 
4.2.1 None 

Interview	2	
4.3 Useful 

4.3.1 Mom’s confidence level 
4.3.2 Miracle Question (dad) 

4.4 Least Useful 
4.4.1 Miracle Question (mom) 

Interview	3	
4.5 Useful  

4.5.1 Miracle Question 
4.6 No “least useful” 
	
Theme	5:	Enhancing	the	Couple	and	Co-Parent	Identity	

Interview	1	
5.1 “Not that bad” 
5.2 Hopeful 
5.3 Perceptions of their partner  

5.3.1 “Not be so cruel” 

Interview	2	
5.4 Teammate 

5.4.1 Father’s impatience  
5.5 Recognizing son’s influence 

Interview	3	
5.6 Confidence increased 
5.7 Father’s perceptions 
5.8 Built trust 
	
Theme	6:	The	Growth	of	the	Parent-Child	Relationship	

Interview	1	
6.1 Focus on negatives 
6.2 Parenting skills recommended 

Interview	2	
6.3 Implementing suggestions 

6.3.1 Father involvement 
6.4 Positive parenting styles 

Interview	3	
6.5 Accepting child’s dx 
6.6 Father’s involvement  
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Appendix	P:	Themes for Within-Case Analysis: Couple 2 
	
Theme	1:	The	Changing	Role	of	the	Therapist	

Interview	1	
1.4 Redirector 
1.5 Suggestion provider 

Interview	2	
1.6 Mediator 
1.7 Suggestion provider 

Interview	3	
1.3 Provided suggestions 
1.4 Grant permission 

	
Theme	2:	The	Changing	of	Communication	

Interview	1	
2.8 Vent 
2.9 Couple relationship 

Interview	2	
2.10 Parenting skills 
2.11 Son’s progress 

Interview	3	
2.12 Current successes  
2.13 Couple relationship 
	
Theme	3:	Perspectives	on	Therapy	

Interview	1	
3.8 Positive 
3.9 Recommendations 

3.9.1 For couples to attend therapy 
3.9.2 For future therapists 

Interview	2	
3.10 Positive 
3.11 Recommendations 

Interview	3	
3.12 Positive 
3.13 Recommendations 
	
Theme	4:	The	Changing	Perspectives	of	Conversations	

Interview	1	
4.1 Useful conversations 

4.1.1 Suggestions 
4.1.2 Couple communication 

4.2 Least useful 
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4.2.1 None  

Interview	2	
4.3 Useful 

4.3.1 Parenting suggestions 
4.4 Least Useful 

4.4.1 None 
4.5 Miracle question 

4.5.1 Unrealistic (mom) 
4.5.2 Liked it (dad) 

Interview	3	
4.6 Useful  

4.6.1 Validation of couple time and individual time 
4.6.2 Parenting suggestions 

4.7 No “least useful” 
4.7.1 Everything was useful 

	
Theme	5:	Enhancing	the	Couple	Identity		

Interview	1	
5.1 Unsure of impact 

Interview	2	
5.2 Dad’s reduced anger 
5.3 Increase in communication 

Interview	3	
5.4 Focus on couple time 
5.5 Improved marital relationship 
	
Theme	6:	Parent-Child	Relationship	

Interview	1	
6.1  Parenting skill suggestions 

Interview	2	
6.2 Parenting strategies 

6.2.1 Father involvement 
6.2.2 Son behaving at school 
6.2.3 Son is calmer 

Interview	3	
6.3 Parenting strategies 

6.3.1 Communication with child 
6.3.2 Identifying “what works” for the child 
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Appendix	Q:	Themes for Within-Case Analysis: Couple 3 
	
Theme	1:	The	Changing	Role	of	the	Therapist	

Interview	1	
1.6 Goal identifier 
1.7 Past successes identifier 

Interview	2	
1.8 Encourager  
1.9 Question asker 

Interview	3	
1.5 Affirmation provider 
1.6 Suggestion provider 

	
Theme	2:	The	Changing	of	Communication	

Interview	1	
2.14 Vent 
2.15 Refocus on marriage 

Interview	2	
2.16 Vent   
2.17  Couple connection 

Interview	3	
2.18 Vent  
2.19 Couple connection 

2.19.1 “Intentionality” 
	
Theme	3:	Perspectives	on	Therapy	

Interview	1	
3.1 Positive 

3.1.1 “Affirming” 

Interview	2	
3.2 Positive 

Interview	3	
3.3 Positive 
3.4 Recommend others 
	
Theme	4:	The	Changing	Perspectives	of	Conversations	

Interview	1	
4.1 Useful conversations 

4.1.1 Recalling past successes (father) 
4.1.2 Neutral (mother) 

4.2 Least useful 
4.2.1  None 
Interview	2	
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4.3 Useful 
4.3.1 Recalling past successes (father) 
4.3.2 Considering a ‘preferred future’ 

4.4 Least Useful 
4.4.1 None 

4.5 Miracle question 
4.5.1 Unrealistic (mother) 
4.5.2  Thought-provoking (father) 

Interview	3	
4.6 Useful  

4.6.1 Spending time as couple 
4.7 Least useful 

4.7.1 Miracle question 
	
Theme	5:	Enhancing	the	Couple	Identity		

Interview	1	
5.1 Beginning stages of identity 

Interview	2	
5.2 Building couple identity  

5.2.1 Being intentional as a couple 

Interview	3	
5.3 Executing ideas 
5.4 Couple “connectedness 

5.4.1 Same page 
	
Theme	6:	The	Growth	of	the	Parent-Child	Relationship	

Interview	1	
6.1 Affirmation 

6.1.1 Struggles 
6.1.2 Standards for children 

Interview	2	
6.2 Learning about child’s needs 
6.3 Co-parenting communication 

Interview	3	
6.4 Parenting strategies 

6.4.1 Patience 
6.4.2 Perseverance 
6.4.3 Process 
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Appendix	R:	Themes for Within-Case Analysis: Couple 4 
 
Theme	1:	The	Changing	Role	of	the	Therapist	

Interview	1	
1.8 Affirmation provider 
1.9 Mediator  

Interview	2	
1.10 Mediator 
1.11 Question-asker  

1.11.1 Goal identifier  

Interview	3	
1.7 Accountable 

	
Theme	2:	The	Changing	of	Communication	

Interview	1	
2.20 Vent 
2.21 Couple dynamic 

Interview	2	
2.22 Couple dynamic 
2.23 Strengths 

Interview	3	
2.24 Maintaining progress 
	
Theme	3:	The	Changing	Perspectives	on	Therapy	

Interview	1	
3.14 Cautiously optimistic 
3.15 “Getting acclimated”  

Interview	2	
3.16 “Stretches” them 
3.17 Helping 

Interview	3	
3.18  “Beneficial” 
	
Theme	4:	The	Changing	Perspectives	of	Conversations	

Interview	1	
4.7 Useful conversations 

4.7.1 Potential couple-solutions 
4.7.1.1 Small steps 

4.8 Least useful conversations 
4.8.1 Determining information to disclose 

Interview	2	
4.9 Useful 

4.9.1 Identifying task (father) 



Texas Tech University, Brie Turns, August 2017 

	151	

4.9.2 Every conversation (mother) 
4.10 Least Useful 

4.10.1 Nothing 
4.11 Miracle Question 

4.11.1 Useful  
4.11.2 Create a plan 

Interview	3	
4.12 Useful  

4.12.1 Rebuilding connection (mother) 
4.12.2 Goals (father) 

4.13 Nothing  
	
Theme	5:	Enhancing	the	Couple	Identity	

Interview	1	
5.9 Not escaping 
5.10 Currently at breaking point 

Interview	2	
5.11 Teammate 
5.12 Connecting 

5.12.1 Affection  

Interview	3	
5.13 Positive feelings 

5.13.1 Appreciated 
5.14 Affection   
	
Theme	6:	The	Growth	of	the	Parent-Child	Relationship	

Interview	1	
6.7 Primary focus  

Interview	2	
6.8 Affection 

6.8.1 Mother’s influence 
6.9 Reaching out 

Interview	3	
6.10 Increase patience 
6.11 Son’s school behavior 
6.12 Affection 
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Appendix	S:	Themes for Cross-Case Analysis: Interview 1 
 
Theme	1:	Role	of	the	Therapist	

1.1 Mediator 
1.2 Redirector 
1.3 Goal finder 

	
Theme	2:	Communication	(What	couples	communicated	about	in	therapy)	

2.1 Vent 
2.2 Couple interactions 

2.2.1 Refocus on marriage 
2.3 Goals for therapy 

	
Theme	3:	Perspectives	on	Therapy	

3.1	Positive		
	

Theme	4:	Therapist	Traits	
4.1 Body language 

4.1.1 Physically relaxed  
4.1.2 Facial expressions 

4.2 Behaviors 
4.2.1 Note taking-Showed importance 
4.2.2 Spoke on their level 

4.3 Personality 
4.3.1 Joining  
4.3.2 Relatable 
4.3.3 Approachable 

	
Theme	5:	Lessons	Learned	

5.1 Positivity 
5.2 Parenting skills 

5.2.1 Suggestions 
5.3 Relationship building 

5.3.1 Refocus on marriage 
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Appendix	T:	Themes for Cross-Case Analysis: Interview 2 
	
Theme	1:	Role	of	the	Therapist	

1.1 Mediator 
1.2 Encourager  
1.3 Suggestion provider  

	
Theme	2:	Perspectives	on	Therapy	

2.1	Useful	
2.2	Positive		
2.3	Encourage	others		

	
Theme	3:	Miracle	Question	

3.1 Non-beneficial  
3.2 Beneficial 
3.3 Recommendations 

	
Theme	4:	Future	Recommendations		

4.1 Structure of therapy 
4.2 Therapist personality traits  
 

Theme	5:	Lessons	Learned	
5.1 Relationship building 
5.2 Parenting strategies  
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Appendix	U:	Themes for Cross-Case Analysis: Interview 3 
	
Theme	1:	Role	of	the	Therapist	

1.4 Complimentor 
1.5 Suggestion Provider 
1.6 Accountable  

 
Theme	2:	Communication	

2.4 Reflection on past sessions 
	
Theme	3:	Perspectives	on	Therapy		

3.1 Positive 
3.1.1 “Enjoyed it” 
3.1.2 “Reaffirming” 
3.1.3 “Particularly helpful” 

	
Theme	4:	How	the	Couple’s	Lives	Changed	

4.1 Parent-child changes  
4.1.1 Confidence level 
4.1.2 Parenting changes 

4.2 Couple changes  
4.2.1 Built trust  
4.2.2 Improved marital relationship 
4.2.3 Couple connectedness   

 


