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il
Abstract

The purpose of this study was to explore how counselling teams draw on narrative
therapy during intersession break consultations in walk-in counselling. Walk-in counselling is a
form of single-session therapy (SST) that allows an individual, couple, or family to meet with a
counsellor on a drop-in basis. Walk-in counselling clinics are becoming increasingly popular in
Canada and globally, with a particularly high number operating in Ontario. Sessions in walk-in
counselling typically involve a break partway through, during which the counsellor meets with a
team of colleagues for a brief consultation; this is referred to as the “intersession break”.
Narrative therapy is a postmodern therapeutic approach commonly used in walk-in counselling.

Data collection occurred at two Ontarian walk-in counselling clinics and involved
recording and transcribing a total of six intersession break consultations. Transcripts were
examined using discourse analysis as a methodological approach. My analysis process identified
four conversational practices counselling teams engaged in that drew on various aspects of
narrative therapy theory. These practices are as follows: (a) counsellors engaging in
externalization, (b) counsellors orienting to possible alternative narratives, (c) counsellors
centring the person visiting the clinic, and (d) counsellors demonstrating tentativeness. This
research is most directly relevant to counsellors working in walk-in counselling clinics and
agencies offering SST involving intersession breaks. For mental health practitioners interested in
postmodern therapeutic approaches, it provides a detailed account of how narrative therapy is
being applied within a particular context. Finally, it may be of interest to people accessing walk-

in counselling services who are curious about intersession break processes.
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Chapter 1: Introduction

In the institution of psychology, the recent reevaluation of the expert-oriented
stance has generated an exhilarating range of ideas for approaching practice
with an openness to mutual exploration and discovery. There is a make-it-up-
together spirit, a shift from imposing to composing, accompanied by a
rejuvenated vocabulary of coconstructed meaning and dialogic mutuality. (Paré¢ &

Larner, 2004a, p. 1)

During my undergraduate degree in psychology, I had become well acquainted with the
“expert-oriented stance” referred to by Paré¢ and Larner (2004a). I had encountered it in
psychopathology and abnormal psychology courses, which employed authoritative texts such as
the Diagnostic and Statistical Manual of Mental Disorders (DSM) to categorize and plan
treatment for those in distress. It was present in textbooks and research classes that privileged
experimental designs and in historical overviews that portrayed psychology as an ever-
progressing, empirically-legitimated discipline. The message being that through adequate
engagement with the “institution of psychology”, students would acquire the expertise that
would qualify them to pursue clinical and/or research careers in the field.

While I had enjoyed my classes and appreciated the scientific method, I emerged from
my undergrad questioning the foundations of psychological “expertise.” Discussions with
professors and extracurricular reading (e.g. Khoury et al., 2014; Moser & Kleinplatz, 2005) had
given me doubts about the validity and ethics of the DSM. Reports indicating low reproducibility
of findings (Open Science Collaboration, 2015) and providing evidence of publication bias
(Franco et al., 2014) called into question what was printed in my collection of textbooks. Perhaps

what I struggled with most was the notion of researchers as objective observers of phenomena



and counsellors as “scientist-practitioners” who emphasize nomothetic findings in their
interactions with those seeking their services. At the time, I used words like “subjective”,
“qualitative”, and “phenomenological” to make sense of my research interests.

In my search for a graduate program and thesis supervisor, I came across the work of
David Paré. His writings introduced me to the concept of postmodern therapy, which “downplays
formal categorization of such things as developmental stages or mental disorders, and
emphasizes processes of mutual meaning-making and collaborative relationship” (Paré & Larner,
2004b, p. 260). Literature associated with postmodern therapy offered ways of conceptualizing
and engaging in therapeutic conversations that resonated with me and sparked my desire to do
research in this area. When I met with David to discuss my interests, he spoke enthusiastically
about an emerging form of service delivery strongly influenced by postmodern therapeutic
approaches: walk-in counselling.

A growing number of mental health agencies in Canada and around the world have begun
providing near-immediate access to therapy through walk-in counselling clinics (Hymmen et al.,
2013; Slive & Bobele, 2012). These clinics operate at specified hours each week, allowing an
individual, couple, or family to meet with a counsellor on a drop-in basis without the usual intake
process and waiting period associated with mental health services (Slive & Bobele, 2012). Walk-
in counselling is a type of single-session therapy (SST), a term that refers to therapeutic

encounters that intentionally occur on a single occasion with the goal of addressing a person’s!

1 Consistent with much of the literature on postmodern therapeutic approaches, and in particular
the narrative therapists whose work is central to my research (e.g. Freedman & Combs, 1996;
White & Epston, 1990), I will refer to those seeking services as “people” rather than “clients”.
The latter term will, however, show up in quotations and in the study documents included as
appendices.



immediate concerns (Slive, 2008). In SST, counsellors seek to establish a collaborative
relationship that engages a person’s strengths and resources (Campbell, 2012; Hoyt & Talmon,
2014), rather than “looking for root problems or underlying pathology” (Miller & Slive, 2004, p.
98). Gee et al. (2015) assert that, while not a replacement for ongoing counselling or support
services, SST “should be seen as a valid component on a continuum of mental health care” (p.
124).

My interest in walk-in counselling was further strengthened by opportunities early on in
the development of my research topic to observe walk-in counselling teams in action. Teams are
made up of several counsellors and a clinical supervisor who work closely with one another to
serve people visiting the clinic during its hours of operation. While counsellors meet with people
on their own, or sometimes in pairs, they typically consult with their team before, partway
through, and following each session (Bhanot-Malhotra et al., 2010; Tam & Bloom, 2015). In
learning about the walk-in counselling process, it was the consultation partway through sessions,
often called the “intersession break™ (Slive et al., 2008), that most captured my curiosity. Not
only had I never heard of this occurring in counselling before, but I also found the idea of being
able to confer with colleagues during a time-limited session reassuring. Sitting in with
counselling teams allowed me to experience firsthand the role that intersession breaks play in
walk-in counselling and to hear from counsellors how useful breaks are in supporting their work.

Although the literature on walk-in counselling identifies intersession breaks as an integral
part of the process and describes the clinical use of breaks (e.g. Harper-Jaques et al., 2008; Hoyt
et al., 2018; Slive & Bobele, 2014), I was unable to locate empirical research on the topic. Based

on what I had heard from counsellors, my experience witnessing walk-in counselling teams, and



my difficulty locating empirical literature on the topic, I decided to focus my thesis research on
intersession breaks in walk-in counselling. In particular, I wanted to explore how narrative
therapy is used in intersession break consultations.

Narrative therapy (Freedman & Combs, 1996; White & Epston, 1990) is a postmodern
therapeutic approach emphasized in contemporary walk-in counselling work (Campbell, 2012;
Hoyt et al., 2018), including in the Ontarian context where my research took place (Bhanot-
Malhotra et al., 2010; Young, 2018). From the perspective of narrative therapy, people make
sense of their lives through stories: they link experiences across time so as to create a “coherent
account of themselves and the world around them” (White & Epston, 1990, p. 10). The
sociocultural contexts in which people exist privilege certain ways of making sense of
experience over others so that not all stories are equally accessible (Freedman & Combs, 1996).
Problems arise when the narratives through which people understand themselves and their world
become “problem-saturated,” limiting, and dissatisfying (White & Epston, 1990). Counselling
provides an opportunity to deconstruct problem-saturated stories and co-create ones that are
richer, more nuanced, and that open up new possibilities in people’s lives (Freedman & Combs,
1996; White & Epston, 1990).

The purpose of my thesis research was to consider how counselling teams draw on
narrative therapy during intersession break consultations in walk-in counselling clinics. Data
collection occurred at two Ontarian walk-in counselling clinics and involved recording a total of
six intersession break consultations, which were transcribed and analyzed using a discourse
analysis methodology. The Methodology chapter will discuss “discourse” in more detail, but it

can generally be understood as a set of related statements, ideas, beliefs, metaphors, images,



practices, and so on that “construct an object in a particular way” (Burr, 2003, p. 202). For my
analysis, narrative therapy theory was conceptualized as a discourse composed of a worldview
and practices that construct therapeutic processes in particular ways. The specific question

guiding my research was: How do counselling teams draw from narrative therapy discourse in
constructing their conversational practices during intersession breaks in walk-in counselling?

Avdi and Georgaca (2007) suggest that the “careful examination of therapists’ talk” (p.
167) present in discourse analytic studies has a great deal of clinical utility. The results of this
study may be useful to counsellors working in walk-in counselling as well as for agencies
offering SST involving intersession breaks. For counsellors interested in postmodern therapeutic
approaches, the research offers a detailed account of how narrative therapy is being applied in
situ within a particular context. By opening counsellors’ practices up to examination and critique,
the study also encourages critical reflection, which helps counsellors “make deliberate choices
informed by judgment [and] to stay truer to an ethic of care” (Paré, 2013, p. 276). Finally, people
accessing walk-in counselling clinics who are curious about intersession break processes may be
interested in the research.

The intention of this introductory chapter was to provide an overview of key concepts,
introduce the study’s purpose and research question, and suggest possible contributions to the
field of counselling while also situating my interest in the topic. Chapter 2 will review relevant
literature; Chapter 3 will describe my interpretive framework; Chapter 4 will detail the study’s
methodology; Chapter 5 will present the results of the study; and Chapter 6 will provide a

discussion of the results and offer concluding remarks.



Chapter 2: Literature Review

This chapter will delve into the clinical and empirical literature relevant to the central
topics of this research: walk-in counselling, narrative therapy, and intersession break
consultations.
Walk-In Counselling

The Walk-in Counseling Center in Minneapolis, which opened in 1969, is often cited as
the first walk-in counselling clinic in North America (Slive & Bobele, 2012), with Calgary’s
Eastside Family Centre being the first Canadian agency to offer such a service beginning in 1990
(Slive et al., 1995). The stated goal of these clinics, both of which continue to operate today, is to
provide accessible, affordable, and quality therapy in the communities they serve (Miller &
Slive, 2004; Schoener, 2011). As mental health agencies navigate increasing demands with
limited resources and contend with lengthy waitlists, a growing number have implemented walk-
in counselling clinics to ensure timely support is available for people (Reid & Brown, 2008; Tam
& Bloom, 2015). Currently, there are approximately 80 walk-in counselling clinics in Ontario
alone (Young & Jebreen, 2019). In addition to Canada and the United States, walk-in counselling
clinics are operating in Australia, England, Ireland, Mexico, Jamaica, Israel, Zimbabwe, China,
and elsewhere (Miller, 2014; Platt & Mondellini, 2014; Slive & Bobele, 2011).

As mentioned in the introduction, walk-in counselling is a type of single-session therapy
(SST), which can be understood as a service delivery model that seeks to be as helpful as
possible within the context of a single therapeutic encounter (Gee et al., 2015; Miller, 2008). SST
is closely associated with the brief therapy movement, which refers to a psychotherapeutic

tradition emerging in the second half of the twentieth century that seeks “a paradigm shift from



traditional psychotherapy’s claim to knowledge, therapist expertise, and interventive practices to
a solution orientation that is ... dedicat[ed] to client knowledge, client expertise, client
competence, and client agency” (Thomas & Nelson, 2007, p. 22).

SST is not considered an abridged version of long-term therapy (Duval et al., 2012), but
rather an approach that adopts “certain assumptions and views [that] create the likelihood of
briefer courses of therapy” (O’Hanlon, 1990, p. 83). These assumptions, while articulated in
varying ways depending on the work, emphasize collaboration, empowerment of those seeking
services, pragmatism, and the inevitability of change (Budman & Gurman, 1983; Duval et al.,
2012; Thomas & Nelson, 2007). Brief therapeutic assumptions are evident in Hoyt and Talmon’s
(2014) guidelines for practicing SST, which include: “expect change”; “view each encounter as a
whole, complete in itself”; “develop an alliance by co-creating, with the client, obtainable
treatment goals”; and “emphasize abilities and strengths rather than pathology” (p. 4).

Agencies offering SST typically adopt an “open-door” policy: people are welcome to
return for SST should they so desire, albeit with the understanding that each visit will be treated
as a discrete therapeutic encounter and will likely take place with a different counsellor
(Campbell, 1999; Stalker et al., 2012; Tam & Bloom, 2015). SST, therefore, gets its name not
from an expectation that people will have only one session, but from approaching each session as
a “whole therapy” that has the potential to be helpful to people in meaningful ways (Harper-
Jaques & Foucault, 2014; Young & Rycroft, 2012). Reflecting on 25 years of practicing SST,

Talmon (2012) states, “I have never tried to convince clients that all they need is one session. ...

I see each session as complete in itself. This approach enables me to allow room for the full



potential of that session, and to allow the client and the outcome to dictate what may come
next” (p. 13).
Process

Although there is some variation between clinics, walk-in counselling typically follows a
similar sequence, which is described throughout the literature (e.g. Bhanot-Malhotra et al., 2010;
Slive et al., 2008; Young et al., 2008). Upon entering the clinic, people are greeted by reception
and asked to complete intake forms including a questionnaire related to their presenting
concern(s), coping strategies, and session goals. A person’s file is then given to the walk-in
counselling team, which is made up of a varying number of mental health practitioners and may
include social workers, professional counsellors, psychologists, and student interns (Bhanot-
Malhotra et al., 2010; Miller, 2008). For the sake of simplicity, I will refer to these practitioners
as counsellors2.

When the team receives a person’s file, they decide which counsellor will meet with the
person and engage in a brief pre-session discussion to prepare the assigned counsellor. The
person and their assigned counsellor then meet for the first portion of their session. Partway
through, the counsellor leaves to engage in an intersession break consultation with the
counselling team, which lasts approximately 15 minutes but could be shorter or longer depending
on the counsellor’s needs and the busyness of the clinic (Bhanot-Malhotra et al., 2010). As
intersession breaks are central to this research, they will be discussed in detail later in the

literature review. Informed by what was generated during the break, the assigned counsellor

2 The term “therapist” is used by many of the sources I will be drawing from; for my purposes, I
consider the terms “counsellor” and “therapist” interchangeable. Ditto for “counselling” and
“therapy”.



returns to conclude their session. After which, they may engage in a short post-session debrief
with the counselling team. In some clinics, counsellors complete a “Summary Report” that
provides a summarized account of what occurred in the session, a copy of which is given to the
person to take with them (Young et al., 2008).

The duration of walk-in sessions differs between clinics with some offering 50-minute
sessions (Slive et al., 2008) and others 90-minute sessions (Young et al., 2008), including the
intersession break. However, sessions seek to be responsive to the people’s needs and, especially
in cases of high distress or immediate crisis, these session lengths need not be strictly adhered to
(Slive & Bobele, 2014). People are typically asked to complete a questionnaire evaluating the
services they received and indicating whether the session adequately met their needs (Bhanot-
Malhotra et al., 2010; Slive et al., 2008).

Therapeutic Approaches

While a variety of therapeutic approaches and practices are used in walk-in counselling,
reflecting the pragmatism of SST, collaborative approaches that foreground a person’s agenda
and orient to strengths and possibilities are highlighted as particularly well suited to this context
(Harper-Jaques & Foucault, 2014; Slive & Bobele, 2012; Young et al., 2008). Narrative therapy,
solution-focused therapy, and cognitive behavioural therapy are the therapeutic approaches most
frequently referenced in the literature on walk-in counselling clinics (Bhanot-Malhotra et al.,
2010; Campbell, 2012; Harper-Jaques & Foucault, 2014; Hoyt et al., 2018; Stalker et al., 2012;

Young et al., 2008).
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Research on Walk-In Counselling

The empirical literature on walk-in counselling has been expanding in recent years, with
the majority of studies being conducted in Canada (Tam & Bloom, 2015). My review of this
literature will be organized into findings on satisfaction with services and clinical outcomes.

Satisfaction With Services. Miller (2008) reports that of 403 people who completed a
post-session satisfaction questionnaire, 82% indicated that they were either “satisfied” or “very
satisfied” with their walk-in session at the Eastside Family Centre in Calgary. 16% of people
reported being “neutral,” 2% selected “dissatisfied”, and no one reported being “very
dissatisfied.” When asked to comment on the strengths of the service, 25% identified the
immediate accessibility of the clinic as one of its greatest strengths. Other responses included
“having someone who will listen” and discussing therapist attributes such as a caring attitude. In
terms of recommended changes, 50 (12%) people offered suggestions, which included offering
ongoing counselling with the same therapist and increasing the length of sessions.

Harper-Jaques and Foucault (2014) assessed satisfaction with services at the South
Calgary Centre Mental Health Walk-In directly post-session and one month later. 93% of people
reported general satisfaction with the service directly following their session, with an average
score of 18/20 on access and office procedures, 23.4/25 on manner and skill of the counsellor,
and 29.6/35 on perceived outcome. There were no significant differences between these figures
and those reported when researchers followed up with people one month following their session.
Additionally, 44% of people reported that one session had been sufficient in addressing their

concerns.
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One important limitation that must be taken into account when considering the findings
of Miller (2008) and Harper-Jaques and Foucault (2014) is response rate and potential for
participation bias. Only 23% of people asked to participate in Miller (2008) completed a
questionnaire and 32% of those invited to participate in Harper-Jaques and Foucault (2014)
completed the study. Miller also discusses the possibility that people may downplay negative
feedback in satisfaction studies for fear it could impact future services from a caregiver. While
clearly communicating confidentiality procedures and reassuring people that their responses will
have no impact on the services they receive could lessen the possibility of this occurring, neither
study is explicit in addressing this concern.

Stalker et al. (2016) conducted a mixed-methods study comparing walk-in counselling
and traditional counselling involving a waitlist within the Ontario context. In the qualitative
phase, phone interviews were conducted with 48 people who had accessed services and analyzed
thematically; findings were reported in detail in Cait et al. (2017). The authors suggest that
qualitative data enable a more nuanced understanding of quantitative findings and state that
“participant histories and experiences provide explanations for why and how clients consider a
service delivery model useful” (Cait et al., 2017, p. 626). Cait at al. identify three interconnected
themes that impacted a person’s experience with walk-in and traditional counselling:
accessibility, meaning of service, and readiness for service.

The importance of accessibility for one person who had visited the walk-in is evident in
her assertion that “if I couldn’t have gotten in when I needed help I would have been

overwhelmed and probably been at the point of self-harm” (Cait et al., 2017, p. 619). A person
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who waited 12 weeks for traditional counselling describes how she got through this period and
expresses concern for those without similar supports:
It was frustrating and it was uh, quite a long wait period for sure ... I guess the way I got
through was that I knew before I called that there was going to be a wait period. I didn’t
know that the first time I went into it. I guess I had to mentally prepare ahead of time to
just try to tough it out until I could get in there. And if I was maybe an individual that
didn’t have an amazing family and group of friends to support me then it could have been
a much harder struggle and I think other people might — could get into a dangerous
position in their lives, very vulnerable without support for that amount of time. (Cait et
al., 2017, p. 620)
The authors highlight the importance of people being able to access services when they are
motivated to do so. One participant stated, “it was nice when you have these things on your mind
you kind of want to get it off right away ... so it was nice to have somebody there that day” (Cait
et al., 2017, p. 619). A person seeking services for her daughter who was placed on the traditional
counselling waitlist described how by the time an appointment was available, her daughter was
no longer willing to attend: “she was in the mindset to go [when she made the call] and probably
if we had been able to get an appointment that week, yes it probably would have made a
difference because she was going to go” (Cait et al., 2017, p. 626).
In Cait et al. (2017), some people reported finding the walk-in model appealing precisely
because of its single session structure. This included a woman who had felt stigmatized by her
engagement with the mental health system throughout her life and another woman who found it

difficult to leave the house, both of whom did not want ongoing counselling. Others reported
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being disappointed with their walk-in session and wanting something more, as one person put it,
“I just came out from there not being clear of what I needed to do after because um, my
understanding was that the walk-in clinic wouldn’t see you on an ongoing basis” (Cait et al.,
2017, p. 621). A person receiving traditional counselling described how important it was that she
have access to a familiar counsellor in an ongoing way:

I think that’s part of the reason my anxiety was relieved was that I knew that [ was going

to speak with her. I knew I was going to be very comfortable with her. I knew we could

probably carry on from where we left off in a way ... I just have had a fantastic rapport

with her. (Cait et al., 2017, pp. 623-624)

Cait et al. (2017) reflect on the “multidimensional and complex story” presented by participant
experiences and conclude that “health care systems and mental health agencies need to provide
access to both types of counselling in a timely way” (p. 628).

Clinical Outcomes. Studies on walk-in counselling have used a variety of measures to
assess clinical outcomes. Harper-Jaques and Foucault (2014) employed a Distress Thermometer,
Snyder State Hope Scale, and Problem Evaluation Summary, which were administered to
participants pre-session, post-session, and one month following their session. The authors report
a significant decrease in distress between pre-session and post-session and again between post-
session and one month follow-up, with a large effect size in the former and a small effect size in
the latter. The Snyder State Hope Scale measures hope on two subscales: pathways (ideas and
solutions) and agency (knowing how to implement pathways). Results indicate a significant
increase in both subscales over time, with moderate to large effect sizes. Participants also

reported significantly lower problem severity and significantly higher coping on the Problem
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Evaluation Summary one month following their session, with large effect sizes in both cases.
Finally, a hierarchical multiple-regression analysis was conducted to determine which variables
best predicted a decrease in problem severity at the one-month follow up. They found these
variables to be pathways (ideas and solutions) at post-session and both distress and coping at one
month follow up, which together explained 55% of variance in problem severity. The authors
conclude, “if clients are able to obtain new perspectives and solutions for their presenting
problem in the session, they are likely to experience greater coping, further decrease their
distress level, and report a decrease in problem severity 1-month post-intervention” (Harper-
Jaques & Foucault, 2014, p. 45).

The investigation by Harper-Jaques and Foucault (2014) is limited by the potential for
participation bias, which was discussed in the previous section, as well as by its lack of
comparison group. Furthermore, while the authors present a strong argument for the reliability
and validity of the Snyder State Hope Scale and Problem Evaluation Summary, they make no
such case for the Distress Thermometer, which was developed for use with oncology patients and
has not, to their knowledge, been evaluated within the mental health context.

Barwick et al. (2013) examined the psychosocial adjustment of children and youth using
a standardized measure called the Brief Child and Family Phone Interview (BCFPI). It includes
the following subscales: Internalizing Behaviour, Externalizing Behaviour, Impact on Child
Functioning, Impact on Family Functioning, and Total Mental Health Problems. Prior to their
session or intake appointment, people who accessed walk-in counselling scored higher (i.e. more
severe) than people who engaged in traditional counselling on all subscales; however, these

differences were not statistically significant. Two weeks following their session/intake
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appointment, those who had accessed a walk-in counselling clinic scored significantly lower on
Internalizing Behaviours and Total Mental Health Problems. At the three-month follow-up, these
participants scored significantly lower than the comparison group on all subscales. Furthermore,
while the scores of people who had visited a walk-in counselling clinic decreased on all
subscales from the two-week interview to the three-month interview, people in the traditional
counselling group saw an increase in terms of Internalizing Behaviours, Impact on Child
Functioning, and Impact on Family Functioning, which the authors refer to as “slippage”.

Stalker et al. (2016) assessed psychological distress using the General Health
Questionnaire-12 (GHQ-12), a standardized measure with demonstrated reliability and validity
within mental health settings. A score of 0 to 13 on the GHQ-12 is considered within the “normal
range” of distress while those from 14 to 36 indicate “clinical severity.” Baseline data collection
occurred for people accessing walk-in counselling prior to their session and for the comparison
group, who were recruited from an agency offering traditional counselling involving a waitlist, at
the time they contacted the agency for services. The GHQ-12 was administered by researchers
over the phone four and ten weeks following baseline. Similar to Barwick et al. (2013), people
who visited the walk-in clinic demonstrated higher baseline levels of distress than the
comparison group, although both groups fell within the range of clinical severity. Using
hierarchical linear modelling, the authors infer that participants in the walk-in counselling group
moved from clinical to non-clinical range on average five weeks following their walk-in session
while those in the comparison group would not make this transition until ten weeks following

baseline, at which point both groups had similar scores. In other words, the rates of improvement
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for participants who accessed walk-in counselling were significantly greater than the comparison
group in the first few weeks following their session.

Barwick et al. (2013) and Stalker et al. (2016) avoid some of the methodological issues
present in Harper-Jaques and Foucault (2014) by employing standardized measures and
comparison groups. However, both discuss challenges in recruiting participants for their
comparison groups and identify differential participation rates between groups as a limitation. In
Barwick et al., 74% (n = 112) of participants who accessed walk-in counselling and were invited
to participate in the study agreed to, while 38% (n = 60) of those invited to be part of the
comparison group agreed to participate. These figures are 42% (n = 307) and 28% (n = 151),
respectively, in Stalker et al. Other limitations include attrition and potential for participation
bias, which have been previously discussed.

Furthermore, neither Barwick et al. (2013) nor Stalker et al. (2016) include details on the
services received by the comparison group, such as how many people were still waiting for an
initial session at the various points of data collection or, for those that had begun therapy, how
long they had waited and how many sessions they had received. This information would be
useful when interpreting the differences in clinical outcomes between participants who accessed
walk-in counselling and those in the comparison group as well as being useful when comparing
different studies. For example, Barwick et al. reported worsening scores on a number of BCFPI
subscales between the two-week and three-month interview for people in the comparison group
while Stalker et al. found that by ten weeks post-baseline, both groups demonstrated equivalent
improvement on the GHQ-12. Stalker et al. mention that the agency from which they drew their

comparison group has a significantly lower wait time, 4-8 weeks on average, than other agencies
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of its kind because it limits the number of intake appointments offered. Assuming that
participants in the comparison group in Barwick et al. would wait longer than 4-8 weeks to begin
therapy, this could help explain why they experienced “slippage" while those in Stalker et al. did
not; however, the data needed to support this interpretation are not available.

Keeping in mind their limitations, Barwick et al. (2013) and Stalker et al. (2016) provide
evidence for the effectiveness of walk-in counselling. Their findings are consistent with those
reported in studies such as Harper-Jaques and Foucault (2014) and in reviews such as Tam and
Bloom (2015) and Hymmen et al. (2013). Considered alongside findings on service satisfaction,
it appears that there is empirical support for including walk-in counselling within a continuum of
mental health services. Such an inclusion gives people more agency in terms of how and when
they access services while reducing waiting times for those who prefer ongoing therapy (Cait et
al., 2017).

In addition to the empirical findings discussed in this section, Campbell (2012) makes an
important point related to walk-in counselling services that have been operating for decades:
“There is obviously considerable organisational and experiential evidence that these services
work. The longevity and dynamic health of the services described speak for themselves and are
very encouraging” (p. 23). This fits with Duval et al.’s (2012) suggestion that when considering
the utility of a therapeutic modality, it is important to put “an equal weighting on evidence from
rigorous research, therapist expertise, and client and family perspective” (p. 13).

Narrative Therapy
Narrative therapy originated in the collaboration between social workers Michael White

and David Epston and their colleagues in the 1980s (Chamberlain, 2012; Tarragona, 2008). As
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narrative therapy theory is central to my interpretive framework, relevant theoretical literature
will be examined in the subsequent chapter. While its roots are in the field of family therapy,
narrative therapy has become a widely adopted approach in a variety of contexts; Chang and
Nylund (2013) remark that “in the last two decades, applications of narrative therapy to specific
problems, populations, and modalities have proliferated” (p. 75).

Some specific concerns3 being addressed by narrative therapy identified in the literature
include anxiety, depression, anorexia/bulimia, psychosis, violence, substance use, trauma,
relationship challenges, grief, learning difficulties, and bedwetting (Chamberlain, 2012; Chang &
Nylund, 2013; Tarragona, 2008; Vromans & Schweitzer, 2011). Narrative therapy is being used
in work with individuals, couples, families, and groups (Chamberlain, 2012; Chang & Nylund,
2013) and is recognized as well-suited to brief therapeutic contexts, including SST (Cooper,
2013; Young, 2018). Chamberlain highlights narrative therapy’s relevance to social justice and
activism, stating that “within the literature of the field, and in the practices of narrative therapists,
a wide range of social and political issues are being examined” (p. 119). These issues include
racism, sexism, heteronormativity, transphobia, ableism, and poverty (Chamberlain, 2012;
Nylund & Temple, 2018).

Research on Narrative Therapy
As will be detailed in the Interpretive Framework chapter, the philosophical assumptions

of narrative therapy are at odds with research paradigms that understand knowledge as the

3 It is important to acknowledge that what follows are clinical categorizations that may not align
with the way a person themself would characterize their concern. As will be addressed in the
Narrative Therapy Theory section in the next chapter, a key element of the approach involves
therapists privileging a person’s understandings rather than reinforcing what is known as “expert
knowledge” (White & Epston, 1990).
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uncovering of objective reality through adherence to rigorous scientific methods, an
epistemological position known as “positivism” (Tarragona, 2008). White and Epston (1990)
state:
We become wary of situating our practices in those “truth” discourses of the professional
disciplines, those discourses that propose and assert objective reality accounts of the
human condition. ... It is the isolation of these knowledges from knowledges at large, as
well as their establishment in the hierarchy of scientificity, that endows them with their

power. ... We challenge the scientism of the human sciences. (pp. 28-29)

As such, research on narrative therapy tends to favour qualitative methodologies that view
knowledge creation as an interpretive process, that attend to sociocultural context, and that yield
“thick description” of phenomena (Busch et al., 2011; Gardner & Poole, 2009; Strong & Gale,
2013). Ethnographic studies, case studies, discourse analysis, and conversational analysis are
common approaches for investigating narrative therapy (Gardner & Poole, 2009).

O’Connor et al. (1997) adopted an ethnographic approach to explore the experiences of
eight families participating in narrative therapy in a university hospital outpatient clinic. The
authors discuss families’ experiences around six themes, including aspects of therapy that people
found helpful and unhelpful. In terms of helpful aspects, people reported feeling “listened to,
acknowledged, and not blamed, and [that they] were respected by the therapist and
team” (O’Connor et al., 1997, p. 489). Reflections related to unhelpful aspects of therapy
included “slow process” and “some of the feedback was not helpful” (O’Connor et al., 1997, p.
490). O’Connor et al. (1997) suggest that their findings “support the view that narrative therapy

provides an excellent context for the ideas and practices that empower personal agency in family
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members” (p. 490). The following is an example of a participant reflection related to personal
agency:

No one on the team is giving the answers to my problems. I am answering my own

questions and the therapist is helping me to do that. I am basically doing my own work

and figuring out things for myself through talking to my therapist. (O’Connor et al., 1997

p. 487)

Kogan and Gale (1997) and Muntigl (2004) adopted variations of discourse analysis to
examine talk during therapy sessions. Kogan and Gale considered how an established narrative
therapist enacted a “decentering agenda” through a variety of conversational practices, including
“matching/self-disclosure” and “expansion questions”, within a couples therapy session. Muntigl
(2004) examined six therapy sessions involving the same narrative therapist and couple,
concluding that by the final session, the couple was “able to deploy meanings that [had] been
generated throughout therapy, in order to produce narratives of self agency” (p. 109). Busch
(2007) considered “the changes in clients’ discourses and positionings” (p. 9) by analyzing six
narrative therapy case studies, finding that in all but one of the studies, “transformations of
discourse and subject positions were evident ... indicating a change in the clients’ meaning of
their personhood from pathology to growth, from subordination to health expert, to autonomous
person” (p. 19).

There have also been efforts to establish the effectiveness of narrative therapy
within the positivist paradigm. This is motivated in part by the empirically-supported treatment
(EST) and evidence-based practice in psychology (EBPP) movements, which legitimize

therapeutic approaches according to the status of their empirical evidence (Busch et al., 2011).
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Some researchers (e.g. Epston et al., 2012; Vromans & Schwitzer, 2011) suggest that it is
possible to adapt positivistic research designs to study narrative therapy in ways that do not
undermine the approach and assert that this type of research is necessary for narrative therapy to
“have a voice at the table” (Epston et al., 2012, p. 77). In their review of the empirical literature
on narrative therapy, Chenail et al. (2012) assert that while they found no randomized controlled
trials, the outcome studies examined (e.g. Mehl-Madrona, 2007; Vromans & Schweitzer, 2011)
“support the effectiveness of narrative therapy to treat a variety of presenting problems and
disorders across different populations and contexts” (p. 233). Addressing the limited
experimental support for narrative therapy, Vromans and Schweitzer (2011) offer the following:
“Characterized by a movement away from universal laws and the absolute and toward
multiplicity and relativism, narrative approaches are less easily operationalized and, therefore,
less easily subjected to empirical evaluation” (p. 4).
Narrative Therapy and Walk-In Counselling

As previously discussed, narrative therapy is a commonly used therapeutic approach
within walk-in counselling sessions (Bhanot-Malhotra et al., 2010; Campbell, 2012; Hoyt et al.,
2018; Young, 2018). Social worker Karen Young, who operates an Ontario-based training centre
for the implementation of narrative therapy within brief therapeutic settings, refers throughout
her writing to the “fit” between narrative therapy and walk-in counselling (Young, 2011, 2018).
She offers the following elaboration:

Narrative therapy offers a clear philosophy and practice for creating an impactful, novel,

and useful conversation in every session. Brief therapeutic encounters shaped by

narrative therapy can shift how people view problems and themselves, expanding and
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changing stories, making it possible for people to see ways forward in their lives. People
are invited to see themselves as knowledgeable about their own lives, and as having
many skills, abilities, beliefs, values, and commitments that will assist them to reduce
the influence of problems in their lives. People consistently report experiencing brief
narrative practices as meaningful and useful, and often report that “aha” moments in
brief narrative sessions ripple forward in their lives, creating lasting change. (Young,
2018, p. 62)
Narrative therapy philosophy and practices will be detailed in the Interpretive Framework
section; here, I will focus on empirical literature.
Research on Narrative Therapy and Walk-In Counselling
In the Research on Walk-In Counselling section, I examined findings related to
satisfaction with and clinical outcomes of walk-in counselling services and concluded that
current empirical literature supports the usefulness and effectiveness of walk-in counselling (i.e.
Barwick et al., 2013; Cait et al., 2017; Harper-Jacques & Foucault, 2014; Miller, 2008; Stalker et
al., 2016). The majority of these studies explicitly identify narrative therapy as one of the
theoretical approaches used by counsellors, however they also emphasize the theoretical
eclecticism of walk-in counselling work. As Cait et al. (2017) state, counsellors “tend to utilize
approaches based on postmodern, constructionist, narrative and systemic theories; however, no
one approach is seen as superior to another. ... [and] a pragmatic perspective is most
important” (p. 614). The findings discussed in the Research on Walk-In Counselling section are,

therefore, relevant but not specific to the use of narrative therapy within walk-in counselling.
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Young (2018) describes an evaluation project funded by the Ontario Centre of
Excellence for Child and Youth Mental Health that examined single-session and walk-in
counselling services offered by multiple organizations across Ontario. While a variety of
therapeutic approaches were utilized by counsellors, Young (2018) identifies “an over-arching
influence from brief narrative practices” (p. 67). 352 people completed surveys directly pre- and
post-session with 70 people also completing three-month post-session surveys; participation bias
and participant attrition are potential confounding variables. Findings highlighted by Young
include (a) approximately 80% of people reported having “aha moments” in session, (b) 86% of
people reported using ideas/strategies from the session, and (c) average three-month post-session
scores were improved for every outcome measured, including that people perceived problem
severity to have decreased and their coping to have increased. Furthermore, the average score on
the Sessions Rating Scale, a standardized measure of therapeutic alliance, was 35.16 out of a
possible score of 40. Young (2018) states that these results “suggest that a strong therapeutic
alliance is possible during brief services” (p. 68) and expresses interest in future research that
would explore the connection between therapeutic alliance and clinical outcomes in SST.

Young and Cooper (2008) conducted research they refer to as “The Narrative Therapy
Re-Visiting Project”. People who had participated in SST, either through a walk-in clinic or by
appointment, with a counsellor adopting a narrative approach returned for a follow-up meeting in
which they viewed a video recording of their session. Participants were asked to pause the tape
and discuss any moment that stood out to them as significant or meaningful. The process was

facilitated by a research assistant and at no time was the original counsellor present. Participants’
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reflections were analyzed thematically and grouped into categories including “effects of the
posture”, “giving people back their words”, and “externalizing conversations”.

Considering the effects of a counsellor’s posture, Young and Cooper (2008) include the
following reflection from a participant elaborating on how he knew that the counsellor was
“actually listening”:

Sometimes I think counsellors or psychiatrists are pigeonholed by their own knowledge.
So their mind is just not open anymore, it’s like, “Oh yes, I’ve been taught that, I’ve
been taught this, and this is the way this goes and that is the way that goes,” and it’s like
they forget about everything else. She wasn’t doing that, and I think that was really
important. (pp. 74-75)
The category “giving people back their words” explored participants’ experiences of counsellors’
offering summaries of session content that included participants’ language. An 11-year old who
had engaged in a walk-in session with her mother remarked that “some of the stuff that
everybody said at the very beginning I didn’t quite remember. Then with her reviewing the stuff I
said, it just really helped me ‘cause it was in my brain more” (Young & Cooper, 2008, p. 75).
Finally, participants’ reflections related to externalizing4 conversations included the following:
That was a brilliant request, just brilliant, asking her [participant’s daughter] to put a face
on ADHD. ADHD all of a sudden had a face in my mind, and it didn’t look as bad as it

had felt to me before. I stopped seeing ADHD as some disease or some obscure hurdle

4 The practice of externalizing will be discussed in detail in the Interpretive Framework chapter.
It involves speaking about concerns in ways that separate the concern from the identity of the
person (White & Epston, 1990).



25

that had to be jumped . . . now all of a sudden it was helped brought down to size . . . and

I have felt differently about the ADHD since. (Young & Cooper, 2008, pp. 76-77).
Young and Cooper describe The Narrative Therapy Re-Visiting Project as “qualitative
coresearch” that emphasizes the knowledge of participants.

Utilizing the same recordings of SST as Young and Cooper (2008) — eight single sessions
of individual or family counselling by walk-in or appointment — Ramey et al. (2010) engaged in
research on therapeutic process. They considered the degree to which sessions demonstrated
elements of White’s (2007) “scaffolding conversations map”. The scaffolding conversations map,
which draws on the work of developmental psychologist Leo Vygotsky, is a framework for
mapping narrative therapy practices in which “the therapist provides scaffolding by asking
incremental questions that support movement from the known and familiar to what is possible to
know and do” (Ramey et al., 2010, p. 78). The map moves from what are considered “low-level
distancing tasks”, in which a person names and characterizes a problem or unique outcome?, to
“high-level distancing tasks” that involve planning actions aligned with newly developed
narratives (Ramey et al., 2010). Ramey et al. found that approximately 87% of utterances
corresponded to a level of the scaffolding conversations map, with nearly half of these being at
the level of naming and characterizing a problem or unique outcome. They also found that
conversations tended to proceed from lower- to higher-level distancing tasks over the course of
sessions. Ramsey et al. (2010) conclude that their findings suggest “White’s model of therapy is

observable and ... change occurred at the level of language over the session” (p. 74).

5 Unique outcomes are events or experiences that do not fit with a dominant, problem-saturated
story (Freedman & Combs, 1996; White, 2007); they will be discussed in the Interpretive
Framework chapter.
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Intersession Breaks

As previously mentioned, intersession breaks are identified throughout the literature as an
important part of walk-in counselling processes (Hoyt et al., 2018); discussing walk-in
counselling at the Eastside Family Centre in Calgary, Stewart et al. (2018) refer to intersession
breaks as “an essential part of the walk-in single-session approach” (p. 78). Harper-Jaques et al.
(2008) state that “the consultation process supports the delivery of a quality service to the client,
is a support for the therapist, and provides clients with more than one perspective on their issues”
(p. 44). The focus and structure of intersession breaks vary depending on the clinic and
counselling team. Breaks may involve reviewing peoples’ strengths and resources, developing
interventions, and providing learning opportunities for counsellors in training (Slive & Bobele,
2014; Stewart et al., 2018). While brief descriptions of the purposes and processes of walk-in
counselling intersession breaks were common in the literature, I was unable to locate empirical
literature on the topic.

The use of reflecting teams (Andersen, 1987) is common in intersession break
consultations (Hoyt et al., 2018). Reflecting team processes involve a team of counsellors who
observe an unfolding therapy session and then converse with one another regarding what they
have witnessed while the person observes. Associated with postmodern therapeutic traditions, the
broad purpose of reflecting teams is the elicitation of multiple perspectives (Andersen, 1987,
Freedman & Combs, 1996; Sparks et al., 2011). Reflecting team processes have also been
adapted to supervisory and consultation contexts in which a counsellor shares an account of their
work and team members reflect with one another based on this account (Paré, 2011, 2016). At

the walk-in counselling clinics where I collected my data, counselling teams drew on this form of
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reflecting team process: reflecting team members (RTMs) responded to the accounts provided by
a sharing counsellor (SC). Greater theoretical detail on reflecting teams as well as their use in
narrative therapy will be discussed in the Interpretive Framework chapter.
Research on Reflecting Teams

A number of authors have reviewed the empirical literature on reflecting teams (e.g.
Brownlee et al., 2009; Chang, 2010; Kleist, 1999; Willott et al., 2012). Similar to research on
narrative therapy, qualitative methodologies based in postmodern and social constructionist
philosophies predominate (Willott et al., 2012). Highlighted throughout the literature are findings
related to the usefulness of the multiple perspectives generated in reflecting teams, for both those
attending therapy and for counsellors in their work (Brownlee et al., 2009; Chang, 2010; Kleist,
1999; Willott et al., 2012). Discussing her experience of the reflecting team in a family therapy
session, one participant stated, “with the team we weren’t working with one person, we were
getting a mixture of ideas, like those members of that team would look at it from different points
of view, and those would be beneficial to us” (Mitchell et al., 2014, p. 247). Reichelt and Skjerve
(2013) conducted research on reflecting teams used in group supervision. They found that the
majority of supervisees and members of the reflecting team reported finding the approach useful,
commenting in particular on “the abundance of ideas and on the freedom to choose ideas you can
use, rather than striving for the ‘right’ solution” (Reichelt & Skjerve, 2013, p. 251).

Discussing what people find helpful and unhelpful during reflecting processes, Brownlee
et al. (2009) emphasize the importance of keeping the person’s agenda at the fore, of using
language that is easily understandable rather than professional terminology, and of orienting to

people’s strengths. The authors suggest that reflecting teams are most useful when they offer “a
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variety of comparisons, possibilities, and wondering rather than a certain direction or

outcome” (Brownlee et al., 2009, p. 144). “Spatial separation” is also identified in the literature
as a valuable element of reflecting processes (Chang, 2010; Willott et al., 2012). Spatial
separation refers to the intentional differentiation of members of the reflecting team from the
person and their counsellor. This separation may be created by the use of a one-way mirror or by
the reflecting team sitting at a distance in the same room, but what is important is that the team’s
reflections are shared in conversation with one another while the person and their counsellor
adopt a listening position. Chang (2010) reports how “clients found spatial separation that
prevented them from making an immediate verbal response to the team’s reflections allowed
them to process the team’s reflections” (p. 37).

Some challenges people reported in engaging in reflecting team processes included
becoming overwhelmed or disinterested when reflections were too numerous or not clearly
connected to the therapy session (Brownlee et al., 2009; Chang, 2010; Willott et al., 2012).
Sometimes the presence of the reflecting team elicited feelings of anxiety and discomfort
(Brownlee et al., 2009), although providing people with detailed explanations of reflecting team
processes and emphasizing that they are optional helped make people more comfortable (Chang,
2010). The potential to be overwhelmed within reflecting processes was also articulated by
counsellors in ethnographic research conducted by O’Connor et al. (2004) on narrative-informed
reflecting teams. The authors describe how “therapists experienced both the consulting/reflecting
teams and the process of co-construction as rich and helpful as well as being challenging and
overwhelming” (O’Connor et al., 2004, p. 35). Challenges expressed by supervisees in Reichelt

and Skjerve’s (2013) study included when reflections were perceived as “too long, tedious, or
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unstructured” (p. 251) or with “supervisors behaving as experts or being too dominant” (p. 251).

Chang (2010) highlights the importance of theoretical clarity:
Effective use of RTs [reflecting teams] in counselor education and supervision requires
that counselor educators and supervisors clarify their theoretical positions, communicate
this clearly to trainees, and encourage trainees’ theoretical development. ... For example,
given their theory of choice, what should trainees watch for from behind the mirror? For
instance, is the goal to locate evidence of a new story and circulate it, as a narrative
approach to RTs would suggest? (p. 39)

Based on their reviews of the literature, Brownlee et al. (2009), Chang (2010), Kleist
(1999), and Willott et al. (2012) conclude that there is empirical support for the clinical utility