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Introduction

· I have been a GP for over 25 years and was a GP trainer for ten years. I have always been interested in family therapy and its links with general practice. Around fourteen years ago I took a break from general practice to complete my own training in family therapy at the Tavistock Clinic. I became fascinated with the application of ideas and skills from family therapy to everyday primary care and  helped to set up a part-time training in systemic approaches to primary care.
· We found that the most useful approach to take on the course was to address not just family consultations and mental health problems but the whole range of GP work - including one-to-one consultations and physical illness, and also teamwork, management and training. We used a lot of ideas and skills from Milan family therapy. Increasingly we also drew on ideas from narrative studies, as many other family therapists have done. We were encouraged by the emergence of narrative-based medicine, which also drew on narrative studies - although it did so mostly in relation to research or literary studies, rather than in relation to training and the consultation. In time we realised that our own contribution completed a triangle with narrative studies and medicine at the base, and family therapy at the apex.
· In the early years we used a lot of role play and scripted exercises as well as group discussion and video review. However we realised that people coming on the courses had a huge need to bring cases to discuss. They didn’t necessarily want to discuss these in the way that happens in Balint groups, but to use the skills they had learned from us in interviewing each other about the cases. Perhaps more by accident that design, we found that our courses were offering an opportunity for people to give and receive a particular style of supervision to each other, and to learn to do this in a more rigorous way. 

· This coincided with a lot of external changes on the medical scene. People began to talk about the need for GPs to get and give supervision in the way that many other professions do. We started to find it was easier to get money to run the courses if we put the emphasis on supervision rather than on training for the consultation. To the outside world we could talk about raising professional standards and making sure these are monitored. Inside the classroom we could talk about paying attention to all the different narratives that people bring, and to the multiple contexts that give sense to these narratives. Although this might seem cynical, teaching people to be human on the one hand, and to be safe and effective in the other hand, are probably identical.

· Because of the shift in our emphasis we found ourselves drawn into the wider world of vocational training and continuing professional development for GPs. Since 2003, as well as working at the Tavistock and still doing some general practice, I have had a post at the London Deanery. I am working with a number of different colleagues, including Helen Halpern, who is a GP who came on one of the original courses and then went on to train as a family therapist. We have been able to develop a system of training in several stages or steps that has enabled us to reach large numbers of doctors across London, with the aim of eventually reaching all of them. 

· We now run a four tier system of training across the London Deanery and Tavistock Clinic. We run one day introductory trust-based trainings to hospital doctors and also central ones for a mixture of GPs and consultants. We also run longer trainings that take place over three days, with an interval of two weeks between each of the training days so that people can practise their skills and do homework: around 300 people have attended these courses so far including dentists, nurses and practice managers. We also still run a fortnightly course at the Tavistock but it is now based entirely on developing supervision skills and is open mainly to GP trainers. In addition we also now run a higher level course at the Tavistock aimed at producing teachers of supervision.
Why narrative? 
In all our work, one of our chief aims has been to introduce sophisticated ideas about narrative to ordinary working clinicians, in a way that is immediately useful without being too simplistic. 
We explain the basics as follows:

· The ‘narrative turn’ has affected many diverse field of learning, especially in the social sciences. It is a move away from interpreting people’s behaviour (i.e. ‘what is really going on here?’) to becoming curious about how people understand and describe their experiences. People using a narrative-based approach are not trying to dig deep, looking for the ‘underlying meaning’ concealed at the bottom of everything. Instead, they see reality more like a tapestry of language that is continually being woven. 

· A narrative approach is based on the idea that we are always continually making meaning, for ourselves and for others, by putting our experiences into the form of stories. Sometimes these stories are just brief fragments (eg ‘I fell over this morning’) and sometimes they are far more complex (‘I slept really badly last night because I was so worried about my job interview and on my into the building I was so distracted that I tripped over…’). However simple or complicated they are, they share many of the features of literature including plot, motive, character and so on. 

· These stories are never static and they never exist in isolation. They are in a constant state of evolution: they change each time we tell them, and according to who we are talking to. We continually create our realities in conversation with people around us. Families, societies and cultures are defined through their shared stories. In other words, our understanding of the world is always ‘dialogical’ in its origins and can be developed further through dialogue. However, some stories can get ‘stuck’ : they become repetitive, and stereotypical. Such stuck stories often contain elements of helplessness, or victimhood.

· These ideas can be very useful in medicine, particularly when used in combination with other more familiar ways of thinking about the world such as evidence based medicine, clinical science, psychodynamic understanding etc. A narrative approach values all of these but not as absolute truths. Instead, it sees them as helpful sources of possible meaning that may or not make a difference to someone’s story. It encourages us to see different discourses as sources of helpful ideas, and lets us move flexibly between these. In some cases, a straightforward medical story may be the only sensible one that is worth considering. However, in primary care it is very often helpful to encourage ‘polyphony’: not just looking for the single explanation, but exploring the many different stories that the patient can tell about the same experience, and the different stories that the practitioner can offer. Agreed ‘truths’, or solutions, are established by the process of dialogue itself.

Narrative, Balint and patient-centred medicine

These share much in terms of paying attention to the doctor-patient interaction. 

However:

By contrast with the Balint approach:

· It  emphasises attunement to language, and developing specific conversational micro-skills.

· It pays attention to the need for both an emotional and pragmatic resolution to each encounter.

· It sees the consultation or supervision as a shared search for ‘a story that makes sense’.

By contrast with patient-centred medicine:

· It recognises that doctors bring their own needs and pressures to encounters so that every consultation or supervision is a complex interplay of two sets of stories.

· It believes that consultations and supervision should follow the logic of the narrative brought by the patient or colleague wherever possible even if this challenges any assumptions or preconceived frameworks about ‘the good consultation’.
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Conversations inviting change. We have found seven core concepts useful in communicating the essentials of the narrative approach in relation to both consultations and supervision. We call these the seven C’s. (NB the seven Cs do not map exactly onto the technique: they are more like a mantra to get you into the right frame of mind.)

Conversations. Effective conversations don’t just describe reality, they create new understanding of it. In supervision, just as in counselling (or indeed ordinary GP consultations) conversations can be seen as interventions in their own right: the end as well as the means. Simply by taking place, they create opportunities for people to rethink and redefine their realities. 

Curiosity. This is the common factor that turns conversations with colleagues from chatter into something more substantial. It should be friendly but not nosy. Curiosity invites colleagues to reframe their stories. An essential aspect of curiosity is neutrality (to people, to blame, to interpretations, to facts.) Curiosity should also extend to yourself. How can you stop being bored, critical, impatient? 

Contexts. This is what it is most effective to be curious about. Important contexts in consultations are families, cultures, beliefs and faith. In professional conversations they include people’s practices and professional networks, history, geography, belief systems and values. 

Complexity. Life seen as an endless and infinite dance of interactions. Think of the Krebs cycle, but in three dimensions and over time, and with people and conversations rather than molecules. A sense of complexity gets away from fixed ideas of cause and effect, unchangeable problems, over-concrete solutions. 

Challenge. A narrative approach can be seen as a form of shared activity, in which one person is challenging another to think of a different description of what is going on. What you are looking for in supervision is a better account of reality than the present one, which means a story (a narrative) that makes better sense for people of what they are going through. 

Caution. If people want straightforward advice, be prepared to give it (while being aware of its limitations). Also, remember you’re not doing therapy – on colleagues or on patients! 

Care. None of the other ideas will work unless you are respectful, affectionate and attentive. Supervision, like consulting with patients, needs to be grounded in moral commitment. 

.

The narrative practitioner at work 

The most useful set of technical guidelines we have come across for clinical supervision is based on the idea of ‘interventive interviewing’ - we call it conversations inviting change. This was an idea first developed by the ‘Milan Team’ - a group of systemic family therapists working in the 1980s. They started to look at what worked well in their consultations - and what didn’t. What they found didn’t work was:

· advice

· looking for solutions

· telling people what they thought was going on (interpretations)

What they found did work were consultations made up entirely of questions that made people think. These weren’t questions for which the therapists necessarily had answers. They were questions that invited people to look at their problems from unusual angles. So they arrived at the notion that you could help people to change just through the process of asking them questions in a certain way. We have adapted this approach to make it suitable for ordinary consultations in primary care, and also for supervision. It is essentially a form of modified Socratic questioning, with an emphasis on questions that challenge people to venture gently into new territory for them. 

Among the central tenets of the approach are Hypothesising, circularity, and neutrality.

Hypothesising is very familiar for doctors from history-taking and diagnosis. In the context of ‘conversations inviting change’, however, hypotheses are useful only if they are temporary or provisional. They are the source of questions but should never become the answers.

Circularity was originally defined as the capacity to follow feedback ie to create a loop of question-response-question in the interview. However it has come to have a wider meaning - the capacity to create a sense of interconnectedness, complexity and therefore of multiple perspectives or possibilities.

Neutrality is not a personal quality of the interviewer – who may indeed have very strong personal beliefs. It is ‘a specific pragmatic effect that his [sic] total behaviour exerts’ (Palazzolli et al 1980)
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