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 Introduction to the programme

Anna Beug, John Launer, July 2026

Welcome to this exciting programme. We hope it will help you to develop as a health professional and educator, as well as to teach colleagues to work more effectively. ‘Conversations Inviting Change’ (CIC) has been developed over a period of thirty years. It draws on a wide range of theory and practical ideas from systemic family therapy, narrative studies and education. Over the years we have also absorbed ideas and influences from particular people we have taught or worked with, so that our approach is continually evolving. In addition to the unique methodology of CIC there is significant overlap with some other approaches, including motivation interviewing, coaching and Open Dialogue. CIC can be applied effectively in clinical healthcare and supervision, both with individuals and groups, as well as in other settings like giving feedback and mentorship. This handbook includes a variety of materials including some history, learning outcomes, guidance for conducting various CIC activities, the requirements for accreditation as a CIC trainer, a reading list and some handouts. It isn’t exhaustive, and you will be given further material or directed towards this as the course proceeds.

Some history
The core ideas and skills we use were first defined by Caroline Lindsey and John Launer in 1995 when they started to run a course at the Tavistock Clinic for primary care clinicians, mainly GPs and nurses. It was designed to help people to take a more family-oriented and interactional approach to their work. A strong motive for developing the course was to offer an explicit alternative to Balint groups (which also originated at the Tavistock Clinic) using systemic ideas instead of psychoanalytic ones and offering an emphasis on skills training as well as reflective discussion. Narrative ideas were emerging at the time in both family therapy and medicine, and the course took these on board too. Caroline and John described their approach in an article in the British Journal of General Practice (Launer and Lindsey 1997) and John later wrote a book about the approach called ‘Narrative-Based Primary Care: A Practical Guide’ (Launer 2002). This was later updated to cover subsequent developments, as reflected in its new title: Narrative-Based Practice in Health and Social Care: Conversations Inviting Change.’ (Launer 2018), supplemented by a book of his essays about reflective practice (Launer 2022) and journal articles by John and other CIC trainers.
At the time the original course started, the word ‘supervision’ was barely recognised in medicine and was almost never used in the sense of promoting reflective practice. However, inspired by approaches in nursing and the mental health professions, John teamed up with Jonathan Burton from the London Deanery (the organisation then responsible for training doctors in the capital after they qualified) to run a series of conferences to promote the idea that GPs and others in primary care should embrace the term and the activity. As these conferences evolved, it became clear that the CIC offered a new and coherent model for teaching primary care professionals how to supervise each other on cases, either one-to-one or in groups, by using systemic and narrative skills. Jonathan and John edited the first book on supervision and support in primary care (Burton and Launer 2003).  
In 2003 John started to work directly for the London Deanery. CIC started to become the established model for teaching supervision skills to GP trainers and appraisers in London. Helen Halpern, who was one of the original course participants at the Tavistock, took over as course tutor there; the course soon moved its focus from teaching consultation skills to applying CIC through peer supervision. The Deanery started to run three-day courses in supervision skills for GP educators (Launer and Halpern 2006). Around the same time, educators within hospital medicine and dentistry also began to express concern about the quality of day-to-day supervision being offered to trainees. They too began to ask for training in supervision skills. As a result, the Deanery initiated one-day workshops in CIC in hospitals and mental health trusts. We also started to include hospital doctors and dentists on the Deanery courses, as well as GPs and other clinicians. From 2004 onwards, hundreds of doctors, dentists, nurses, physiotherapists, managers and educators in London had some training in our approach, either in short workshops, three-day courses, or on the Tavistock course. We also launched a course for training CIC trainers to promote and teach the approach for the future. Over the years, CIC activity gradually moved from the Tavistock Clinic to the London Deanery as resources for this work gradually expanded there (Ahluwalia and Launer 2012).
Following the election of a Conservative government in 2010, the abolition of the London Deanery in 2013 and its replacement by Health Education England (HEE), it became clear that public funding and central resources for teaching CIC would decline. In response to this, a group of CIC trainers set up the Association of Narrative Practice in Health Care (ANPH) to promote narrative practice and offer continuing professional development, as well as accreditation for trainers of CIC. ANPH now provides regular educational events and has its own website www.anph.org. A separate website devoted exclusively to CIC includes descriptions of the approach along with other materials including videos, podcasts and publications: www.conversationsinvitingchange.com.
From the beginning of CIC, we have developed strong links across the UK and internationally (Sommers and Launer 2013).  CIC has become known in many countries. Our collaborators have included Valdemar Erling in Sweden, Edvin Schei in Norway, Helena Nielsen in Denmark, Maria Giulia Marini in Italy, Anat Gaver in Israel and Akira Naito who is based in the UK but supports our work in Japan. All these people have visited our courses or conferences in London, and CIC trainers have visited each of them in their own countries to participate in teaching. Altogether, CIC has been taught on four continents and in around twenty countries. It has also been the subject of several books, and book chapters, and dozens of published articles.
The 2020s
The Covid pandemic that started in 2020 appeared to threaten the further development of CIC, since all our activity had previously taken place in live workshops and courses. As things turned out, it has provided a range of unexpected opportunities to deliver remote training in CIC, along with supervision and support to people and groups with whom we had not previously had contact, based in places around the world we had never visited in person. This burgeoning activity also provided the impetus for ANPH to set up online programmes for training CIC trainers, the successor to the trainers’ course at the London Deanery. Online communication has also made it possible to build links with the European Narrative Medicine Society (EUNAMES) and Narrative Medicine International based at Columbia University in New York, as well as participation in remote conferences and workshops in San Diego, Ireland and Japan. Now in the second quarter-century of CIC, our regional, national and international network has never been stronger, and our impact in spreading narrative practice in health care has never been greater or more needed. 
Finally: we have always considered it important that CIC itself develops in an iterative and evolutionary way, in the same way as the style of conversation we aspire to teach. We extend our networks (of learners, enthusiasts and organisations) opportunistically, and we encourage course participants to spread the word and promote training in their workplaces or the interest groups they belong to. We hope you will do so while you attend the course, and we also ask you to give us frank and frequent feedback on how we are doing as tutors and how good a fit the course is for your needs. Since its origins, CIC has been continually created and remoulded by its practitioners as an outcome of co-creation with participants, and we invite you now to become part of that enduring process.


[bookmark: _Toc453841287]
Learning outcomes

CIC courses are built around a small number of core activities: presentations explaining the key principles; a live demonstration of their use in supervision; and repeated sessions of case supervision in small groups or using a reflecting team. The learning outcomes of the CIC TTT course cover the presentation and supervision skills needed for these activities.

A. Presentation skills
By the end of the course, participants will be able to do the following, online or face-to-face:

· Welcome a group, conduct introductions and have a range of ‘joining’ activities and exercises to establish mutual trust among group participants
· Elicit themes, questions or preoccupations from group members in a systematic and reflective way

· Explain and justify the use of the core ideas, while recognising their limitations and the value of different theoretical approaches
· Respond appropriately to different views of nature and purpose of supervision
· Respond constructively to challenges, including scepticism and hostility, and show the ability to use dialogue and discussion in the room in preference to taking an adversarial position
· Use an appropriate balance of involvement in the discussion, or allowing it to proceed without interruption, or tolerating silence
· Have a range of techniques to encourage contributions from quieter members and discourage others from dominating the group
· Have a range of techniques to break up a long discussion, including buzz groups in pairs or trios, counting off people into different small groups, mixing specialties and genders etc.
· Show appropriate sensitivity to issues of power, gender and culture
· Take feedback from colleagues using a range of methods

B. Supervision skills 
By the end of the course, participants will be able to show confidently and routinely that, online and face-to-face they can:

· Establish good rapport with a supervisee
· Check that the supervisee understands the context in which the conversation is taking place
· Establish a shared understanding of any necessary ground rules including the limits of what should and should not be discussed
· Invite the supervisee to set the agenda and determine what the aim of the discussion could be
· Through appropriate questioning, demonstrate an accurate understanding of the supervisee’s narrative
· Make use of questions with appropriate timing, tone and use of the supervisee’s own language, terminology and themes
· Maintain an appropriate balance between a supportive and challenging stance
· Being mindful of the necessity for normative interventions where needed, such as for safeguarding. 
· Hold in mind the overall aim of the conversation and pay attention to its structure and timing so that this aim is met as far as possible
· Show appropriate responsiveness to emotion (including an ability to self-monitor the risks of intrusiveness or withholding)
· Round off a supervision in a timely and satisfactory way, checking for any loose ends and how these might be addressed subsequently
· Ask for feedback on how effective the supervision has been, both during it and at the end
· When acting as an observer or reflecting team member, participants should be able to demonstrate the same skills as above, applied to their own observing role.
· Show appropriate sensitivity to issues of power, gender and culture
· Pay attention to levels of emotional and professional risk to colleagues, including a readiness where necessary to make a direct intervention, suspend the exercise, or approach the person discreetly afterwards.


Guidance for conducting demonstration interviews, small groups and reflecting teams

A. Demonstration interviews. 

In a live demonstration interview, the supervisor carries out supervision in a “fishbowl” format.  The supervisee is a participant who has volunteered to bring a suitable ‘case’ for supervision.  A coach (usually an accredited CIC trainer) may sit by the supervisor, available to support them during pauses in the supervision. The remaining participants observe the CIC approach being applied and offer feedback. The feedback is often facilitated by another trainer. Its purpose is to discuss the process of the live demonstration, rather than the ‘problem’ or the skills of the supervisor. In an online demonstration, everyone switches off their video and audio except the supervisor and supervisee, and the coach while making interventions. 

Feedback normally takes place as follows:
· After the interview, the facilitator asks everyone to discuss the process of supervision conversation in pairs for about 5 mins and comment on what they noticed in relation to the 7Cs, CIC or any noticeable narrative shifts.
· The facilitator of the session debriefs the supervisor while another trainer debriefs the supervisee
· The facilitator invites observers to give their feedback, asking for example: “What did you notice? /what responses or questions do you have about what you have just seen? /What questions seemed to be useful to the supervisee? / what questions were less useful?” 
· Participants are asked not to talk directly to supervisor or supervisee and to give their feedback to the third person.
· Facilitator then invites responses from the supervisor, responding to what they have heard or any other comments they may want to make. 
· Facilitator finally asks the supervisee to comment on their experience and the discussion

B. Small group supervision on cases (typical choreography although this can be used flexibly)

The primary learner in this context is the course participant acting as supervisor, although the needs of the supervisee and client (for example a patient or trainee who is the focus of the narrative) should also be held in mind.

The purpose of feedback is for the supervisor to improve their skills using CIC. The process is usually as follows
· The group facilitator or coach assigns roles to participants as supervisor, supervisee and observer(s) (who may also act as a reflecting team member.)
· The facilitator/coach uses a learner centered approach throughout to facilitate the learning of the supervisor and to model this.  
· The facilitator/coach usually asks the supervisor how they would like to use him/her during the supervision conversation and may offer some ideas.  For example: “I may stop you for teaching purposes, or to coach you with respect to following the guidelines, or to ask you some questions, or to ask the reflecting team for their thoughts”
· The facilitator/coach also asks the supervisor what they would like to get from this learning episode
· The facilitator/coach then explains the observers’ roles:
1. To offer hypotheses are ask questions during pauses in the supervision (if asked to do so) 
2. To offer specific descriptive feedback after the supervision about what they noticed about the process. 
· Once the supervision has come to an end, the coach asks for the supervisor’s response with a question like as “how was the conversations”? 
· The facilitator/coach invites feedback from the observers and the supervisee (order can be chosen by the supervisor)
· Feedback is given in the third person directly to the facilitator/coach, so the supervisor can hear it without having to respond.
· Only one or two short comments per person so everyone gets a chance to talk
· The facilitator/coach will need to notice any nonverbal responses from the supervisor as to how the feedback is received by the supervisor.
· After some/all feedback, the facilitator/coach asks the supervisor for their response to what they have heard. The coach may also ask, if appropriate, what learning they will be taking away from this experience

The three ‘golden rules’ or ‘default rules’ but emphasising that these aren’t inflexible and can be mixed with other forms of utterance.

1. Mainly ask questions Single, Open, Short 
2. Ask your question follow from something already mentioned
3. Save suggestions, advice and solutions to the end and then only if requested or needed.
C. Reflecting teams
The approach of using a reflecting team was developed by Tom Andersen, a Norwegian family therapist (Andersen, 1987).
The original aim was to promote a less paternalistic attitude where people are allowed in on conversations about themselves and to allow turns at talking and listening. The idea was also to create a potential space which might promote a different way of thinking.
Why we use reflecting teams in developing supervision skills
· They can support the supervisor.
· They can help generate a wider range of hypotheses and questions.
· Using reflecting teams may be a useful tool in illustrating how hypotheses, interpretations and assumptions may be turned into questions.
· They can help focus on the process of what has been happening in the supervision conversation rather than content.

How the reflecting team works
· The format of the reflecting team can allow for a range of perspectives on a problem and respects the supervisee’s ability to choose their own best solution.
· When people talk to others they participate in an “outer” dialogue.  When they listen, they participate in an “inner” dialogue as they respond inwardly to what they are hearing.
· Sometimes people will think actively, listening for new ideas, agreeing or contradicting. Sometimes they switch off and allow their mind to float along and let different ideas surface. These positions, affording the opportunity to listen to others without having to respond immediately, seem to promote change.
· These polyphonic conversations can be internalised over the training period in order to nurture a reflexive stance while forging conversations or forming CIC questions.

Practicalities
· Everyone should be clear from the start that you are going to work using a reflecting team.
· If people are not used to this way of working, it can feel quite strange and it may be helpful for them to be aware of this in advance with explanation.
· Supervisor and supervisee form one unit and should sit next to each other to facilitate conversation.
· The reflecting team forms a separate unit.
· If online, people should only put their videos on and speak when invited to do so.
· The team may be asked to comment on points or just to offer their own general thoughts in a succinct manner.
· The reflecting team should only address each other, not the supervisor or supervisee, who will have their videos off during this part of the session.
· The lack of eye contact by the reflecting team with the supervisor and supervisee means that they are kept in a separate system and can listen to the conversations amongst reflecting team in a different way.
· The reflecting team should comment on what has made them curious about what they have seen and heard.
· If possible, the team should focus on process rather than content.
· The reflecting team should not speak for too long; one or two comments or questions each.
· If possible, these should link to each other although they may express contradictory ideas.
· Reflecting teams can work well when there is a diversity of views.

When might there be practical opportunities to use reflecting teams at work
· When teaching students or trainees in the room with patients.
· In meetings with colleagues and teams.
· In an educational session with a group of trainees, trainers, appraisers, mentors, colleagues.


Process leading to accreditation as a CIC trainer

The route to independent practice as a CIC accredited facilitator is a 3-stage process:  

 1. Trainees are supported to deepen their understanding of CIC and develop their abilities to use and teach CIC by attending the CIC Training the Trainers Course with a minimum of 80 per cent attendance.

2. Trainees gain experience through teaching CIC, including in a range of health and social care settings. They are expected to join the Association of Narrative Practice in Healthcare (ANPH), maintain their membership and attend meetings when possible.

3. Trainees apply for accreditation and present evidence of their learning to the accreditation panel. 

Fuller details are as follows:

1.The training programme includes:

(a) Monthly online educational sessions with two CIC tutors or visiting tutors involving theoretical learning, discussion, development of practical CIC group skills and some supervision practice. 

(b) Monthly online peer supervision workshops with CIC tutors 

(c) ‘Ad hoc’ meetings between pairs or groups of participants for planning presentations, or as desired.

(d) Optional and occasional individual meetings with another CIC tutor if requested, to discuss developmental needs, facilitate the development of an individual learning plan and review progress.   

2.   Teaching experience

Eligible teaching experience can cover a range of health, educational and social care settings and may include work done in face to face or in online contexts. 

Teaching experience should include a minimum of 20 hours of CIC teaching including all elements of a CIC workshop. This can include:

(a) Teaching CIC in a work setting 
(b) Teaching or coaching of supervision skills in supervision groups 
(c) Teaching or coaching of CIC skills in ANPH meetings

(d) Teaching or coaching in TTT course meetings
     
(e) Coaching in online supervision workshops.
 
Trainees should keep a reflective log of their teaching, which can include reflections on other work as well as their observed CIC teaching. Feedback from accredited trainers should be incorporated whenever possible. The portfolio should also include feedback from peers on the course and other colleagues and educators. For the purposes of accreditation, it should include a reflection on a minimum of 20 hours’ activity, with dates.

After the programme has finished, members of the ANPH committee will be available to give guidance to trainees on completing any necessary further requirements.

3. Assessment for accreditation

Applicants may apply for accreditation at the end of the programme or whenever sufficient experience has been gained. Trainees are expected to apply within 1 year of completing the programme but can apply to the ANPH committee for extension if there are special circumstances. 

Trainees applying for accreditation are required to present the following evidence of their learning to the accreditation panel. 

(a) Their reflective log (or a selection from this of a maximum of 20 pages of A4). This should include a minimum of 20 hours of teaching activities including feedback from accredited trainers with comments related to the learning outcomes.  A sample structured reflective template appears at the end of this section.

(b) a ten-minute video of a supervision conversation together with any necessary contextual information. This will be assessed independently by the ANPH accreditation team, in accordance with the standards set out in the learning outcomes and the 'golden rules' and the 7Cs framework. A sample consent form for videos also appears at the end of this section.
The accreditation team will give feedback on all videos. If they do not think a video meets an acceptable standard, applicants will be able to submit up to two further recordings.



Sample structured reflective template for portfolio

(Course participants may also use free text narratives, spidergrams, mind maps and other systematic ways of recording their reflections.)
Name:


Date:


Event/activity




What was your role?





Description of events:





What went well? (Please incorporate feedback from participants, colleagues and tutors and use this as a basis for reflection)







What could have been done better? (Including reflections on feedback as above)







What further learning needs have you identified?



[bookmark: _Toc453841299]Sample consent form for obtaining Video/Digital Recordings of Supervision

I am hoping to make a video/digital recording of the supervision session today. The video is intended to be used by me in my training as a facilitator of the “conversations inviting change” model of supervision[footnoteRef:1]. I would like to use the recording to review my supervision conversations with my tutors e.g. my supervisor and others training in this model of supervision as part of their own continuing professional development.
 [1: ] 

The video/digital recording will be of you and me talking together and the camera can be switched off at any time on your request.

All video/digital recordings are carried out according to guidelines issued by the General Medical Council and will be stored securely. They will be deleted within one year of the recording taking place.

You do not have to agree to your supervision being recorded and this will not affect your supervision.

If you do not mind your supervision being recorded, please sign below. 
Thank you very much for your help.

TO BE COMPLETED BY SUPERVISEE
I have read and understood the above information and give my permission for my supervision to be video recorded.

Signature of supervisee BEFORE SUPERVISION:

.................................................................................... 

Date .............................................

After the supervision I am still willing/I no longer wish my supervision to be used for the above purposes.

Signature of supervisee AFTER SUPERVISION:

.................................................................................... 

Date .............................................

Supervisee’s name (please print):

Place and date of Video Recording:

.................................................................................
 

Reading list

This list isn’t exhaustive, nor do we expect you to read everything on it. However, it includes many of the key articles and chapters we are likely to refer you to or ask you to look at in preparation for teaching sessions. We recommend that you obtain two of John’s books:
Launer J. Narrative-Based Practice in Health and Social Care: Conversations Inviting Change. Abingdon: Routledge, 2018.
Launer J. Reflective Practice in Medicine and Multiprofessional Healthcare. Abingdon: CRC, 2022.
 Systemic Family Therapy theory and practice 

Andersen T. The reflecting team: dialogue and metadialogue in clinical work. Family Process 1987; 26: 415-428.
Burnham J, Developments in Social GRRRAAACCEEESSS:  Visible - Invisible and Voiced – Unvoiced, Chapter 7 in Krause I-B., (Ed.), Culture and Reflexivity in Systemic Psychotherapy: Mutual Perspectives. London: Karnac, 2011.
Cecchin G. Hypothesizing, Circularity, and Neutrality Revisited: An Invitation to Curiosity, Family Process 1987; 26:405-412
Launer J, Lindsey C. Training for systemic general practice: a new approach from the Tavistock Clinic. British Journal of General Practice 1997: 47:543-45
Palazzoli Selvini, M. et al, Hypothesizing, Circularity, Neutrality: three Guidelines for the Conductor of the Session Family Process 1980; 19: 3-12
Tomm, K. Interventive interviewing part II: Reflexive questioning as a means to enable self-healing, Family Process 1987; 26: 167-183
Tomm, K. Interventive interviewing part III: Intending to ask lineal, circular, strategic or reflexive questions, Family Process, 1988; 27: 1-15

Supervision theory and practice
Ahluwalia S, Launer J. Training for complexity and professional judgment: beyond ‘communication skills plus evidence’. Education for Primary Care 2012; 23: 317–19.  
Halpern H, Morrison S. Narrative-based supervision, Chapter 4 in: D. Owen, R. Shohet (eds.), Clinical Supervision in the Medical Profession: Structured Reflective Practice. Maidenhead: Open University Press, 2012.
Launer J., Narrative based supervision, Chapter 7 in L Sommers, J Launer (eds.), Clinical uncertainty in primary care the challenge of collaborative engagement. New York: Springer, 2013.
Launer J., Training in Narrative based supervision; Conversations inviting change, Chapter 8 in: L Sommers, J Launer (eds.), Clinical uncertainty in primary care the challenge of collaborative engagement. New York: Springer, 2013.
Miller L. Remote Supervision in Primary Care during the COVID-19 pandemic – the    
  “new normal”? Education for Primary Care 2020 https://doi.org/10.1080/14739879.2020.1802353

Narrative medicine, theory and practice
Brody H. Clark M. Narrative Ethics: A Narrative Hastings Center report, 2014. 
Charon R. Narrative Evidence Based Medicine. Lancet 2008;371: 296-297
[bookmark: _Hlk126318422]Launer J, Wohlmann A. Narrative medicine and narrative practice: partners in the creation of meaning. Lancet 2023;401:98-99.


Shah R., Clarke R., Ahluwalia S. and Launer J. Finding meaning in the   
   consultation: introducing the hermeneutic window, BJGP  2020;70:502-503.

Short articles and podcasts by John Launer
[bookmark: _Toc453841294]Over the years, John Launer has written regular short and accessible articles on topics that were first raised on CIC workshops and courses. These have appeared either in the medical journal QJM, the Postgraduate Medical Journal or the BMJ. Many are on open access, and these can be found on conversationsinvitingchange.com or johnlauner.com, along with a selection of podcasts that John has made with different colleagues. We can guide you to relevant ones during the course or provide pdf copies of articles behind paywalls.


Resources for use when teaching CIC workshops and courses
The following four guidance sheets can be freely distributed to course groups when teaching CIC.

1. Guidance to CIC course participants preparing for supervision practice
As part of our supervision skills training, we will be using real life scenarios (not role play). To do this, we need you to provide the material. This makes the course relevant and provides an opportunity for you to get help with situations that are not yet resolved in your workplace.
Please take a few minutes to think about the question below and jot down your ideas about what you might discuss in the small group work.
What current dilemmas do I have that would benefit from ‘talking things through’ with a supportive colleague?
This can be in relation to your work as:
· a clinical or educational supervisor
· a clinician
· a team member
· a manager


NB: These scenarios need to be: -


CURRENT: (not already solved / in the past)


REAL: (not a hypothetical situation)


YOUR OWN: (not someone else’s problem)


INDIVIDUAL: (dealing with a particular individual or team, not generic issues)


HOT (causing you concern but also suitable for sharing in confidence with the group)

My current dilemmas are:



Please bring this with you to the course



[bookmark: _Toc453841295]2. Guidance to CIC course participants on confidentiality.

The value of our courses depends largely on participants’ willingness to talk about work experiences with patients or colleagues. Because of this, we ask you to keep everything you hear other people discuss on the course in complete confidence. This means:
· please do not share it with anyone outside the room or Zoom session.
· please do not continue the discussion when others may be present
· please do not continue the discussion once the session is finished
On occasion, you may want to talk about someone in your organisation or elsewhere who may be identifiable because of the post they hold, or because you have colleagues on the course who also know them. Please make a careful judgement about how much you wish to disclose and how to do so (eg in front of the whole course group or in the small group work).

If you recognise that someone being described by another course participant is someone you know coincidentally as a friend or family member, please signal to one of the course tutors that you have a conflict of interest in hearing the information, and ask to leave the room temporarily.
(For trainers, please be additionally circumspect about the cases you bring for exercises or demonstration purposes, since your profile on the courses is higher.) 
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[bookmark: _Toc453841296]3. What makes a good question?
John Launer and Helen Halpern, revised 2022

People often ask us to define what makes a good question. They even ask us to provide them with lists of good questions. We sometimes respond by offering some question stems that can prove useful (e.g. what would need to happen...?’) We also ask people to report back the questions that they have found useful from their own work in groups or their daily practice. It’s hard to pin down what constitutes a good question because so much depends on the context. A question that is brilliant in one conversation may fall flat or be hopelessly off target in a similar conversation. In the same way, a question that works well at one moment in a dialogue can have a negative effect if the timing is wrong.
Because of this, it’s probably more useful to think good questioning rather than good questions as such. The guidance below describes what we think is good questioning process. It follows the ideas described in the 1980s a group of Italian psychiatrists known as the Milan Team (Palazzolli-Selvini et al, 1980). Although they didn’t describe themselves as narrative practitioners – the term first appeared around ten years ago – the principles they described are probably the most helpful ones for creating a narrative stance.

Why are questions necessary?
To be a good questioner, you need to understand the point of asking questions in narrative practice. The purpose isn’t to find out information, influence someone to see things your way, or to solve problems for them. Instead, the aim is to create as many opportunities as possible for patients or colleagues to think about their stories in new ways. The understanding they reach and any action they decide to take as a result may not be what you expected or what you hoped for. We don’t prejudge what is right for the client – unless we think the patient is in danger or the client is at risk professionally. Often, the change that occurs in the conversation is a cognitive one rather than a concrete decision. For example, clients may realise through the conversation that what they were already thinking or doing was right all along and feel more comfortable about it. Alternatively, they may reach an entirely different view of the problem, perhaps seeing their own part in it rather than feeling it was somebody else’s fault.
Good questioning is a better way of creating openness and possibility in conversation than any other form of speech. Good interviewers can demonstrate how well they have understood a client simply by asking questions that correspond appropriately to the language and the emotions present in the conversation. This is why we discourage empathic expressions (eg ‘I hear what you’re saying’), reflecting back (eg ‘so what you’re saying is…’), reformulation (eg ‘it sounds to me as if…’), and interpretation (eg ‘I think what’s really going on here is…). We also try to avoid direct inquiry into emotions (including the ubiquitous ‘how did you feel about that?’). For some clinicians this question has become an automatic response. It is sometimes asked without real sincerity and may not be what the other person wants to speak about. If someone is feeling strong emotion and chooses to express this, it is perfectly possible to allow this to happen through sensitive questioning without insisting on it. A question like, “how did this experience affect you?’ will nearly always be more helpful than a statement like ‘you must have felt very angry’. Although this may have been said with the intention of expressing empathy it can be experienced as clumsy and may be off the mark anyway.
The Milan Team proposed three principles for good questioning: hypothesising, circularity, neutrality. Later, one of the team, Gianfranco Cecchin, proposed a fourth principle: curiosity (Cecchin 1987).

Hypothesising
There are instances when it is useful to form a series of conscious working hypotheses in one’s mind as a conversation proceeds and to use these to generate appropriate questions. However, some people do seem able to question clients through intuition without necessarily identifying the hypotheses that led to them – or only becoming aware of these afterwards.
Where hypotheses are fully conscious, we advise against sharing these openly with clients, because this may lead to the supervisor’s assumptions taking over and suppressing what the client can say or think. In the case of the example above, it is easy to imagine that declaring each hypothesis as it arose could be helpful if the supervisor was right about
every single one of them (and the client had already thought through all these aspects of the problem in advance). However, this can be oppressive if they turn out to be wrong – and possibly based on the supervisor’s own experience alone – or if they are correct but badly mis-timed because the client is only realising them with some difficulty during the interview itself. For every one occasion when a supervisor shares a totally accurate hypothesis and moves the interview forward with great speed as result, there are probably a hundred examples where supervisors are convinced they are absolutely right and hijack the interview by offering their own version of events, leaving their clients somewhat worse off than if they had never asked for supervision in the first place.
One advantage of identifying one’s own hypotheses and examining them critically is to help you avoid barking up the wrong tree. Sometimes an interviewer will pursue a whole line of questioning based on a single unexamined assumption, perhaps based on their own experience: this is called ‘being wedded to your hypothesis. When it’s clear that an interview is going nowhere, it’s always worth reviewing whether an assumption of this kind is present and then adjusting it.

Circularity
One of the most fundamental principles of narrative-based practice is that questions should be linked to something the client has already said. Whenever possible it is worthwhile for interviewers to pick up on words or phrases from the client’s own narrative rather than choosing these from their own vocabulary or substituting other words and phrases that may seem almost identical but have significant differences for clients. Following another person’s exact language is a way of showing empathy and interest through careful listening.
Good supervisors can sense cues that have ‘life’ or ‘weight’ in them and to tune out of everything superfluous, while others seem to pick cues at random from the client’s
flow of words and hence ask questions that are irrelevant or trivial. One corrective to this, particularly for learners, is to check constantly with clients which among several cues it might be most helpful for the supervisor to follow, and to be willing to review the conversation or wind it backwards whenever a question seems to lead down a blind alley or makes the interview go slack (e.g. ‘you mentioned earlier that there were two aspects to this problem: which of them is foremost in your mind at the moment?’). Another approach is to ask the other person how the conversation is going for them, what they are getting out of it, and what is still missing for them.
With good conversations, there is a circularity of emotions as well as words. Some poor supervisors meander, while others go straight for the jugular vein. Effective ones seem to move forward at exactly the right pace to keep the conversation taut without provoking either boredom or defensiveness in clients. When the client seems vague or unfocussed, they become more precise and assertive in their questioning. When the client tenses up and they sense they have run up against a ‘wall’ in the conversation, they ease up gently but not too much (or they pause to talk with the observer or team if there is one).
The process of hypothesising and questioning is illustrated in the following diagram. In common with others, we use the term ‘interviewer’ here for the person asking the questions, and ‘interviewee’ for the person bringing the problem.
Figure 1
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Neutrality
Neutrality as a term sometimes causes confusion because it implies that supervisors have no views or opinions of their own. This is obviously impossible. However, supervisors can still follow the discipline of not showing their views or opinions to clients.
For most learners it isn’t easy to master the process of turning a hypothesis (whether conscious or intuitive) into a question and then making sure that the question doesn’t give everything away by its wording or intonation. That is one of the reasons for using structured training methods in small group work. With practice the process becomes internalised and hence easier. For some people it fits so well with what they believe to be effective and ethical conversational practice that it becomes effortless.
There are sometimes situations where the interviewer stands in a significant power relationship with the client (for example as trainer and trainee, or employer and employee) or the two people normally work together in a shared context like a team or practice where their own interests may differ. In such situations, attempts by supervisors to show neutrality can be dishonest. They can turn into ‘narrative-based manipulation’, where the interviewer performs apparently neutral interviewing while aiming to influence the client to consent to one pre-meditated outcome. Neutral interviewing of a client in this situation is certainly possible, but only up to a point. For example, an interviewer can show curiosity into why a trainee or colleague takes a particular position, if he or she accepts that the other person’s position is entirely reasonable from their own perspective.
However, at some point the interviewer will need to declare his or her own position (if this isn’t already obvious) and will need to conduct the rest of the conversation based on the fact that there is a real difference of opinion: both parties now need to address how to manage that difference. This may entail an interviewer in a position of power exerting their authority and declaring that they cannot be neutral about the action they need to take. Where the supervisor and client are equals within the same power structure, the next step may be to explore together what the consequences of their difference will be within the wider system and who else might be implicated by it. If this cannot strictly be conducted in a neutral way, there is certainly no reason why it cannot be amicable.

Curiosity
Clients often report that it wasn’t the questioning that helped most in a conversation (at least so far as they can remember) but the overall stance of curiosity in their interviewer. Indeed, we have often seen clunky questions do the trick so long as the interviewer was genuinely engaged and curious. ‘Textbook’ questioning can achieve nothing at all if delivered in a way that seems rehearsed or inauthentic. There may be a few specific questions in any interview that stop clients in their tracks and lead them to say, ‘that’s a really good question’.  There may be other questions that they chew over during the following week so that the interviewer may never even learn what a good question it was. However, many of us have had the humbling experience of being congratulated by a client after an interview for asking fantastic questions that we never actually asked: our clients imagined that they heard the questions that they really wanted.  In these instances, it is probably the quality of the interviewer’s curiosity that enables the client to imagine the perfect question even though the supervisor hasn’t asked the ‘right’ ones at the time.

Tomm’s framework for asking questions
The principles of the Milan Team were later developed into a framework for questioning by Karl Tomm, a Canadian professor of psychiatry (Tomm, 1988). He called it “interventive interviewing”, implying that conversations, conducted through questions, can make a difference to how people view and understand things and are therefore really ‘interventions. We prefer to call these interviews “conversations inviting change”.
From watching videos of the Milan Team at work, Tomm drew up a theoretical framework for using questions as interventions. Although his original premise was that therapeutic conversations aim to relieve mental pain and suffering and produce healing, the concepts are not restricted to therapy. Tomm has argued that you can transfer the underlying principles to any conversation where someone is trying to help someone else (or a group) view a problem or dilemma in new ways, including supervision and team facilitation.
Tomm looked at both the pros and cons of using an approach, which mainly involves asking questions. He refers to the following in his paper:
Pros:
· It ensures an interviewee-centred approach
· It engages the interviewee in conversation
· The interviewee has to think through their own problems, giving a greater sense of autonomy and achievement
Cons:
· It risks failure to engage in a personal relationship
· It may be experienced as interrogation
· Some questions may seem too intrusive or threatening
His paper also refers to several aims in asking questions:
· For the interviewer to interact with people in a way that opens space for them to see new possibilities and evolve more freely of their own accord.
· To trigger reflection for the interviewee on the implications of their current perceptions and actions and to consider new options.
· For the interviewer to keep an open mind and remain curious about things.
· To be aware of the importance of the emotional tone used in asking questions.
· To help people to become observers of their own behaviour and to mobilize their awareness to modify their behaviour.
Tomm divides questions into four categories: lineal, circular, strategic and reflexive. When we have a conversation, we use different types of questions at different stages. They are all potentially useful if we are aware of their probable effects. Some types of questions (lineal and circular) are more likely to be helpful in orientating the interviewer and conversations will often begin with these, while others (strategic and reflexive) are more likely to influence the interviewee and are also more likely to promote change.
Tomm’s scheme can be helpful in promoting self-awareness in relation to the quality, variety and effects of different questions, particularly in the early stages of learning narrative-based practice.  As he points out, the taxonomy doesn’t map very well onto many real-life conversations. Our observation is that it can also hamper people if they try to follow it slavishly. Like riding a bike, it is probably best learned then forgotten.
Some learners find the scheme more helpful than others, and some trainers regard it as too prescriptive. However, it probably useful for learners at least to know the distinctions Tomm makes between lineal questions (e.g. ‘who else works with you?’), strategic ones (e.g. ‘what would happen if you raised this problem at a practice meeting?), circular ones (e.g. ‘who gets most upset in your practice if you don’t always follow clinical guidelines?’) and reflexive ones (e.g. ‘if the doctors couldn’t resolve their disagreements, who do you think would be the first one to leave?’). It’s certainly worth noting that all these questions are open ones, in the sense that they don’t begin with verbs and hence in theory open the possibility for narrative development rather than inviting the answer ‘yes’ or ‘no’. At the same time, questions that appear closed (e.g. do you have any further thoughts about that issue?) can be just as open in their effects.

Lineal questions
Some people may feel more comfortable calling these ‘linear’ questions. These are investigative questions with which clinicians are very familiar as they form the basis of medical history taking: what, who, why, when, where? They are very useful questions that help the interviewer and interviewee orient themselves, set the context and gain clearer understanding of the interviewee’s story. They are based on ‘lineal assumptions’ that assume that things have simple causes and effects. They bring out facts, but the drawback is that they tend to establish an existing story that does not necessarily help the interviewee to see new paths or options. Unless used with caution this type of question may convey a judgmental attitude and embed pathology and an unchanging narrative.
Some examples:
· What has happened?
· How long has this been an issue for you?
· Who else is involved?
· Who else believes……...?
· What have you done about.......?

Circular questions
These could be thought of as interactional questions. They are exploratory and assume that everything is connected with everything else (‘circular assumptions’). Circular questions are used to bring out patterns that link events, perceptions and behaviour. They are founded on curiosity to create a dynamic view of the interviewee’s situation. There are many different types of circular questions but most fall into the categories of “difference questions” and “contextual questions”.
Some examples:
· How do you think x sees you?
· How do you imagine x thinks you see her?
· When x gets angry what does y do?
· When the consultant/senior partner is stressed, what effect does that have on the receptionist?
· Was the nurse more likely to show this attitude problem before or after her colleague went on sick leave?

Strategic questions
These are corrective, leading questions where the interviewer embeds advice in the question. They can be helpful when a supervisor needs to act as an instructor. They are a way of saying “If I were you, I would do...” but offering advice as a question leaves some room for the interviewer to reflect on their response. These questions can be experienced as reassuring and supportive or as challenging and constraining and may get interviewer and interviewee into an oppositional stance. They should therefore be used sparingly.
Some examples:
· What do you think would happen if you:
· started a disciplinary procedure?
· just ignored this.
· spoke to one of the partners/the clinical lead about this?
· got some legal advice?
· What would the advantages and disadvantages be if you:
· said exactly what you think?
· asked x to do y?
· just told her what to do?
· asked what she would like?
· pointed out what it says in her contract about this?

Reflexive questions
Tomm thinks of these as the most facilitative questions. They invite people to consider something familiar in a new context. The aim is to perturb the interviewee’s thinking to help them develop new and more constructive ideas. Using reflexive questions assumes that people are autonomous and cannot be instructed directly. They may offer a more creative approach but can sometimes make people feel confused.
Some examples:
· What will happen if nothing changes? / How long do you think you could put up with the situation if it doesn’t change?
· What would happen if you did nothing? / Who else do you think would be the first to act if you did nothing yourself?
· What’s the best thing / worst thing that could happen of you asked the team to discuss these issues?
· If we could find a solution to this problem what other problems might be exposed as a result?
· What can we do to move this conversation forward?
· What would you do if this happened again?
From these examples it should be clear that the same question may fit into different categories depending on why and how it is asked. There may be a difference between the interviewer’s intention in asking a question and the actual effects of that question on the interviewee. This may be because there is a difference between the interviewer’s intentions and what they do, or because there is a difference between what the interviewer asks and how this is heard by the interviewee. These mismatches can be minimised by experience and by close attention to language, both verbal and non-verbal. However, the interviewer must take responsibility for asking questions without always knowing what their effects might be. Although some questions elicit an immediate response, the interviewer may not always be aware of the inner reflections that may be generated and some questions may linger for a long time beyond the immediate conversation.
The four types of questions are illustrated in the diagram below, laid on a vertical axis of the underlying assumptions that govern them, and a horizontal one of the intent behind asking them.
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Subsequently, Tomm applied the same set of ideas to the different ethical postures that an interviewer or supervisor could take in relation to their interviewee, depending on how much they wanted to close or open the other person’s options, and how far the context defined their relationship as a hierarchical or collaborative one. The following diagram illustrates this:
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4. Guidance on thinking about contexts
Good supervision often involves attention to context rather than content. Attention to context provides richer meaning to what is going on. It moves the conversation away from a homeostatic tendency towards a dynamic one, and from a ‘vertical’ plane to a ‘horizontal’ one. Questions about content tend to encourage the solidification of the narrative. Questions about context lead to more flexibility and negotiability.   In this respect, questions about different contexts can be particularly powerful: different perspectives, different backgrounds, different beliefs, and different values.
Family is not the only context that defines us but is nearly always the most important and the most powerful. Most conversations take place there, and most of our important narratives about our lives and ourselves are forged there.  In supervision, it is common to come across a case where inquiry into the identified patient’s family network is relevant in some way. Inviting clients to reflect on what they know - or do not know - about the patient’s family context will very often produce new understanding. (Many therapists and professional supervisors also study their own family history and family trees as part of their training and to understand the perspectives from which they themselves think and work.)
Teams Working as professionals, our teams can take on some of the characteristics of family. These teams take many forms: partnerships, medical teams, primary care teams, practices and so forth. We and they mutually define our realities in the same way that families do. When patients and their literal families meet us and our teams, we can often only make sense of this by understanding how things are happening across the whole network: ours and theirs. Many problems brought to supervision are not the problems of one practitioner but of several. Often, they relate to how different practitioners are operating differently, or how different family members are interacting with different team members. Drawing the lens back to see the wider dance of family and team will provide a wider and often more helpful context for understanding the difficulties of a single consultation or a single relationship.
Power is a feature of every encounter involving doctors. It is power due to medical knowledge, power due to social position, and power due to privileges or perceived privileges (prescribing, referring, certification, advocacy etc). Cases brought to supervision often involve contexts of power that have been ignored or denied. Doctors may see themselves as neutral or benign agents when they are seen in a very different way by the patient or by other players in the drama. Supervision also sometimes needs to address the ways in which doctors try not to acknowledge or own their power. It may also need to look at how they might use power ethically and transparently. In remedial work, it is nearly always important to be transparent about the power issues involved.
Culture can be understood in a simplistic way (‘He is a Catholic’ ‘They are a Somali family’) It can also be understood in a more reflexive way: not in terms of who this person is in the practitioner’s eyes, but who the person is in their own eyes. For some people, the cultural identity or identities will provide the overarching context for who they are, while for others it may seem irrelevant. In supervision, it can be important to establish what is known and what is not known about the way that patients define and understand themselves in cultural terms and what this means to them. The same is true of such definitions as ‘refugee’, ‘second generation’, ‘immigrant’ and so on. One very effective reflexive question can be to ask practitioners who come from majority cultures: what does it mean to you to be white, British, part of the dominant culture?
Gender is another way in which difference can be examined. What does it mean to a male doctor that the patient is of the opposite sex, or of the same one? What seems to be the patient’s understanding of the part that gender is playing in their lives, their problems, or the consultation? How might things have been different if one or both parties had been of the opposite sex, or of a different sexual orientation? Almost any consultation, and almost any problem, can be profitably examined under the lens of gender.
From a theoretical point of view, contexts are what give meaning to any utterance we ever make. The words we used are embedded in sentences that are embedded in conversations within relationships that take place in human networks that form cultures that are part of historical systems. Communication theorists talk of how these different levels are recursive: in other words, culture and relationships determine speech acts, but speech acts also contribute to the construction of relationships and culture. It is often hard to understand any utterance without clarifying the ‘higher levels’ of meaning within which it is being uttered.
This can be particularly important when muddles occur in communication (something that you can often pick up intuitively or somatically). The muddles may be the result of two people differing at a higher level in terms of their assumptions. These kinds of muddles are sometimes called ‘strange loops’. The only way out of this may be to look for an even higher level e.g. a description of the muddle and why it is happening. (e.g. what do we each think is the problem here, or: what kind of help are you hoping I will offer you at this moment?). Making sure that your assumptions are aligned with each other is sometimes called a ‘charmed loop.’
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Figure 2

A framework of four questioning styles (adapted from Tomm, 1988).
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Figure 3
Karl Tomms grid of ethical postures as delineated by two continua (ases)
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