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Abstract

:

Background: Couple therapists will encounter couple violence in their practice at some point. In this context, one of the main questions they must address is whether to continue with conjoint sessions. This study explores how couple therapists make sense of their decision whether or not to continue with conjoint sessions when violence has become an issue. Methods: This qualitative study used four semi-structured focus groups and Interpretative Phenomenological Analysis (IPA) to analyse the data from the twelve experienced couple therapist participants. Results: Our IPA analysis led to three main group experiential themes across the focus groups: (1) Is it safe enough? (2) Do we have a joint and regenerative project? (3) Three key sources for sense making. Conclusion: Partner violence challenges the realm of couple therapy. This article explored how the couple therapists orient themselves and grapple with decision making when violence becomes an issue. The article offers unique insights regarding what the therapists orient themselves towards and how they try to form an impression of whether to continue conjoint sessions. We outline immediate clinical implications and propose measures for building individual and organisational capacity regarding “clinical sense making”. Suggestions for further research are also addressed.
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1. Introduction



“At times, I get the same sensation as if I’m sitting in a packed conference hall with 5000 people. It’s that moment when you raise your hand to speak and that unmistakable feeling, that’s what I sense sometimes. It’s a profound discomfort. You feel it in your stomach, almost like a sensation of weightlessness, as just before you’re taking a leap. Because that’s what it feels like sometimes in our line of work. You’re taking a leap, making a choice. Because that’s the way it is. Sometimes you have to make a choice that you’re acutely aware that this may have consequences. That’s just the nature of our job”.



(Stig, a participant therapist from focus group 4)





The quotation above illustrates why we wanted to do this research, exploring how couple therapists make sense of their decision as to whether or not they continue with the therapy when violent behaviour has become the issue. Couple and family therapists will encounter aggression and family violence in their practice at some point [1]. In this context, violence can be part of the referral or can become one of the main concerns at every stage of collaboration with the couple.



Prevalence surveys in Norway and internationally show that 14–30% of respondents in community samples state that they have been exposed to partner violence at some point in their life cycle [2,3,4,5]. In clinical populations, the prevalence of partner violence is even higher. For couples seeking couple and family therapy in generalist settings, studies show that as much as 70% of couples have experienced physical aggression and relational violence [6,7]. There have been a few research studies on different aspects of family violence in the Norwegian Family Counselling Services (NFCS) showing variation in the prevalence of family violence between 0.3 and 34% at various family counselling offices [8,9,10].



In parallel with the high prevalence of violent behaviour in couples seeking therapy, it has been controversial and repeatedly debated as to whether couple therapy is safe, appropriate, or even an ethical form of treatment for partner violence [11,12]. However, studies show that couple therapy can be appropriate and as effective as other interventions when both the violence and the couples are carefully screened and appropriately assessed for conjoint therapy [1,11,13,14]. Couple therapy can, through these measures, sometimes be considered safe enough and help to reduce violence and increase relationship satisfaction because some violent behaviours can be understood as the result of escalated interactional patterns born out of frustration, anxiety, and unmet attachment needs [15,16,17,18,19].



There is a growing recognition that violence in intimate relationships is not a uniform phenomenon but is better conceptualised along a multifactored continuum differentiated by the type of violence, degree of frequency, aspects of power and coercive control, degree of severity, the experience of those involved, gender and consequences [20,21,22,23,24]. Johnson’s conceptual framework [20,25,26,27] is frequently referred to for classifying types of couples’ violence. It distinguishes between two primary contexts: coercive controlling violence and situational couple violence. Coercive controlling violence typically unfolds within a framework of coercive control, where one partner repeatedly uses multiple coercive measures to control and dominate the other partner. In contrast, situational couple violence can be understood as the result of escalated conflicts where one or both partners contribute to the destructive interactional pattern. There have also been several efforts in the research and practice field to differentiate both the conceptualisation of and response to family violence [28,29,30]. These efforts emphasise the importance of assessment because the motivation, characteristics, and effects of couple violence vary widely across multiple spectrums of individual and interactional features. The therapist must gather information and consider these variations in their ongoing practice, response choice, and possible treatment.



In addition, addressing couples in therapy introduces distinctive ethical challenges not typically faced by individual therapists [31]. When violence becomes a concern, clinicians providing couple therapy are likely to face and grapple with heightened ethical and legal dilemmas throughout the treatment process, aiming to safeguard the well-being of each partner [32,33]. When ethical aspects are taken into account along with a thorough assessment, it can enhance treatment effectiveness and promote the right effort at the right time regarding partner violence.



Guidelines for clinical-based criteria have been developed for assessment of the possibility of whether couple therapy is an appropriate treatment modality [12,14,17,34]. These guidelines mostly emphasise structures, sequences and lists of criteria that outline the material content but pay less attention to the relational processes the therapists themselves navigate to that end. Emphasising the process of assessing for the appropriate treatment modality can be referred to, more generally, as a part of a formulation in psychotherapy. For example, Vetere [35] (p. 388) describes formulation as:




“a crucial practice in psychotherapy, whereby explanations for experience are brought together with an evidence base for practice within an ethical framework of conduct. This guides and directs action for all participants within an iterative process of feedback and action. Formulation is emancipatory in intent, and provides accountability for practice.”





A formulation will draw on theory and research but also on intuitive and tacit knowledge to provide a framework for describing a client’s problems, needs and resources. It can be a starting point for action and further investigation, such as progressive hypothesising in a collaborative process with the couple or the family [36]. So, this formulation process will transcend merely evaluating the presence or absence of violence. Therefore, when partner violence becomes an issue, couple and family therapists must have sufficient knowledge, skills, and resources to assess and make sense of the situation to choose an adequate response to the couple violence in question [37]. This process of evaluating and making sense of the situation is not confined to the initial phases after the violence has become a primary concern; it should be recognised as an ongoing and integral function that extends across all stages of the therapist’s engagement with the couple [17,18,34,38].



One of the main questions the therapist must address and make sense of when violence becomes an issue in couple therapy is whether or not to continue with conjoint sessions. This decision hinges on ensuring the safety and well-being of all parties involved while also striving to enable beneficial therapeutic outcomes. Currently, there is little research on how couple therapists go about their ‘natural’ clinical sense making when faced with the emergence of couple violence as the primary concern, particularly when they try to make sense of the situation and determine whether it is appropriate to proceed with conjoint sessions. So, a deeper understanding and knowledge of what plays a part in such decisions can aid couple and family therapists in enhancing safe practice and service provision and promoting the right effort at the right time in matters of couple violence. Thus, the questions addressed in this research include the following: What do the therapists base their decisions on? What influences their formulation and practice? How do they orient themselves, and what considerations are taken into account when deciding whether conjoint sessions are safe and relevant to continue with? The main research question was: How are couple therapists making sense of their decision whether or not to continue with conjoint sessions when violence has become an issue?




2. Methods


2.1. The Research Context


The research was conducted within the Norwegian Family Counselling Services (NFCS). The NFCS is a state-funded, non-referral and free service available to couples, non-cohabitating parents, and families struggling with family or relationship issues. The services are offered at 42 family counselling offices located throughout Norway, employing about 500 therapists (social workers, psychologists, and other couple and family therapy specialists). The primary mandate of the services is to strengthen the relational conditions of children’s development by supporting couple, family, and parental functioning. In 2022, the services worked with approximately 55,000 cases, including both therapy and mediation [39]. As a result, the NFCS is one of the services that has been given a more prominent role in addressing and preventing family violence, as families seeking couple and family therapy constitutes a population at risk for relational aggression and violence [40,41,42,43,44,45]. However, the NFCS is a generalist couple and family therapy service, with practitioners defining themselves as systemically and relationally oriented, and is not a specialised couple and family violence service. The therapists at the NFCS primarily utilise conjoint sessions when working with couples and families, although individual sessions are not uncommon. In cases where violence becomes an issue, there are few standardised procedures; however, individual sessions will often be incorporated strategically to address specific issues or as a part of the assessment and to ensure the well-being of each participant. The study was conducted amidst and following the COVID-19 pandemic, and it captures therapists’ experiences against the backdrop of the global crisis.




2.2. Design and Method


Qualitative research has much to offer psychotherapy researchers by generating new understanding of the complexity and experience of different participants in therapy [46]. Interpretative Phenomenological Analysis (IPA) was chosen as an inspiration for this study’s analytic method for the focus group data reported here. IPA’s analytical focus can be suitable for exploring how a phenomenon is experienced and understood by a specific group in a particular context [47,48]. We use the word “inspiration” in the sentence above because IPA offers flexible guidelines and should not be treated as a recipe but put to use flexibly and creatively according to the research project [48]. In a narrative review, Anderson, Slark and Gott [49] (p. 98) conclude that “IPA is a methodology ideally suited to exploration of decision making in complex real-world clinical contexts. A small corpus of IPA studies has produced valuable insights into a range of clinical decision making contexts”.




2.3. Data Collection


This study utilised four focus groups (FGs) to collect data. The application of IPA to focus group data is not simplistic, as focus groups “may be less obviously suitable for IPA researchers, but they have certainly been employed” [48] (p. 125). Several authors argue that the focus group interview makes it challenging to understand an individual’s subjective experience [50,51,52] and that focus groups enhance a collective group voice at the expense of the individual [53]. At the same time, the focus group setting also has some advantages. Focus groups can be helpful because they allow multiple voices to be heard, drawing on a larger sample but in a reduced number of settings for data collection [54]. In addition, the focus groups can inspire, scaffold, and help the participants to go deeper and illuminate both convergence and divergence in experiences, making even thicker descriptions of the phenomenon in question. Both first and second authors conducted all four focus groups together.




2.4. Participants and Recruitment


The recruitment was conducted through purposive sampling because the participants could illuminate and provide insight into the specific phenomenon of interest in a relevant context [55]. We chose a focus group format with a maximum of four participants. This was to achieve optimal depth and possible ideographic commitment in the interviews [48]. In total, 12 therapists from four different offices within the NFCS were recruited for the study. We also used existing collegial groups because that can help to provide the safety needed for in-depth exploring and reflecting in a shared discussion of sensitive experiences [48]. All therapists have education in couple and family therapy and at least a basic training working with couples where violence is an issue. They are also all involved in their respective family counselling offices’ “violence team”. This means the therapists use most of their role for “ordinary” couple and family work but use some of their position to strengthen the work in the office and work clinically in cases where violence becomes an issue. Otherwise, there is diversity regarding gender, age and duration of employment in the NFCS (see Table 1).




2.5. Analysis of the Focus Group Data


The essence of an Interpretative Phenomenological study lies in its analytical focus. The researcher’s commitment is to move from the descriptive to a more interpretative stance regarding the participants’ experience and meaning making of a phenomenon of interest in a specific context [48]. However, the existing literature on analyses in IPA has not prescribed a single “method” for working with the data. Nevertheless, some general processes and strategies within IPA are suggested and could be applied flexibly to optimise the given analytic task and study [48,55,56]. Several articles describe and demonstrate a step-by-step guide on how IPA can be adapted for use with focus groups [53,54,57]. Elements of these efforts were drawn upon when constructing our way forward in analysing the material with the following strategies/steps:



	
Step 1: Identifying the researcher’s orientation and potential bias






Before the initial focus group, we, the first and second authors engaged in a self-reflexive interview to illuminate our presumptions, biases, and potential influences on the research and analytical process [58]. Following each focus group, we conducted mutual interviews, recording the following. (1) What surprised us? (2) What were we drawn towards? (3) Was there anything we would like to do more or less of if we had the opportunity to do it again? Additionally, a reflective research diary was maintained throughout the study, capturing notes on challenges, dilemmas, decisions, insights, and positive experiences. These reflections were included in and influenced the next steps and iterative cycles of the further research process.



	
Step 2: Immersion in the data and exploratory noting






We started with the first focus group. The transcript was read through in its entirety without taking notes. Then, we re-read the interview while listening to the audiotape. Throughout re-reading and listening, exploratory notes were taken: spontaneous thoughts, ideas, feelings, etc. These notes made it somewhat easier to return to the text and refocus on the material without too many “distractions”.



	
Step 3: Multiple readings with different emphases






The text underwent multiple readings with different emphases. Initially, a descriptive approach was taken, highlighting and trying to “be close” to the participants’ experiences. The second reading centred on linguistic aspects, encompassing pronouns, keywords, emotion words, pauses, laughter, fluency, and the frequency of concepts. While the first two readings aimed for closeness to the participant’s experiences, the third reading embraced the researcher’s perspective through conceptual insights, fusing more explicitly the informant’s descriptions with the researcher’s interpretations.



	
Step 4: Identifying, highlighting, and clustering quotes






To keep experiential statements (step 5) grounded and avoid premature abstraction, we introduced a step involving in-depth exploration of quotes from the transcript. In each focus group, 184–256 quotes were selected and emphasised. In the analysis, all quotes were marked with participants’ pseudonyms, so it was possible to follow the specific participant and take an idiographic account. Subsequently, we conducted a level 1 clustering of quotes within each focus group, addressing questions such as theoretical and practical connections, key experiential features, and participant experience and sense making processes.



	
Step 5: Constructing experiential statements






Then, the clusters of quotes were reviewed and refined, given descriptive names, and constructed into a set of experiential statements [48] (pp. 86–87).



	
Step 6: Searching for connections across experiential statements in the particular focus group






The next step was to make a level 2 analysis of the experiential statements for each particular focus group by reclustering the level 1 clusters. The new level 2 clusters were given descriptive names when this was complete.



	
Step 7: Searching for connections across group experiential statements across the focus groups






One of the final steps entailed exploring the interconnections between the focus groups within the scope of the level 2 group experiential statements. As a result of this process, a total of 21 level 3 group experiential statements or themes were derived. Subsequently, the first author was responsible for the last selection and conceptualisation, which was guided by the research question in this study.



	
Step 8: Checking individual transcripts to ensure nothing missed






After the final grouping and conceptualisation, the first author reviewed all the transcripts to ensure that crucial ideas and quotes were included in the final write-up.



This analysis constructed three principal findings, which will be presented in the results: (1) Is it safe enough? (2) Do we have a joint and regenerative project? and (3) Three key sources for sense making.





3. Results


Our IPA analysis led to three main group experiential themes across the four focus groups. These themes appear to capture and shed light on the process through which the couple therapists decide whether or not to continue with conjoint sessions when violence has become an issue. Collectively, these three main group experiential themes constitute what we have termed as “clinical sense making”. The first two emerged as questions and thematised “what” the therapists are oriented towards to determine whether to continue with conjoint sessions when violence has become an issue; and the third group experiential theme highlights “how” the therapists try to make sense of and understand the situation: (1) Is it safe enough? (2) Do we have a joint and regenerative project? (3) Three key sources for sense making.



The three different group experiential themes will be presented separately in an analytical attempt to highlight significant aspects regarding “the what” and “the how” in the “clinical sense making” process of couple therapists deciding whether to continue with conjoint sessions when violence has become an issue. We employ narrative descriptions and figures to emphasise key aspects. Tables indicate the presence of sub-themes in each focus group. Selected quotes from the interviews are used to help the reader substantiate the analysis and the authors’ interpretations and, at the same time, capture the essence of the participants’ sense making and experience about each theme. However, it is essential to note that in clinical practice, these themes are intertwined and simultaneous rather than isolated phenomena. The discussion and clinical implication section will delve more into their interconnectedness and relevance to practice.



3.1. Group Experiential Theme 1: Is It Safe Enough?


Throughout the interviews, the therapists positioned themselves and articulated a core assumption that conjoint couple therapy is a potent format for addressing underlying relationship issues, even in the presence of violence, as long it was safe enough. The therapists also addressed how couples often expressed a desire to confront and resolve problems together, resisting the idea of individual therapy. However, in all focus groups, research participants emphasised the primary safety concern when violence became an issue, and it was the first sign of whether continuing with conjoint sessions was appropriate. In particular, the therapists were orientated towards what they perceived as “red flags” linked to the risk for escalation or new violence. Concurrently, they grappled with a sense of uncertainty regarding continuing the collaboration within a conjoint couple therapy context. As articulated by Nora (FG1):




“I think it’s an uncertainty that I feel, and sometimes I can get anxious about maintaining the same pattern that’s already there… It feels scary to be part of something that maybe makes it even harder for the couple.”





Many therapists acknowledged that uncertainty remained an inherent aspect of the collaborative process despite their efforts to assess and manage risk and establish safety. This ongoing uncertainty does not negate the importance of these efforts. Instead, it underscores the need for an ongoing iterative process assessing and managing risk and that the focus needs to be on safety throughout and regularly monitored, as Herman (FG2) articulated:




“Is this safe enough? Maybe, okay yes, this is safe enough, and we have a common goal. However, then, (pause) I think, it may not be after all. Down the line, sort of, that it could change. Um, or the violence, in a sense, can continue in hiding… It’s sort of something you have to, or continue to be a thought then, you must be open to it.”





Against this backdrop, what does the therapist focus on to gain greater clarity and confidence around whether or not to continue with conjoint sessions? Through our analysis, we constructed this first group experiential theme out of six foci through which the therapists oriented themselves (see Figure 1 and Table 2).



3.1.1. Forms and Frequency of Violence


The initial point of enquiry for the therapists when violence became an issue revolved around obtaining a comprehensive understanding of the nature and occurrence of violence within the context. A common thread emerged across all four focus groups with participants collectively delving into two critical aspects: the various forms of violence and the frequency of these incidents. Violence can manifest in various ways, encompassing physical, psychological, sexual, material, digital, and financial forms. So, the therapists tried to identify which forms of violence were present or not, along with the frequency of the violence and, thereby, to try to differentiate between isolated incidents and recurring behaviours. Across the focus groups, a consensus emerged, which was particularly highlighted by tone (FG3):




“If there is severe aggravated violence, repeatedly over time, then we would be much more…, so we probably would not start couple therapy.”





Stig (FG 1) described and elaborated how he was concerned with the couple’s situation at present, how the violence had developed over time, as well as their thoughts and expectations of how this would develop in the future:




“How has it been in the past, and what do they think about the future, for each one of them? That can inform different perspectives on how long this has been going on? How has the development been? Has it gotten worse? Has it been static? Has it gotten better? What do you think it will look like in five years? I think these questions often help both me and them to say something about, what shall we do now?”





In all focus groups, participants acknowledged and underscored that behaviour or frequency, in isolation, may not offer sufficient insights without also considering the relational context in which the violence unfolded. So, creating a formulation with these aspects was crucial to them.




3.1.2. Patterns of Power and Coercive Control


In the focus groups, therapists frequently made a clear distinction between two types of intimate partner violence: coercive controlling violence and situational couple violence. They invoked the term “coercive controlling violence” to characterise instances of violence that unfold within a framework and a “regime” of coercive control, where one partner deliberately employs violence and their power in harmful ways against their partner. In contrast, “situational couple violence” was recognised as a consequence of escalating conflicts in which one or both partners use violence, not out of an intention to control, but because of anger and frustration over a specific situation. As emphasised by Ingvild (FG3), who had just met a couple where she assessed that the violence occurs in the context of “coercive controlling violence”:




“If you subject someone else to a regime, that becomes very, very, if people start doing things they don’t want to do, or they don’t do things they want to do. And that, in addition, is systematised over time with a certain intensity. I think there’s quite a lot of that.”





Jacob (FG1) also addressed this:




“If there is so much fear or it is too unsafe, and the imbalance is so great, I have mostly split them and talked to them individually, then you as a therapist start to think of other ways to go than conjoint couple therapy.”





As a result of this awareness, the therapists remained sensitive to whether the violence was embedded within a “coercive regime” and, therefore, restricted the possibility of conjoint sessions.




3.1.3. The Degree of Severity, Fear and Latent Violence


The previous quote addressed something the therapists often associated closely with coercive control: the degree of severity, fear and latent violence. They suggested there is not a necessary direct correlation between the actual acts of violence and the consequences for the couple and family because individual, relational, and contextual risk and protective factors may mediate the experience of the violence. However, the therapists emphasised a crucial distinction for them in their decision making as to whether the violence had led one or both individuals in the relationship to adopt maladaptive behaviours in their daily lives, as Thomas (FG2) explained:




“I have a couple now where there was a violent incident 13 years ago, a very severe incident of violence. And, and it’s a very illustrative example then, where, of how serious violence can be then. Because it still controls their lives really…Um, and it has been a big part of their family life for all these years until now.”





Nora (FG1) had just started to work with a couple where violence quickly became an issue, and she said:




“I have a new case like that, where it’s very much latent violence. He says there haven’t been many incidents in quite a while. And she agrees with that, but it is the latent violence that she struggles with, how she navigates to avoid new episodes, and that she’s afraid of it. She walks with that fear within, despite there aren’t many new and concrete episodes.”





Therapists view the presence of fear and latent violence as indicators of the severity of the violence and its retrospective impact. So, in the context of continued collaboration in a conjoint setting, several therapists saw how clients adapt their relational interactions, and this behaviour was seen as a potential cue for guiding interventions and the couple’s ability to engage in therapeutic work. Therapist were also concerned about whether these relational interactions and behaviours manifested within the therapy room. So, if present, there was little point for them in using the format of conjoint couple therapy because of the fear and lack of safety, which characterised the relationship and influenced the parties in such a way that they could not speak sufficiently freely and thus could not thematise and work with the destructive patterns to enhance safety. As Emma (FG3) put it:




“In a way, it is a prerequisite to creating a sense of safety that they will be able to talk about something that difficult.”






3.1.4. The Children’s Situation


Despite the context of couple therapy, all focus groups addressed and emphasised the importance of considering the children’s situation and parents’ caregiving capacity when violence emerges as an issue. This consideration serves a dual informative purpose: if measures are necessary to ensure the children’s safety and development, and the appropriateness of conjoint couple therapy as the intervention at the given time. The participants believed that children exposed to, and witnessing couple violence are at greater risk of developing mental health issues, developmental and behavioural problems. They also recognised that violence within the adult relationship impacts the parents’ caregiving capacity, diverting their attention from the children’s and their own needs. So, in some cases, they considered the family and children’s situation to be too fragile or uncertain to continue conjoint sessions. For example, Ingvild (FG3) had recently worked with a couple where she assessed that the children’s situation was critical and that conjoint sessions and couple therapy were inadequate. She recommended that Child Protective Services (CPS) investigate further due to the distressing circumstances.




“We have these cases and where we think that here there are quite different weighted power relations in the relationship, here there is a high degree of psychological violence, here there are some children who are quite harmed by it, and then we think: ‘but I can’t do anything here’. Here it is too fragile, here it is too depleted, here they are too worn-out. Then we send a report of concern (CPS), and then we get that dismissal back, where you then think, what do we do now? So, then there are some people who don’t get help, and here are some kids who are suffering. And I’ve assessed that I can’t do anything here because it’s too depleted, too severe, and impossible for the Family Counselling Services to do good enough work here in this case. I think there is someone who, first and foremost, must go in and inquire how the heck those kids are doing! And then it gets dropped!”





So, therapists frequently encountered dilemmas, discomfort, and emotional strain concerning the children’s well-being, irrespective of their interactions with the children. Consequently, the child’s perspective was prevalent across all focus groups. Nevertheless, there was notable variability in how the therapists described the extent of their direct contact and involvement with the children.




3.1.5. Substance Abuse and Trauma


All therapists highlighted that couples in “violence cases” often struggle with other life stressors and additional challenges that can significantly impact functioning, the risk of recurrent violence, and the potential for engaging in couple therapy. Among these different struggles and complexities, substance abuse and trauma emerged as particularly salient. Several therapists highlighted how trauma responses related to the current partner or previous relationships could create a pervasive sense of insecurity and lack of safety, leading to the belief that conjoint sessions might not be suitable. Two of the therapists worked together with a couple where the female partner was the aggressor in the current relationship, but had a history of severe trauma responses from a prior relationship. Sigrid (FG3) said:




“Lots of abuse, and you name it. So, so it’s a question of whether she’ll ever come out of going into old feelings all the time.”





The two therapists thought she was overwhelmed and physiologically flooded, so interactions escalated during the sessions with her new partner, making it difficult to regulate and lead the conversations. Therefore, the therapists decided that individual sessions would provide a safer format. In focus group one, they were also concerned with how substance abuse makes the sessions and therapy project more unmanageable and unpredictable and creates uncertainty, Sunniva (FG1):




“In some of these cases, substance abuse is also involved, and it is also a complex factor that has to do with safety and insecurity. Sometimes it is the person who is exposed, and sometimes it is the person who commits the violence that has a substance abuse problem.”





Substance abuse was something the therapists considered to be a heightened risk for new violence and considered it essential to gain “control over” before conjoint sessions and couple therapy could feel safe enough.




3.1.6. Acknowledgement of the Violence


One of the challenges of addressing violent behaviour that the therapists encountered was that it could trigger defensive reactions, such as minimising, trivialising, or rationalising the violence and its consequences. People may also become entrenched in a pattern of blaming others or justifying their actions. Nevertheless, all the focus group participants advocated that it was a prerequisite for even considering conjoint sessions to be appropriate and safe enough i.e., that there was “sufficient” acknowledgement of the violence from both parties. Tone (FG 4) reflected on a case she was co-working with a colleague in the same focus group, where they had decided they could not continue for the moment with conjoint conversations. They experienced and thought that:




“There is no acknowledgement of the violence, like the guy we worked with, and then we don’t go into it, it becomes like a criterion. We have to see that recognition.”





Without such acknowledgement, it made no sense to continue with conjoint sessions for the therapists.





3.2. Group Experiential Theme 2: Do We Have a Joint and Regenerative Project?


The first group experiential theme was “violence specific” and was oriented toward what the therapists perceived as signs linked to severity, the imminent risk for escalation or new violence, and the question “Can it be safe enough?”. In contrast, the second group experiential theme addressed therapy and cooperation more generally. This group experiential theme incorporated four foci, extracting what the therapists orient themselves towards regarding whether they experience a joint and regenerative project as possible (see Figure 2 and Table 3).



While some therapists emphasised and oriented themselves mainly towards the different aspects found in group experiential theme 1, others focused almost equally much on the experience of having a joint and regenerative project when deciding if conjoint couple sessions were or could be constructive. The following extensive quote from Ingvild (FG 3) summarises many of sub-themes of the second group experiential theme that will be deconstructed and further elaborated below:




“In my experience, it is, in a way, not how severe the violence is that decides. I’ve had quite a few cases and have now, where there’s been a stranglehold, physically damaging violence, and visits to the emergency room. So that’s not what necessarily excludes me from thinking that we can do something together. It is the extent to which both parties are willing to take responsibility, look at their contributions and are, in a way, prepared to work seriously and prioritise from session to session. So it’s like, yes, it’s people’s motivation, ability, and willingness to look at what they’re doing, which is important in the first place. But then there’s something about when we experience that it doesn’t have the progression we hope for. In terms of frightening events coming to an end, um, what are we doing then?”





3.2.1. Do Both Partners Wish to Stay Together?


Many therapists thought it would be vital to ask questions regarding the premise that is most often the basis for the couple making contact with the NFCS, namely that they want to strengthen and maintain their relationship. So, do both partners wish to stay together? Nora refers below to a recent experience:




“In the first session, he’s very keen for it to be a couple therapy, and find back to each other or repair and strengthen the relationship, while she leans more out of the relationship.”





Many therapists have had similar experiences, whether it was in the start-up phase or it became more apparent as the process and collaboration developed. Nonetheless, several believed that it would be inappropriate to work with them in conjoint sessions if it turned out that one wanted out of the relationship. However, most focus group participants acknowledged the rarity of such situations being entirely clear-cut and that there was often great ambivalence for the couple regarding whether they wanted to invest in and try to “save” the relationship. Several therapists experienced and saw this as an opportune moment for couples to explore and safely discern their path forward preferably with the therapist’s guidance rather than trying to navigate this process alone. Stig, from the first focus group, reflected on this:




“I think there are a striking number of cases in that area of clarification. So it’s nice then, I think, that those people get the opportunity to reflect with themselves and their partner on what they shall do now. Before we move on, so they don’t rush into either strengthening or breaking up the relationship.”





Petter (FG 2) had comparable experiences; however, he also emphasised that in several couples he encountered, it seemed that one individual in the relationship initiated conjoint therapy because they needed a safe environment to discuss and commence the process of ending the relationship:




“Yes, and many of those who come to us in a clarification phase, often one of them have decided in advance that they are not going to continue with this, but need a safe process on it.”





So, a crucial point of clarification is whether the couple wishes to remain together. However, as evident from the quotes above, there can be feelings of ambivalence or a significant likelihood of a break-up. Nevertheless, the therapist might find it meaningful to continue with conjoint sessions. Their intent is not necessarily to “bring the couple together”, but rather, they believe that conjoint sessions could aid the couple in finding a safer path forward.




3.2.2. Same Focus?


The therapists also play a crucial role within the “therapeutic system”; this aspect was a recognised theme across all the focus groups. Therapists emphasised the significance of alignment and shared focus, stressing that both the therapist and the couple need to be committed to the therapeutic project irrespective of the specific goals they aim to achieve. Nora (FG 1) encapsulated this idea when she remarked:




“It’s a challenge that sometimes I think, oh my God, you have to break up, long before the people in question think so, and then it’s not certain that I am a very good therapist, if I have a different solution in my head, than they do themselves. So it’s tough, like that tipping point, how am I going to be able to follow somehow closely enough on the client’s process then?”





The notion of the “tipping point” was a recurring topic across all the focus groups, referring to the juncture at which the therapist had difficulty continuing with the therapeutic project of one or both individuals within the couple. Within this context, it became apparent that certain therapists displayed a higher degree of self-assuredness in “stepping forward” and making these decisions. In contrast, others struggled with an internal conflict around departing from their established therapeutic practices and principles. A significant discussion unfolded in focus group two, initiated by Thomas, who recounted a case in which he had expressed to the couple:



Thomas: “I don’t think you should be together, right? To be so clear, I think that’s hard. Because it goes so against what we’re drilled on over the years, in a way.”



Herman: “Yes.”



Thomas: “So to take a, um, such a position then, I think that’s difficult.”



Herman and Petter: “Mmm, yes” (agrees).



Thomas: “And that, and then I feel it straining in me, when I did it. And it’s kind of puzzling then, because it’s not, it’s not those people really, it’s, it’s the culture in a way I’m embedded in and that I’m stepping out of, in a way, that we shouldn’t do that.”



Despite different degrees of self-assuredness, they all acknowledged the necessity of adopting a distinct approach when dealing with issues of violence compared to cases that lacked such dynamics, challenges and potential concerns for safety.




3.2.3. Capacity and Willingness to go to therapy?


A vital aspect concerning the viability of a joint and regenerative project revolved around the therapist’s evaluation of the couple’s capacity and willingness to actively participate in the processes required for behavioural and situational change. Ingvild (FG 3) elaborated on this concept when she stated:




“Thank goodness we are able to change behaviour, we humans, but that requires an enormous presence and capacity that is quite fierce.”





This notion of capacity and willingness encompassed various dimensions. On the one hand, it entailed considering the socio-economic and situational conditions affecting the couple. On the other hand, it delved into the therapist’s perception of the client’s individual’s current dispositions and attitudes towards actively engaging in the processes to mitigate the risk of further violence and enhance safety for all family members. Ingvild and Sigrid (FG 3) elaborated and offered insights into this dual perspective:



Ingvild: “So I’m trying to get both capacity and motivation. And then at the same time willingness and even ability…and we really shouldn’t overestimate our importance. To think that people who are so “genuinely struggling in life”; there’s Covid and they are from other countries, they haven’t had contact with their family of origin for a couple of years, they’ve had a child along the way, right. It’s not their language, they don’t necessarily understand anything particularly about the Social Security System, that doesn’t mean the heck I do either. And it’s, well, they’re so depleted and struggling, aren’t they…”



Sigrid: Mmm (agrees).



Ingvild: “…they are so exhausted, to meet them and think that with an hour here every two weeks we will make a big difference, it’s a bit naive.”



Hence, in some instances, the decisions regarding whether to continue or discontinue conjoint sessions were grounded in recognition of the couple’s incapacity, stemming from contextual factors rooted in a systemic perspective. Other times, there were situations where the therapist’s perception of the couple’s commitment and motivation to effect change in their current situation influenced the decision. Jacob, a participant from focus group one, shared:




“If you’re satisfied in your “current life” or have too much control of the situation. Either way, it’s difficult, through talking, getting them to think: oh, now I really have to pull myself together because this isn’t good for us. That’s not easy.”





Simultaneously, therapists underscored that the concepts of capacity and willingness should not be viewed as binary attributes where they are either entirely present or absent. Instead, they advocated for a more nuanced perspective, considering them as variables that exist along a spectrum, ranging from robust to restricted. They observed that these capacities could fluctuate over time and could also be a primary focus of attention and intervention aimed at bolstering the couple’s ability and motivation to reduce the risk of violence and enhance safety. Nevertheless, therapists stressed that even at the initial stage, a minimum level of capacity and willingness must be evident to make conjoint sessions a feasible option.




3.2.4. Is It Enough?


The couple’s capacity and willingness to establish a safer living environment for all involved is undoubtedly crucial. However, therapists also underscored their responsibility in evaluating whether the collaboration and what they, as therapists and the NFCS, could contribute was enough and/or if there were other services more suited to meet the needs of this family. This was essential immediately after the violence became the primary concern but also needed continuous monitoring. Sigrid from focus group two said:




“And then there’s always that consideration of whether there’s better services elsewhere.”





Her colleague Ingvild referred to a conversation in which she had discussed with the couple that the services from the NFCS alone would not be sufficient as she had assessed it and that it was essential to be transparent and discuss this with the couple:




“And I said that to the couple. That I think this is not fair to you. No, because it’s too insufficient help at this point, so how can we think about the situation then?”





The therapists in focus group two had too often experienced discomfort in that the resources and framework of their family counselling office degraded the services they initially could offer and believed the couple needed in order to create regenerative processes. Their primary concern revolved around the challenges of scheduling regular and frequent sessions and, if required, involving a co-therapist in the process. Sigrid and Ingvild (FG 3) articulated their experience, noting that when violence entered the equation, their immediate instinct was to arrange follow-up appointments promptly, but that was complicated and rarely possible and, therefore, created disquiet:



Sigrid: “Sometimes, it can be challenging to work on these cases, and I think I can’t do it. I have a new free appointment in 6 weeks!”



Ingvild: “It’s absolutely crisis.”



Sigrid: “And if I’m going to have a co-therapist in, then at least eight weeks pass before I can meet the couple again…And that’s, what we can get very, very exhausted by.”



In contrast, on other occasions, the therapists felt and believed they possessed the necessary resources and a conducive framework that allowed them to establish regenerative processes and feel a sense of mastery in their work. However, the question whether “it is enough?” remained pertinent. An integral part of this question involved monitoring for any violent incidents between sessions. For instance, Sunniva (FG3) mentioned:




“It’s been two weeks since we last saw each other, right? Has it been a particularly frightening or particularly scary episode since the last time? How have you experienced it? So, so like that…, I try to get to the worst thing that’s happened since the last time, and then we unpack it behaviourally.”





At the same time, they were concerned about how the interaction within the couple/family developed over time. Ingvild continued:




“So it’s both about, does it look like they’re starting to think differently about themselves and their situation? Does it look like this change in perception transfers into the action they actually do? That’s on the one hand, but also to what extent is there in a way any change in meaningful understanding of what is happening to them, and what they themselves contribute, are they helping or maintaining the situation?”





So, in this context, the therapists underscored the importance of ongoing evaluation to determine whether the collaboration was progressing in the right direction and if the measures were enough or if other actions were needed.





3.3. Group Experiential Theme 3: Three Key Sources for Sense Making


The third group experiential theme describes three key sources regarding how the therapists “read” the situation and how the therapists informed their decisions. The therapists used three key sources to make sense of the two questions that constituted the two preceding group experiential themes: “Is it safe enough?” and “Do we have a joint and regenerative project?” The three sources were: Sense Making through Language, Sense Making through Emotions, Sensations and Bodies in Interaction, and Sense Making through Pre-experiences and Paradigm cases. There is undoubtedly overlap among the three sense making resources, and in the analysis, they will inform each other. So, it is not that the therapists inform their choices from one or the other resource, it is more of a matter of focus and priority, which modality the therapist can access and, if applicable, chooses to prioritise at any given moment (see Figure 3 and Table 4).



3.3.1. Sense Making through Language


When it comes to determining whether to continue with conjoint sessions, it seems therapists heavily rely on the process of sense making through language. Language is not only a medium through which therapists reflect upon and express their thoughts and reflections regarding their decisions in this study, but language, in general, also serves as the primary source that guides the decision making process in which they are embedded.



In addition, and more specifically, therapists employed various theoretical or practice-based terms and concepts to understand and initiate inquiries and assess different aspects that they consider relevant and significant for their decision. The subordinate themes within group experiential themes 1 and 2 provide examples of these terms and concepts actively incorporated by therapists. These terms and concepts were potent “tools” and sources that brought forth and allowed certain aspects to appear in the “light”.



One concrete and illustrative example is the concept of “power and coercive control”. Despite slight variations in terminology and wording among the therapists, all 12 consistently referred to this concept throughout the focus group interviews. While providing precise operational definitions is possible, the therapists did not consider precise definitions as the primary or foundational aspect of their decision making. Instead, they used it more loosely as a “perceptual lens”, guiding their inquiry and exploration without providing a rigid blueprint of what to seek. It seemed they used the concept to draw their attention to essential features they thought would provide a relevant starting point for inquiring and building a sufficient foundation for their sense and decision making. For instance, in focus group two, Thomas frequently used the “power and coercive control” concept as a point of entry and a framework for examining various facets of the couple’s daily life.




“I thematise equality and power and coercive control in the relationship. How it feels, um, and that’s a way for me to check out, my concern then. If I get, get more worried, after checking out that topic, um, in relation to, who makes decisions, relative to, it could be about finances. It could be about, about, that with respect to each other: Um, and that’s a way of checking out, was my hunch right?”





Sunniva (FG3) also used power and coercive control as a term and concept when violence became an issue and a “perceptual lens” to assess whether the conjoint sessions were appropriate to proceed with:




“To go further into what, what else is there in that relationship of different power aspects then, i.e., what kind of powerlessness is it that who experiences, in what situations, and what kind of power positions exist, what does that do to the dynamics of the relationship and communication then?”





These concepts clearly contributed to describing and illuminating different aspects that might otherwise have been overlooked or lost by overwhelming information and impressions.




3.3.2. Sense Making through Emotions, Sensations and Bodies in Interaction


Several therapists employed terminology such as “mood in the room”, “vibe”, “I had a hunch”, and “I sensed”, or “intense feelings and atmosphere” when describing their intuitive perceptions of the ongoing dynamics within the therapeutic context.



So, the second primary source of information for the therapists in how they “read the room” were their intuitive perceptions of the ongoing dynamics within the therapeutic context, more specifically, their experience-based embodied feelings and sensations and their impression of the couple’s bodies and interaction in the room. They regarded this source of information as indispensable to making sense of the intricacies of the conjoint sessions, guiding their interventions, monitoring the therapeutic process and informing assessment and management of risk. While all four focus groups addressed this aspect to some extent, the discussions in focus groups 1 and 4 delved more deeply into the therapists’ sensitivity to and active interpretation of these non-verbal dynamics, as illustrated by Stig from focus group 1:




“That dynamic, coming in from the waiting room, as they walk into the office, how they sit down, how they talk, don’t talk to each other, also how they, too, how they react when I say that I want to have individual conversations with them, that is, all these responses then. Both how they manoeuvre in relation to each other and in relation to me, it gives a lot.”





Experiencing these interactions makes bodily impressions, and the therapists’ sense making of the interaction in the room helps the therapists to consider which measures and alternatives of action can be seen as feasible. Tone elaborated (FG 4):




“If it’s very, if there’s a feeling or atmosphere so intense as to seem almost tangible in the room, one that’s very tense, trembling, one of them don’t make eye contact, and the other is very, what should I say, one is very eager to speak, and lays out the situation. Then I can feel the discomfort and distress that, here’s something, um, and it kind of stops the possibility to go as far into the landscape as I might have.”





When the therapists experienced this bodily discomfort and became uncertain about how it was most appropriate to proceed, several participants described this as an inner dialogue and said that they did make intuitive decisions that they believed best safeguarded safety. This internal and intuitive decision making process posed a dilemma for some, as it contradicted their aspiration for openness and transparency within the conjoint sessions with the couple. Thomas, who participated in focus group two, offered reflective insights into this intricate balancing act:




“I don’t sit with that sensation without doing something then, so I’m kind of like, I’m always doing something when I get a hunch like that, or, if talked about, it’s rare, so I try to be transparent then, so, so I’m probably transparent when I’m working with couples… But that has to be my assessment of, what can I say, or how worried am I that something wrong will happen then? Yes, if I am sufficiently afraid of it, I will contact my colleague or manager. Um, or, or am I sufficient, then I will, in a way, wait to talk about these things and check it more out in individual conversations.”





Some described this sensitivity and capacity to register and interpret one’s own and other’s bodies, emotions, and interactions as indispensable in deciding the appropriateness of conjoint sessions. At the same time, several therapists described this process of interpretation as challenging to put into words, rather “operating” as a sensation influencing their impression and action.




3.3.3. Sense Making through Pre-Experiences and Paradigm Cases


The study participants consisted almost exclusively of experienced therapists with long tenure in the NFCS and more than average experience working in cases where violence was one of the main concerns. It would be unlikely to claim that their existing ideas and prior experiences did not influence their sense making and decisions. These therapists carried a weight of past experiences, particularly some paradigm cases that had left a lasting impression on their awareness and bodies. They vividly recounted how these experiences came to the forefront and influenced their “clinical sense making” in new and similar situations, bringing forth more or less apt suggestions for decision making and action. Stig, in focus group 1, talked about how his experiences from several cases have accumulated and contributed to him becoming more alert and led to a more significant curiosity and inquiring than he did previously:




“I’ve probably been scared myself, when I’ve discovered afterwards how ugly it has been and how close to death one of the parties has been, so it’s probably made me even more, maybe sensitive, but very alert to asking what kind of violence are we talking about? How far does it go? How hard do you hit? What did you use? Right? How serious is this in terms of survival? Because I’ve become, maybe I’ve been secondarily traumatised (laughs), but I’ve been a little intimidated a few times by how close it’s been in terms of going awfully wrong.”





At other times, it was not multiple and recurrent experiences that were forming the therapist’s practice and “cognitive mind maps” related to their decision making, but rather, it was a singular event or a paradigm case that had a lasting influence. Towards the conclusion of the fourth interview session, as the participants were invited to share any additional insights, Emma, a seasoned therapist among the focus group members, recounted a case from her past that dated back almost a quarter of a century. This particular case had etched a profound and enduring impression on her, as she said:




“I had a couple where I felt very strongly there was something wrong. He was quite big, and she was small, and she was very tense. I had a couple of conversations with them, and then lost them. And I thought, there was probably violence there, I’ve thought subsequently. And it’s comes to me, many times since then. I have that picture with me. They slipped through my hands. At that time, I didn’t have enough training and was too new, but that picture I have, of that tension and anxiousness. So I can recognise it. Right, I see, very. It’s stuck like such a powerful memory. When I see it, in a way, I recognise that tension (in new cases)… It affects me, now I need to be more sharpened.”





Some of the therapists described how their pre-experiences and their paradigm cases shaped their sensitivity to specific aspects and foundational understanding. So, in some instances, the weight of past experiences was experienced as a resource, and other times, it was a constraint. Nonetheless, it provides a framework for evaluating the information and complexities when assessing the new situations of the cases they encountered.






4. Discussion


Partner violence presents a significant challenge in the realm of couple therapy. This article has explored “clinical sense making” among couple therapists as they grapple with and try to navigate whether to continue conjoint sessions in the presence of violence. The article offers unique insights regarding “what” the therapists orient themselves towards and “how” they try to form an impression of whether to continue with conjoint sessions. The therapists’ descriptions of “clinical sense making” reveal that this process is not confined to identifying the mere presence or absence of violence; rather, it delves into the unique context of each case, characterised by intuition, holistic consideration, and inherent complexity and uncertainty. It also highlights therapists’ processes and dilemmas when committing to safety and pursuing regenerative processes. Simultaneously, they recognise the limitations of conjoint sessions and that not every couple may benefit from them (see Figure 4).



After violence has become an issue in couple therapy, the first stage of clinical sense making is to form a first impression of the situation for the next steps in the process. Even though this is often the phase where the therapist has the least information, the “raw data” can still be comprehensive and overwhelming. Schön describes that the problems we face in professional practice are not necessarily clear and straightforward. We often stand in situations that are characterised by uncertainty, instability, and conflicts of values. He writes: “The problems of real-world practice do not present themselves to practitioners as well-formed structures. Indeed, they tend not to present themselves as problems at all but as messy, indeterminate situations” [59] (p. 4). When the world appears chaotic and unruly, individuals themselves must create meaning through their constructions and definitions. This distinction making process is an interpretative and sense making act [60]. When we construct and make sense of a problem, we do this through a: “…complementary process of naming and framing. Things are selected for attention and named in such a way as to fit the frame constructed for the situation” [61] (p. 146). So, when therapists encounter this complex or ambiguous situation when violence has become the primary concern, they instinctively seek to reduce uncertainty and make the world more predictable. The analysis from this study shows that the therapists try to make sense by making distinctions, i.e., by “naming” and “framing” through the “what’s” (group experiential themes 1 and 2—is it safe enough; and do we have a joint and regenerative project?). This process shapes the therapists’ interpretation and creates a “lens” that influences and gives an impression of a situation.



This lens through which the therapists interpret the world around them depends on the individual’s prior knowledge, beliefs, values, and past experiences. From Gadamer’s perspective, prejudice is not a hindrance but a positive prerequisite for understanding something at all [62]. So, without our historically determined prejudices and horizons of understanding, there is nothing to draw upon to make sense of the situation. So, attempting to understand and make sense of a situation will always involve placing the phenomenon of understanding in the context of our pre-understanding and prejudices, which are always related to a particular historical and social context.



Through group experiential theme 3, we present “how” the therapists try to make sense and form an impression of the situation by drawing upon three distinctive sources of information: “Language”, “Emotions, Sensations and Bodies in Interaction”, and “Pre-experiences and Paradigm Cases”. We have used the term “impression” in several places throughout the text. Sara Ahmed [63] suggested that using the term “impression” can constructively blur the boundaries between bodily sensations, emotions, cognitive processes, and evaluation. This can serve and allow us to transcend rigid analytical distinctions between these components of human experience and, at the same time, acknowledge the interconnectedness of these domains. So, using the term “impression” in the context of how therapists make sense in this article relates to the interplay between perception, cognition, sensation, and emotions and how these domains impact our impressions. Once the therapists have formed a comprehensible impression of a situation regarding safety and assessed the viability of a joint and regenerative project, this impression serves as a springboard and foundation for clinical considerations, decisions and action regarding these matters.



There is a constant balancing act throughout the process of making sense of the situation and deciding whether or not to continue with conjoint sessions. One of the main aspects of this act is balancing ethical considerations. These are both implicit and explicit in all focus groups: a commitment to go beyond merely identifying and taking a moral positioning against the violence but also to contribute to enhanced safety and healthy relationships [64]. Simultaneously, they elucidate the delicate balance they must strike between their dedication to fostering generative processes and their ethical and professional obligation to safeguard the well-being of each individual in the couple and their children.



The therapists operate within a broader organisational and legal framework; however, it is noteworthy that in this study, they seldom explicitly reference these formal structures when describing and discussing how they navigate, make sense of, and decide whether to proceed with conjoint sessions. This may suggest that the therapists, either independently or in conjunction with their colleagues, primarily shoulder the responsibility and facilitate these decisions independently with limited support from these established frameworks. This could be one piece of the puzzle as to why therapists often report a profound sense of burden and personal responsibility in dealing with such cases. On the other hand, all focus group participants emphasise the necessity of maintaining a continual and dedicated professional focus on addressing violence within the organisation and at the individual family counselling office level. This commitment is vital as it plays a significant role in enhancing individual therapists’ capacity to excel in their position to offer safe and tailored services, thereby optimising the possibility of making a meaningful contribution when dealing with these cases.



4.1. Implications for Therapeutic Practice


Building individual capacity: In dealing with partner violence cases, couple and family therapists must equip themselves with the necessary knowledge, skills, and resources. This involves the ability to address potential violence, even if it is not initially part of the referral, and to assess and manage safety when couple violence arises. Developing a nuanced “clinical sense making” of the complexities surrounding partner violence enhances therapists’ capabilities to navigate, comprehend, and make informed decisions. This requires a reflective therapeutic practice supported by supervision and infused with reflexivity, heightened awareness, and a critical application of knowledge [59,65]. Such critical thinking delves into the “depth” and “breadth” of explicit and implicit knowledge that therapists use in individual cases [66]. Filtering the results from this study through a critical thinking perspective, we wish to forefront and outline three key questions for therapists to reflect on in their daily practice when confronted with partner violence, thereby augmenting their “clinical sense making” capacity in such cases. They are: (1) What do I, as a therapist, orient myself towards to create a sufficient impression to make professional and ethical choices regarding both safety and whether we have a joint and regenerative project? and (2) How do I orient myself and on what sources are my impressions constructed? To respond to this question constructively, the therapist must at least have fundamental “violence-specific knowledge and skills” besides the “ordinary” therapeutic repertoire of navigating more than one client in the room. To enhance the critical perspective within these reflections, the introduction of a third question becomes important for both practice and supervision: (3) What aspects am I overlooking or failing to orient myself towards, and are there alternative sources that could contribute to forming a more comprehensive impression for making professional and ethical choices? However, the capacity for reflective practice and “clinical sense making” deployed by therapists is intricately linked to the organisation’s resources and supportive framework. The therapist cannot shoulder this responsibility alone.



Building organisational capacity: It is pivotal to recognise that the organisation must ensure and facilitate the provision of adequate resources and a supportive framework. This implies a commitment to foster an environment that empowers therapists by allowing and scaffolding: (1) Self-Reflection: Encourage therapists to engage in continuous self-reflection. They should explore their personal beliefs, values, and biases related to partner violence in general and within their specific cases. (2) Supervision: Provide therapists with regular supervision sessions to discuss their cases, including the three questions above and their emotional reactions working with these issues. (3) Training and Education: Offer education and training in couple and family violence, trauma-informed care, including understanding power dynamics and control issues and how this more generic knowledge can be utilised in a couple and family therapy context. (4) Establish routines and agreements for and enable the individual therapist to collaborate with other local agencies and organisations. This interdisciplinary and interservice approach can enrich and provide families with the best services possible.




4.2. Reflections on the Limitations and Strengths of the Study and Future Research


We recruited and used existing professional practice groups because we thought that it would be helpful to provide safety, thus enabling more in-depth exploration of a shared and potentially sensitive topic and experiences [48]. We also addressed, at the beginning and the end of each focus group, if any aspects hindered or made it difficult for the participants to share and discuss openly since both interviewers were part of the same organisation. In all the focus groups, they dismissed this and added that they experienced the opposite. Since the researchers were from the same organisation, it made it easier to highlight concrete examples and go “straight to the point”. It also created a more extensive and safer “reflection space” that made it easier to bring up complex, challenging and vulnerable topics. Although the accuracy of such statements cannot be tested, there was little evidence of self-censoring or that these were not valid descriptions.



The recruitment was conducted through purposive sampling. Therefore, the study was conducted with a small and selected group out of the total number of therapists in the Norwegian Family Counselling Services. The represented therapists are likely to have more knowledge, experience and more extensive and dedicated interest in working with couple and family cases where violence is a concern. So, the findings must be seen within that context. However, violence becoming an issue in conjoint sessions is a relatively common phenomenon in different services; therefore, the results may be transferable, in some sense, after filtering through the unique service, social, cultural, and legal contexts.



An essential part of qualitative research and an IPA approach is for the researchers to have a reflective and transparent position through the process [48,58,67]. Therefore, as mentioned above, our “horizon” of understanding, experiences, language, values and context that we are embedded in will be the limitations and prerequisites for the findings and this article as a whole.



Regarding our personal standpoints, they are in different ways, inevitably impacting the research project from the initial phase to the write-up. As researchers and couple and family therapists, we believe and will always strive to prioritise and have the safety and well-being of the individuals involved as the highest context marker for our work. At the same time, we believe that a systemic perspective is a valuable framework for understanding and intervening in cases of partner violence because it promotes a nuanced, contextual, and interconnected understanding of the issue. This does not mean that we believe that conjoint sessions or couple therapy are always appropriate. We argue that violence in intimate relationships is not a uniform phenomenon but is better conceptualised along a multifactored continuum differentiated by different aspects and that these variations must be reflected both in research and clinical practice [21,22,23]. In future research, gaining deeper insights into the experiences of both clients and therapists involved in specific cases can provide a more comprehensive understanding of the subject matter. Furthermore, providing a more in-depth exploration of various aspects highlighted in this article and establishing a closer connection to clinical practice could enhance contributions to both the practice and research fields.





5. Conclusions


Throughout this article, “clinical sense making” emerges as an iterative and continuous process crucial for therapists dealing with complex situations, such as partner violence in couple therapy. The article offers unique insights regarding “what” the therapists orient themselves towards and “how” they try to form an impression of whether to continue with conjoint sessions. This dynamic process involves constantly gathering, framing and naming circumstances and information to construct coherent impressions of a given situation. These impressions, in turn, serve as a foundation for subsequent professional and ethical considerations, guiding therapists in making informed decisions and taking appropriate actions. “Clinical sense making” based on this article’s findings can be condensed and defined as “an iterative and ongoing process of gathering, framing and naming circumstances and information into comprehensible impressions of a situation that serve as a foundation for professional and ethical considerations, decisions and action”. However, this process of “clinical sense making” in couple violence cases is far from straightforward. It is characterised by complexity, intuition, and an unwavering commitment to safety and regenerative processes. Therapists recognise the limitations of conjoint sessions and the need for a nuanced, context-specific approach. In navigating this intricate terrain, therapists leverage their blend of formal knowledge and intuitive insights, striving to provide the best possible service to their clients while fostering a transformative path towards safety and healing. Therefore, “clinical sense making” is not merely an academic exercise but a professional imperative that can shape the course of therapeutic intervention and people’s lives.
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Figure 1. Group experiential theme 1: is it safe enough? 
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Figure 2. Group experiential theme 2: do we have a joint and regenerative project? 
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Figure 3. Group experiential theme 3: three key sources for sense making. 
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Figure 4. Visualising the interconnection of group experiential themes 1, 2 and 3 with the main research question. 
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Table 1. Participant sample demographics.
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	Participant Demographics
	Number of Participants





	Gender
	



	    Female
	6



	    Male
	6



	Age
	



	    41–50
	3



	    51–60
	8



	    61–
	1



	Years in the NFCS
	



	    0–5
	2



	    6–10
	5



	    11–20
	3



	    20–
	2










 





Table 2. Presence of sub-themes for Group experiential theme 1, by focus group.
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	Name of the Sub-Themes
	FG 1
	FG 2
	FG 3
	FG 4





	Forms and frequency of violence
	X
	X
	X
	X



	Power and coercive control
	X
	X
	X
	X



	The degree of severity, fear and latent violence
	X
	X
	X
	X



	The children’s situation
	X
	X
	X
	X



	Substance abuse and trauma
	X
	X
	X
	X



	Acknowledgement of the violence
	X
	X
	X
	X










 





Table 3. Presence of sub-themes for Group experiential theme 2, by focus group.
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	Name of the Sub-Themes
	FG1
	FG 2
	FG 3
	FG 4





	Do both partners wish to stay together?
	X
	
	X
	X



	Same focus?
	X
	X
	X
	X



	Capacity and willingness to go to therapy
	X
	X
	
	X



	Is it enough?
	X
	X
	X
	X










 





Table 4. Presenc