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Introduction

Developed in the early 1980s, solution-focused 

brief therapy (SFBT) evolved out of the brief 

family therapy models by an interdisciplinary 

team of therapists, led by two social workers, 

Steve de Shazer and Insoo Kim Berg (Lipchik, 

Derks, LaCourt, & Nunnally, 2012). SFBT is 

widely taught and used in social work practice 

(Franklin, 2015), and it is therefore very timely 

that this article will appear in the 100-year 

anniversary of Families in Society that cele-

brates family-centered social work and the 

contributions of social work practice. SFBT is 

a therapy model whose core therapeutic pro-

cesses are working with the co-construction of 

meaning, the strengths of the client, the estab-

lishment of a cooperative helping relationship, 

setting collaborative goals with client, the use 

of positive emotions (i.e., hope), and working 

with clients to build their own solutions 

(Franklin, Zhang, Froerer, & Johnson, 2017). 

The purposeful use of language and how to ask 

questions are very important for how SFBT 

works and are interrelated with the co-con-

struction process, cooperative helping rela-

tionship, and solution-building (Berg & De 

Jong, 1996; De Jong & Berg, 2001). For exam-

ple, social workers using SFBT facilitate con-
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versations with clients that describe, in great 

detail, what their life will look like when the 

problem is no longer present in their lives. 

SFBT became known for questions such as the 

miracle question, scaling questions, best 

hopes, and relationship questions that were 

used to facilitate the relationship and the co-

construction process with clients.

In the beginning, SFBT was studied in a 

family services agency where clinicians were 

trying to discover the best brief therapeutic 

techniques for client change. It was in this 

spirit of inquiry that the first small scale qual-

itative observations, program evaluations, and 

quasi-experimental studies were completed 

on SFBT (Lipchik et al., 2012). Over the past 

15 years, however, more rigorous quantitative 

research methods using randomized con-

trolled trials (RCTs) have greatly increased, 

resulting in SFBT being recognized as an  

evidence-based intervention. The empirical 

evidence on SFBT moved forward quickly as 

more researchers across disciplines became 

interested in SFBT. Hastening research was 

the evidence-based practice movement in 

mental health and psychotherapy, which 

emphasized empirically supported treatments. 

A decade ago, we set out to describe an evalu-

ative process for how SFBT was considered 

for inclusion in three national evidence-based 

practice (EBP) registries in the United States. 

At that time, it was unclear to us how therapy 

models and programs were deemed evidence-

based and how SFBT would be rated by some 

of the recently developed U.S. evidence-based 

registries. This seemed to us to be very impor-

tant larger systems work that would benefit 

social workers and other clinicians who were 

worried that SFBT sessions would not be 

reimbursed by funding agencies and that they 

may not even be allowed to use SFBT with 

clients. This culminated in the first article 

published in Families in Society by Kim, 

Smock, Trepper, McCollum, and Franklin 

(2010) that explored whether SFBT was evi-

dence-based and also reported what we 

learned from our work in having SFBT sub-

mitted to U.S. federal registries.

It has been 10 years since we began sub-

mitting SFBT research studies to evidence-

based registries and almost 10 years since the 

publication of our original study, and much 

has changed since that time both in the  

evidence-based status of SFBT and on the 

U.S. national front concerning the evidence-

based registries. Thus, the aim of this article is 

to update the status of SFBT as an empirically 

recognized evidence-based intervention and 

revisit the question, “Is SFBT evidence-

based?”.

State of SFBT Research

Since our initial article in 2010, several RCTs 

and quasi-experimental studies have been 

completed on SFBT; the addition of these 

studies and their overall positive results con-

tinue to increase our confidence in the evi-

dence base of SFBT. Take, for example, the 

growth of SFBT research from 2000 to 2013 

as demonstrated by two narrative reviews of 

SFBT outcome studies. Gingerich and Eisen-

gart (2000) could only identify 15 outcome 

studies that were completed with experimen-

tal designs. Of these studies, the authors were 

hard pressed to find quality studies of any sort 

and few RCT studies. They rated the studies 

with five receiving a strong rating, four receiv-

ing a moderately strong rating, and six receiv-

ing a weak rating. In comparison, Gingerich 

and Peterson (2013) identified 43 SFBT out-

come studies that met the criteria for their 

review. This was both a sizable change in 

number and quality of the studies. These 

authors indicated that (74%) of the studies 

reported significant positive benefit from 

SFBT.

It is also important to note that several RCT 

studies have been conducted across different 

populations and countries than are reported in 

these reviews. Unfortunately, many studies are 

not in English and are not available for inclusion 

in systematic reviews. An evaluation list of 

published studies, however, identified 143 ran-

domized clinical trials on SFBT as of March 

2017 (http://blog.ebta.nu/wp-content/uploads/ 

2017/12/SFTOCT2017.pdf). The substantial 

growth in experimental design studies makes 

it advantageous to study SFBT using meta-

analysis methods that may also help research-
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ers better communicate to practitioners the 

overall efficacy of SFBT.

Meta-Analysis Studies on SFBT

Meta-analysis is a secondary data analysis 

method where researchers systematically col-

lect data from multiple outcome studies that 

answer a specific research question (e.g., how 

effective is SFBT with internalizing mental 

health outcomes?) and offers an effect size, a 

quantitative number that statistically calcu-

lates how large of a treatment effect the inter-

vention (e.g., SFBT) has on identified 

outcomes (Franklin, 2015). One important 

benefit of meta-analysis is the interpretation 

of the effect size, which is usually described 

as being small, medium, or large, as well as 

whether the difference between the groups is 

statistically significant. Practically, when 

therapies are effective, it is not uncommon to 

find a small effect size in effectiveness trials 

conducted with community-based samples 

and large effect sizes in controlled efficacy 

studies (Kim, 2008). What is most important, 

however, is for the therapy to be able to show 

a positive effect across multiple studies on 

similar populations and outcomes. It is equally 

important to judge the quality of the studies, 

and RCTs are the gold standard for evaluating 

whether a therapy is evidence-based. In Table 

1, we briefly describe eight meta-analyses that 

have been completed on SFBT, and overall 

these studies provide support for the effective-

ness of SFBT. The table may also help practi-

tioners better understand the evidence base of 

SFBT with different populations and out-

comes.

Results from Table 1 show that most SFBT 

studies were conducted in applied, commu-

nity settings even when the purpose of the 

individual study was to test its efficacy. The 

individual meta-analysis studies analyzed a 

range of outcomes studies from nine to 33 

across the different meta-analyses. The over-

all effect sizes for studies ranged from small 

to large indicating that in general SFBT was 

an effective intervention with study popula-

tions. Populations varied from families, chil-

dren, adolescents, and adults and included 

diverse nations and populations including 

Chinese, Korean, North American, Europe-

ans, Latino, and African Americans in study 

samples. This indicates that SFBT is feasible 

to use with a broad range of clientele. 

Researchers in the United States and China 

worked to have some of the Chinese studies 

that were reviewed in these tables translated 

and reviewed in English (Kim et al., 2015), 

and some Chinese researchers have also trans-

lated some of the studies for us (Gong & Xu, 

2015). Certainly, more of this translation work 

will lead to an even greater appreciation for 

the broad evidence base of SFBT.

There were also several different outcomes 

measured within the meta-analyses including 

those associated with depression, stress, anxi-

ety, behavioral problems, parenting, substance 

use, and psychosocial and interpersonal diffi-

culties. One meta-analysis also looked at out-

comes when being used in health care and had 

effective results for health-related psychoso-

cial outcomes (Zhang, Franklin, Currin-

McCulloch, Park, & Kim, 2018). These 

problem areas are all clinically significant 

areas of importance to most social workers and 

other clinicians. While the measures used 

across the studies for the same types of out-

comes are different, and not necessarily com-

parable, some trends can be observed. SFBT 

has been frequently studied with internalizing 

mental health outcomes such as depression, 

stress, and anxiety with consistent results 

across many of the meta-analyses despite the 

variance in measures used to evaluate out-

comes. One meta-analysis study was specifi-

cally focused on the symptoms of internalizing 

disorders and showed that SFBT had a small 

effect size (Schmit, Schmit, & Lenz, 2016). 

However, studies from China also showed that 

it had a very large effect size (Kim et al., 2015), 

and this difference might suggest a population 

effect or a setting effect, or may highlight other 

cultural factors that contribute to the differ-

ence in the size of the effect. Several of the 

meta-analyses also show that SFBT is effec-

tive when behavioral problems and substance 

use are outcomes, but there appears to be more 

mixed results with externalizing outcomes in 

comparison to internalizing outcomes.
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0 Table 1. SFBT Meta-Analyses Effect Size Summary.

Review
Publication 

years Study design
Number  
of studies Population Outcomes (measures) Effect sizes

Carr, Hartnett, 
Brosnan, and 
Sharry (2017)

2001-2015 RCTs, quasi-
experimental, single 
group trials

17 Families with 
child-focused 
problems

Child behavior problems 0.57*
(medium)

Therapeutic goal attainment (Parents plus Goals Scale) 1.51*
(large)

Parental satisfaction 0.78*
(large)

Parental stress reduction 0.54*
(medium)

Gong and  
Xu (2015)

2000-2014 RCTs & quasi-
experimental design

33 Chinese of 
various age 
groups (school 
age children 
and adults).

Immediate Overall Effect covering a wide range of outcomes 
including interpersonal relationships, Internet addiction, 
depression, etc. (measures not reported)

1.07*

Follow-Up Overall Effect covering wide range of outcomes 
(measures not reported)

0.99*
(large)

Gong and  
Hsu (2017)

2000-2014 RCTs & quasi-
experimental design

24 Ethnic Chinese 
school  
students

Internalizing Behavior Problems–Emotions, career self-efficacy, 
anger traits, career maturity, career self-efficacy, Shyness, 
Depression, career beliefs, etc. (measures not reported)

1.06*
(large)

Externalizing Behavior Problems–Anger reactions, Internet-
addiction tendencies, etc. (measures not reported)

Too few 
entries for 
calculation

Family and Relationship Problems–Beliefs about parental 
divorce self-concept, interpersonal relationships, 
interpersonal relationships, social skills, social anxiety, 
interpersonal-communication abilities, etc. (measures not 
reported)

0.94*
(large)

Immediate Overall Effect 1.03*
(large)

Follow-Up Overall Effect 1.09*
(large)

(continued)
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Review
Publication 

years Study design
Number  
of studies Population Outcomes (measures) Effect sizes

Kim (2008) 1988-2005 RCTs & quasi-
experimental design

22 Adults, Children, 
& Families

Externalizing Behavior Problems
(Credits earned, Eyberg Child Behavior Scale, Sutter-Eyberg 

Student Behavior Scale, Conflict Tactics Scale, Modified 
Caretaker Obstreperous–Behavior Rating Assessment, 
Behavioral Assessment System for Children: Conduct and 
Aggression subscale, Achenbach Behavioral Checklist, 
Teacher and Student Externalizing Behavior subscale, 
Grades and attendance, Jesness Behavior Checklist, Carlson 
Psychological Survey, solution-focused questions, Test of 
Self-Conscious Affect, Devereux Scales of Mental Disorder: 
Externalizing score and Critical Pathology score, Social Skills 
Rating System, total number of problem behaviors, total 
number of physical restraints)

0.13
(small)

Internalizing Behavior Problems
(Beck Depression Inventory, Nowotny Hope Scale, Piers-

Harris Children’s Self-Concept Scale, Coopersmith Self-
Esteem Inventory, Children’s Hope Scale, Student Report 
of Personality, Behavioral Assessment System for Children: 
Adaptability, Anxiety, Social Skills subscales, Achenbach 
Behavioral Checklist: Teacher and Student Internalizing 
Behavior subscale, Hare Self-Esteem Scale, Depression 
Adjective Checklist, Devereux Scales of Mental Disorder: 
Internalizing score, Brief Symptom Inventory)

0.26*
(small)

Family & Relationship Problems
(Immediate Outcome Rating Scale: Goal Clarity, Optimism, 

and Compliance, Family Crisis Oriented Personal Evaluation 
Scales, Psychological Adjustment to Illness Scale-Self 
Report, Family Environment Scale, Marital Status Inventory, 
Dyadic Adjustment Scale, Therapist- and client-completed 
questionnaire, Parent-Adolescent Communication Scale, Family 
Adaptability and Cohesion Scales II, Parent Skills Inventory)

0.26
(small)

Table 1. (continued)

(continued)
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Review
Publication 

years Study design
Number  
of studies Population Outcomes (measures) Effect sizes

Kim et al. 
(2015)

Before 
2012

RCTs & quasi-
experimental design

9 Chinese 
populations 
with mental 
and behavioral 
health issues

Overall Effect
(Interpersonal Relationship Scale for junior high school 

students [researcher developed], Yale-Brown Obsessive 
Compulsive Scale, Revised Career Development Scale, 
Career Self-Efficacy Scale, Social Avoidance & Distress Scale, 
Career Decision Making Self-Efficacy Scale, Rosenberg Self-
Esteem Scale, General Self-Efficacy Scale, Self-Acceptance 
Questionnaire, Self-Rating Depression Scale)

1.26*
(large)

Schmit, Schmit, 
and Lenz 
(2016)

1995-2014 Between-subjects 
quantitative research 
designs (excluding 
preexperimental,  
single case, or 
predictive research 
designs)

26 Youth & 
adults with 
internalizing 
disorders

Internalizing disorders when compared with alternative 
treatments (measures not reported)

–0.24*
(small)

Internalizing disorders when compared with waitlist/no 
treatment comparison (measures not reported)

–0.31*
(small)

Stams, Dekovic, 
Buist, and de 
Vries (2006)

Before 
2006

Controlled studies 
with pre and post 
measurements, single 
case experimental 
designs with 
multiple baseline, 
noncontrolled or 
controlled studies 
with posttest only

21 Not reported Overall Effect (measures not reported) 0.37*
(small)

Externalizing Behavior Problems (measures not reported) 0.61a

(medium)

Marital Problems (measures not reported) 0.55a 
(medium)

Internalizing Problems (measures not reported) 0.49a (small)

Zhang, Franklin, 
Currin-
McCulloch, 
Park, and  
Kim (2018)

1993-2015 RCTs 9 Medical Settings 
in English-
speaking 
countries

Health-related psychosocial outcomes
(Mental Health Component Score of the SF-36 Survey)

0.34* (small)

Health-related behavioral outcomes
(Daily activity diary or nutrition score)

0.28 (small)

Functional-health outcomes
(BMI, level of fatigue or individual strength)

0.21 (small)

Note. SFBT = solution-focused brief therapy; RCTs = randomized-controlled trials; BMI = body mass index.
aNot reported.
*Statistically significant at p < .05 level.

Table 1. (continued)
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Interestingly, few studies on SFBT have 

measured changes in substance use and this is 

despite its noted use in clinical practice with 

clients who use substances and the frequent 

co-morbidity of substance use with depres-

sion and anxiety disorders (Reddy, Bolton, 

Franklin, & Gonzales, 2018). In addition, 

SFBT is studied in school settings across dif-

ferent countries, as well as outpatient mental 

health and community agencies that serve 

youth and families.

Feasibility and Effectiveness of SFBT 

in Community-Based Settings

Important to the developing evidence base of 

SFBT is the fact that it has proven to be an 

intervention that can effectively be used by 

social workers in community-based settings. 

For example, SFBT has accumulated research 

from schools and is an intervention that is 

used by school social workers (Kim, Kelly, & 

Franklin, 2017). Garza High School in Austin, 

Texas, was the first school in the United States 

to implement a school-wide solution-focused 

approach as a way to help at-risk students. 

Garza High School has now sustained the 

solution-focused approach for 17 years and 

has become a model alternative school pro-

gram, demonstrating the feasibility and effec-

tiveness of the use of SFBT with at-risk youth 

in public schools. Studies on Garza High 

School range from quasi-experimental, quali-

tative, concept mapping, and program evalua-

tions focused on the longitudinal analysis of 

on-time graduation rates and college readi-

ness of at-risk students (Franklin, Streeter, 

Belcuig, Webb, & Szlyk, under review; Frank-

lin, Streeter, Kim, & Tripodi, 2007; Lagana-

Riordan et al., 2011; Streeter, Franklin, Kim, 

& Tripodi, 2011; Szlyk, 2018). Garza High 

School was also selected by the U.S. Depart-

ment of Education as one of the top dropout 

prevention and academic success programs 

(Franklin, Streeter, Webb, & Guz, 2018).

In another community-based example, 

Broward County, Florida, has embraced the 

PROMISE program (a SFBT founded pro-

gram for “targeting both short- and long-term 

academic success, aligning best practice mod-

els and Restorative Justice principles, and 

developing pro-social and resilience skills”) 

as a community partner (PROMISE Program, 

2017). In 2014, the program was awarded the 

Community Partner of the Year award for the 

dramatic decrease in juvenile arrests and 

school expulsion recidivism rates from above 

35% (2012-2013) to between 8% and 13% for 

3 consecutive years (2013-2016).

SFBT Federal Registry 

and State Evidence-Based 

Ratings

Federal agencies and states have evaluated 

research studies on SFBT and provided some 

rankings toward its evidence-based status. As 

discussed in our first article, Kim et al. (2010), 

we submitted SFBT research studies to three 

national evidence-based registries in the 

United States based on the submission criteria 

for evaluation. The three registries were 

Office of Juvenile Justice and Delinquency 

Prevention (OJJDP) Model Program Guide, 

SAMHSA National Registry of Evidence-

Based Programs and Policies (NREPP), and 

U.S. Department of Education What Works 

Clearinghouse (WWC). Since this time, two 

of the registries have discontinued due to 

withdrawing of federal funds (OJJDP & 

NREPP), and one registry has ceased review-

ing almost all of their topic areas (WWC).

Table 2 provides a current overview of 

SFBT by national registries. As is indicated in 

the table, we have submitted different studies 

on SFBT to four national registries and the 

intervention was rated as promising by two of 

the registries. SAMHSA’s National Registry 

of Evidence-Based Programs and Practices 

and OJJDP rated the intervention promising. 

In a submission to the California Evidence-

Based Clearinghouse for Child Welfare 

(CEBC), a SFBT intervention in child protec-

tive services was reviewed as being a highly 

relevant topic but not yet rated, waiting for 

further data to be presented from the ongoing 

SFBT studies. However, in a submission to 

the CEBC by another research team, Solution-

Based Casework, which incorporates ele-

ments of SFBT, was rated as a promising 
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Table 2. National Registries of Evidence-Based Practices.

Clearinghouse reviewing 
body Population of interest

Article(s) reviewed by 
clearinghouse Outcome

Office of Juvenile Justice 
and Delinquency 
Prevention (OJJDP) 
Model Program Guide

For juveniles and their 
families: Prevention 
of delinquency 
prevention to mental 
health initiatives

Corcoran (2006);
Franklin, Moore, and 

Hopson (2008);
Franklin, Streeter, Kim, 

and Tripodi (2007)

Original Review: 
Promising

Substance Abuse and 
Mental Health Services 
(SAMHSA) National 
Registry of Evidence-
Based Programs and 
Policies (NREPP)

Interventions aimed at 
preventing and treating 
mental disorders and 
substance use

Froeschle, Smith, and 
Ricard (2007); Smock 
et al. (2008)

Original Review: 
Promising

U.S. Department of 
Education: What 
Works Clearinghouse 
(WWC)

Educational interventions 
aimed at promoting 
positive student 
behaviors and 
improving academic 
performance

Franklin et al. (2008);
Newsome (2005);
Springer, Lynch, and 

Rubin (2000)

Not Formally Reviewed

California Evidence-
Based Clearinghouse 
for Child Welfare 
(CEBC)

Interventions and 
programs to help 
improve permanency 
and family well-being 
outcomes for children 
and families involved in 
child welfare system

Knekt et al. (2008);
Kim, Brook, and Akin 

(2018);
Kim, Akin, and Brook 

(2019)

Original Review:
Not Rated on research 

evidence;
High Rating for child 

welfare relevance

intervention (Antle, Barbee, Christensen, & 

Martin, 2008).

Current SFBT studies have recently been 

funded by federal agencies to study the  

efficacy of SFBT in child protective services 

(Kim, Akin, & Brook, 2019; Kim, Brook, & 

Akin, 2018). In addition to those mentioned, 

there are other studies that are currently being 

funded by federal agencies on the Signs of 

Safety measures (https://www.signsofsafety.

net/). When current studies are finished, and 

have undergone peer review, we will be able 

to better evaluate the evidence base of SFBT 

within child protective services.

Beyond the federal registries, two states in 

the United States have also included SFBT on 

their websites as evidence-based interventions. 

Oregon’s Addiction and Mental Health Ser-

vices Department lists various treatment 

approaches as evidence-based for addiction 

and/or mental health disorders, co-occurring 

disorders, or prevention approaches. Currently, 

SFBT is listed as evidence-based for mental 

health disorders (Oregon Health Authority: 

Addictions and Mental Health Services, 2017). 

Similarly, the state of Washington has listed 

solution-based casework as an evidence-based 

practice through the Washington State Depart-

ment of Social and Health Services: Children’s 

Administration (2017).

Implications for Practice

The process of evaluating an intervention as 

evidence-based is an ongoing and evolving 

process. Since the first article that appeared in 

Families in Society, Kim et al. (2010), SFBT 

has made big strides by increasing the number 

of rigorous outcome studies and appearing on 

OJJDP MPG and SAMHSA NREPP as a 

Promising intervention. Recently, SFBT as an 

intervention for child welfare–involved fami-

lies has been reviewed by CEBC and listed  

on their website with a High child welfare  
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relevance rating but received Not Able to be 

Rated for scientific rating. These ratings by 

CEBC can change as researchers submit addi-

tional SFBT outcomes from ongoing studies 

focused on child welfare. For example, a 

recently published study by Kim et al. (2019) 

has been submitted to CEBC as additional 

empirical support on SFBT and is currently 

being reviewed. A forthcoming follow-up 

study to Kim et al. (2018) is under journal 

review and will also be submitted as addi-

tional empirical support for the effectiveness 

of SFBT with families involved in child wel-

fare.

While national registries like SAMHSA 

NREPP and  CEBC are one way to gauge 

whether an intervention or program is evi-

dence-based, examining the overall body of 

empirical support provides a more robust per-

spective. Thus, a decade later we revisit our 

original question about whether SFBT is evi-

dence-based by examining the growth in out-

come studies that use experimental designs. 

Based on the progress SFBT has made, we 

assert that SFBT is a practice that is based on 

evidence. As indicated by the eight meta-anal-

yses reviewed, the numbers of experimental 

design studies on SFBT have increased, pro-

viding us greater confidence in the evidence 

base of SFBT for treating internalizing symp-

toms, behavior problems, and social and inter-

personal difficulties. SFBT studies also show 

the applicability of SFBT in the community 

across schools, mental health clinics, and 

health care settings, as well as the feasibility of 

its use with diverse populations and age groups.

Researchers across several different coun-

tries have worked together to make the SFBT 

research more accessible to all clinicians 

(Franklin, Trepper, Gingerich, & McCollum, 

2012). Even with these efforts, however, the 

spread of SFBT and its use across the globe 

challenges researchers to be able to improve 

and assess all the SFBT research. There is 

now a large number of RCTs written in sev-

eral different languages (Mandarin, Japanese, 

Korean, Persian, Spanish, Dutch, etc.), and 

this makes across-country comparisons 

important to be able to synthesize all the stud-

ies for practitioners. One limitation of the 

international SFBT meta-analysis studies not 

published or translated into English is our lim-

ited ability to review the methodological rigor 

of the studies.

Our best hopes are that as this research is 

more widely available, clinicians and clients 

will have a greater ability to choose SFBT as 

an approach that is right for them. We hope 

the update in this article has provided the 

foundation for practitioners to use SFBT 

because we believe there are many benefits to 

continuously improving practice and working 

within an evidence-based framework. Spring 

(2007) outlined several benefits from working 

from an evidence-based perspective such as 

(1) improving quality and accountability, (2) 

keeping treatment costs low, (3) fulfilling our 

ethical mandate to do our best for clients, and 

(4) empowering practitioners and consumers. 

Although implementing evidence-based prac-

tice is important, there are some potential bar-

riers that may impede practitioners from 

utilizing this evidence-based practice.

Generali, Foss-Kelly, and McNamara 

(2011) reported that lack of training, limited 

access to treatment manuals, inadequate 

research and evaluation skills, and limited pro-

fessional supervision are all obstacles to EBP. 

SFBT has taken steps to mitigate several of 

these barriers. There are several training insti-

tutes within the United States and across the 

globe that provide ongoing training. For exam-

ple, the Institute for Solution-Focused Therapy 

(https://solutionfocused.net/) that provides a 

certification program, the research and training 

consortium (SFBT Consortium on Implemen-

tation, Training, & Evaluation) between the 

University of Denver and the Steve Hicks 

School of Social Work at The University of 

Texas at Austin that provides ongoing training 

for research projects and community agencies 

(https://socialwork.du.edu/node/1606). In 

addition, BRIEF International (2017), Interna-

tional Alliance of Solution-Focused Teaching 

Institutes (IASTI; 2017), Denver Center for 

Solution-Focused Brief Therapy (http://den-

versolutions.com), and the Solution Focused 

Institute of South Africa (2017) provide both 

training and SFBT certification processes. 

There are also several national and interna-
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tional organizations that hold regular training 

events and conferences (i.e., Solution Focused 

Brief Therapy Association [SFBTA; 2017], 

European Brief Therapy Association [EBTA; 

2017], and Australasian Association for Solu-

tion-Focused Brief Therapy [AASFBT; 2017]). 

In addition to these ongoing training opportuni-

ties, the SFBTA has published a free download-

able treatment manual (Solution-Focused Brief 

Therapy Research Page, 2017) that is accessi-

ble to all professionals.

To further address the barriers to using 

EBP, the SFBTA research committee has con-

tinued to get SFBT recognized and included 

on national registries (as noted in this paper 

above). Alastair MacDonald in the United 

Kingdom began maintaining an ongoing list 

of research from around the world that illus-

trates the current research available regarding 

the outcomes of SFBT (MacDonald, 2017). 

This comprehensive list makes finding 

research easy for all users and is now being 

updated by SFBTA and EBTA. The SFBTA 

has also attempted to address the limited 

supervision barrier by including a mentoring 

section on their website (SFBTA, 2017). Cli-

nicians can sign up to receive mentoring from 

experienced clinicians. Solution Focused Uni-

versity (2017) has also been established to 

provide ongoing collaboration, consultation, 

and networking opportunities for SFBT clini-

cians across the globe.

Conclusion

Over the past 10 years, SFBT research has 

grown, and these studies have produced con-

siderable evidence that have increased its 

worldwide recognition. This article summa-

rizes the status of SFBT as an evidence-based 

intervention via research studies that are sum-

marized in meta-analyses. Practitioners can 

take confidence in the growing evidence base 

of SFBT and use it when it is a good fit with 

their client and clinical context. Now, there are 

also a number of training resources available 

for practitioners to learn and gain competen-

cies in SFBT, and this is also a step forward in 

enhancing SFBT for use in practice. To keep 

moving forward with the evidence base of 

SFBT, researchers need to work together and 

with clinicians to improve outcome studies. It 

is important for studies to build on one another 

using similar measures, populations, and study 

designs because this has not been done in the 

past. To improve our confidence in the evi-

dence base of SFBT, it is important to continue 

to produce more rigorous research designs that 

match high standards for RCT studies.

Future studies need to include methods 

such as randomization, intent-to-treat analysis, 

long-term follow-up, and blinding methods. 

Most of the SFBT studies are from small com-

munity samples and need to be scaled up to 

larger clinical trials. This is beginning to hap-

pen now on studies conducted within child 

welfare and criminal justice but needs to 

extend to other areas where SFBT has shown 

effectiveness. The studies also need clear doc-

umentation for treatment fidelity and program 

dissemination materials. Finally, it is impor-

tant not only for the studies to improve but also 

for researchers to continue to analyze SFBT 

outcomes studies with high-quality meta-ana-

lytic studies and to make those reviews avail-

able to practitioners and policy makers.
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