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What does Strength-Based (S-B) assessment and treatment mean?

· S-B assessment and treatment should identify skills that the client has which help them address their problems.  Those skills may be focused upon during the course of treatment to help reestablish pre-existing levels of functioning.  Or, focusing on these skills may help guide a client who has lost their job make decisions about career changes.

· S-B assessment and treatment planning should help identify supports within the client’s life (healthy relationships, access to community resources, etc).  For example, a supportive relative may help a client cope with the lost of a loved one.  Those supports may also help a client achieve treatment goals by lending encouragement to someone struggling with sobriety.

· It means identifying existing habits/routines which lend themselves to achievement of treatment goals. A client with major depression may benefit from a former routine.  A clinician should ask questions about how the client performs at their job and how they tend to the basics in parenting and household management.  Any examples of strengths, such as the client reports that mornings seem to be easier (with less pain) than afternoons, should be highlighted and used to direct treatment.

· S-B assessment and treatment helps identify areas of hope so that clients see the possibilities which exist in their future.  Helping foster positive beliefs about the future may help motivate a client who is faced with situational or temporary obstacles.

· S-B assessment and treatment does not mean ignoring the current crisis or stressor.  It means re-framing the situation into a context that helps the client understand that they can cope and overcome by using their skills, supports, routines, and positive thinking.

How can S-B assessment and treatment models be incorporated into various theoretical models?

· Cognitive-behavioral models would be readily adaptable to S-B approaches.  An S-B approach assumes that the client has the ability to learn and use positive beliefs to supplant cognitive distortions or errors in thinking.  Helping a client develop multiple theories to explain or interpret an event is a fundamental task in CB models.  Presumably, this would include positive interpretations.

· Psychodynamic models which allow the client to set the course of treatment suggest a fundamental trust in the instincts of the client.  The client’s selection of topics, the level at which they process them, and the speed at which they develop insights are all a function of their readiness to do so.  This basic trust in the client’s abilities is arguably strength-based.

· Systems approaches use the natural supports which exist in a client’s family or community to help structure change.  The belief that that the client is able to participate in a health system, and to garner support from that system is in itself based in a belief in the strengths of the client.

· Attachment therapy models-despite negative press- are fundamentally based upon the concept that all children can form attachments.  Some may take longer to develop given external circumstances in the early life experiences, but nevertheless attachments can be developed.

· In all cases, ascribing to S-B models may challenge therapists to develop treatment goals in a positive (i.e., what already works) instead of a negative direction (i.e., what is contributing to the ongoing symptoms). For example, a depressed client’s goals might be changed from [negative] “client will stop or decrease critical self talk by 50%” to [positive] “client will do 2 positive activities each morning drawing from a list they have devised such as walking, meditation, calling a friend, or take a bath.”

What would be contradictory to a S-B approach to assessment and treatment?
· Scapegoating or blaming a client
· Fostering isolation (either physical or emotional) from others when this would cause likely harm
· Not allowing the client to develop goals or make decisions about their own treatment
· Forcing medication
· Treating a client in a vacuum (i.e., not attempting to draw in spouse, parents, community supports, etc. when appropriate)
· Forced holding or restraints
· Not making accommodations for cultural, functional ability, beliefs, or spoken language of our clients
Other comments
· Basically the client is a partner in the services - therapy isn’t done to them.  They drive the treatment plan rather than have it imposed on them.

· The Forward Health Outpatient Mental Health Assessment and Treatment/Recovery Plan—while cumbersome—has good elements.  It may be used as a template for developing assessment and treatment plans which meet the needs of individual agencies.

· Some insurance companies may not re-authorize treatment sessions if the wording on an authorization was too strengths-based and not enough focus was placed upon the concerns.  In other words, when dealing with clients, therapists seem comfortable using S-B models, however they are not as comfortable communicating in those terms with insurance companies for fear that the underlying concerns would be glossed over.

