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Chapter 1
Strengths Oriented Family Therapy and the Strengthening Communities for Youth (SCY) Project

In recent years there has been a thrust toward developing appropriate models of treatment for adolescent substance abusers( Dennis, Dawud-Noursi, Muck, & McDermeit, 2003).  Recent initiatives from the Substance Abuse and Mental Health Services Administration (SAMHSA) have included large-scale clinical trials and support for the development of several manualized approaches to teen substance abuse(M. Dennis et al., 2002).  Groups of grantees from the SAMHSA have also described their entire programs for teens resulting in a rejuvenated national conversation on promising treatment approaches for adolescent substance abuse(Stevens & Morral, 2003).  Against this backdrop it is the purpose of this manual to continue this conversation by describing Strengths-Oriented Family Therapy as another approach to the problem of adolescent substance abuse.  Strengths-Oriented Family Therapy (SOFT) blends solution-focused therapy (Berg & Miller, 1992; deShazer, 1988), skills training approaches (JA Hall, Schlesinger, & Dineen, 1997; Spoth, Redmond, & Shin, 1998) and case management approaches (JA Hall, Carswell, Walsh, Huber, & Jampoler, 2002; J. Hall et al., 1999) into a comprehensive outpatient program for adolescents who abuse substances.  In this chapter we will discuss the history of the SOFT model, as well as give a brief history of the Strengthening Communities for Youth Project (SCY).

Rationale for Strengths-Oriented-Family Therapy (SOFT) 

Strengths-Oriented Family Therapy is a solution-focused, family-based approach that integrates social skills training, solution-focused techniques, family therapy, and case management.   It was developed out of the growing recognition of the heterogeneity of adolescent clients that present for substance abuse treatment and with the hopes of being a comprehensive and integrated response to such clients.  Each component of this model has research support.  Let us now briefly describe each component of SOFT and discuss the research base supporting the use of SOFT’s constituent components.  The brief overview of the SOFT model in this chapter is followed with more detail on the procedures and philosophy in subsequent chapters.
Solution-Focused Therapy

Solution-Focused Therapy (Berg & Miller, 1992; deShazer, 1988; Walter & Peller, 1992) posits that clients are continually changing and working on their own goals the best way they know how.  It is a task-oriented therapy, and the primary role of the therapist is to be the client’s solution coach.  That is, the role of the therapist is to ask the right questions that will direct the client toward a greater understanding of his or her goals and the means by which to achieve those goals.  Treatment planning, or in our approach “solution planning,” is directed by the client’s perceptions of their goals for treatment.  

While solution-focused therapy seems to be a very popular approach, there are few clinical trials supporting the efficacy of solution-focused therapy.  Applications of solution-focused therapy to adolescents reporting outcomes are few, but some descriptive work outlines how the approach may be adapted to children and adolescents (Selekman, 1997).  Nevertheless, the approach appears promising with teens for several reasons including: the continual praise for past successes and emphasis on mutuality may engage teens to work on personally meaningful goals, the task-orientated nature of the approach may assist in goal planning and development of a future orientation that is important for teens, and the general avoidance of “problem talk” may make teens feel less singled out as the “identified patient” within their family system.  Thus, there are important reasons why the solution-focused therapy embedded within SOFT is likely to be effective.     

Family-Based Models for Adolescent Substance Abuse

Several family-based models already exist for the treatment of substance abuse (Henggeler, 1999; Henggeler, Schoenwald, Borduin, Rowland, & Cunningham, 1998; Liddle et al., 2001) and there are many published reviews describing family treatment as efficacious for adolescent substance abusers (Liddle & Dakof, 1995; Waldron, 1997; Williams & Chang, 2000).  However, key questions in this field still exist about family treatment for adolescents with substance abuse problems.  Examples of these questions include: under what circumstances should the teen be treated alone, for what subgroups of clients might family treatment be more effective when compared to individual treatment, what processes mediate the effects of family involvement in treatment, how cost effective is parental inclusion in treatment, and what skills are needed for providers in the addictions field to be able to deliver such therapy.  Nevertheless, despite such outstanding research issues it appears that family involvement in treatment oftentimes is effective and should be a component of adolescent substance abuse treatment.  In the SOFT model there are several reasons parents are included in the process including:  the targeting family functioning, reframing the clients’ problem definition and view of personal strengths, and in assisting the teen to follow through with developing appropriate goals. 

SOFT, however is distinguished from existing family therapy models in several ways.  First, it contains a pre-treatment motivational enhancement session that includes parents.  Thus, parental motivation for treatment is also targeted.  Secondly, the heavy emphasis on solution-focused techniques and language is not replicated in existing models.  Finally, skills training exercises provided in a multifamily group augment conjoint sessions and provides an additional platform for family work. These components are unique to SOFT.  
Skills Training

Skills training approaches are rooted in the social learning tradition and usually involve the teaching, modeling, and in vivo practicing of new skills that are seen as necessary in problem resolution.  In the substance abuse field, skills training approaches have been used in prevention curricula for teaching drug refusal skills and have been shown to delay the initiation of substance use (Spoth, Redmond, & Lepper, 1999).  In family treatments, such as the SOFT model presented here, skills training is not only used for preventing relapses to substance use, but also to teach family communications skills and family problem solving skills.  In SOFT, skills training content is both delivered during family sessions (i.e., role play assignments with counselor observing, follow-up homework) and during multifamily group sessions.  These methods possibly also impact the parenting of adolescents as the focus on negotiation and communication is stressed.  Thus, a possible indirect benefit of parental exposure to skills training is increased competence in the difficult task of adapting one’s parenting repertoire to meet the changing developmental needs of adolescents.
Case Management   

In recent years there has been a trend toward treating adolescent substance abusers ecologically.  That is, greater attention to environmental barriers to treatment and how multiple systems in the clients’ life impacts their substance using behavior.  Many of the aforementioned family therapy models for adolescent substance abuse focus on multiple systems.  Case management models are useful in linking clients to needed services, advocating for client needs, and navigating the often times fragmented social service delivery system.  The use of case management services with adolescents leaving residential substance abuse treatment have been shown to significantly increase service utilization and impact relapse rates when compared to those receiving continuing case as usual (Godley, Godley, Dennis, Funk, & Passetti, 2002).  In the current model, the therapist also assumes case management responsibilities when they would benefit the treatment of the teen.  In essence, SOFT is similar to Multi-systemic Therapy in that services do not end with family therapy.

Conclusion

Strengths-Oriented Family Therapy (SOFT) is an integrative model responsive to the needs of heterogeneous adolescent substance abusers presenting for treatment.  Integrative models are increasingly becoming important (Kaminer, 2001) as the treatment and research community have begun to recognize that no “one-size-fits-all” program is likely to be flexible enough for the diverse needs of adolescents and families presenting with substance-related concerns.  Despite some shared features with other family-based interventions, the unique features of SOFT include a heavy emphasis on solution focused language, a formal strengths assessment, a pre-treatment motivational session, and family integration into both conjoint and multi-family group sessions.

In the next section we briefly describe the history of the SOFT model.  Then, this chapter concludes with brief discussion of the current project within which SOFT is being used, the Strengthening Communities for Youth (SCY) project.

History of the SOFT Model
Several previous projects and professional experiences conducted by the first author of this manual (James A. Hall) have culminated in the development of the SOFT program for adolescent substance abusers.  These projects include skills training projects with parenting and pregnant teens and clinical trials of case management interventions with adult substance abusers (and limited adolescent samples).  When coupled with 20 years of practice as a family-focused therapist seeing adolescent clients with substance abuse issues these projects have lead to the forging of key principles of the SOFT model.  This section comprises a brief description of past projects and details their impact on the development of the SOFT model. 

Project PALS (Positive Adolescent Life Skills)

In a NIDA sponsored research demonstration project in San Diego, California, Hall and associates tested the effectiveness of a traditional model of case management with pregnant and non-pregnant adolescents.  This model included the five functions of case management identified by the Joint Commission of Accreditation of Hospitals (1979): assessment, planning, linkage, monitoring, and advocacy (Ashery, 1992; "Joint Commission on Accreditation of Hospitals," 1979).  Project PALS (Positive Adolescent Life Skills) case managers conducted needs assessments with teen clients and worked with them to meet these needs within their community.  This model is highly structured, and case manager activities are highly proscribed.  In that regard, PALS is different from widely used models in which case managers are allowed greater breadth in their interventions.  Limits placed on PALS case managers accommodated research protocol, as investigators sought to test a specific model that doesn't change over the course of the project.  

PALS case managers were limited in other ways very similar to case managers working in rural settings.  Teens, especially poor teens, do not or cannot drive cars.  If they don’t take public transportation, they don’t go places.  Although public transportation exists in San Diego, the layout of the city usually requires a trip downtown even if your destination is in the opposite direction.  Typically, teens are not very patient and are unwilling to spend much time riding buses or trolleys.  PALS teens tend to "recruit" rides from their friends and family; similar to rural drug abuse clients who do not have access to public transportation and who may have had driving privileges revoked.
The PALS model of case management seeks to empower teens to solve their own problems and works to keep them in treatment.  When teens drop out of treatment programs or school, PALS case managers re-assessed their situations and devised new strategies to facilitate their return.  One evaluation of the PALS model using client and staff feedback found high acceptance and effectiveness for the five basic functions of the model (Noel, 1992).

Iowa Case Management Project

The Iowa Case Management Project for Rural Drug Abuse (ICMP) was a five year services research grant funded by the National Institute on Drug Abuse (Grant R01 DA08733) to study the impact of a supplemental case management program on rural substance abuse treatment clients.  The overall objective of the project was to develop, implement, and evaluate an empirically based model of case management intended to enhance the effectiveness of existing drug and alcohol dependency treatment of rural Iowans.

Clients receiving three different case management conditions were compared to treatment as usual on a number of outcomes.  Also of note in this project was a small randomized pilot (n=41) study with adolescents which was conducted to explore whether the model would easily adapt to adolescent needs.  Few differences were found between the major outcome variables between those receiving the supplemental case management and those receiving treatment as usual condition.  This small pilot study, however, was marred by several limitations and results should be viewed cautiously, but one important lesson was learned.  When compared to those that did not agree to participate in the study, study participants exhibited more severe psychosocial problems and were found to have problems in multiple life domains.  Thus, the heterogeneity of need for which case management models are indicated clearly existed for those participating in this study.   

Case Management for Rural Drug Abusers 

Project Iowa SCY 

The current project within which SOFT is being used is called Strengthening Communities for Youth, a five year project funded by SAMHSA’s Center for Substance Abuse Treatment.  The goal of this project is to strengthen the community’s response to adolescent substance abuse in a two-county catchment area in eastern Iowa.  Several innovations address this overarching goal including: the use of outreach activities and professional training on topics related to adolescent drug use, the development of a comprehensive assessment center to provide in-depth assessments to youth and families, the use of evidence-based models to enhance substance abuse treatment in our communities, the development of a management information system (MIS) to facilitate communication and coordination between youth-serving agencies, 

In this project families are being randomly assigned to receive either the SOFT model outlined in this manual or “treatment as usual,” which consists of groups and individual counseling with teens.  This design will permit us to compare the SOFT approach to a non-family oriented approach that may be more common in publicly-funded agencies serving adolescent substance abusers. 

Conclusion

Several empirically-tested models contributed to the development of Strengths-Oriented Family Therapy (SOFT), which have all had the common core of case management services.  SOFT also blends family therapy and skills training activities from past adolescent-focused projects to create an integrative model for adolescent substance abusers.

Summary

This chapter began by providing a brief rationale for the SOFT model as a treatment for adolescent substance abuse.  A brief description of the theory base for SOFT was provided with some highlights from empirical findings.  Finally, this chapter provided a brief history of the development of SOFT.  In the chapters that follow more detail about the philosophy, procedures, and supervision of SOFT is provided.  
                                                                               Chapter 2
Theories Contributing to Strengths-Oriented Family Therapy
Integrated models of adolescent substance abuse treatment are quickly becoming the norm in the field.  This is in part due to the recognition that there is great heterogeneity in adolescent substance abusers.  Strengths Oriented Family Therapy (SOFT) is an integrated model combining, the Social Work Strengths philosophy, solution-focused therapy, skills training, and ecologically-minded family therapy.  All models contain implicit theories of how to elicit change in clients (Liddle, Rowe, Dakof, & Lyke, 1998) and SOFT is no exception.  The blending of skills training, family inclusion, the social work Strengths Perspective, solution-focused therapy, and case management form the backbone of this intervention.  In this chapter, the influences leading to the development of SOFT intervention are clarified, and the SOFT model’s key assumptions are identified.  

The Social Work Strengths Perspective

The Social Work Strengths Perspective is based on the belief that people are most successful in solving problems and creating change in their lives when they focus on their strengths and become meaningfully involved in directing their own treatment.  When people encounter difficult situations they naturally turn to their strengths and resources to find solutions (Saleebey, 1992).  It is only when they become overwhelmed or stuck that they seek help from others (i.e., professionals) outside their normal range of resources.  The extension of this philosophy to teens and families should be apparent.  Sometimes the multiple developmental challenges of adolescence “overload” the teen’s and family’s current coping abilities (Schulenberg, Maggs, Steinman, & Zucker, 2001).    Assisting the teen and family to reexamine, rediscover, and sometimes discover for the first time their personal strengths is a vital step in helping them get back on track to creating solutions to problematic situations.  When the professional focuses on what a family or teen is already doing well they are empowered by messages of self-reliance and creative solutions to their problems.  

Recent critiques of the use of the Strengths Perspective in practice have called into question the field’s inability to concretely operationalize interventions based on this philosophy.  Furthermore, critiques have questioned whether effectiveness results were due to the use of the Strengths Perspective or due to other components of the intervention (Staudt, Howard, & Drake, 2001).  To address these issues, the Strengths Perspective in our SOFT approach is operationalized concretely.   First, we extensively use Solution-Focused Therapy techniques, which assume client competency in coping.   Secondly, in the SOFT model we explicitly go about finding client strengths by using a formal strengths assessment early in treatment.  Thus, SOFT is an example of how vague value statements such as focusing on client competencies can be operationalized in an intervention.
Brief Solution-Focused Therapy (BSFT)
Brief Solution-Focused Therapy is a model originally developed by Steve de Shazer and Insoo Kim Berg, the co-directors of the Brief Family Therapy Clinic in Milwaukee, Wisconsin(Berg & Miller, 1992; deShazer, 1988).  Since then, it has been further delineated and specific applications of Solution-Focused Therapy to special populations exist (Berg, 1994; Selekman, 1997; Walter & Peller, 1992).  Very little has been written on applying Solution-Focused Therapy to adolescents (Corcoran, 1997; Selekman, 1993) and even less has been done empirically to test the effectiveness of solution-focused techniques with adolescents.  Nevertheless, for reasons that are described below we expect this component of the SOFT model to be especially pertinent to adolescents in substance abuse treatment.  

BSFT Overview  
Brief Solution-Focused Therapy is based on the philosophy that change is inevitable and ongoing.  Beyond being continuous, change has what de Shazer describes as a “ripple effect” — change leading to more change.  In this philosophy, clients are viewed as the experts on what is required for them to change and presumes that the process of change is unique to each individual client.  In this model there is no such thing as resistance on the part of clients. Clients are always seen as being willing to work on some goals even if they aren’t the goals that are most important to the therapist.  This has interesting implications for the substance abuse field, which has traditionally conceptualized substance abusers as being “in denial about problems” and more recently varying on “readiness to change.”(DiClemente & Prochaska, 1998; Prochaska, DiClemente, & Norcross, 1992)  
BSFT considers cooperation as inevitable and leaves it to the case manager to negotiate and assess until a “right” method for change is agreed upon.  (The ethical and controversial implications of this model as applied to adolescents are addressed in the Frequently Asked Questions section of this manual.)  In viewing clients as “experts” on change, BSFT therapists adopt a respect for clients through believing they possess their own unique solutions to creating positive changes in their lives.  In a dialogue between therapists and clients, emphasis is placed not on the problem but on the client’s strengths, resources and abilities.  Unless a teen sees the past as the way to change, therapists and teens don’t dwell on the problematic past.   Instead, they move on to deal with the here and now and development of goals for future change. De Shazer loves to play with language, but also believes that too many words make for confusion: He suggests three rules to guide therapy under the brief solution-focused model:
1. If it ain’t broke, don’t fix it (Look at what is working & do more of it),

2. Once you know what works, do more of it, and 

3. If it doesn’t work, don’t do it again.  Do something else.

As strength-based and solution-focused models evolved, so did approaches to problem-solving.  Emphasis shifted from delineating problems through detailed, problem-focused interviews to deemphasizing problem history in favor of having fruitful discussion to generate ideas for solving problems.  In effect, the “why” of the problem became less important to treatment than “how” and “when” aspects.
The Process

The structure of BSFT involves a “first session” in which specific questions are used as tools to help clients identify their own strengths and positive coping skills.  These interviewing questions are designed to help clients set realistic, achievable goals through small steps that allow them to know they are “on track” toward these goals.  Selekman (1997) extended earlier ideas of client readiness to children and described types of clients that vary in their readiness to engage in counseling and change:

· Customer type: Customers voluntarily set goals and work cooperatively with therapists.  Solution-Focused therapists believe that while many clients may not see the need to change on some goals, all clients are customers on certain goals.  That is, a criminally referred adolescent client may not voluntarily agree to the goal of reducing marijuana use, but with careful questioning will almost certainly agree to the goal of working on getting off of probation.   

· Complainant type: Complainants typically see that a problem exists, but define the solution to their problems as contingent on external processes.  That is, they have difficulty seeing their role in defining goals.  This type of client needs lots of help defining goals concretely and positively.

· Visitor type: A relationship in which the therapist/case manager and the client have not jointly identified a goal on which to work in treatment.  Such clients may indicate no problem exists or that problems belong to someone else.  This is a common occurrence when working with adolescents.  From a solution-focused perspective one of the goals of therapy is to define goals on which the client is a customer, even if they aren’t the goals that the therapist believes should be central to treatment.  This is akin to the concept in the stages of change philosophy in which treatment goals are to move the client from the pre-contemplation stage to the contemplation stage.  However, instead of using motivational techniques such as decisional balances and raising awareness, BSFT engages clients through on-going client-centered goal development.
Goal Development

Establishing goals is important in moving away from the problem and toward active solutions. Goals must be concrete and behaviorally described so that goal attainment can be measured.  In fact, one of the strengths of this model is that it enables therapists and clients to establish criteria that can be evaluated both in terms of progress within treatment and termination of treatment.  Goal development is one of the most important components of a cooperative therapist/client relationship.  Therapists should remember that goals may change as life circumstances and client perceptions change.

The qualities of well-formed goals as outlined by include:

· Saliency to the client: The client is invested and believes goals are attainable.

· Small: Small goals enable a client to be successful, which increases confidence.  This may have a special relevance to treatment of alcohol and substance abuse.

· Concrete, specific, and behavioral: These qualities enable both client and case manager to monitor progress.

· The presence rather than the absence of something: As it is much easier to do than not do, the issue becomes what will the client be doing instead of engaging in the problem?

· A beginning of something, rather than the end: Goals must be stated as a start, rather than some vague ending such as “sobriety” or “happiness.”

· Realistic and achievable within the context of the client’s life: Ongoing treatment may reveal a need to establish more realistic goals.

· Perceived as hard work: This enhances the dignity of the task and enables the client to accept setbacks given the amount of work involved.

· In the client’s own words: Using the client’s own language in goal development increases the saliency of the goal to the client.

Generating and Evaluating Solutions

Case managers should make working with clients to brainstorm solution ideas a creative and imaginative process.  At this stage it is not necessary to evaluate the value or reality base of ideas.  Questioning which generates lists of previously successful solutions, possible successful solutions, or even totally outrageous or unsuccessful solutions can increase engagement between case manager and client by initiating a creative process that is mingled with humor.

When evaluating the proposed solutions each solution is rated on a scale of 0 to 5, with 0 representing no chance of success, 1 representing a slight chance of success, 3 representing a moderate chance of success, and 5 representing a high chance of success.  This approach enables the case manager-client team to eliminate all but realistic solutions.  Involving parents or referral sources in the solution rating process may be important in determining likelihood of success, because the teen has a sounding board for the feasibility of their ideas.  Questions such as, “What do you think your mom’s rating would be?” may prove helpful.  

Therapists and clients are ready to develop a plan for implementing the solutions with the highest ratings.  Questions such as “What would be one small thing you could do today after the session that would tell you that you are moving toward the solution?” can assist in incorporating small steps for success into the plan.  Acknowledging obstacles and making plans to overcome them is also helpful at this point in dissipating concerns about failure.

Evaluating movement toward goals is essential to case managers and clients staying on track.  Using the 1-to-9 rating scale to evaluate confidence, satisfaction, and progress may prove helpful.  Therapists should acknowledge the hard work clients do and the positive direction of movement.  Treating any failure as simply a “setback” to be overcome is also important.  The case manager plays an essential role in this problem-solving process by expecting success and highlighting successes, however small, throughout the process.

Useful Solution Focused Questions

Questions are the tools used to negotiate and specify goals within the cooperative Solution Focused relationship.  In some ways these questions become the key element in creating the expectation of a positive future.  The Brief Family Therapy Clinic developed the “Five Useful Questions”, which have become a hallmark of the model:

1. Pre-session change question: This question is grounded in the belief that changes occur constantly and the reality that clients often experience some change between the time the appointment was made and the actual first session.  The question is — “I often notice that, with many people, between the time the appointment is made and the actual meeting, things are often better.  Have you experienced this?”  Answers to this question can provide case managers with insights into a client’s strengths and coping style.

2. Exception finding questions: These questions are used to generate ideas for future solutions and can be asked in many ways.  One obvious example is — “When doesn’t this problem happen?”

3. Miracle question: This question is an effective tool for moving beyond problem-talk to solutions.  The question will vary from client to client, but its basic components are included here — “Suppose you go home tonight and go to sleep, and while you’re asleep a miracle happens.  And the miracle is that all the problems that brought you here today are solved, but you’re sound asleep and don’t know this miracle has taken place.  When you awaken in the morning, how will you know this miracle has happened?” Answers to this and subsequent follow-up questions should prove helpful in creating small, behavior-oriented goals.

4. Scaling questions: These questions are useful in measuring client progress before, during, and after interventions and to determine levels of client motivation, confidence, and hopefulness.  These questions ask clients to assess their perceptions subjectively on a scale of one to ten.  For example — “On a scale of one to ten, with one being the worst things have ever been and ten meaning your problems are solved, where would you put yourself today?”  Follow-up questions to scaling question responses can focus on helping clients determine the next steps in working towards their goals.  For example — “You say you are a four.  What would be different if you were at a five?” or, “What would it take to move to a five?”

5. Coping questions: These questions are often used when a client’s life situation has not improved, but the case manager needs to credit whatever skills the client has utilized to cope with this lack of change.  Examples include — “How have you managed to get through this?” and “How have you kept things from getting even worse?”  These questions are designed to challenge the client’s belief system and confront feelings of uselessness and hopelessness.

Skills Training Approaches
Cognitive-Behavioral Skills training techniques have long been used in the addictions field with regards to relapse prevention techniques.  Current applications to teens have been developed in two of the Cannabis Youth Treatment approaches.    In the current model, most skills training occurs within the context of a multifamily group.  Such groups that combine family treatment with skill building have been shown to be effective in the prevention of alcohol initiation when young teens are taught refusal skills and parents are taught family management skills.  
Ecological, Family-Based Interventions 

Drawing on family therapy techniques, family-based interventions are considered among the most promising interventions for adolescent substance abuse.  The term “family-based” is becoming preferred over “family therapy,” and was defined as interventions targeting adolescent substance abuse that included one or more family member during the intervention (Austin, Macgowan, & Wagner, 2005).  This broad definition encompasses the degree of flexibility needed in family based interventions, such as situations when it is clinically appropriate to supplement family sessions with individual sessions. 

The early indications are that family therapy may be more efficacious than treating the adolescent alone), but some mixed findings are now emerging (Azrin et al., 1994; Dennis et al., 2005;Williams & Chang, 2000). The field is now at a point where investigations are desperately needed to discover who benefits most and with what combinations of family and individual strategies.  Investigations with subtypes of users varying on pre-treatment characteristics in studies that accurately measure service components would be a welcome addition to the literature.

While several different “brand name” family therapies exist, the curative properties of family inclusion in substance abuse treatment include: increasing parental skills in monitoring adolescents’ whereabouts, increasing family communication and cohesion, increasing trust, addressing parental needs through referral or individual sessions, and giving parents hands-on education about adolescent development using examples that arise during therapy.  Because our family therapy style is heavily influenced by solution focused therapy, parents in our intervention are actively reminded about their child’s strengths, have input in goal setting, and use scaling questions to define progress in regaining trust and improving the family atmosphere.  Scaling questions are also defined to teach the adolescent some perspective taking with regards to how their parent sees their situation.  For example, an adolescent and parent are both asked in session to define their levels of trust and then give reasons for their ratings.  Discrepancies between ratings are explored and follow up questions on what is needed to improve the ratings are pursued.  This concretely defines for both the parent and adolescent what is needed to make progress on family goals.  The pervasiveness of solution-focused influence, formal strengths assessment, the family skills training multifamily groups, and the pre-session motivational sessions with teens and parents are among the features that give our model a unique flavor when compared to other family-based treatment models.  

SOFT Key Assumptions

1. SOFT assumption #1:  Therapist use of language in sessions to focus on strengths and abilities influences treatment outcomes.
Central to the Strengths Perspective is the belief that clients are most successful when they identify and use their strengths, abilities, and assets.  The process of enumerating and using personal strengths allows clients to appreciate their own past efficacy, encourages motivation, and sets the stage for identifying and achieving goals.  In our context, it is also useful with teen clients in substance abuse treatment who are mandated to attend treatment.  Such clients may receive an extra benefit from articulating their strengths because it detracts from them being the identified client, promotes a view of self efficacy by concretely promoting the means to change, and possibly promotes a therapeutic alliance with a therapist.  A recent analysis of client’s statements in therapy sessions found that increased articulation of abilities, the need to quit, and reasons to quit predicted less drug use at follow-up (Amrhein, Miller, Yahne, Palmer, & Fulcher, 2003).        

2. SOFT Assumption #2: Clients will participate most fully in treatment if they are in charge of goals, as opposed to goals dictated by others. 

All goal setting is guided by the clients’ perceptions of their own needs.  The role of the SOFT therapist is to assist the teen and family in clarifying goals such that they are action-oriented, behaviorally specific, positively worded, realistic, and attainable.  Such a task orientation is especially appropriate for male adolescents who may be more oriented to working on goals than talking about feelings (Corcoran, 1997).  

3. SOFT Assumption #3: Task-oriented, solution-focused therapy promotes a future orientation in adolescents and enhances problem solving skills.

In adolescence, people are inching toward adult roles in occupational functioning, romantic relationships, and other social relationships.  One assumption of our model is that assisting clients with goal development in small manageable tasks increases the client’s feelings of self-efficacy and also helps foster the belief that future goals may be obtained.
4.   SOFT Assumption #4: Mutual development of goals appeals to adolescent autonomy and thus, enhances engagement.  

Adolescence is a developmental transition during which increased autonomy is achieved (Steinberg & Silverberg, 1986).  Teens are likely to bicker with parents over things that are seemingly small to themselves, but represent parental values(Steinberg, 2001).  Similarly, teen clients may see things entirely different than adult therapists.  Thus, the focus on mutual development of goals is very developmentally appropriate and could increase teen engagement in therapy.  Thus, an assumption of our model is that when the teen’s solutions & goals are given some weight, it conveys respect, fosters independent thinking, and increases engagement.
5.   SOFT Assumption #5: When clients are reinforced for what they are already doing, they perceive treatment as a positive experience and self-efficacy is enhanced. 

Families are often relieved when in treatment they are told to do what they have done in the past to resolve their difficulties.  This is seen to elevate the family to expert status in the treatment, and engage them into the treatment process by recognizing past successful coping efforts.  Past coping that was successful can be praised and exploration of how it applies to current problems is facilitated.  This positive approach toward problem solving assists in engaging families, leads to greater satisfaction with the treatment process, and increases confidence in problem solving skills.

6.   SOFT Assumption #6: Changes in family communication and family cohesion will impact subsequent substance use.  

Past studies of treatment of disruptive behavior disorders have shown that parent training interventions are effective in increasing parenting skills, which in turn, had an impact on teacher reports of disruptive behaviors (Dishion, French, & Patterson, 1995).  Other literature in the adolescent substance abuse field has shown that changes in parenting during family therapy were associated with reductions in substance use (Schmidt, Liddle, & Dakof, 1996).  In a similar vein our skills training module multifamily group should increase positive communication, family communication, and family problem solving which should have an impact on the youth’s substance use.

7.   SOFT Assumption #7: Family involvement in sessions will “reunite” adolescents who have become distant from parents due to drug use, and begin “uniting” clients with poor bonds to their parents in the first place.
Parents and youth are often disengaged from each other at the onset of treatment due to both the effects of adolescent substance use on parental trust, and past relationship difficulties that may have even contributed to the development of substance abusing behaviors.  Family-based treatment is presented as a positive family activity that can increase trust, communication, and cohesion.  
8.   SOFT Assumption #8: While the SOFT therapist is the primary relationship in treatment, treatment is coordinated with others in a fluid way.

The SOFT therapist serves as the consistent figure in the client’s treatment experience and is thereby able to organize fragmented and poorly coordinated resources.  This is an especially salient need for clients involved with multiple systems, or those with high psychiatric comorbidity.  A strong relationship allows the SOFT therapist to advocate for the client as necessary.  Far from being an exclusive relationship, however, the client and case manager will involve many other persons in the search for resources.  Informal and formal resources are explored with an emphasis on creative problem solving strategies that work.

9.   SOFT Assumption #9 View the community as a resource, not a barrier.

The Strengths Perspective assumes that a creative approach to community use will lead to discovery of needed resources.  In working with formal resources, such as housing agencies and job training programs, case managers assist clients by modeling and practicing behaviors that increase the likelihood of a successful contact.  Whenever possible, case managers will encourage clients to explore informal resources, including friends, neighbors, and other clients as sources of assistance.

10. SOFT Assumption #10: Conduct case management as an active, community-based activity.
 

Office-based contacts are supplemented with meeting with clients in community settings, such as their home or work site.  For the therapist, this activity will inevitably lead to an increased appreciation of the challenges clients face in making changes resulting from a better understanding of their ecological surroundings.  For the clients, these meetings provide an opportunity to develop and master skills where they actually live.  In turn, this focus helps clients to break an all too prevalent reliance on institutional settings for assistance.

Chapter 3 

Strengths Oriented Family Therapy Sessions

Overview

This chapter reviews the major activities of Strengths Oriented Family Therapy (SOFT) family sessions.  These activities include the completion of a strengths and resources assessment, the development of a solution plan, and the on-going case management and monitoring associated with the later stages of treatment.  The strengths and resources assessment is done to start treatment off on a positive note by reviewing the client’s strengths and resources in several life domains.  Solution planning immediately follows, which consists of using solution-focused language to develop goals with concrete activities that will assist in attaining those goals.  Once goals are established the focus of subsequent sessions is on monitoring and updating established goals, creating new goals, providing case management (when necessary), and continued family interventions.    

This chapter begins by outlining the first three sessions of the SOFT model.  While SOFT has required activities and these session outlines exist, it is a flexible approach in that therapists will set aside their agendas if it appears that the family has urgent business to address.  While the solution focused model maintains that excessive history taking is sometimes unnecessary and even possibly detrimental to the treatment process, it would be remiss to not address pressing issues that the family is bringing to the start of treatment.  That is, rigid adherence to the session outlines could result in families perceiving that the therapist is unresponsive or not listening empathically to their immediate concerns.  As is often the case, if families are in crisis at the beginning of treatment, their immediate concerns are addressed and some initial solution planning may actually precede completing their strengths assessment.  In the sections that follow the major activities of the first two sessions are reviewed at length.   

SESSION 1: ORIENTATION/STRENGTHS AND RESOURCES ASSESSMENT

Purpose  The purpose of this session is to orient the client to the SOFT model, begin initial rapport building, complete the SOFT contract, complete and process the Immediate Concerns Checklist, and (time permitting) begin the Strengths and Resources Assessment.  Client orientation to SOFT is accomplished in one session through a number of short tasks.  The orientation session incorporates the functions of Negotiating and Contracting, Assessment and Monitoring, and Brief Solution Based Counseling.

Goals  By the end of this session, each family will be have a better understanding of the treatment they are receiving, address immediate concerns they have with the therapist, and begin the process of identifying their unique strengths.  

Task 1. Introductions and Welcoming the Family

In the beginning of the first session the therapists introduce themselves, greet the family and give a brief overview of what the first session will be like.  The therapist should summarize that the purpose of the session is to become familiar with one another, explain the SOFT program to the family, find out about any immediate concerns, and if time permits, begin a Strengths and Resources Assessment.

Task 2. Orientation and Contracting 

This task involves orientation to the SOFT model and ends once the family has heard an overview of the philosophy of SOFT, the program sessions and tasks, as well as the expectations of both the family and therapist.  The orientation culminates in the signing of the SOFT contract by the family (i.e, teen and significant adult) and the case manager. A copy is given the client.

Example Orientation Script

“Now let me start telling you a little bit about Strengths-Oriented Family Therapy (SOFT) and what you can expect of me in our interactions over the coming weeks. The philosophy of SOFT  is that your family has many strengths and skills that will help you  be able to develop and accomplish goals that will make your life better.  That is, we want to make sure that you are the one making the plans for your future, with us here to provide guidance and along the way.  I’m not going to tell you what to do, and I’m not going to do things for you.  I will, however, help you set your goals and make detailed plans for achieving them.  My job is to ask questions that are helpful to you in figuring that out.

These are the actual things we are going to do over the next few weeks...  [Describe the tasks (i.e, complete Strengths and Resources Assessment, Develop Solution Plan, Multifamily Groups, etc...]  

Now let’s discuss the expectations you can have of me...and these are the expectations I have of you...”  [Review the SOFT Contract.]

Task 3. Address Immediate Concerns

The Immediate Concerns Checklist is a brief questionnaire intended to determine the immediate needs of the family that is just beginning treatment.  An immediate concern is defined as any concern that is so pressing that the family wants immediate assistance with its resolution.    

While it is the premise of this model that it is imperative to focus on strengths right from the beginning, sometimes families are dealing with crises and beginning with a strengths assessment may be perceived as ignoring their serious and immediate concerns.  The principle behind the use of Immediate Concerns Checklist is to briefly acknowledge the family’s immediate concerns, document them for later solution planning, and gauge the family’s perceptions of the concerns using scaling questions.  That is, for each immediate concern, therapists ask a scaling question with the endpoints being “can table this concern temporarily” to “this is life or death.”  This process permits the therapist to prioritize concerns and empathize. While some therapists are uncomfortable with the timing by which they address problems it is our contention that the use of the Strengths and Resources Assessment will be rapport building just as much as dealing with client “crises”.  Once a therapist becomes comfortable with the process, they will often find that it works well.  If the family indicates that several of the problems don’t require immediate attention, the therapist begins conducting the Strengths and Resources Assessment.  
If the family has indicated that they are immediately concerned with something, the therapist gathers more detail (but not too much – avoiding a problem focus) by using coping and exception finding questions, and empathic listening.  The therapist makes notes on the Immediate Concerns Checklist and assists the family in developing a “triage plan” with concrete activities that mirror what we describe below as “solution planning.” In future sessions the therapist revisits these concerns using the Individual Solution Plan (follow regular procedures).  Once immediate concerns are addressed satisfactorily and an initial plan is developed, and if there is still session time left, the therapist will begin with the family.  Remember, even at this point it is critical to share the process with the client.  That is, the client will benefit from receiving a brief rationale for why these activities are important in their treatment.  They will appreciate the help and their inclusion in the planning process.

Example Immediate Concerns Checklist Script

“Next we’ll go over the Immediate Concerns Checklist.  It is intended to be a quick look at where you want immediate help.  If you would like to speak about any of these concerns now, then we will spend some time talking about these in more detail.  Otherwise, we’ll proceed with the Strengths and Resources Assessment, which is designed to give us a better understanding of your strengths, so we can use these strengths to help us with goal planning.”
Task 4. Strengths and Resources Assessment

This assessment may take 1-2 hours to complete, so starting it as soon as possible is necessary.  Additionally, it gives structure to the rapport building — “getting to know you” that is essential for building a solid working relationship with the client early on, and provides a positive focus for communication.

For the purposes of this assessment, Strengths will be defined as any positive behaviors or coping mechanisms, motivations, positively focused goals or desires, or internal resources the person describes.  Resources are external sources of strength, including friends, relatives, social service agencies or community organizations.  It is important to make sure that the client believes each of these to be a strength or resource, whether or not the therapist believes it to be so.  The therapist may make a professional decision to recommend, or to discourage, the use of some strength or resource, but ultimately the client makes the choices and decisions.

The Strengths and Resources Assessment should consist of the client’s strengths, talents and abilities.  This should be a form that the therapist feels comfortable handing to the client to review, one that is uplifting and revealing in positive ways to those who read it.  
The Strengths and Resources Assessment Form

The specific strengths, skills and assets are categorized in nine separate life domains including: life skills, finance, leisure, relationships, living arrangement, occupational/educational, health, internal resources, and recovery. (See Appendix for Strengths and Resources Assessment Form).    Each domain has several suggested strengths listed on the left-hand side of the page, with room for comments on the right. These suggested strengths and life domains were developed by adolescent counselors working with teens to ensure that they were developmentally appropriate.    A comment section is used extensively to describe details of the client’s strengths and successes in each life domain, which the therapists elicit by using open-ended questions.

During the assessment, most listed skills, assets, and strengths under each life domain should be covered.  Specific skills which are not already listed under each life domain may be added on one of the “Other” lines.  Specific details of client’s strengths/successes relative to each topic should be recorded.  Documentation may include examples, dates, special interests, and abilities.  Using non-descriptive terms such as “yes” or “no” should be avoided.

Introducing the Strengths and Resources Assessment 

Conducting the Strengths Assessment is an opportunity for the case manager to set the tone for the relationship.  Up until this point, clients have typically spent most assessment sessions discussing their problems in-depth, and have likely held a dim view of the assessment process.  In fact, they may have both animosity for the assessment process, and a difficult time not talking about problems, at the same time.

The therapist can introduce the Strengths and Resources Assessment to the client as “something different” and suggest that it may be “a challenge”.  He or she should then move on to say that instead of focusing on problems, this assessment is to find out what the client does well, both now and in the past.  The therapist tells the client that they are doing this so that the therapist can gain a deeper understanding about the client’s strengths, which will assist them in helping the client plan their treatment goals so they can get what they want to get out of treatment.  Imparting this introduction to the assessment will help set the stage for the discussion of positive aspects of the client’s life, and help put them at ease.  
Techniques used during the Strengths Assessment
When moving into the assessment, each section should be presented in a general and open ended format, allowing the client to initiate the flow of information.  Presenting the life domain and asking the client open ended questions allows the client to share with the therapist most easily.  For example, the therapist may introduce each domain by saying something like “Tell me about things that you do well in this area of your life.” Closed ended questions that elicit a yes/no response don’t allow the client to open up as much, or to think about their strengths.  

Remember, the client may not be used to talking extensively about successes.  Many strengths, skills, and assets have been underutilized or not been identified for most people.  Also, many teens are not introspective and may have difficulty eliciting strengths.  Younger teens may need many examples of what we consider to be strengths, because the concept “strengths” may be too abstract for their level of cognitive development.  These occurrences should not be viewed as failures of the model, but rather as special situations where slight adaptations may be necessary to assist the client in completing the Strengths and Resources Assessment.  That is, the counselor may need to be more directive in identifying strengths and ask the client for confirmation that they too do indeed perceive these as strengths.      

The client may also find lots to say about problems and difficulties.  It then becomes the therapist’s responsibility to re-focus on when things did go well by using exception finding questions.  For example, if the teen claims to have no strengths academically, the therapist might say “Tell me about the last time when you were doing well at school?  What were you doing differently then?”  The purpose of this is to identify past strategies that worked in the hopes of including them on the solution plan, which is the next treatment activity.  If the client holds their ground and claims to have never done well in a particular domain, therapists slightly alter the question and ask “Tell me about the last time things were even a little better in school than they are now?”  If the client continues to maintain that things have always been awful in a particular domain, it is not dwelled upon.  Instead, the therapist offers help in that area and briefly mentions that they would like to address that when planning out goals.  In thinking ahead to the solution plan, the therapist could jot down client responses to the question about what the client was doing differently in the past, as this will naturally flow into possible activities to include on the treatment plan.  Solution-focused theorists claim that this is powerful because the family is both reinforced for past successes as well as actively suggesting treatment plan activities. 

Again, there is virtually no need to spend significant time on identifying or addressing past deficits or current problem areas.  Therapists write down brief notes on these on the Immediate Concerns Worksheet for later use during goal setting, but maintain a positive focus on the Strengths and Resources Assessment form itself.  They may use empathic responses when these situations arise, so that the client does not perceive the counselor as missing the boat.  Nevertheless, counselors should only touch on these briefly and indicate to the client that while these areas will likely be addressed when goals are discussed, this assessment is about finding out about their strengths.  

The life domains do not necessarily need to be presented to the family in the order they are written. Rather, as the family talks about their various strengths, it is the therapist’s role to write these down on paper. Skipping around between domains is permissible as long as the counselor maintains a conversational feel to the exercise. In other words, it would be a mistake to rush through this systematically for the sake of getting it done, but rather it should flow easily and be conversational.  If the assessment is robotic or too structured, the client will not garner the full benefit of the activity, because they will pick up the tone of the therapist that it is just something to get done. 

Therapists should generally focus on the recent past in the client’s life when gathering information for the Strengths and Resources Assessment, though going back further may be necessary for some topics.  For example, if the client has not had any positive experiences recently with a topic, ask them to think back to a time when they did well in that area.  Also, information from these earlier periods can be included to “round out” the picture of the client’s functioning.  Dates should be provided when this earlier information is included.

Sample Assessment Script

“At this point, I’d like to introduce you to the SOFT Strengths and Resources Assessment.  Now, this assessment is a bit different than those that you might have encountered in the past.  Instead of talking about problem areas that you may be facing, this assessment is focused on looking at the areas of your life that you do well in.”  Describe what strengths are, and what resources are (i.e, refer to definitions above, feel free to put in simpler language).

“The first area that we are going to discuss is Life Skills.  These are things such as cooking, cleaning, and taking care of yourself -- how you present yourself to others.  Tell me about any of these things that you enjoy or do well.”

Follow-ups Probes:  “Tell me about how you prepare meals.  What do you do for yourself when you are going to go out and meet people?  Tell me about how you take care of your home/ living space.”

Note:  If you have to use a closed-ended question, follow it up with an open ended one.  “Do you enjoy cooking for yourself?  What do you like to cook?”

Following Up On Each Section

It is not necessary to go through the assessment in the same manner each time.  It is probably easiest to suggest a few of the possible strengths at the beginning of each domain, and then leave it open to the client to respond.  This assessment is supposed to be conversational with the assessment form providing structure when needed.  You can always come back to the rest of the items as you go on.  Additionally, the order in which you go through the assessment can vary.  The primary thing to remember is to always focus on positives, strengths.  If the client brings up problems, needs, or concerns, make a note on the Difficulties and Concerns Worksheet, but move the conversation on to positives.  Do not dwell on negatives.  “What were you doing when that wasn’t a problem?  Tell me about how you dealt with that on the days when you didn’t ________________.”

Also, don’t rely on your observations alone, or on assumptions about what the client means.  Ask them!  If you observe that the client looks well dressed, don’t just take it for granted.  Still ask them about how they prepare for meeting people.  Also, if you are unclear about what they are telling you, ask for clarification, or ask your question in a different way.  Finally, always get the client to elaborate on their strengths.  Find out when that was working, who else knows that about them, “Tell me more about that”.  The more they talk about it, the more they will see it as a true strength.

Incorporating Parents in the Strengths Assessment.  
Parents and guardians can be flexibly integrated into the strengths and resources assessment process.  The SOFT model places no mandate on whether or not the assessment must be initially completed in a conjoint session (i.e., with parents present) or in an individual session with the adolescent with parents integrated later.  Sometimes it is beneficial to start with the adolescent alone when family conflict is high.  This is especially true with parents who are extremely frustrated with their teen’s behaviors leading up to treatment.  Frustrated parents may have blaming stances and only see the negative aspects of the teen’s behavior and the presenting problem.  Thus, one result of  SOFT’s Strengths and Resources Assessment is to reframe the teen’s behaviors for the parent that lead to more productive interactions that are supportive of reduced drug use.  This is discussed in greater detail in Chapter 4, which discusses family therapy techniques used in the SOFT model.     

Assessment Timeline

The Strengths and Resources Assessment should generally be completed within a couple of sessions to facilitate the timely development of a treatment plan.  As the relationship between client and case manager progresses, the assessment may be reviewed as a tool in goal planning or to add new information.  It is possible that the Strengths and Resources assessment is not completed in the first session and you have to revisit it in the beginning of the second session.

SESSION 2: FINISH STRENGTHS AND RESOURCES ASSESSMENT/BEGINSOLUTION PLANNING

Purpose.  The purpose of this session is to continue reviewing the family’s strengths in several life domains, continue praising them for things they are doing well, and begin solution planning based on solution finding questioning regarding what they would like to accomplish in treatment.
Goals.  By the end of this session, the family will have completed the Strengths and Resources Assessment, and will have begun to develop the Initial Solution Plan.  They should have identified several family/personalized goals, including the identification of steps or activities that they believe will help them achieve these goals.
Task 1. Check-in, review last session, and orient them to the second session.  

In the beginning of this session the therapist welcomes the family back and begins by asking a variation of the pre-session change question (Reference here) such as “What is working better for you since last week?”  The purpose of this question is to communicate our belief that things are changing for the better all the time and to direct the client toward thinking positively.  If the family says nothing has changed or actively describes how things are worse, the therapist will make note of these on the Difficulties and Concerns worksheet and use exception finding questions and coping questions to direct the conversation back to strengths and resiliencies.  The therapist will also then explain that they will be discussing strategies for how to deal with these concerns after finishing the strengths assessment.  If they do tell you about how things are better, the therapist will follow up with a question about what the client has been doing differently to achieve these positive results.  Great attention is placed on the client’s role in bringing about this change to enhance the client’s feeling that it is they and not the therapist that deserves credit for the positive changes they are making.  The therapist highlights this, and notes that it might be added as a strength to the Strength’s and Resources Assessment and possibly used in the development of individual solution planning.

Task 2. Finishing the Strengths and Resources Assessment

If the Strengths and Resources Assessment was not completed during the first session, the first part of this session should be used to summarize what was already discussed on the Strengths and Resources Assessment and finish the life domains that were not completed in the first session.  Upon completing the Strengths and Resources Assessment the therapist summarizes what the family has reported.  That is, they briefly discuss the strengths that were mentioned and ask the family if they missed anything.  The therapist then makes brief mention of the goals that the client has already mentioned for therapy either inadvertently through problem talk or something that was directly mentioned as a goal by the client.  
Task 4. Begin Solution Planning
A. Family Goal Worksheet
The Family Goal Worksheet, along with the handout on Identifying Goals, is given to the family prior to the solution planning process.  To begin solution planning, the case manager should engage the family in a discussion of what goals the family would like to achieve over the next several weeks that they are in treatment as well as the long-term goals for the adolescent and family.  Keep in mind that these are the family’s goals, not the goals of the case manager.  In keeping with the SOFT model, goals must be established from the family’s perspective in order to have meaning for the family.  Some useful questions for starting solution planning are “When therapy has been successful for you and we’ve had our last session, what will you be doing differently?,” and “If someone you know were to see you in a month and notice how well you were doing, what would that person see you doing?” 

As the family begins to highlight goals, the case manager can note the basics of each goal on a note pad, assuming that they are “works in progress” to be more precisely defined over the course of the session, and then come back to each one in turn.  Initially, the case manager may ask for some clarification as the client offers the goals, but is best off getting a list of things the client is interested in achieving before getting too involved in the details of any single goal.  To draw out the client’s ideas, use questions such as, “What else are you considering?  What other things would you like to do for yourself?  “What things will you have accomplished in your sessions with me to know that this was a success?” “What other changes do you want to achieve in the next several weeks?” 

Goals can be anything the client wants to work on, either short or long term.  They might include something the client wishes to attain in the future, but does not wish to or cannot work on right now. Because these are the client’s own goals, they do not necessarily have to be “realistic” to the case manager, though they do have to be legal and ethical.  For example, a teenager may have long term aspirations to be either a rock star or a professional athlete.  While the therapist may know that it will be difficult to accomplish this goal in outpatient treatment, the therapist’s role is to validate the goal and explore the steps necessary for its accomplishment. Adolescents vary in how much of a future orientation they have. While this approach is largely centered on the here and now, the solution plan may contain little tasks that will inch the client closer to long term goals. Goals can be revised or changed as family members or individuals work on attaining them. The adolescent client might realize that the goal he first established, to be a rock star, is a very long way off. He or she might revise the goal to something more attainable in the short term, such as; to practice playing music 4 times a week for an hour or by November 31st to speak with a performer he or she admires in order to find out what it takes to achieve their level of success.  This level of concreteness is always desired when setting goals.  

Walter & Peller’s (1992) criteria of well-defined goals include: that goals are in the client’s language, are worded in the positive, outline the process to achieve them, are in the here and now, are as specific as positive, and are in the client’s control.  Table 1 summarizes these criteria with sample goals that either meet or do not meet these criteria.  SOFT counselors review goals using these criteria in supervision 

Table 1. Examples of Well-Defined Goals
	Criteria
	Doesn’t Meet Criteria
	Meets Criteria

	1. In client’s Language
	“Meet all the requirements of probation by June 10, 2004”
	"Get done with my p.o.” 

	2. Worded Positively
	“Not use drugs or alcohol.”
	“Will continue doing activities that support a drug and alcohol free lifestyle.”

	3. In the here and now
	“Will stay clean.”
	“Will” 

	4. Specificity
	“I will avoid or learn to cope with high risk situations”
	“I will drive my own car to any gathering where I feel that alcohol or drugs will be present, so I may leave if I feel I may use.”

	5. In the client’s control
	“My probation officer will leave me alone.”
	“I will have done everything I can to get my p.o. to leave me alone.” 

	6. In process form
	“I’ll just quit.”
	“I will be spending more time playing guitar and finding a job.”


  B. Individual Solution Plan

After the Family Goals Worksheet is completed, the case manager can then help the family develop more precisely defined goals, and determine whether any of these goals may need to be broken down into sub-goals before moving on with the Individual Solution Plan.  The goals should be worded positively, entailing the achievement of something, rather than the stopping of some behavior, or the “getting rid of” something.  For example, if the family lists “using drugs less” as a goal, the therapist should help the family reword this goal to entail the actions that are involved in meeting that goal.  This can be accomplished by saying something like “What will you be doing instead when you are using drugs less?” It is counterproductive to attempt to work towards a goal of NOT DOING something. Goals should describe something the family wishes to attain, something to be achieved in the future.  Additionally, goals should be time limited, rather than ongoing.  A useful solution focused question that can be used to put a time limit on goals is “As you leave here today, what little part of this goal can you work on today?   Ongoing goals may be converted to time limited ones for this process.

The Individual Solution Plan is the next step in the Solution Planning process.  This worksheet will help the family organize the activities they must perform to accomplish each of his goals.  By creating this activity plan, the family should be able to see the whole picture, keep track of; what activities have been accomplished, what the schedule is for each activity, and what is left to do before the goal is achieved.  Remember, this Solution Planning process is to assist the family, and this completion of this form should not be an impediment to the family in attaining goals. Assist the family as needed. If the form presents complications, the case manager can complete it and enter information on it. The case manger would want to talk about and explain the elements, or sections, of the form to the family. These sections are integral to the process of Solution Planning. Who physically completes the form is not as important.

There are several sections to the Individual Solution Plan worksheet.  The most important areas are covered below.

· Goal
Goals which the family wishes to work on should be transferred from the Family Goal worksheet to an Individual Solution Plan worksheet.  The life domain that the goal is derived from should be indicated at the top of the Individual Solution Plan worksheet.

· Activities 
Next, the case manager will help the family to operationalize goals.  Operationalizing a goal means breaking it down into small, achievable pieces, that we will call activities.  When operationalizing each goal, the case manager should keep in mind the following questions:  What are all of the smaller activities that need to be completed in order to achieve this goal?  How will the client go about completing each of these activities?  What is the first step? Who will the client need to contact?  When will the client work on each activity?  How long will each activity take?  Think of all the details that may need to be covered.

Example Activities:  
Decide on type of employment to be done.


Read employment section of newspaper.


Interview at 3 jobs per week until hired.
The aim is to have the family take ownership of goals and activities, and become invested in completing them.  To that end, if the family is put in charge of figuring out how to accomplish these things through a series of questions, they should become much more invested than if the case manager were to make the plans for them.  The SOFT model incorporates solution focused questioning techniques to encourage the client to work through the problem solving process on their own, with the case manager orchestrating the discussion.  “What do you think is the first thing you’ll need to do to work on this goal?  What else?  What is the next thing?  How will you do that?  Who will you need to contact in order to complete that activity?  When do you want to start this?  How long do you think that will take?  When do you want to have this done?”  Thus, the case manager becomes the catalyst of the goal planning process, rather than being the problem solver.
The amount of detail required will vary by client, and it is up to the case manager to make a clinical judgment on how much detail to discuss and to write down on the Individual Solution Plan.  The client family’s abilities to articulate specific activities will be evident to the therapist, and some modifications may need to be made for particular adolescents.  Younger adolescents may not be able to clearly articulate steps to solve their problems and may need a more directive approach from their counselor.  That is, instead of asking the client what they need to do differently to solve the problem, they may have to be more suggestive and say something like “Many clients that have had similar problems have found that doing _____ is helpful.  What do you think about trying that?”   In this way, the therapist still has agreement and collaboration from the teen, but is more directive in goal planning.  

In our experience, one pitfall of using this model with teens is that some teens will have difficulty setting concrete goals, or may oversimplify what they have to do to achieve their goals.  This is especially true of clients that are pressured into treatment by probation or another source and have few personal reasons for wanting to be in treatment.  Consider the following dialogue between a therapist attempting to set goals with a client:

Therapist: Today, I’d like to get a sense of what kinds of things you’d like to work on here and make some specific plans for how you will achieve your goals.  When you leave here successfully and treatment has been successful, what will you be doing differently?

Client: My probation officer wants me to quit using drugs.

Therapist:  What can you differently to stop using drugs?   

Client: I don’t know.  I’ll just stop.

Therapist: But how, specifically will you do this?

Client: I just won’t use drugs.

Therapist: What will you be doing instead of using drugs?

Client: Nothing. I’ll just stop.  I can quit anytime.
In the dialogue above the client is holding their ground that they do not have to do anything differently in order to stop using.  It is very likely that for this client, stopping using drugs is actually not their goal.  A more accurate goal for this client is likely to be that they want to get off of probation, but don’t necessarily want to stop using drugs.  In the following dialogue, more attention is paid to the client’s cues leading to a more accurate goal definition.

Client: My probation officer wants me to quit using drugs.

Therapist: It sounds like the main reason that you want to quit using drugs is to please your probation officer, but you’re not so sure that you want to quit. (Empathy)

Client: Yeah.  I don’t really think I need treatment to quit using drugs and alcohol.  I’m just here because I have to be here.

Therapist:  Nobody likes to be forced into counseling, but I’m impressed that you’re here  even though you don’t want to be.  A less responsible kid would just blow this off.  Since you don’t want to quit using drugs, would you like to work on getting off of probation? 

Another approach that is useful with younger or resistant teens is explaining the rationale of setting clear goals and activities.  The key purpose of this is reminding the teen that in this model they have a lot of say over what they will work on in treatment and that the process is important because it will give them a framework for thinking about all problems, not just the ones they are bringing to treatment with them now.  
Activity Basics

1. Behavioral and action oriented.

2. Positively focused.

3. Time limited.

4. Using client’s own words, where possible.

5. Lean towards over simplification — lots of detail.  (What?  When?  Where? Who?)

6. Set a Target Date, unless another activity is pending.  (See below for details.)

· Person Responsible
It is important to name those persons who should be accountable for the accomplishment of the activity. The Person Responsible for each Activity is generally the family or client. If it is not a family goal, the individual person responsible should be named. However, the case manager or another person or organization that is assisting the client achieve an Activity may be listed here.  It is probably best to still remind the client that they are responsible for the overall achievement of the Individual Solution Plan, but that others may be listed here to help guide the process.

· Dates
The setting of dates in relation to activities is an important part of the Individual Solution Plan process.  It serves both to remind clients of the Activities they need to complete and as a review mechanism for the case manager.  Additionally, it serves the purposes of the research project’s clinical data collection.  Each of the five dates listed below are critical, and the reasoning behind them is explained in the following paragraphs.
1. Identified Date - date the Activity is identified by the family and case manager;
2. First Review Date - date on which the case manager will contact the family to review progress towards completion of the Activity.
3. Target Date - date by which it is planned that the Activity will be completed;
4. Second Review Date - date on which the case manager will contact the client to review completion of the Activity.
5. Terminated Date - date on which the Activity is no longer being worked on between the family and case manager.  Termination date may be the date on which Activity has either been completed/used, changed or not completed/not used.
· Identified Date
Indicate the date that the activity is written on the Individual Solution Plan in the Identified Date column.  This date indicates how much planning is involved from the beginning of the process, and what activities were added later due to some further planning or discovery from completed activities.  As activities are added to the Individual Solution Plan, the dates are indicated in this column.

· Target Date
Enter the Target Date for the activity to be completed in this column.  The target date sets a realistic completion date for the activity that is negotiated between the client and case manager.  

In some cases it may not be possible to identify an absolute target (completion) date for some Activity.  For instance, the completion of the Activity may be based on information which is going to be obtained in the course of completing other Activities.  In these cases, the case manager may leave the date open pending completion of the other Activity.

Target dates should not be based on an artificial construct, such as seeing clients once a week.  Target dates should be set based on how long it should realistically take to complete an activity.  
· Review Dates
Enter the Review Dates AFTER the review has been completed.  Review dates are particularly important for both the family and case manager.  The Review Date prompts the case manager to contact the family to “remind” them about goals and activities, help them monitor progress towards them, and identify barriers that have arisen relative to completion of an activity.  This often may serve as the added impetus to actually complete the activity.  
Termination Date
Enter the date that the activity was completed, revised, or eliminated in the Terminated Date column.  At the same time, indicate the Outcome Code for the activity.  

Activities that are revised should be terminated, and then re-written on the Individual Solution Plan with a new set of dates.  If this activity was a prerequisite for other activities on the Individual Solution Plan, at this time the target date for those activities should be set, and this process continued.

The use of specific dates at every point (identification, target, review and termination) is intended to structure and prompt a client’s organization of those Activities which lead him toward the completion of Goals.  Terms such as “on-going”, “weekly”, etc. defeat this structure and organization and should never be used.  These terms imply the need to not review Activities.  This can lead to stagnation and lack of initiative because the client cannot see any progress and completion of goals.  Instead, such goals and activities should be converted into time limited goals for the purpose of the Solution Planning process.

If a client has 1) gone through several cycles of successful accomplishment of a Goal, and 2) seems to have thoroughly integrated the Activities associated with this Goal, then it might not be necessary to continually repeat the Goal, at least in a formal case management setting. This is what we want! The client/family is now completing goals on their own through use of the Individual Solution Planning process. 
Example Timeline

The following timeline should put the discussion of dates in some visual perspective.  Target dates should be determined at the same time an Activity is Identified ( || ).  The First Review Date (*) should be completed a day or two before the Target Date.  The Second Review (**) should be completed on the same day as the Target Date or within one day following that date.

	Onset of issues,
	((
	*
	((
	**
	(
	Revision of current

	problems
	((
	*
	((
	**(
	(
	Objectives and Activities;

	
	Identified
	Reviewed 
	Target
	Review 

Target (w/in 24 hours)
	Terminated
	identification of new Goals, Objectives and Activities


Outcome Codes

C  —
Completed:  an Activity was successfully completed

R  —
Revised:   an alternative, but similar, Activity was developed.

NC —
Not Completed:  an Activity was not completed, or eliminated.

If an Activity is completed, code it as “C”.  It is done and you can move on to other business with the client.

If the Activity is revised code it as “R”.  An alternative Activity can be determined.  An Activity could be revised when new information comes to the client’s or your attention, the situation changes, etc.

If an Activity is not completed by the target date - code as “NC” respectively.

· Changes to Goals and Activities

Goals and activities can be changed at any time.  People change and so do their goals.  When the client’s goals change, or when things don’t go quite as planned, the case manager should work with him to modify the plan to work around the change.  There is no failure, only feedback.  If it isn’t working, try something different.  Remember to indicate the appropriate dates when activities are revised or eliminated.

SESSION 3+: FURTHER SESSION MONITORING AND ONGOING CASE MANAGEMENT ACTIVITES 
Purpose.  The purpose of future sessions is; to provide ongoing support, structure, and feedback to assist families in completing their goals, and to provide families with ongoing skills training through the SOFT Multi-Family Group meetings.  Clinicians should also be looking at environmental interventions and case management strategies whenever they are appropriate.  They are appropriate when they alter the client’s environment in ways that promote success in treatment, or they reduce and eliminate barriers to treatment attendance and future success.

Goals: Continued goal review, Identification of Case Management Activities, Develop and Support Relapse Prevention Plans
Task 1. Reviewing Goals 
Task 2. Providing Case Management 
Adolescents frequently benefit from ecological interventions that enhance their possibilities for success.  Several examples of case management activities are often appropriate, especially when adolescent clients are involved with multiple systems (i.e., criminal justice, child welfare, school disciplinary proceedings) or face significant treatment barriers.  Below are some examples of common case management tasks used with adolescents in the SOFT approach.  This list is by no means exhaustive, as case managers frequently do many creative environmental interventions.  The list of common activities is followed by a case vignette illustrating the creative use of a home visit.   

Example Case Management Activities

1. Initiating a meeting with school administrators regarding placing a client in an alternative school.

2. Making a court appearance to focus on achievements of a client in treatment.

3. Making a home visit with clients that do not have telephones and have missed appointments.

4. Traveling to detention to meet with a client that has been placed to discuss residential placement and transitioning back into aftercare services.

5. Driving around town to assist clients in completing job applications.

6. Assisting a parent in obtaining an involuntary commitment for a child that is possibly a danger to him or her self or others due to substance abuse.

7. Writing a “personal” letter of reference for a client that has limited references available.

8. Following up with other referral sources on the client’s progress and attendance in their services.

Case Management Vignette


Alex was a 16 year old client that began missing office visits.  His father worked odd hours at a local factory and was frequently difficult to reach, as the family had no phone.  The SOFT therapist/case manager drove to the client’s trailer and initiated an informal session with the client and his dad, who were at home playing cards.  The therapist was invited by the family to join the card game, and during this informal “session” was able to build much rapport with the client and also engage the father and son into a meaningful discussion of how things were going recently.  The client and his father set an appointment and discussed treatment expectations in their home environment and subsequently began a pattern of more regular treatment attendance.  The therapist in addition to this visit had frequent contact with the client’s probation officer to inform him of the client’s progress, which also aided in retaining the client in treatment.  

Multifamily Group Sessions 

Multifamily Group sessions occur weekly for outpatient clients.  Our Multifamily group curriculum is focused on skills training in the family context and also includes other pertinent skills needed in substance abuse treatment.  What follows are brief descriptions of the multifamily group sessions.  Appendix D contains all skills training lessons, practice exercises, and forms used during groups.
A. Ten Session Topics

The topics for the multifamily group include: Giving and Receiving Positive Feedback, Assertive Listening, Understanding and Building Healthy Relationships, Effectively Coping with High-Risk Behaviors, Effective Issue Solving Skills, Constructive Decision Making Skills, Giving and Receiving Negative Feedback, Practicing Good Stress Management, Productive Ways to Deal with Anger, Preventing Relapse as a Family.  
B. Guidelines for Group Management

Several techniques are needed to run successful SOFT multifamily groups.  Some of these include: paying attention to group and family dynamics, staying on task, maintaining the positive solution-focused nature of the group, and remaining flexible.


Group & Family Dynamics.  It is important to monitor the group and family dynamics during multifamily groups. Specifically, directive approaches are needed to intervene when parents are skeptical about progress or either adolescents or parents are badmouthing each other in mixed company.  That is, group is not a platform for family dyads to criticize each other as that communication style is interrupted in SOFT treatment in favor of positive solution talk.  While this is usually the exception because of the highly structured group format, no negative comments or “put-downs” should remain unaddressed.  When they occur counselors should remind group members of the group rules and the role of group in family treatment (i.e., to improve family communication by focusing on solutions.).  During role plays it is also important to monitor the tone of the role play and praise efforts to bend toward the other’s point of view.  Such flexibility is difficult among conflicted family dyads when entering treatment and this is clearly a sign of progress.  

C. Check-Ins


At the beginning of group, all group members are asked to give a brief progress report to the group on how they are doing that week.  Both parents and adolescents respond to a set of standard questions about: their efforts to stay drug free, positive changes made during the week, goals, successful handling of high risk situations, and efforts to use the skills training activities outside of the group.  During the check-in the therapist remains attuned to anything that may be followed up on with solution focused language for the purposes of identifying current successful coping, give clients credit for changes made, and refining or identifying the client’s goals.  

D. Skills Mini-Lectures


Each week an interactive lecture on each skill is given (i.e.,  See SIS descriptions in appendix D) prior to the role play practice exercises (i.e., See PE descriptions in Appendix D).  During these mini-lectures the therapist presents the rationale for the activity and frames its importance within the context of family-based treatment for adolescent substance abuse.  

E. Practice Exercises & Homework Assignments


Upon completion of the interactive lectures each family is given an opportunity to practice the skills within the group and with the therapist present for guidance and troubleshooting.  As mentioned previously, the therapist’s role during these role plays is to ensure that a positive tone and appropriate “real life” examples are used during the role play activities.  Homework, usually involving practice of the skills at home in between groups, is assigned and discussed during the next week’s check-in. 

E. Group Evaluation


Participants complete a group evaluation form that assists the therapist with identifying any concepts that were unclear, the participants’ ratings of how useful sessions were, and suggestions for improvement of the group.  
Chapter Summary

In this chapter, we reviewed the core therapy activities and fundamentals of the multifamily group sessions. To reiterate, SOFT treatment core activities include completing a Strengths and Resources Assessment, Immediate Concerns Checklist, Solution Plan, and provide monitoring and targeted case management.  Multifamily group guidelines were described and the basic format of group presented for easy replication.  SOFT multifamily groups include a weekly check-in, a mini lecture on the skill of the week, in-session practice of the skills, and group evaluation.  All forms for the sessions described in this chapter are located in the Appendices.   

                                                                                      Chapter 4

Family Therapy Techniques in SOFT 

In this section, many of the common family therapy techniques used in SOFT will be described at length.  This chapter starts out by describing the components of family therapy that are shared across family therapy models.  These techniques include joining with both parents and adolescents, instilling empathy in the adolescent for the parent’s perspective, and improving family communication.  Then, the components that are more unique to SOFT such as using solution-focused questions, solution planning, and generating mutually-identified homework assignments are discussed.  

Common Family Therapy Techniques

Joining with family members, working on family communication, and instilling empathy in the adolescent are all techniques used in the SOFT model that traverse several family therapy models.
Joining.  Joining refers to establishing a bond with all participants of the family therapy.  Several family therapy theorists have written on the idiosyncrasies and challenges of building rapport with all participants. In the context of family therapy with adolescents there are several obstacles for developing such bonds.  First, therapists that work with adolescents may be overly centered on establishing rapport with adolescents at the expense of developing such bonds with parents.  It is not uncommon for practitioners in substance abuse settings to be younger and more inexperienced with addressing parents that training on mid-life developmental issues, parental concerns and perspectives, and parenting styles is necessary for practitioners to be able to display empathy and relate to parents equally as well as they relate to youth.  Some activities that promote joining within the SOFT model include:
1. Active listening to parental and youth concerns.  When accurate empathy is applied, it is reinforced to each member of the family system that their concerns are being heard.

2. Targeted individual sessions.  At times it is appropriate to separate families and discuss sensitive issues individually.  This reinforces the adolescent and parental needs for discretion around some topics, especially when family conflict is high.
3. Reframe discipline efforts as loving acts.  When there are topics that are contentious between adolescents and parents, SOFT therapists reframe the parental intentions for the adolescent.  

4. Reframe adolescent behaviors for parents.  Misunderstanding and attributions about the adolescent behavior frequently occur for worrying parents.  That is, parents frequently need a reminder that their child does not have malicious relational intent when using substances or displaying negative behaviors.  Reminders about adolescent development and not taking things personally are often needed.  


Working on Family Communication.  Family Communication is addressed in a number of ways in the SOFT model.  In many family therapies this is done in conjoint sessions.  Because SOFT has roots in brief solution focused therapy and skills training, there are many structured activities that result in discussions of family communication.  For example, when developing the adolescent’s solution plan, parents or adolescents frequently will list family communication as a goal.  Then, specific instances and concrete activities are developed as part of solution plan development activities.  One creative example of this was a therapist working with a family that escalated conflicts by raising their voices.   The therapist asked the family to rate several voice levels (i.e., loudness) on a scale and set as a weekly goal to keep conversations at one of the lower ratings.  Processing the situational aspects of the conversations allowed for subsequent goal development and monitoring activities.

Instilling Empathy for Parents into Adolescents. Adolescents rarely know the type of worry they can create for their parents, and some perspective taking is often necessary so that they understand and can make changes to which parents will then respond positively.  An example of this is when a parent reports feeling guilty about their role in their child being in treatment.  Here, after an appropriate empathic response, it is very useful to weave the adolescent into the conversation by saying something like “Did you know you had this much of an impact on your dad, and that he wants to do a good job raising you?”  In another example, when adolescents are worried about disclosure of sensitive themes to parents (i.e., drug use, etc…) they are often only focused on the behavioral consequences of disclosure.  Thus, SOFT therapists help frame the impact of non-disclosure on their parents in terms of helping the adolescent recognize they have a direct role in creating or reducing parental worry.  Particularly, one example of something a SOFT therapist may say would be something like “sometimes kids don’t want to tell parents things during treatment out of fear of their reaction, but one part of family treatment is to help parents learn better ways of helping their kids, and this sometimes means having them working on their reactions and how they express them to you.  Also sometimes parents worry too much when they get too little information, which is something we can work with you on.”  This is a good opportunity for reiterating the “give and take” process of family treatment.
SOFT Specific Family Techniques.

Immediate Concerns Checklist:  This tool, which asks parents and teens to prioritize immediate concerns in the first SOFT session, is also used to resolve discrepancies between parent and teen ratings.  Adolescents and parents frequently rate different problem domains differently, and often surprise each other when their ratings are disclosed to each other under the guidance of a therapist.  That is, teens sometimes rate family communication worse than parents, which sometimes gets the attention of parents and motivates parents to consider behavior change.  
1-10 Scaling Questions (Trust/ Communication):  Scaling questions used in solution-focused therapy are excellent for working on family trust and communication issues.  These scaled questions directed to both teens and parents allow for a concrete and easily understandable way for various levels of trust or communication to be identified and monitored during the treatment process.  Additionally, these scaling questions offer the perfect opportunity for the therapist to help the family understand what it would take to improve these areas.  For example, a therapist may ask an adolescent, “Jimmy your at a 6 regarding your communication with your dad, what would you need to do differently to raise that number to a 7?”  Conversely, the therapist may ask a teen what their parent should change for the teens trust to increase.  
Solution Planning.  The therapist must rely on family therapy techniques in determining whose goal is being articulated during solution planning.  Because the Solution Plan is being made in the context of family therapy, it is important to assess the willingness of the identified client (i.e., the teen) and other family members to work on the goals that are being discussed.  If disagreements arise about the goals that should be the focus of treatment, the therapist needs to actively intervene between the parents and the teen by identifying other points of view.  For example, let’s say a father suggests that he would like to see the teenage client “be a leader more than a follower.” In this situation, the therapist will first have to clarify what he means by that using solution focused questioning like “What will he be doing differently when he is a leader and not a follower?”  Then, the therapist will have to elicit the teen’s view of this goal by saying something like “What do you think of the goal your father has for you?”  These are also subtle opportunities for pointing out to the teen the positive motivation of the parent to the teen.  While many teens see their parents’ actions as hindering their freedom and autonomy, it is often useful to remind them that the motivation of their parents for such actions is usually driven out of care.  For example, the therapist might say “Did you know your dad cared about you so much that he didn’t want to see you getting sucked into following other kids?”  Quick asides such as these can enhance the positive feelings in sessions that are also cultivated by focusing on positive goals and strengths.  Thus, solution planning is a structured activity during which many of the general family therapy techniques described above materialize.

Chapter Summary
In this chapter we briefly expanded on common family therapy techniques that shared with other models and more specific to SOFT.   The chapter’s brevity is deliberate in that these family techniques are embedded within a structured therapy program with prescribed activities (i.e., Strengths and Resources Assessment, Solution Plan, Multifamily Group Activities.).  Supervision of family therapy techniques used by SOFT therapists is an on-going task that requires not only specification in a therapy manual, but also rigorous and high quality supervision.    

Chapter 5
Administration and Supervision of SOFT 

Overview

This chapter reviews the Administration and Supervision of the Strengths Oriented Family Therapy (SOFT) model. This chapter begins by discussing supervision strategies, therapist training, and on-going clinical supervision and adherence monitoring.  Then, commonly occurring programmatic issues are discussed (i.e., client’s arriving high, level of care transfers, confidentiality, etc…)

Therapist Selection, Training and Supervision
Therapist Selection.  Selection criteria for therapist positions were created prior to interviewing candidates for SOFT therapist positions and desirable characteristics included: minimum completion of a bachelor’s degree in human services (with Master’s degree preferred), some experience working with adolescent substance abusers, experience providing family therapy, willingness to provide out-of-office case management, willingness to adhere to a manualized treatment protocol including receipt of direct feedback from audiotape reviews.  Interview questions reflected these priorities, and sometimes candidates were screened out even though they had good clinical skills.  For example, some experienced candidates were screened out for having a philosophy not conducive to providing case management activities and for concern over following a manualized treatment.

Therapist Training.  Initial didactic trainings on the use of solution-focused questioning and application to family therapy were provided by the first and second authors of the manual.  Separate didactic trainings were held focusing on the procedures for the first three sessions (i.e., strengths assessment and orientation, solution planning), and one training emphasized monitoring the client and providing case management once the solution plan was implemented.  Initial training also consisted of closely supervised co-therapy (with the two primary SOFT clinicians) on three pilot cases seen before our project’s evaluation began.  Weekly supervision of clinicians during this period included weekly audiotape review of pilot case sessions.  Subsequent training and supervision occurred as part of on-going supervision and adherence monitoring.   

Documentation of Treatment Activities.  All treatment activities were documented using the project Management Information System developed specifically for this project for interagency collaboration and recording treatment episode information.  Therapists recorded the duration of the session, who was present, interventions used (i.e., strengths assessment, family counseling, case management; coded in minutes).  Coding for both treatments was included in the MIS to ensure no bleeding was occurring.  Examples of SOFT activities coded in the MIS include: assessment, time spent on biological tests, continuing care plan, counseling, in-class assignments, making arrangements, monitoring, orientation, solution planning, advocacy, referral tasks, transporting client, travel, and phone calls.  Intervention recording compliance was monitored and feedback given individually to therapists and during a monthly cross-site meeting involving therapists in both SOFT and the standard treatment condition.   In a peer-reviewed presentation involving analysis of these data we found families treated by SOFT had significantly higher dosage of family treatment and case management, which is consistent with model specifications (Smith, 2005).  Furthermore, there were no between group differences in the overall amount of counseling the clients received.    
Supervision & Adherence Monitoring.  Weekly clinical supervision focusing on model integrity was provided by the model developers through both individual and group supervision.  Group Supervision occurred once weekly for two hours.  It was structured in that clinicians answered standard questions about current clients, which are replicated in Table 2.  Use of this structured supervision made supervision more time efficient and allowed for adherence monitoring to occur during clinical supervision during which other programmatic issues also arose (i.e., level of care transfers, programmatic issues).    Adherence monitoring was also accomplished in individual supervision by reviewing audiotape with clinicians and through the development of a treatment activities questionnaire administered to clients.  Individual supervision occurred once weekly for 30 minutes.  Clinical supervisors were also always available for handling crisis situations.  

Table 2. Supervision Questions Addressed in SOFT Supervision

	1. What strengths did the client identify during the Strengths and Resources Assessment. 

	2. Give 2-3 examples of concrete activities a client identified on their Solution Plan.

	3. What past coping strategies have worked for this client.  

	4. What does the client have to be doing differently to consider treatment successful.

	5. Are there any goals on the treatment plan that the client has low commitment to fulfilling and possibly need revision.

	6. What family interventions have you done with this family this week?

	7. What homework did you give the client for this week?

	8. What difficulties did you encounter maintaining a strengths and solution focus this week?

	9. What examples do you have of the SOFT model working well this week? What is it about the SOFT model that is working?

	10. What case management have you done, or are you planning to do with this family?


Client-Rated Treatment Integrity A client-rated adherence measure is also used as an additional source of data on treatment integrity.  Items were rated on a five-point, Likert-type scaled ranging from “rarely” to “often.”  This client-administered measure contained items unique to the standard treatment and unique to SOFT treatment. Although blind to participant responses, therapists are oriented to the client rating form as an additional training method used to preserve integrity.  
Table 3 displays items on the adherence measure unique to the SOFT model that were not considered a component of standard treatment.   Most items pertain to the use of solution-focused language during sessions, strengths-emphasis, and case management.  Adolescents and parents should be able to answer the questions due to the ubiquity of solution-focused language, family emphasis, and case management emphasis.   The instrument ranges from 12-60, with higher scores indicating higher treatment adherence to the SOFT model.     

Table 3.  Unique SOFT Items on Client Administered Adherence Measure

	1. How often did your counselor ask you to answer questions using a scale (i.e, “On a scale of 1-10 how well did your week go,” etc…)?

	2. How often did your counselor praise you for the positive things you were already doing well, or recommend that you do more of the things that worked well for you in the past?

	3. How often did your counselor ask you to tell him or her about your strengths as a person?

	4. How often did your counselor help you define specific steps to solve your problems (i.e., ask you what you needed to do differently to solve your problems)? 

	5. How often did your counselor meet with you outside of the office (i.e, job hunting, at a court date, at your home, etc…)?

	6. How often did your parent or family member attend family sessions or group sessions with you?

	7. How often did your counselor talk with you and your family about family communication or other family issues?

	8. How often did your counselor include your ideas on your treatment plan or solution plan?

	9. How often did your counselor point out strengths of yours that you hadn’t thought of before?

	10. How often did your counselor meet with another professional (i.e., probation officer, school official, etc…) to tell them about how you were doing?

	11. How often did your counselor tell you about and help you follow through with other referrals such as going to see a mental health counselor, attend self help groups, or going to another service?

	12. How often did your counselor spend more time discussing how your problems began rather than how you could do things differently to solve your problems? (Reverse Scored)


Program Issues
Additional Services Received. Clients are encouraged to seek additional services to supplement the SOFT treatment they received, as part of the emphasis on case management encourages holistic service provision to enhance outcomes.  Service utilization is tracked using a questionnaire we developed called the Health and Social Service Utilization (HSSQ) measure, which measures several different types of service categories, location and frequency of services, and satisfaction with services.  Services included on this measure are: mental health treatment services, substance abuse self help attendance, internet resources, physical health, recreational activities, crisis lines, and other self-help groups (i.e., gambling, etc…).  
Abstinence. Clients contract with our program to remain abstinent for the duration of treatment, and are instructed that failure to achieve abstinence could be grounds for a level of care transfer.  Abstinence is monitored by random urinalysis tests during the treatment episodes.  Nevertheless, it is openly acknowledged in by our treatment model that abstinence may not be one of the client’s goals, as goals in solution-focused treatment are the supposed to emanate from the client.  Thus, many times the adolescent’s primary goal is getting out of legal trouble and “achieving and maintaining abstinence during the treatment program” is considered a task to meet this overall goal.  

Arriving to Sessions High/Drunk. Adolescents only participate in sessions if they are free from substances, and clinicians do not allow adolescents to attend groups under the influence of substances.  Clinicians explain to adolescents that we request that they come with a clear mind to get the most benefit from treatment and that we are concerned that their presence in group could lead to cravings by other group members.  Adolescents are instructed to return when clean and a follow-up phone call from the clinician is used to process any embarrassment or reluctance to come back to group.  

Discharge/Level of Care Transfers.  When client’s appear unresponsive to outpatient treatment being provided clinician’s consult with clinical supervisors on the appropriate course of action.  Reasons for transferring up a level of care include continued or escalating use or deteriorating mental health conditions preventing them from getting the benefits from treatment.  
Non-attendance.  Adolescents missing individual sessions, but coming to group are asked to attend an individual session prior to returning to the group.  This prevents adolescents from attending without completing “working sessions” with their therapists, which can allow them to avoid being accountable for recent use.  Client files are kept open for up to one month past last contact, and after 2 no-shows a phone call from the clinician is made to attempt to engage the client with the understanding that if a client does not make (and keep) an appointment within a certain tiem period (usually 2-3 weeks) they will be discharged.    

Confidentiality of Records 

Research & Clinical Records.  Clients had two paper records with one containing research data from the 3, 6, 9, and 12 month follow-up assessments, and the other containing clinical data from their initial assessment and treatment episode.  The former was stored by a unique code number and the latter were stored with identifiers.  Both were stored in locked cabinets.  Electronic data were also collected on the project’s web-based Management Information System (MIS) that was used to enter both treatment process data and outcomes evaluation data.  Clinicians in the SOFT program only have access to the client’s initial assessment.  Research follow-up records from follow-up evaluations were stored in a different location and clinicians could also not access to the electronic files where they were stored.  That is, information in the Management Information System would indicate that an event took place, but permissions to view entries were based on the user’s logins.  Thus, research assistants could not view clinical events and vice versa.  
Audio taped Sessions.  SOFT sessions were recorded by using digital recorders and were initially uploaded into our password protected local area computer network.  Only clinicians and clinical supervisors had access to the SOFT recordings.  SOFT recordings were transferred to a rewritable CD on a monthly basis, which were locked in the Director’s locking file cabinet.  These CD’s are not to leave the premises, and a sign out is used in the event that an archived session recording were needed.
Client ID Numbers. All clients receiving SOFT treatment had a unique ID number, which was only matched to names in a single, password-protected computer file.  All appointments in appointment books were set using client ID only, and the unique ID was not on any other document on which the client’s name appeared.
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