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I have lived some thirty years on this planet, and I have yet to hear the first syllable of valuable or even earnest advice from my seniors




-- Henry David Thoreau

The following principles, techniques, and strategies are listed in the order in which they’re discussed in the workshop. More extensive information is included in the Tough Kids, Cool Counseling book (2007, ACA publications) and other resources listed in the reference section of this document. 
The Four Evidence-Based Principles

1. Show Radical Acceptance (and radical respect and radical interest): Radical acceptance is both an attitude and a technique. It’s derived from the work of Carl Rogers and Marsha Linehan. It means you’re able to experience and communicate: “I completely accept you as you are and am fully committed to helping you change for the better.” Additional information about radical acceptance is on the slide handout.
2. Be Transparent and Non-Threatening: Meta-analytic research findings suggest that when therapists are genuine and open in their interactions with clients, outcomes are more positive. This is especially true when professional counselors or psychologists are working with students or young clients in school settings. Your transparency will help facilitate trust and model openness. 
3. Use Counterconditioning: We should remember that “tough” kids and “challenging” parents and “difficult” school personnel are all probably aversively conditioned to the idea and experience of meeting with mental health professionals. This means that even the idea of meeting with you stimulates uncomfortable feelings (think anxiety and anger). Then, the question becomes, what will you use as a counterconditioning stimulus to help reduce the aversive response?
4. Offer Collaboration: Adolescents often anticipate coercion from adults. Consequently, explicit invitations to collaborate are useful. Adolescents are more likely to allow you to work with them on issues, problems, and collaboratively generated goals. But they’re unlikely to allow you to work on them toward goals others have identified as in their best interests. This collaborative spirit should be integrated into most of what you do when counseling youth. It involves embracing an attitude of “not knowing” and then collaboratively pursuing knowledge, strategies, and skills along with the student or client.
Evidence-Based Strategies and Techniques

1. Acknowledging Reality: Some young people may be initially suspicious and mistrustful of adults – especially sneaky, manipulative, authority figures like mental health professionals, school counselors or school psychologists(. To decrease distrust, it’s important to acknowledge reality about the reasons for meeting, about the fact that you’re strangers, and to notice obvious differences between yourself and the client. Acknowledging reality is a form of transparency or congruence. Researchers consistently report that transparency, congruence, or genuineness is a predictor of positive counseling or psychotherapy outcomes (see Kolden, Klein, Wang, & Austin, 2011). Acknowledging reality includes a straightforward explanation of confidentiality and its limits.
2. Sharing Referral Information: To gracefully talk about referral information with students, you need to educate referral sources about how you’ll be using information they share with you. Teachers, administrators, probation officers, and parents should be coached to give you information that’s accurate and positive. If the referral information is especially negative, you should screen and interpret the information so it’s not overwhelming or off-putting to students. Simblett (1997) suggested that if therapists are planning to share referral information with clients, they should warn and prepare referral sources. If not, the referral sources may feel betrayed. Also, if you share negative referral information, it’s important to have empathy and side with the student’s feelings, while at the same time, not endorsing negative behaviors. For example, “I can see you’re really mad about your teacher telling me all this stuff about you. I don’t blame you for being mad. I’d be upset too. It’s hard to have people talking about you, even if they have good intentions.” 
3. Authentic Purpose Statements: Another technical manifestation of congruence or transparency is the use of an authentic purpose statement. This requires you to be clear about your own “why” of being in the room and then concisely sharing that with your student or client. Examples include: “My job is to help you be successful here” or “Your goals are my goals, as long as they’re legal and healthy.” Authentic purpose statements also serve, in part, as an initial role induction. 
4. Wishes and Goals: In the workshop, John illustrates the “Wishes and Goals” technique as a strategy for initiating a collaborative goal-setting process. This technique is used to help students or young clients begin to articulate their own goals (and not goals that have been defined FOR THEM by adults).
5. What’s Good About You? This procedure provides an opportunity for a rich interpersonal interaction with students. It also generates useful information regarding self-esteem. I like to initially, introduce it as a “game” with specific rules: “I want to play a game with you. I'm going to ask you the same question 10 times. The only rule is that you can’t answer the question with the same answer twice. In other words, I'll ask you the same question 10 times, but you have to give me 10 different answers.” When playing this game you should ask your client, "What's good about you?" (while writing down the responses), following each response with "Thank you" and a smile. If the client responds with "I don't know" just write down the response the first time, but if the client uses "I don't know" (or any response) a second time, you should remind the client, in a light and possibly humorous manner, that he or she can use answers only one time. As with all techniques, this should be used with client consent. If the client is uncomfortable and doesn’t want to proceed, the reluctance should be respected. There may be cultural reasons (i.e., a client has a collectivist cultural background) for refusing to do this activity. 
6. Asset Flooding: With many youth who engage in challenging behaviors, communication breaks down because of how badly they feel about themselves. Communication and cooperation can be enhanced if you stop and reflect on the youth’s positive qualities. Of course, you need several positive attributes available in your mind before beginning this intervention. You can proceed by saying something like: “You know, I was thinking about all your good qualities . . . like you’re always on time, you keep attending your classes, even though I know sometimes you don’t really like them. . . that tells me you’ve got courage, courage to face unpleasant things. . . I also like your sense of humor. . . and. . .”
7. Generating Behavioral Alternatives: Teens sometimes over-focus on one or two maladaptive behavioral responses to challenging situations. For example, they may either yell at their teacher or run out of class, but seem unable or unwilling to try a more moderate response such as discussing their conflict or problem with the teacher. In the workshop, you will see a video where I use a modified behavioral alternatives procedure designed to reduce aggression. The transcript for this session is available upon request.
8. Using Riddles and Games: In the Tough Kids book we describe several activities you can use with young clients. One strategy is to initiate some “mental set” activities with your client. For example, you might say, “I’d like you to say the word ‘ten’ ten times and I’ll count.” The client then says, “10, 10, 10. . .” and at the end you say, “Okay, what are aluminum cans made of?” Often the youth will say, “TIN” which, of course, is incorrect because the correct answer is aluminum. After doing this you can discuss how our minds sometimes misinterpret things; that’s why we should think twice before reacting.
9. Food and Mood: Using food with young clients can help put them in a better mood and if they’re in a better mood, generally counseling proceeds a bit more smoothly. Our food guidelines include: (a) we try to keep relatively healthy snacks available (e.g., sugarless gum, juice, herbal tea, granola bars, carrots, grapes); (b) we don’t always offer something to eat (that usually depends on the time of day and the client’s hunger state), but we usually offer something to drink at the beginning of each session; (c) occasionally kids will overstep boundaries and ask for more and more food and sometimes they begin to expect treats, or even to criticize their counselor for the types of treats available—but of course, such behavior simply provides the astute professional with more material for exploration and interpretation. Perhaps children who act out with respect to food lack social inhibition—or are not eating well—or are impulsive—or are hungry for attention. Whatever the case, food items provide opportunity for discussion, feedback, and behavior change. And of course, food almost always improves mood. 
A Solution-Focused Mood Evaluation with a Suicide Floor
John Sommers-Flanagan, Ph.D.

University of Montana – john.sf@mso.umt.edu
Your job is to initiate a conversation about suicide ideation. You can ask directly. If you do, use a normalizing frame (e.g., “It’s not unusual for people who are feeling down to also think about suicide. Has that been the case for you?”) or gentle assumption (e.g., “When was the last time you thought about suicide?”).

You can also use a solution-focused mood rating scale with a suicide floor. If you do that, remember that your goal is to gather helpful information from your client—information that might be useful for beginning a collaborative suicide prevention strategy. So . . . be boldly direct, kind and empathic, and curious and concerned (but not freaked out). Work to be not only accepting, but welcoming of suicide ideation talk, because if you don’t hear about ideation, then you don’t have a chance to help. Here’s the mood rating process in a nutshell:  

1. Is it okay if I ask some questions about your mood? (This is an invitation for collaboration; clients can say “no,” but rarely do.)
2. Please rate your mood right now, using a zero to 10 scale. Zero is the worst mood possible. In fact, zero would mean you’re totally depressed and so you’re just going to kill yourself. At the top, 10 is your best possible mood. A 10 would mean you’re as happy as you could possibly be. Maybe you would be dancing or singing or doing whatever you do when you’re extremely happy. Using that zero to 10 scale, what rating would you give your mood right now? (Each end of the scale must be anchored for mutual understanding.)

3. What’s happening now that makes you give your mood that rating? (This links the mood rating to the external situation.)

4. What’s the worst or lowest mood rating you’ve ever had? (This informs the interviewer about the lowest lows.) 

5. What was happening back then to make you feel so down? (This links the lowest rating to the external situation and may lead to discussing previous attempts.)

6. For you, what would be a normal mood rating on a normal day? (Clients define their normal.)
7. Now tell me, what’s the best mood rating you think you’ve ever had? (The process ends with a positive mood rating.)

8. What was happening that helped you have such a high mood rating? (The positive rating is linked to an external situation.) 

During this process, you may need to ask directly about suicide ideation. For example, even a high rating like a “6” could be linked to SI if “normal” is a 9. You also may need to ask directly about planning and intent and reasons for living, etc. The mood rating approach gives you a loose structure to conduct a brief or more thorough assessment. It also can lead to an intervention or safety planning that’s based on idiosyncratic knowledge about what’s associated with each client’s suicide ideation and positive moods; it uses a rating scale that can be repeated from session to session.

10. Empowered Storytelling: Adolescents may need to tell their stories. Providing them with expressive methods can help them gain emotional distance (e.g., narrative externalization), deconstruct the problem, and re-construct a more adaptive meaning. Several different modalities can be used to help adolescents tell their stories. These include, but are not limited to: art, journaling, dramatic expression (e.g., slam poetry), rap, and other music genres. In the workshop John will share a story-writing technique that was used with a 16-year-old female who had experienced significant trauma.  

11. Alternatives to Suicide: This technique is virtually identical to generating behavioral alternatives except it’s used with youth who are suicidal. It involves simply but compassionately listing the client’s options in life, including suicide. Then, after a list is jointly generated, the client ranks his/her top preferences. This process provides both assessment and intervention data.
12. Neo-Dissociation: Adolescence is a time of ambivalence. Although adolescents often express very strong feelings, they also usually have underlying feelings that may even be contradictory to the strong feelings they are expressing. This technique is designed to capitalize on the teen’s underlying, prosocial thoughts and impulses. If a teen adamantly emphasizes that s/he doesn’t care about something, after you have empathized with his/her apathy, then you can explore for underlying feelings of caring or concern. For example, if the teen says, “I don’t care about math. It sucks. The teacher sucks. Anybody who likes math is a nerd. So I don’t care if I flunk,” you can respond with empathy: “Okay. I totally hear you. You hate math and you totally don’t care if you flunk.” Then, you can explore using the neo-dissociative technique by saying: “I’m guessing that even though you really don’t care about your math grade, there might be a part of you that cares just a little bit. I’d like to talk to that part of you for a minute.”
13. Safety Planning: Back in the 20th century, practitioners used verbal or signed “no-suicide” contracts. Now, no-suicide contracts are out and safety planning is in. Nothing replaces a good safety plan and unless you document your safety plan, no one will know you implemented one. See Stanley and Brown (2012) for more information. You can get a free pdf of their safety planning template online.
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If you have questions about this handout, or are interested in having John SF conduct a workshop or keynote for your organization, contact John at: john.sf@mso.umt.edu. You may reproduce this handout if you like, but please provide an appropriate citation. For additional free materials related to this workshop and other topics, go to John’s Blog at: johnsommersflanagan.com
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