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The following principles, techniques, and strategies are listed in the order in which they’re discussed in the ADVANCED Tough Kids, Cool Counseling workshop. More extensive information is included in the Tough Kids, Cool Counseling book (2007, ACA publications), How to Talk so Parents will Listen (Wiley, 2011), and other resources listed in the reference section of this document. 
Evidence-Based Relationship Factors (EBRFs)


[For those interested in more information about EBRFs, the following excerpt is adapted from Parrow, Sommers-Flanagan, Cova, and Lungu, 2019. See the original article in the Journal of Mental Health Counseling for citations and more information.] 


Evidence-based relationship factors (i.e., EBRFs) are relationship factors in counseling and psychotherapy that are empirically related to positive treatment outcomes (Norcross & Lambert, 2018). These factors provide an excellent foundation to guide the “art” of counseling, in that they help us understand “how” to provide technical interventions. EBRFs mentioned in the workshop include: (a) congruence, (b) unconditional positive regard, (c) empathic understanding, (d) cultural humility, (e) the working alliance (i.e., the tripartite dimensions of positive emotional bond, goal consensus, and task collaboration), (f) rupture and repair, (g) countertransference, and (h) progress monitoring. 
1. Congruence (Authenticity)


Relationship factors in counseling naturally begin with person-centered core conditions (Rogers, 1957, 1961). Counselor manifestations of congruence should not be mysterious or opaque, but instead, ostensibly visible. Two technical strategies for being congruent include acknowledging reality (Sommers-Flanagan & Sommers-Flanagan, 2017) and counselor immediacy (Young, 2017). Acknowledging reality may be as simple as an opening statement that takes note of obvious relationship dynamics and invites genuine client responses, “I know we’re meeting for the first time. We don’t know each other and that can feel awkward at first.” Immediacy occurs when counselors speak about something happening in the here and now of a session. It might include a self-disclosure statement such as, “I feel sad when you talk about your grandma dying.” Acknowledging reality and immediacy are specific examples of how mental health professionals hold an overarching attitude of authenticity. 

2. Unconditional Positive Regard



Rogers (1957) described UPR as “the extent that the therapist finds himself [sic] experiencing a warm acceptance of each aspect of the client’s experience. . . it means there are no conditions of acceptance . . . . It means a ‘prizing’ of the person [and] . . . a caring for the client as a separate person” (Rogers, 1961, p. 98). UPR involves counselors communicating to clients that they are accepted for who they are (Rogers, 1957). As Miller and Rollnick (2013) described, when clients feel accepted for who they are, they are more able to focus on personal change. Researchers from various theoretical stances have affirmed that UPR facilitates client change (Suzuki & Farber, 2016).


UPR involves treating clients as independent beings whose emotions and perspectives are of intrinsic value. UPR requires that counselors show interest in and validate their clients’ unique experiences. Despite Rogers’s avoidance of questioning, one way that contemporary counselors show UPR is to use open questions (or prompts) to ask clients to elaborate on their emotionally important and meaningful experiences. Questioning can be used as part of a session summary (e.g., “What stands out to you as most important from our session today?”) or as part of a second or third session opening (e.g., “What do remember from our last session that seemed important to you?”). To facilitate UPR, open questions should focus on session content that has significant emotional meaning to clients. 


Another UPR technical behavior involves counselors asking clients for permission (Miller & Rollnick, 2013). This could involve counselors asking clients for permission to give feedback or try a therapeutic task/activity. After asking permission, UPR is further displayed when counselors listen carefully and responsively to client reactions. A counselor might say, “You’ve talked about conflicts with your parents. It might be useful for us to brainstorm different ways to respond. Would you be willing to do some brainstorming with me?” 
3. Empathic Understanding 


Rogers (1957) defined empathic understanding as the ability ‘to sense the client’s private world as if it were your own, but without ever losing the “as if” quality (1957, p. 99). Empathic understanding facilitates the therapeutic alliance; empathy is considered a robust predictor of positive counseling outcomes (Norcross & Lambert, 2018).  Some writers have claimed that because effective counseling always involves an effort to experience and express an understanding of clients, that all effective interventions must include at least some degree of empathy (Sommers-Flanagan & Sommers-Flanagan, 2017).


Empathic responding is multidimensional. Empathy includes but is not limited to: (a) emotional mirroring, (b) cognitive perspective-taking, and (c) emotional regulation and expression (Elliott et al., 2011). Empathic counselors use their emotions, along with voice tone, facial expressions, and words to convey to clients that they “sense” what clients are feeling (Clark, 2010). For example, when clients are experiencing and expressing sadness, empathic counselors often feel sadness too, in a way described as emotional mirroring. Additionally, empathic counselors are able to take on their client’s cognitive perspective, making statements like, “When I hear you talk about your father’s criticism of your sexuality and I imagine myself in your shoes, I feel rejected and ashamed. I wonder if that’s some of what you felt and still feel now?” Elliot and colleagues (2011) noted that mirroring client emotions and taking on client perspectives naturally activates counselor emotions. Consequently, to provide an empathic response, some degree of counselor emotional self-regulation is needed.


Researchers and practitioners have identified three primary empathic responses: (a) reflection of feeling, (b) interpretive reflection of feeling, and (c) feeling validation. (Sommers-Flanagan & Sommers-Flanagan, 2017). Reflection of feelings occur when counselors notice and restate client surface emotions. For example, when clients begin crying, counselors might say, “You’re feeling sad right now.” Feeling reflections are uncomplicated and communicate recognition and appreciation for client emotional states. 


Interpretive reflections of feeling may focus on underlying emotions. Egan (2014) referred to this counselor response as “advanced empathy” (p. 182). Advanced empathy (aka interpretive reflection of feeling), occurs when counselors reflect feelings/emotions that may lie underneath the client’s more obvious speech content or surface emotions. If a client non-verbally shows anger through clenched fists, but does not verbally express it, the counselor might say, “As you speak I also see some anger.” 


Feeling validation is defined as an emotionally-oriented counselor response that goes beyond simple reflection, but that also validates client emotions as natural or normal. In contrast, reflective empathic responses are prototypically nonjudgmental; counselors act as mirrors, reflecting the emotion, without judging it as good, bad, normal, or abnormal. However, using feeling validation, many counselors also use empathy to affirm their clients’ emotional experiences (Sommers-Flanagan & Sommers-Flanagan, 2017). To a crying client, a counselor might state, “It seems perfectly natural for you to feel sad right now.” 
4. Cultural Humility


Cultural humility includes three interpersonal dimensions: (a) An other-orientation instead of a self-orientation, (b) respect for others and their values, and (c) an attitude of non-superiority (Hook, Davis, Owen, Worthington, & Utsey, 2013). Cultural humility has research support. Clients who viewed counselors higher on cultural humility, rated the counselor-client alliance higher and perceived their outcomes as better (Davis, DeBlaere, Brubaker, Owen, Jordan, Hook, & Van Tongeren, 2016; Hook et al, 2013).

Counselors who exhibit multicultural humility address cultural diversity with sensitivity and respect. This sensitivity and respect include broaching multicultural differences. Broaching is defined as the ability of a counselor to recognize the potential influence of sociopolitical factors on the client’s experience and display behaviors that invite clients to openly discuss issues of ethnicity, race, and culture (Day‐Vines et al., 2007). For example, when working with a Native American client, a counselor might say, “I’m interested in knowing more about you and your culture and anything about you and your culture that you think might be important in our work.” Although limited, evidence for the positive influence of broaching on the counseling relationship exists (Burkard, Knox, Groen, Perez, & Hess, 2006; Choi, Mallinckrodt, & Richardson, 2015; Day‐Vines et al., 2007). 


Culturally humble counselors also acknowledge gaps in their knowledge and ask clients for relevant information. When counselors acknowledge limits in their cultural knowledge, the counseling alliance and outcomes may be more positive.


Counselors with attitudes of cultural superiority are likely to have more counseling drop-outs, a poorer working alliance, and less positive outcomes (Hook et al., 2013; Sue & Sue, 2016). Counselors with attitudes of cultural superiority hold beliefs that their cultural way of being is preferable or superior. For example, a counselor with an individualistic cultural orientation might insist that clients with collectivist orientations set individual goals in session. In other words, counselors who overcome their conscious or unconscious tendency to operate as if their cultural perspectives are superior create stronger working relationships and have better outcomes with clients who are culturally diverse (Hook et al., 2013). Although it is often difficult to operationalize what “acting culturally superior” looks like, counselors who are culturally humble tend to: (a) show respectful interest in their clients’ cultural diversity, (b) be open-minded and accepting of cultural, sexual, and religious diversity, (c) offer research-based advice tentatively, and (d) avoid pairing advice with self-disclosure (Sommers-Flanagan & Sommers-Flanagan, 2017). 

5. The Working Alliance I: Positive Emotional Bond


Originally a psychoanalytic construct (Zetzel, 1956), the working alliance was later redefined as a tripartite, pantheoretical therapeutic factor (Bordin, 1979), including three distinct dimensions: (a) positive emotional bond, (b) goal consensus, and (c) task collaboration. 


Horvath and Bedi (2002) defined a positive emotional bond as “the positive affective bonds between client and therapist, such as mutual liking, respect, and caring” (p. 41). In contrast to Rogerian core conditions, the emotional bond is bidirectional and exclusively focuses on positive affect. The counselor-client bond can look similar to a healthy and secure attachment relationship: It might include an increased sense of security when two people are in proximity, a positive anticipation of meeting, and feelings of comfort associated with thinking of the attachment figure (Bowlby, 1988).

     
Many different counselor behaviors can communicate or promote positive emotional bonds. These include, but are not limited to: (a) warm greetings from the counselor, (b) counselor statements that express positive feelings, like, “I’m glad you’re here” or “I look forward to working with you,” (c) positive non-verbal expressions such as smiling and handshakes (when appropriate), and (d) in-session activities (e.g., deep breathing, mindfulness, progressive muscle relaxation) that involve self-soothing or relaxation (Horvath, Del Re, Flückiger, & Symonds, 2011). 

6. The Working Alliance II: Goal Consensus


Alfred Adler identified “goal alignment” as essential to effective psychotherapy (Carlson & Englar-Carlson, 2017). Empirical research has affirmed Adler’s proposition (Tryon & Winograd, 2011). Goal consensus is defined as, “consensus about, and active commitment to, the goals of therapy and to the means by which these goals can be reached” (Horvath & Bedi, 2002, p. 41). Goal consensus includes an explicit discussion of the client’s goals for counseling, agreement to work on accomplishing these goals, as well as identification of specific goal-related behaviors that might be associated with counseling. 


Regardless of theoretical orientation, mental health counselors can and should engage in behaviors that explicitly focus on client problems and/or goals at the beginning, middle, and end of counseling. This process starts with informed consent and continues to the termination session. Goal consensus and continuous tracking of how well the treatment plan fits client goals is so robust that it is written into the AMHCA’s (2015) ethical code.


Informed consent and intake forms may be used to initiate goal collaboration; counselors who specifically elicit clients’ concerns are likely to enter into a collaborative goal formulation process. Additionally, during an initial or intake interview, counselors should formally open the session using prompts like, “What are the concerns that bring you to counseling?” or “If we have a successful meeting, what will we accomplish?” or “Let’s talk about what you would like to achieve in counseling?” (Sommers-Flanagan & Sommers-Flanagan, 2017). 

7. The Working Alliance III: Task Collaboration


Task collaboration is a process where both parties engage in counseling tasks that are relevant and helpful in moving clients toward identified goals. Frank (1961) viewed task collaboration as engaging in a culturally sanctioned ritual that both counselor and client believe will facilitate improvement. Consistent with Frank (1961), mental health counseling tasks should be interesting, relevant, and culturally sanctioned. Counselors who engage in task collaboration adjust assigned tasks to align with client preferences, expectations, and cultural context (Arnd-Caddigan, 2012). 


When engaging in task collaboration counselors use a joint process to determine and enhance client participation. For example, a menu of potential tasks might be described, followed by a request for client feedback: “We’ve talked about several methods for relaxation. Which one fits best for you?” 


Task collaboration also involves therapeutic debriefing. Debriefing prompts include: “What’s your reaction to the feedback I just shared with you?” or “How did practicing mindfulness go this past week?” or “What thoughts and feelings came up as we discussed the repeating themes and patterns in your romantic relationships?” 

8. Relationship Ruptures and Rupture Repair


Safran and Muran (1996) defined ruptures as: “Patient behaviors or communications that are interpersonal markers indicating critical points in therapy for exploration” (p. 447). Ruptures are also called strains (Bordin, 1979), impasses (Elkind, 1994), or resistance (Leahy, 2001). Previous researchers have noted that relationship ruptures between counselor and client are linked to negative outcomes and clients dropping out of counseling (Safran, Muran, & Eubanks-Carter, 2011). Also, training in relational rupture repair has been reported as an effective means of improving counseling outcomes (Safran et al., 2011).   

   
Researchers have identified two rupture subtypes: confrontation and withdrawal. Confrontation occurs when clients directly express anger or dissatisfaction with counseling or the counselor; withdrawal occurs when clients emotionally or cognitively disengage from the counseling process (Safran & Muran, 1996). Both rupture types often involve small exchanges (rupture markers) that signal reduced alliance quality. Ruptures provide opportunities to clarify client interpersonal patterns across relationships (Safran et al., 2011). 


The first step to rupture repair involves verbally noticing client confrontation or withdrawal behaviors (e.g., “I notice you seem more quiet than usual. Is there anything between us that you’d like to talk about?”). Ruptures can be related to counselor rigidity. Consequently, one useful counselor response is to show flexibility. If a client becomes quiet or expresses irritation, it may be important to explicitly express openness to changing therapeutic direction. 


Mental health counselor options for dealing with alliance ruptures include: (a) repeating the therapeutic rationale, (b) changing counseling tasks or goals, (c) clarifying misunderstandings, and (d) exploring relational themes (Safran et al., 2011; Sommers-Flanagan & Sommers-Flanagan, 2017). Behaviors that facilitate repair typically signal to clients that their counselor is open to hearing about disappointment or frustration with counseling. Specifically, when clients are welcomed to assert their differing perspectives and the counselor responds non-defensively and validates the client’s experience, relational connection is deepened (Safran et al., 2011).

9. Countertransference


Freud originally described countertransference a part of the inner-experience of the analyst. He postulated that unresolved, unconscious feelings within the analyst diminished objectivity, posed a threat to treatment, and thus, should be avoided (Friedman & Gelso, 2000; Hays, Gelso, Hummel, & Hilsenroth, 2011). Throughout the subsequent decades, countertransference morphed to include any conscious reactions to transference, clients, and other therapeutic situations (Friedman & Gelso, 2000, Tishby & Wiseman, 2014). Currently, definitions of countertransference range from the original narrow view of unconscious, unresolved responses to a broad, totalistic view including all feelings, thoughts, and behaviors (Tishby & Wiseman, 2014). Further, in spite of the potential danger to counseling, countertransference is now considered natural, unavoidable, and potentially helpful to case formulation (Hays et al. 2011, Freidman & Gelso, 2000).


Countertransference has become a pantheoretical construct. When mental health counselors of all theoretical orientations develop awareness of their countertransference, they are more likely to minimize the threat countertransference can impose on the therapeutic process. Further, researchers have identified that countertransference awareness and management reduces CT reactions and may improve outcomes (Hansen, 1997; Hays et al., 2014). 

 
To address countertransference, mental health counselors need to be open to and aware of the possibility that their reactions to clients can adversely affect counseling process and outcome. Beyond awareness, counselors also regularly seek consultation and/or supervision to address their countertransference. Supervision can also prompt an examination of hidden manifestations of countertransference and normalize the experience of suppressed feelings toward clients (Hansen, 1997). Additionally, when addressing countertransference, mental health counselors “own” their reactions in way that are not blaming of clients. Based on a meta-analysis, Hays et al. (2014) suggested that counselors and psychotherapists can mitigate their countertransference reactions by improving empathic ability, engaging in self-care, being open to insights about oneself, and acknowledging reactions and mistakes.

10. Progress Monitoring


Consistent with the preceding EBRFs, progress monitoring (PM) requires that counselors check in with their clients to determine if the counseling process and progress are adequately meeting client expectations. To some extent, every EBRF is involves PM, because clients are the best experts on their counseling experiences. PM integrates client feedback into counseling, regardless of counselor theoretical orientation (Meier, 2015). Although PM has characteristics similar to previously described EBRFs, research on PM as a separate relational factor in counseling is voluminous and evidence demonstrating its association with positive outcomes is robust. 


Researchers have labeled progress monitoring (PM) as a “demonstrably efficacious” treatment practice (Feinstein, Heiman, & Yager, 2015; Shaw & Murray, 2014). As counselors monitor client progress, clients offer feedback about relational issues and technical procedures. Client feedback can then be used to guide modifications in relationship interaction and techniques employed.


The most straightforward counselor-related PM behaviors involve regular and ongoing use of formal PM measures (e.g., the Outcome Rating Scale and Session Rating Scale; Miller, Duncan, Sorrell, & Brown, 2005). Informal PM may consist of regularly using questions or prompts, such as, “Are we focusing on what you want to focus on in our sessions?” or “Let’s check back in on our goals today.” PM is linked to client reports of wellness and positive outcomes (Feinstein et al., 2015).

EBRF Summary


Individually, the EBRFs presented here are identifiable and measurable constructs, each with its own growing research base. Although more research is needed to deepen our understanding of exactly how EBRFs manifest in counseling and how they exert a positive influence on outcomes, to date, the EBRFs reviewed here are significantly linked to positive therapeutic outcomes. 
Evidence-Based Strategies and Techniques

1. Problem-Solving – 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.
2. Coping with Countertransference: Research suggests that our countertransference reactions can teach us about ourselves, our underlying conflicts, and our clients (Betan, Heim, Conklin, & Westen, 2005; Mohr, Gelso, & Hill, 2005). For example, based on a survey of 181 psychiatrists and clinical psychologists, Betan et al., reported “patients not only elicit idiosyncratic responses from particular clinicians (based on the clinician’s history and the interaction of the patient’s and the clinician’s dynamics) but also elicit what we might call average expectable countertransference responses, which likely resemble responses by other significant people in the patient’s life” (p. 895). Countertransference is now widely considered a natural phenomenon and useful source of information that can contribute to counseling process and outcome (Luborsky, 2006). In fact, clinicians from various theoretical orientations have historically acknowledged the reality of countertransference. Speaking from a behavioral perspective, Goldfried and Davison (1976), the authors of Clinical Behavior Therapy, offered the following advice: “The therapist should continually observe his own behavior and emotional reactions, and question what the client may have done to bring about such reactions” (p. 58). Similarly, Beitman (1983) suggested that even technique-oriented counselors may fall prey to countertransference. He believes that “any technique may be used in the service of avoidance of countertransference awareness” (p. 83). In other words, clinicians may repetitively apply a particular therapeutic technique to their clients (e.g., progressive muscle relaxation, mental imagery, or thought stopping) without realizing they are applying the techniques to address their own needs, rather than the needs of their clients. There are many moments to reflect on how countertransference dynamics might affect the counseling process during the workshop. More recent research affirms that identifying and working through countertransference is associated with positive counseling and psychotherapy outcomes (see: Norcross, 2011). In this workshop we focus on countertransference feelings you might have toward Meagan and other video-recorded clients, as well as countertransference feelings you’ve had toward your own clients (or students). 

3. Exploring Attributions and Core Beliefs and Constructing Alternative, Strength-Based Theories: It’s ironic that most people, not just adolescents, seem to automatically adopt and hang onto negative core beliefs about the self. In the workshop video clip, you will see Rita SF as she gently helps her client explore his own beliefs and attributions. She then, using rational explanation, nudges him toward a shift in those beliefs. Interestingly, after she makes her intervention, the client then begins speaking in a different—and perhaps more positive—way about his primary conflict. Of course, we know that it is very challenging to convince clients of new, strength-based attributions about the self. Often clients take a step or two forward and then a step or two back—because it is often tremendously difficult to begin believing in a new and better version of the self.
4. Four Forms of Relaxation: Young clients are often resistant to relaxation techniques. During the workshop, four approaches to helping teens relax and self-soothe will be demonstrated. Generally, we recommend using all four approaches in a single session with young clients. These approaches include: (a) deep breathing; (b) visualization; (c) autogenic training; and (d) progressive muscle relaxation. The offering of these relaxation approaches in this particular order is designed to help young clients decide which approach will work best for them and to end on a light note that facilitates a positive mood. There’s research evidence supporting client preference as a strategy for enhancing positive outcomes (Norcross, 2011).
5. Cognitive Storytelling and Building Narratives: Most teens, especially elementary teens, have a natural interest in stories and storytelling. In addition to using stories as metaphors, it can be useful for counselors to incorporate storytelling procedures that illustrate cognitive and behavior principles into counseling. The road rage, monkey surgery, or cherry story will be shared with participants in this workshop, followed by narrative interpretations and a narrative-building therapeutic activity.
6. 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.  

7. The Three-Step Emotional Change Trick: Emotions are complex. Young people need strategies for dealing with negative affect. The three-step emotional change trick is one method for providing emotional education. For details, see: https://johnsommersflanagan.com/2017/03/12/revisiting-the-3-step-emotional-change-trick-including-a-video-example/ 
8. 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. . .”
9. Be Playful and Spontaneous: In person-centered counseling, it’s not the counselor’s microskills of listening, etc., that facilitate change, but instead, it is the attitude of congruence, unconditional positive regard, and empathic understanding. Similarly, spontaneity, humor, and playfulness with young clients should be avoided unless you, as a counselor, experience the attitudes and feelings of respect, liking, and interest for the teen. There is no substitute for this therapeutic foundation. It must be genuine because teens are especially adept at detecting phoniness in adults. You should work toward feeling deep inside that there is no other place you would rather be than sitting in the room and listening and talking with your young client. Then, your playfulness can come out.
10. Early Interpretation: In the Adlerian counseling spirit, early interpretations with adolescents are quick observations of the teen’s cognitive style or lifestyle. These interpretations are not particularly deep, but instead designed to provide insight into the surface dynamics with which the teen is struggling. There are two examples of early interpretations given in the workshop. First, I observe with Sean that he is “perfectionistic” which then allows exploration of how his perfectionism is affecting his anger. Second, I share with Meagan the observation that she seems very sensitive to “injustice,” which we then explore together. Early interpretations provide an initial formulation upon which both client and therapist can work.  
11. The Fool in the Ring and Satanic Golden Rule: This technique is derived from Eva Feindler’s (1986) work with aggressive youth. It involves using the “Fool in the Ring” metaphor for helping youth see that they are giving up freedom when they react (predictably) and aggressively toward individuals who provoke them. The therapist draws a picture of two stick-figures engaging in a conflict and brainstorms how the young person being provoked might respond to conflict situations without engaging in retaliation and without engaging in behaviors likely to perpetuate aggression and result in negative consequences. Additionally, the message behind this metaphor and brainstorming activity is further developed by discussing the Satanic Golden Rule. In the end, youth are encouraged to use a more thoughtful and intentional response to provocation – instead of simply responding to aggression.
12. 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.
13. 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.”
14. 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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