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Learning objectives

* Privilege the role families play in emotional/physical well-being.
* Balance multiple voices when conducting clinical interviews.
* Integrate observational and play strategies to understand families.

* Notice subjectivities and cultural contexts in family assessment.



Rationale and

Framework




Family

Individuals who interact with children daily,
and assume the responsibility of meeting the
children’s developmental needs

Josephson et al (2007). Practice Parameter for the Assessment of the Family. JAACAP 46:7
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Always

*“A family assessment is always indicated in the psychiatric
evaluation of a child or adolescent [or person].’

*“A comprehensive family assessment should lead to treatment

interventions that interrupt family functions t

nat may

precipitate, predisfpose or maintain clinical problems and

potentiate family functions that promote hea
disease management.”

th and optimize

AACAP Practice Parameter for the Assessment of the Family. Josephson et al. 2007
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Assessing the “AND” or “BETWEEN”

Example: Temperamental “fit” between parent and child



Mutual influence

* Linear causal explanations try to find who is at
fault, or to blame.

Circular causal explanations try to understand
what each person is doing that sustains the
problem, and what they can do differently to
change the situation.




Behaviours/Position
(How | cope)

(About me)
T— Perceptions/Attributions

— (What | think)

(About the other)

Reactive Emotions
(I react by feeling...)

Core Emotions
(But underneath | feel...)

Unmet Attachment Needs
(What I really want is...)

Behaviours/Position
(How | cope)

(About me)
Perceptions/Attributions T—

(What | think) —

(About the other)

Parent Reactive Emotions
(I react by feeling...)

Core Emotions
(But underneath | feel...)

Unmet Caregiving Needs
(What I really want is...)

Adapted from Scott Woolley’s Infinity Loop




Assessment In

Practice




Recognize
Countertransference/ Bias

Examples:

* Anger at parents

* Wish to “save child”

* Anger at child

* Judgment around parenting decisions

* Alliance with one parent over the other

Helps to known one’s own cultural and attachment history
and reflect on current family relationships




Context of your assessment

*How would the depth and breadth of your
assessment differ?

Outpatient

Family Therapy




VWhat to Look For

AWho’s involved and what are the roles (Structure)
1Who are they (Culture/ Family of Origin)
_1How do they get along (Relationships/

Attachment/Communication/ Affect)
_1How do they make sense of the problem (Narrative/Belief)
_1What has happened to them (Trauma)
_1How have they coped (Strengths/ Resilience/ Defenses)

J1What does this look like in daily life (Routine/ Instrumental
tasks)




Response to developmental/mental
health needs

* Do they understand developmental
norms or pathologize normative
needs and behaviors?

* Under-respond? Over-respond?

* What may be influencing a parent’s
response?




Caregiver Capacities

*\Who is there for this child?

*What are they already doing that can be expanded?

*What more do they need to best support their child?

*How will we help them get there through our intervention?




Youth Capacities

*What are this child’s needs right now?
*What are they already doing to meet needs?
*What gets in the way of asking for support?

*How will we help them fulfill needs through our
intervention?




“The antidote
to trauma is
security.”

~Dr. Sue Johnson




How to Talk

with Families




Introducing a Family Focus

* Health problems in one family member affect everyone in the family.

* It is not possible for only one family member to cause or to fix health
problems.

* The child isn’t the problem; the parents aren’t the problem
* “The problem is the problem”
* “The stuck pattern in the problem”




Scripts to introduce the family focus

* “'d like to get some more information about your family and how this
[problem] has affected everyone.”

* “You are the expert on your child, so I'd really like to understand more
about what you’ve tried already: what’s worked well and what

hasn’t.”

* “To get to know a child, it really helps to learn as much as | can about
her family. Would it be okay if | ask some more questions about the
family background?”

* “Even though he only sees his dad on weekends, in my experience, it’s

very helpful to gather information from all the main adults who care
for a child. Can you help me understand your concerns?”
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Question less, reflect more

* Asking sensitive questions inevitably triggers defenses.

* To put them at ease, reflect and process the information they give.
* “Wow, that seems really hard. What was that like for you?”

* “| can really see how strong your bonds are — you care so much, you don’t
want to hurt your family member by saying something negative.”

* “You are working so hard to make sure you don’t burden each other.”

Always validate positive intent
underlying negative cycles!




How should you obtain info?

*Clinical interviews

*Observations of parent-child interactions
*Play or projective tasks

*Rating scales (not discussed in today’s lecture)




Surface questions: Content

* Who is in the family? Who else lives in the home? Who else is
involved in caregiving?

* Demographics: age, birthplace, current location, school
level/occupational status of each person

* History of who has been in the family over time. Any significant
changes in caregivers or homes?

* Family roles: what is a typical day like in the family home? Division of
labour?




Moving deeper: Process

* Family developmental history: Tell me the story of how you became a
family (e.g., When and how did parents meet? At what point along
the way did each child come along? )

* Intergenerational history: For each parent, sensitively inquire about
their family of origin. First inquire about who’s in the family
(demographics) then move to “What was it like growing up like that?”

* Symptom cycles: “So what happens when [child] becomes
[symptomatic]? What does everyone do? How does that leave each of
you feeling? Does it seem effective?” Also, “What usually triggers
[symptom] at home? Were there any particular stresses or losses for
the family around the time or before the symptom started?”




Parent/Caregiver Assessment

*Own mental health,
attachment history, traumas

and needs

*Own stressors and supports

ePractical availabi
Emotional availa
*Beliefs about chi

ity
oility

d

*Beliefs about self as a parent




Co-Caregiver Assessment

“Parents may have different beliefs and
feelings about the problem. I'd like to check
in with both of you.”

“When kids struggle, it often pushes
caregivers apart. How difficult has it been
to stay on the same page?”

“How do the two of you support each other
as parents?”




Family and Culture

* “How would you describe the problem to your family, friends or
others in your community?”

* “Why do you think this problem is happening?”

* “What’s it like for you to be here, talking to me about this? What's

been your experience talking about this with health care providers
before?”

Culture matters for all families

From DSM-5 Cultural Formulation Interview, APA 2013



What to

Observe in
Families




Ask to observe families,
for 20 minutes or so.

*With children ~10 and under,
observe parent and child play
together, as they normally
would at home.

*\With older children or teens,
observe them discussing
current issues.




Area to observe: Engagement

Imagine. Adult and child are talking about child’s poor school attendance.

The Norm

Parent is able to engage the child collaboratively. They are both meaningfully engaged in
the conversation or task. Parent shows empathic awareness and responsiveness to the
child’s emotional state.

Signs the Dyad Needs Help
* Parent remains aloof, allows too much distance or fails to engage the child.
e Parent can’t leave the child alone, takes over the tasks the child could do.
* Parent projects own feelings on to child, or parent teases child.
» Child won’t let parent get close, or child ignores or rejects the parent.
 Child is silly and unable to attend, or child is too serious. Marschak, 2017




Area to observe: Nurture

Imagine: Adult shares fond memory of child.

The Norm

Parent is responsive, comfortable with physical touch, aware of child’s need for
calming, recognizes child’s rising tension and has ways of soothing child. Child
accepts the parent’s nurture.

Signs the Dyad Needs Help

 Parent infantilizes the child, or asks child to nurture/take care of the parent.

* Parent withholds gratifying experiences, turns nurturing tasks into teaching tasks.
* Parent doesn’t recognize child’s tension; response only escalates discomfort.
* Child is aloof, or child is clingy, timid.

Marschak, 2017



Area to observe: Challenge

Imagine: Adult teaches child something new.

The Norm

Parent is aware of child’s developmental level, and sets tasks that the child, with
some effort can master. Parent gives positive response to child’s efforts. Parent
and child share pleasure in the achievement.

Signs the Dyad Needs Help
* Parent expectations too low or too high; avoiding challenge or too competitive
* Child avoids the challenge, or expects too much of themselves.
e Parent or child shows no pleasure in achievement.
* Parent does not acknowledge the child’s efforts.




Area to observe: Structure

Imagine: Adult tells child to put their things away.

The Norm

Parent in adult role providing clear structure appropriate to child’s developmental
level. Child accepts adult structure.

Signs the Dyad Needs Help
* Parent in peer or child role, unable to set limits, turns authority over to child.
* Parent in teacher role (overly pedantic or rigid).
* Interaction disorganized or chaotic.
* Child defiant, insisting on doing things his own way.

Marschak, 2017



Observing Process & Gathering Content

* Your observation of the family process is also happening
concurrent to your gathering of content.

* Where do people sit? Who seems to answer the questions? What
do others do when one person is talking? Look for:

* Looking down, looking away, fidgeting, sighing, interrupting, etc.

* Then reflect it back. How do they make sense of the here and now?

* Can you observe evidence of closeness between family members?
* Can you observe evidence of agency within each family member?

* Show you are attending equally to all family members. By doing so,
you are holding space for all.




How to Obtain

a Child’s View







* A child’s worldview is often " @ @ @
best obtained through play, P """‘_ |
art, or projective tasks—as
these more closely match
their level of expression.

e Stay in “displacement” and
don’t puncture it.
l.e., don’t ask how their
drawing reminds them of

their family.




“Thinking in pictures stands nearer to unconscious processes
than thinking in words.”

- Freud



Kinetic Family
Drawing:

Draw a picture of
your family with
everyone doing
something”

* Tell me the story of

your picture.

* What is everyone doing

* How is each person
feeling?

* Who knows this person
is feeling that way?

* What will your family
do next?




Assess Image Assess Narrative

* |s there anyone notable missing in the ¢ How expansive is the story? Too few
drawing? words, too many?

* How accessible are family members to ¢ Does the story have a beginning,
each other? middle, and end?

 How engaged are they with one * |s there a problem identified in the
another? story? How is it resolved? Who is
viewed as helpful, or not? Who is in

 What are the hierarchies, roles, and
charge, or not?

boundaries of family structure?
* As you probe, does the child change
their story?

* Does each family member have
agency in “doing something”?

* How “human” do the family members
appear?




What’s Developmentally “Normal”?

* Around 17-19 months, children begin to develop representational play.

* By age 5, they will progress through all of these stages:
1. Life-size props to miniature toys or no props
2. Everyday activities to totally invented situations

3. Very limited symbolic actions to sequentially organized play
* Until around age 12, children will keep engaging in representational play.

» After 12 years, many of us keep using art and play (visual and verbal forms -
poetry, story-telling, etc.) and the concept is ageless.

* Cognitive, emotional, behavioural, and physical functioning will affect the
development of representational play




Art and Play are Useful for

* Developing rapport by introducing fun/ease

*Surmounting limitations in a child’s ability or willingness to
introspect or report private concerns

*Seeing spontaneous behaviour and nonverbal communication

* Accessing the child’s story about the presenting concerns, their
personality, strengths, and defenses

* Observing the child’s interpersonal relatedness and potential
response to therapy

*Verifying accuracy or resolving discrepancies among collateral
reports

* Assessing cognitive and developmental maturity




The Safety of Metaphor

* What emerges in play is the territory between the real world and child’s
inner world.

* For many children, the idea that problems can exist within the self is
overwhelming.

*In play, a child can externalize the problem as something separate from
him or herself.

* Metaphor is used to transfer intense affect to toys and objects rather
than persons.

* By remaining in metaphor with the child, the clinician preserves the
child’s problem-solving ability.




“Draw a Child in the Rain”

* Assess image:
* |s the child calm, happy, courageous, frightened?
* How big or smallis the child in relation to the rain?

* |s the child protected from the rain? Another person, umbrella, appropriate
clothing?

* How-bad isthe rain? Is.it a storm or is it puddle jumping weather.

* Ask for story:
* How did the child end up in the rain?
* What will the child do next?
* How is the child protecting themselves from-the rain?
* Can the child identify.a problem and overcome it? How?




“Draw yourself as a rosebush”




You

can do a lot of the same in free play

* Allows you to take a non-directive stance and follow the child’s lead.
* Have available: toys for creative expression, family characters

e Avoid: ru
* How easi
e Or does t

e-based games
y does the child explore and play in fantasy?

he child focus more or sorting or aligning with no further

elaboration or meaning.
* What visual scenes emerge?
* What stories emerge?
* How does the child respond to your descriptions and reflections?




Explaining the Focus on Assessing Play to
Children and Families

* At the clinical interview, the child often doesn’t know why they are
“here.” Explain their caregiver brought them in to see you because
they have been having “big feelings.” Your job is to better understand
those big feelings and find ways to help.

* Invite the child to come back for a play session. One session can be
immensely revealing. Three sessions are ideal and will display a
connected line of thought.




What Play Materials to Use

* Real Life Toys

e.g., puppets, doctor Kkits,
play money, cars, dress-up,
animal

families

* Acting out/Aggressive Toys
e.g., toy handcuffs, toy
soldiers, sharks, dinosaurs,
foam swords

* Toys for Creative Expression
e.g., play dough, crayons,
balloons, building blocks



DOs
1

. Do set the stage (structuring).

2. Do let the child lead.

Do join in the child’s play actively, as a follower.
Do verbally track the child’s play.

Do reflect the child’s feelings.

Do set firm and consistent limits.

Do salute the child’s power and encourage effort.

© NO ORE W

Do be verbally active



DON'T

. Don’t criticize any behaviour.

Don’t praise the child.

Don’t ask leading questions.

Don’t allow interruptions of the session.
Don’t give information or teach.

Don’t initiate new activities.

NOo O 0Ddb -~

Don’t be passive or quiet.




Integrating

Data




Behaviours/Position
(How | cope)

(About me)
T— Perceptions/Attributions

— (What | think)

(About the other)

Reactive Emotions

(I react by feeling...)

Core Emotions

(But underneath | feel...)

Unmet Attachment Needs
(What I really want is...)

Behaviours/Position
(How | cope)

(About me)
Perceptions/Attributions T—

(What | think) —

(About the other)

Parent Reactive Emotions
(I react by feeling...)

Core Emotions

(But underneath | feel...)

Unmet Caregiving Needs
(What I really want is...)




Audience participation

Go to PollEv.com/amritdhariwa473

Please rate your confidence:

1.
2.

3.

B

Family factors are essential to assess in psychiatry

| have a theoretical framework for comprehensive family
assessment in psychiatry

| know what interview questions to ask family members
| know what to look for in clinical observations of families

| have strategies to obtain children’s views of their family



Rating Scales

McMaster Family Assessment Device
Parenting Stress Index
The family assessment measure (Skinner)



First Session

for Family
Therapy




Who should attend?

Assessments over multiple sessions, with differing
attendees will yield the greatest information:

*\Whole family sessions

*Child and one/both parent sessions
*Child alone sessions
*Parent/Caregiver(s) only sessions
*Sibling sessions




Start with an Exercise

Your job is to find out what it is like to be each person in the family. Say:
* | would like to ask each of you to come up with three words.

* Three words to describe your family
* I’ll wait until everyone has their words.

Listen to everyone. Validate and normalize similar and different views
of family expressed. Let them know their words help you understand
them better. (PS It is ok if someone can’t come up with 3
words...having no words is still information for you).




Next, engage families in goal-setting

* Ask: How was the decision about coming here today made? Was
everyone in agreement?

* Ask: Could each of you tell me what you hope to get out of this

assessment? If you could change anything about how things are going
in this situation, what would you change? This helps me make sure |
stay on target for each of you.

* Reflect back to them how you understand the similarities and
differences among them.




Virtual Adaptations to Assessment

* More use of verbal cues needed
* Greater flexibility
* Greater access




A moment to reflect

Use the “Chat to Everyone” feature

* Going forward, what is one thing you will do differently in your
psychiatric assessments?

"Well, that
escalated
quickly”
is our family
motto.



Parenting
Styles and
Goodness of
Fit

Parenting Style | Jellyfish
(Permissive Parents)

Drivein Drnive dominated by Parent-guided dnive of Parent-dniven pushing

childhood child’s demands. nurturing the child’s and/or hovering.
nature.

Autonomy Too much autonomy too | Gradual increasing of Expectation of autonomy

early. autonomy with age. but it is unintentionally
mmpeded by pushing and
hovering.

Role-modeling | Non-purposeful Purposeful use of role Non-purposeful or
modeling for dominated by a narrow
collaboration, balanced defimition of success
lifestyle, and core (financial or status
character values. onented).

Instruction Not enough or absent Instruction when needed | Too much adult instruction
but focus is guidance leading to lack of
including learning from opportunity for
trial and error. mdependent problem-

solving.

Discipline Avoidance of Collaborative discussion | Parent-determined rules

confrontation and few of rules and consequences. | and consequences.
rules and consequences. Parents maintain authonty.

Goals Not clear Long term 21* century Short-term performance or
skills = creativity., achievement.
collaboration, critical
thinking, and
communication (CQ)

Expectations Not clear Living a life of health, Early performance and
balance, meaning, and achievement with
purpose. assumption this will lead to

wealth. status, and thus
happiness later in life.

Drive in Not clear or random Healthy, internal drive that | Diminished and/ or

adulthood 1s sustainable dependent on external

reward or pressure.

The Dolphin Way (2014) Dr. Shimi Kang



Start to |dentify Family Beliefs,
Culture and Values

* “We are survivors. We always beat the odds.”
* “Men always leave their partners.”

* “We are stoic. We don’t cry.”

* “Mental illness doesn’t exist in our culture.”

* “l never had closeness growing up, so we value closeness more than
anything.”




Examples of proximal influences:

Fam“V Emotional C"Mate

Generational F"ar_ental_
Hierarchy g atloqshlp
Quality

i
\ Responsivity /

PARENT-CHILD

~. P
S

Attachment Security
Parenting

>

?

v

Biobehavioral Reactivity

PATIENT PSYCHOBIOLOGI%AL MECHANISMS

Emotional or Physical
Disorder

Biobehavioural Family Model
Wood, 2016



Formulation

“We know that the mind and body are connected, and that
body can “talk” for us when there are strong feelings.

As a child, Faisal’s home base is you guys: mom,

dad and sister. So when he heard about the separation, it wa
like he lost his home for a moment. Because he didn’t know yet
that no matter where everyone lives, he will always be
connected to you in the heart by an invisible string so
strong no one could ever break it.”




General Systems Theory

|
e

Family Systems Theory

/

Intergenerational & E_xperiential
« Satir

Psychodynamic
« Emotionally Focused

« Family of origin Structural Solution Based |
(Bowen) .+ Structural (Minuchin)| * Brief Solution Family Therapy (Sue
: Focused_(Kim Johnson)
* Functional used_ . ABFT
Berg)
Post Modern
Cognitive Behavioural  Narrative (White)
& Mindfulness Based \
« CBFT (Epstein & Systemic
Baucom)  Milan (Palazzol &
« Gottman couples Cecchin)
« MRI

- Strategic



It's like no one in my
family appreciates that
| stayed up all night
overthinking for them.

- Mom

MuTusystemcom




Children are our second
chance to have a great

parent-child relationship

Laura Schlessinger

and also

Pain travels through families
until someone is ready to feel
it



Synthesizing what you see

\\Q;\ - Delight in me
= HelP me
= Enjoy with me

| need you
£0:

\A/e|come My
Comin9 To You

me
- ComFort me
- De\isht in me

- Organize my feelings ALWAYS BE: BIGGER, STRONGER., WISER & KIND.
WHENEVER POSSIBLE: FOLLOW MY CHLD'S NEED.
WHENEVER NECESSARY: TAKE CHARCE.

©2016 Cooper, Hoffman, & Powell
www.circleofsecurity.net —



Treatment plans

* What is the best treatment plan?

* What are contraindications to family therapy?



Family Interventions

1 Parent Education (i.e. “Rolling With ADHD” online modules, OCD education
workshop)

] Parent-led Behavioral Interventions (i.e. PCIT, parent management training,
FBT, Collaborative Problem-Solving)

 Parent-led Attachment-Based Interventions (i.e. Lafrance EFFT, Connect
Parent Program, CPRT, Circle of Security)

A Individual therapy with a parent/caregiver (psychotherapy, mindful
parenting)

1 Marital and couples’ therapy with parents
1 Sibling groups and therapy
] Intervention in Family Process (Family Therapy)

J Indivi()jual therapy with a patient PLUS family therapy (play, CBT, IPT, DBT
etc...

*adapted from Josephson 2008, Academic Psychiatry



1 saw a store that
has a sign that reads
"We treat you
like family!”

Yup,
NOT going in there.



Out of crises and the mundane ﬁg
we celebrate life
appreciating the novel
and accepting the routine
as we meet each other anew
amid ancestral histories and current reflections.
Families are a weaver’s dream
with unique threads from the past
that are intertwined with the present
to form a colorful tapestry
of relationships in fime.

Gladding, 2016



e

*You are in the outpatient department and have been asked to consult
* 9-year old boy
* Lost ability to walk last spring
 All medical work up is normal
* Diagnosed with somatization and recovers with good physio
* Mother wants to help prevent a relapse

Analyze this

* Where do you start? How do you recognize the need for a family
assessment? How do you engage the family?



Remember,
as far as
eve;yane énowy
WE are a nice,

normal fami@

WALLS3be | @ zazzle (LT




Initial genogram
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3 brothers
1 sister
_I?' Lo:don ¢ hist B. Pakistan
eaches art history o
Suf Met 1990 USA Optomitrist
Arranged marriage 1991
Separated but C/L co-parent
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B. Mum 45

B. 1999
Private school
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Models of Family Therapy

(Too many to list — we will focus on the big ones and the Canadian ones)



Systemic & Strategic Therapies
(Mental Research Institute, Milan, Strategic,
McMaster)

* Present focused. Problems are relational, viewed as part of the
interactional sequence of behaviours

* To create change the therapist introduces small changes to interrupt
the family interactions allowing the family to reorganize to
accommodate the new information

* Techniques: Reframing, circular questions, directives

* Don Jackson, Luigi Boscolo, Jay Haley, Karl Tomm, Nathan Epstein



Continued Education: Systemic & Strategic
Therapies

* Multisystemic Therapy:
https://www.mstservices.com/resources-training

* Mental Research Institute
https://mri.org/home



https://www.mstservices.com/resources-training
https://mri.org/home

Structural (Structural, Functional)

* Present focused. Strength based (focus is not on dysfunction but on
helping people who need assistance)

* Individual symptoms are rooted in the family; the therapist maps the
family’s boundaries, hierarchies and subsystems and helps them to
restructure

* Techniques: Active therapist observes interactions, stages
enactments, and redirects alternative transactions

e Salvadore Minuchin, Harry Aponte



Continued Education: Structural

* The Minuchin Centre for the Family
https://www.minuchincenter.org

* Philadelphia Child & Family Therapy Training Centre
https://pcfttc.com
Brief Strategic Family Therapy Traning

https://brief-strategic-family-therapy.com



https://www.minuchincenter.org/
https://pcfttc.com/
https://brief-strategic-family-therapy.com/

Experiential (Satir, Emotion Focused
Therapy)

Present focused. Therapist is warm and empathic

A blend of attachment theory, humanistic/person centered theory and systems theory

”Hrl{/mans need secure attachment relationships across the life span, not just in infancy and early childhood” —Sue
Johnson

”/z'he paradox- the other person is the primary source of comfort and safety, and during conflict they are the most
threatening”

—Sue Johnson

Assessment and intervention targets the emotional exchanges of an interaction along with the perceptions,
emotions and attachment needs that fuel problematic behaviours; restructure; consolidate

Techniques: Empathic attunement, Expression of Empathy: RISSSC, Enactments

Virginia Satir, Sue Johnson, Les Greenberg



Continued Education: Experiential

* International Centre for Excellence in Emotionally Focused Therapy
https://iceeft.com/
e Satir Institute of the Pacific

https://satirpacific.org



https://iceeft.com/
https://satirpacific.org/

Intergenerational & Psychodynamic

 Past and present focused

* Increase insight of how current behaviour is connected to
multigenerational process. Early relationships help explain present

gjnctioning. |dentify and shift beliefs and patterns that were learned in F of

* Genograms, Differentiation, Emotional Being of the Therapist,

Multigenerational Transmission Process, family projection process,
emotional cutoff

* Murray Bowen, Michael Kerr, Monica McGoldrick, Betty Carter



Continued Education: Intergenerational

* The Bowen Center
https://thebowencenter.org



https://thebowencenter.org/

Cognitive-Behavioural & Mindfulness-Based (CBT
couple & family, mindfulness based, Gottman
method)

* Therapist is expert
* Present day behaviours, emotions and cognitions

* Based on CBT: reduce behaviours that are problematic and increase others,
focusing on how the family reinforces behaviours

* Techniques: losycho_edu_cation, communication and problem solving
training, challenge irrational beliefs, homework, thought records

* Donald Baucom, Frank Dattilio, Norman Epstein, John Gottman



Continued Education: Cognitive-Behavioural
& Mindfulness-Based

* Gottman Relationship Institute
https://www.gottman.com



https://www.gottman.com/

Solution Based (Solution focused Brief
Therapy, Sol’n Oriented)

* Brief, present & past focused ( talk about the past to identify
solutions, what has worked or not worked) & strength based

* Positive, active approach to help clients move toward their desired
outcomes

* Techniques: assess client strengths, listen for exceptions, small steps
to enacting solutions

* Steve de Shazer, Insoo Kim-Berg, Bill O’hanlon, Scott Miller



Continued Education: Solution Based

* Institute for Solution Focused Therapy
https://solutionfocused.net/what-is-solution-focused-therapy/

* Solution-Focused Brief Therapy Association
http://www.sfbta.org



https://solutionfocused.net/what-is-solution-focused-therapy/
http://www.sfbta.org/

Post Modern (Narrative, Collaborative)

* Some key differences between these but share the focus of co-constructin

new meanings with clients, focusing on strengths, therapist as co-author o
a more useful narrative

* Integrates societal and cultural issues; problems are not separate from
sociocultural contexts

* The person is not the problem, the problem is the problem (externalizing
the problem)

* Techniques: Listen to the dominant discourse, mapping the influence of the
problem, separate the person from the problem, enact preferred
narratives, solidify the preferred narrative, reflecting team

* Michael White, David Epston, Harry Goolishian, Harlene Anderson, Tom
Anderson



Continued Education: Post Modern

* The Dulwich Centre

https://dulwichcentre.com.au

* Vancouver School for Narrative therapy
https://www.vancouverschoolfornarrativetherapy.com/

* Social Construction Therapy Online

http://socialconstructiontherapy.com/what-are-social-construction-the
rapies.php



https://dulwichcentre.com.au/
https://www.vancouverschoolfornarrativetherapy.com/
http://socialconstructiontherapy.com/what-are-social-construction-therapies.php
http://socialconstructiontherapy.com/what-are-social-construction-therapies.php

