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Strengths Model 1982

Small pilot funded by the State of Kansas

One team of undergraduate and graduate students  

One Community Mental Health Center
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Why was the Strengths Model developed?

▪High rates of people living in congregate living. Few people were living on their own.

▪High rates of psychiatric hospitalization

▪Low rates of competitive employment

▪Low rates of people completing post-secondary education



Why was the Strengths Model developed?

▪People not graduating from services

▪People living in the community; but not a part of the community

▪High rates of addiction

▪High rates of completed suicides 



What People Want

Safe place to call 
home

Economic stability
Role with meaning, 

purpose, and 
valued identities

Connection to 
others

Connection with 
the community

To love and be 
loved

Feel safe
Support to stay 

well



Key Outcomes

Competitive 
Employment

Post-secondary 
Education

Independent Living

Community 
Involvement/Inclusion

Supportive 
Relationships
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When the Strengths Model was developed (1980’s)….

…there was a poor alignment between what people said they wanted in 
life and how our services were designed to help them

View of people
◦ Low expectations
◦ Separating people from their communities
◦ Remediation of deficits – perceived as well as real
◦ Blaming people for not doing better (non-compliant, unmotivated)

Case management structure and focus
◦ High caseloads
◦ Brokering of services
◦ Focus on stabilization and maintenance



….Unfortunately, some of this thinking continues 
today in 2019



There has to be a better way!
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Strengths Model Studies
Ten studies have tested the effectiveness of the Strengths Model

➢ Four experimental or quasi-experimental

➢ Six non-experimental (mostly pre-post)

Positive outcomes were found in the areas of reduced hospitalization, housing, 
employment, reduced symptoms, leisure time, social support, and family 
support.
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Strengths Model Fidelity Scale
Nine-Item Scale divided into Three Core Categories

◦ Structural
◦ caseload size

◦ location of contact

◦ Supervisor to staff ratio

◦ Supervisor/Supervision
◦ group supervision

◦ key supervisory behaviors (including reviewing tools and field mentoring)

◦ Clinical/Service
◦ strengths assessment

◦ integration of treatment plan goals

◦ personal recovery plan

◦ Naturally-occurring resources

◦ hope-inducing behaviors (goal orientation and choice/autonomy)



Principles of the Strengths Model
1. People have the capacity to recover, reclaim, and transform their lives

2. The focus is on strengths versus deficits

3. The community is viewed as an oasis of potential resources

4. The person is the director of the helping process

5. The relationship with the person is primary and essential

6. The primary setting for our work is in the community



Goal of the Strengths Model

Help people build or re-build lives, beyond our systems of care, 
that bring meaning, purpose, and valued identity.

Help increase people’s ability to exercise power related to:

-How they view themselves

-How they interact with their environment



The Context of Strengths Model Work
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Engagement

• Understanding

• Hope

• Alliance

Tools/Methods

• Strengths 
Assessment

• Personal Plan

• Group 
Supervision

Recovery

• Meaning

• Purpose

• Identity



Goal of the 
Strengths Model

Entrapping Empowering
Intrapersonal Narratives



Examples of entrapping narratives

“I’m not worth 
anything”

“I am just…”

“I’m incapable 
of…”

“I don’t deserve 
any better”

“I can’t do it 
because of…”



The Strengths Assessment is about creating space

For narratives of hope, recovery, and wellness to co-exist



Goal of the 
Strengths Model
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Entrapping

Empowering

Entrapping Empowering
Intrapersonal Narratives



Examples of entrapping niches

Homelessness
Neighborhoods 

with few 
opportunities

Social Isolation

Abusive 
relationships

Jail/prison Unsafe housing

Poverty Unemployment

Non recovery-
oriented 

behavioral health 
systems



The Personal Recovery Plan is about creating space

For movement toward empowering niches



Goal of the 
Strengths Model

Entrapping Empowering
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Intrapersonal Narratives



Target population for Strengths 
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Primary: Adults with serious mental illnesses and/or 
substance use disorders

Promising: Transitional aged youth (16-25), youth 
with severe emotional disorders (12-16), justice 
involved individuals, older adults (65+), individuals 
with chronic physical health conditions



Compatibility of Strengths with other strengths-based, 

recovery-oriented approaches 

Strengths 
Model

Cognitive 
Behavioral 

Therapy

Motivational 
Interviewing

Dialectical 
Behavioral 

Therapy

Solution 
focused 

approaches

Shared-
decision 
making



Introducing James



Overview of James at the beginning of his road to 
recovery

• 36-year old, Latino, man

• Homeless, living on streets or motels

• Polysubstance abuse, primarily alcohol

• Diagnosed with bi-polar disorder



Overview of James at the beginning of his 
road to recovery

• Involvement with law enforcement: urinating in 
public, trespassing, aggravated panhandling, 
disorderly conduct, etc.

• History of childhood physical and emotional abuse. 



Overview of James at the beginning of his road to recovery

•Was married and had a daughter when he 
was 19

•Last time he saw his daughter was when 
she was three

•Longest time of sobriety was 8 months



James - seven years later

•Housed for 2 years

•Completed probation

•Completed GED

•Got a job at Walmart in the automotive department

•Sober for 18 months

•Made connection with his daughter



James – seven years later

•Still thinks about using, but less frequent

•Still struggles at times with depression, 
racing thoughts, negative thinking, and 
suicidal thoughts, although less frequent

•considering automotive school



Initial Strengths Assessment for 
James







Later Version of James’ Strengths 
Assessment







Strengths Plus
Why: Additional skills and focus needed for people with dual 
diagnoses, and the Strengths Model included critical components 
that other EBP’s for this population don’t address:
• Philosophical approach

• Supervisory component (group supervision, individual feedback, field 
mentoring)

• Hope-inducing components (Goal Orientation & Autonomy/Choice)

• Focus on use of naturally occurring resources
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Strengths Plus Fidelity Scale
Nine-Item Scale divided into Three Core Categories

◦ Structural
◦ caseload size

◦ location of contact

◦ Supervisor to staff ratio

◦ Supervisor/Supervision
◦ group supervision

◦ key supervisory behaviors (including reviewing tools and field mentoring)

◦ Clinical/Service
◦ strengths assessment

◦ integration of treatment plan goals

◦ personal recovery plan

◦ Naturally-occurring resources

◦ hope-inducing behaviors (goal orientation and choice/autonomy)

Strengths Plus

• Pharmacological treatment
• Dual Dx. Specialist (including MI   

coaching circles)
• Stage-wise Interventions
• Group and Social Supports



SAMHSA’s Vision and Values for Serving 
Justice-Involved Individuals
Recently, SAMHSA released a report which contains eight principles 
for serving justice-involved individuals.

Many of the principles include elements from Strengths Model Case 
Management as well as Strengths Plus.

For a link to the report go to: 

https://store.samhsa.gov/product/Principles-of-Community-based-
Behavioral-Health-Services-for-Justice-involved-Individuals-A-
Research-based-Guide/sma19-5097  



Principle One
Community providers are knowledgeable about the criminal 
justice system. This includes the sequence of events, 
terminology, and processes of the criminal justice system, as 
well as the practices of criminal justice professionals.



Principle One continued

While the Strengths Model in and of itself does not directly 
address principle one, case managers are tasked with 
learning and responding to any system, including the 
criminal justice system that people on their caseload may 
come into contact with.



Community providers collaborate with criminal justice 
professionals to improve public health, public safety, and 
individual behavioral health outcomes.

Principle Two



Principle Two continued
Principle two speaks to the need for providers to work collaboratively with criminal 
justice professionals while also keeping the individual’s needs and goals in mind.  

Supervision goals as defined by the criminal justice system for the individual will likely 
not be focused on meaningful and important aspirations the person has, but instead on 
not re-offending. 

The Strengths Model provider helps the client view successful completion of 
supervision through the lens of how it also helps them to work toward meaningful 
goals.

All people have a clear understanding of what information will be shared by each party. 

The Strengths Model requires a significant focus on tracking client outcomes.



Principle Three
Evidence-based and promising programs and practices in 
behavioral health treatment services are used to provide 
high quality clinical care for justice-involved individuals.



Principle Three continued
Strengths Model treatment is highly tailored to the person being 
served to address motivation through a steady focus on goals that 
are meaningful and important to the person being served. 

A focus on using naturally occurring resources leads to building 
prosocial supports and activities.

Use of the Personal Recovery Plan engages the person in problem 
solving.

Providers have access to the group supervision process and/or field 
mentoring from a supervisor when needing extra assistance.



Principle Four
Community providers understand and address criminogenic 
risk and need factors as part of a comprehensive treatment 
plan for justice-involved individuals. 



Principle Four continued
Strengths Model providers focus on basic needs with individuals being served as 
a way to build a relationship.  They also understand that their purpose is to 
continually work with the person to identify long-term, meaningful goals. 

By focusing on a person’s strengths while not ignoring risk factors, practitioners 
can help generalize skills that were used in past criminal behaviors toward more 
prosocial behaviors.  

Because the Strengths Model is outcome focused, providers continually explore 
the possibility of employment, education, independent living, improved 
relationships with family/significant others, involvement in meaningful activities, 
etc. with those they work with. 



Principle Five
Integrated physical and behavioral health care is part of a 
comprehensive treatment plan for justice-involved 
individuals. 



Principle Five continued
The health and wellness domain on the Strengths Assessment helps providers 
consider physical health needs a person has and once known, goals may be set 
in this regard. This could also include helping individuals obtain healthcare 
coverage and services.

Emphasis on work in the community and with other providers allows Strengths 
Model practitioners to accompany clients to healthcare appointments.

This principle also speaks to the importance of providing integrated treatment 
for co-occurring mental and substance use disorders.



Principle Six
Services and workplaces are trauma-informed to support the 
health and safety of both justice-involved individuals and 
community providers. 



Principle Six continued
The Strengths Model positions the client as the director of their own 
care and treatment.

Practitioners view the relationship as primary and essential which 
requires them to be sensitive to trauma people have experienced in 
their life, including trauma experienced from formal systems of care.

Practitioners can get extra support when needed from group 
supervision, individual supervision, and field mentoring when 
questions about the clients or their own safety are present.



Principle Seven
Case management for justice-involved individuals 
incorporates treatment, social services, and social supports 
that address prior and current involvement with the criminal 
justice system and reduce the likelihood of recidivism. 



Principle Seven continued
The Strengths Model was originally intended for case managers but 
it is also being used by other types of service providers.

The group supervision process helps practitioners learn about 
community resources that are available specifically for justice-
involved individuals.

The Strengths Model aims to build peoples confidence and ability to 
achieve their goals and meet their own needs.



Principle Eight
Community providers recognize and address issues that may 
contribute to disparities in both behavioral health care and 
the criminal justice system. 



Principle Eight continued
The Strengths Model is very conscientious of power differentials and 
other issues that may contribute to disparities.

The Strengths Model is all about helping to identify and remove 
barriers that are in the way of the person making progress. 
Practitioners are viewed as advocates for and with people in services 
and recognize that issues around social injustices are inherent to the 
work.

Practitioners also connect individuals with advocacy based 
community resources.



Thank You!

For more information please contact:

Rick Goscha:  rgoscha@cibhs.org

Bryan Knowles: Knowles@ku.edu

Ally Mabry: amabry@ku.edu
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