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Introduction and Overview

Overview
Module 2, Core Competencies, expands on the Philosophies and Practices foundation. It focuses on
the methods, procedures, and techniques the service delivery staff need to fully implement the guidelines,
their underlying philosophies and conceptual models. This module includes the following sections:
•
•
•
•
•
•
•
•
•
•
•

Competencies for Meeting Existing Policy Requirements and Regulations
Crisis Intervention
Verbal De-escalation
Shared Decision Making
Advanced Directives
Wellness Recovery Action Planning
Trauma Informed Care
Emotional CPR
Motivational Interviewing
Assessment Tools for Prediction of Violence
Assessment Tools for Prediction of Suicide Risk

Key Topics
• Descriptions of service models cited by stakeholders as exemplary models, such as the Alameda
County Community Crisis Response Team
• Cultural competencies related to involuntary detention
• Client engagement—establishing trust and rapport, listening to a person in crisis
• Engaging families
• Creative thinking about a person’s strengths and challenges
• Focused, consistent problem solving
• Flexible identification of a range of solutions
• Forming relationships and resource coordination with community resources
• Use of structured assessment instruments
Learning Objectives:
Upon completion of Module 2, providers should be able to• Identify core practice principles intervention methods and techniques which implement key CAG
guidelines and the Recovery Model principles upon which they are based
• More effectively engage involuntarily detained clients and clients at risk of involuntary detainment in
a Recovery oriented partnership
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• Better integrate the intervention efforts of inpatient and outpatient services on a person by person
basis. Evaluate the extent to which intervention methods and techniques are consistent with CAG
guidelines, being implemented in their own practice and/or general practices within behavioral
health service programs.
Target Audience:
• Module 2 is recommended for
• Behavioral health practitioners who will be implementing CAG guidelines
• Clinical practice supervisors
• Students of the behavioral health professional preparing for a career guided by recovery oriented
practice.
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Competencies for Meeting Existing Policy
Expectations and Regulations
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Competencies for Meeting Existing Policy Expectations and Regulations
Practitioners are often stumped on the logistics of incorporating the recovery model into the documentation
requirements for medical billing and other legal requirements. In this module, we will provide you with the
tools to help navigate the principals within an inpatient setting.
This section explores four (4) features of Medi-Cal and other legal/regulatory requirements:
•
•
•
•

Diagnosis
Impairment criteria
Treatment planning
Progress documentation

Outpatient Documentation
This section examines the value and relevance of outpatient case documentation as a frame of
reference during an involuntary hospitalization. What is written in the client’s outpatient chart can
inform the inpatient staff about the clients lifestyle and recovery journey when not experiencing a
crisis. The thorough documentation complete by outpatient service providers, when utilized by inpatient
staff, is directly relevant to the quality of a client’s involuntary detention experience. The potential value of
the clinical documentation depends primarily on the relationship, trust and credibility established
between inpatient and outpatient staff members.

The matrix below outlines specific CAG guidelines related to inpatient / outpatient documentation and
collaboration service provision strategies.
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Inpatient / Outpatient Documentation and Collaboration
The following guidelines have been selected for relevance to this module and are therefore not
necessarily consecutively numbered.
1. Stabilization and De-escalation
1.01 Both first responders and behavioral health service staff should identify and document
1.01 (c) the individual’s disposition, location, and history, if known.
1.01 (d) indicators of medical, psychiatric and physical needs, if known.
3. Initial Clinical Assessment
Initial Clinical Assessment Process by Behavioral Health Staff
3.02 Access behavioral health records to the fullest extent.
3.04 Conduct a systematic review of interventions that have previously benefitted the detained
individual.
Initial Clinical Assessment Content
3.07 Include information about history of care.
3.11 Include information about involvement with support systems (e.g., family, friends, agencies).
5. Ongoing Assessment
Ongoing Assessment Process
5.01 Use a team or collaborative process.
5.01 (d) Access behavioral health records, including a review of the client’s own crisis-related
perspectives and preferences as expressed in documented pre-detainment assessments.
Ongoing Assessment Content
5.04 Include information about history of care that may be available from other sources.
5.07 Include information about client’s involvement with support systems (e.g., family, friends,
agencies).
7. Treatment (Decision Making and Intervention)
7.01 (g) an evaluation of the individual’s potential and willingness to engage in outpatient care and
supports.
7.01 (h) staff communication and collaboration with potential outpatient follow-up service providers.
7.01 (i) client communication with potential outpatient follow-up service providers.
7.01 (j) access to centralized information within a system of care, fully implementing the “portability”
purpose of HIPAA while remaining within HIPAA’s confidentiality and security provisions.
8. Discharge Planning
8.02 Discharge decisions should be based on a documented, systematic review of interventions that
have previously benefitted the detained individual.
9. Care Coordination
9.01 Confirm that the planned follow-up resources are in place and ready to engage with the
individual.
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11. Supports for Wellness and Recovery
11.02 Whether or not construction of a post-crisis management team as a stand-alone resource is
possible, increased care coordination among disparate agencies ultimately serving the same
individuals should serve this function in a de facto manner.
12. Pre-detainment Assessment
Pre-detainment Assessment Process
Clearly, a mentally ill individual will be much better able to receive, consider, communicate, deliberate
about options, and arrive at informed preferences over the course of many months of outpatient
services while stable, in contrast to the hectic turmoil of a 5150 crisis. Of course, the individual being
involuntarily held still has the right to make and change decisions at that time, but effective planning
that anticipates a possible 5150 hold provides the client in crisis with the benefit of reflecting on
his or her own previously expressed decisions.
12.01 Whenever this information can be gathered during pre-detainment service contacts within a
service system, those issues involving decisions (e.g., to identify client preferences) will be
made using a process of shared decision making in which
12.01 (a) service provider and client communicate using the best available evidence.
12.01 (b) clients are supported to deliberate about the possible attributes and consequences
of options.
12.01 (c) informed preferences are determined based on the choice of the best action that
respects client autonomy, to the extent this is desired, ethical, and legal.
12.05 Make pre-detainment assessment findings accessible during detainment. Whenever
information can be gathered during pre-detainment service contacts within a service system,
the information should
12.05 (a) be documented in a record that is accessible to psychiatric emergency and inpatient
services within the same service system.
12.05 (b) be accessible to psychiatric emergency and inpatient services within the same service
system.
12.05 (c) be accessed by psychiatric emergency and inpatient services within the same service
system.
12.05 (d) be made available to collateral service providers in accordance with the portability
provisions of HIPAA and the coordination of care provisions of the Welfare and
Institutions Code Section 5328.
12.05 (e) be accessible to the client by using language the client can understand and is likely to
recognize.
Pre-detainment Content
12.07 Identify the individual’s conceptions of
12.07 (o) what he or she has done in the past to deal with the problem that was effective.
12.07 (p) what he or she has done in the past to deal with the problem that was ineffective or made
the problem worse.
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UNDERSTANDING THE LEGAL BASIS FOR RECOVERY MODEL PRACTICE
DURING INVOLUNTARY DETENTION
The California Welfare and Institutions (W&I) Code has mandated elements of Recovery Model practice
long before the Clinical Assessment Guidelines project was initiated. Recovery Model principles are clearly
mandated in the following sections of the law.
W&I Code Sec. 5600.2: “Public mental health services in this state should be provided to priority target
populations in systems of care that are client-centered.”
W&I Code Sec. 5600.2 (a): “All services and programs designed for persons with mental disabilities
should be client centered, in recognition of varying individual goals, diverse needs, concerns,
strengths, motivations, and disabilities.”
W&I Code, Sec. 5600.2 (a)(2): “Persons with mental disabilities . . . are the central and deciding figure,
except where specifically limited by law, in all planning for treatment and rehabilitation.”
W&I Code, Sec. 5600.2 (a)(3): “Mental health services should assist clients in returning to the most
constructive and satisfying lifestyles of their own definition and choice.”
These legal requirements are also reflected in specific provisions of the State’s contract with each County
Mental Health Plan. There are no legal or regulatory requirements that prohibit County Behavioral
Health Departments from implementing services during involuntary detention, in an individualized,
client-centered manner based on client self-direction and self-responsibility to the extent possible.
This section will explore four features of Medi-Cal and other legal/regulatory requirements:
•
•
•
•

Diagnosis
Impairment criteria
Treatment planning
Progress documentation

Diagnosis
UNDERSTANDING DIAGNOSIS IN THE CONTEXT OF THE RECOVERY MODEL
Diagnosis of a mental disorder is often cited as a barrier to recovery-oriented services, based on the
following concerns:
• diagnoses focus on problems, not strengths;
• diagnoses are overly generalized, “one size fits all” descriptions, whereas each client is unique; and
• diagnoses are labels that stick to a person far into the future.
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These problems do commonly result when diagnoses are not used properly per the rules set forth
in the diagnostic manual.
It is true that diagnoses of mental disorders focus on problems. That is what they are designed to do. A
recovery-oriented approach would not be possible if diagnosing mental disorders was the only significant
part of a clinical assessment or case formulation. However, diagnosing mental disorders is one aspect of a
comprehensive biopsychosocial assessment, which should also include strengths, resources,
developmental achievements, stressors, limitations, and unmet needs.
DIAGNOSTIC COMPETENCIES
The DSM diagnosis is the part of an assessment that describes clusters of symptoms that tend to occur
together. These symptoms of personal distress and impairments in psychosocial functioning are important
aspects of the client’s life that need to be recognized.
It would be relatively meaningless for the provider to attend to a client’s history of trauma, oppression, and
exposure to stigma and prejudice unless we also attend to the problematic effects of those traumas—the
personal distress and impairments in functioning that result. It is equally important for the provider to
identify the client’s strengths in a clinical assessment. Both the client and the provider will be able to build
upon these strengths to aid the client’s recovery from the distressing and impairing effects of environmental
circumstances, biologically based predispositions, and physical health conditions.
Concerns about a diagnosis as an overgeneralized label result largely from inadequate diagnostic practices
such as the following:
 In situations where a client is initially given an unspecified diagnosis (formerly NOS) based on
diagnostic uncertainty, the diagnosis is not changed, even though more specific differential
diagnosis information could have been obtained.
 Diagnostic severity is not noted, so changes from mild to moderate to severe are not
documented.
 Co-occurring conditions are not noted. Then, when progress toward recovery from a
documented diagnosis appears to be slow, that documented diagnosis is presumed to be more
severe than it is. The slow recovery is the result of the co-occurring conditions, some of which
are going unnoticed and are therefore not addressed in service delivery.
 Partial and full remissions are not noted, even as the client’s condition improves.
 Diagnoses are not supplemented with client self-administered assessment instruments such as
the DSM’s Cross-Cutting Symptom Measures or World Health Organization Disability
Assessment Schedule (WHODAS) 2.0. Use of such instruments not only gives a more
individualized picture of a client’s psychosocial functioning but also supports the Recovery
Model’s value of self-responsibility as the client is offered an opportunity to participate in the
assessment process.
 V-codes are not used to supplement the diagnosis by identifying current traumas, stressors,
and other problems of living that present barriers to recovery.
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These measures indicate a client’s changes over time, and they distinguish one client from another.
The following example demonstrates the application of all aspects of the diagnostic criteria to three
individuals diagnosed with schizophrenia. This example illustrates the full diagnostic picture, making full
use of DSM rules and resources, and offers a concise presentation of information that is relevant to both
the inpatient care plan and the discharge plan.
The matrix lists three different clients, Arnold A, Bob B and Carla C. and the respective clinical descriptors
for schizophrenia.
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INDIVIDUALIZING CLINICAL DESCRIPTIONS
OF PERSONS WITH SCHIZOPHRENIA

Conventional
Practice
Documenting
a Fuller,
Individualized
Description
Using Both
Diagnosis and
DSM-5
Assessment
Frameworks

Arnold A

Bob B

Carla C

Schizophrenia

Schizophrenia

Schizophrenia

AS OF 3/17/15
• Schizophrenia, mild, in
partial remission
• Specific phobia (riding
public transport), mild
• Tobacco Use Dis.,
severe
• V62.82 Uncomplicated
Bereavement
• V15.42 Academic Prob.
• ∙V62.89 Victim of Crime
Dimensions of Psychosis
• Negative Symptoms 3
• Depression 2
Cross Cutting Symptom
Measures
• Depression (Mod.)
• Anger (Mild)
• Anxiety (Mod.)
• Suicidal Ideation (Slight)
• Sleep Problems (Mod.)
• Level 2 assessments to
follow
Highest WHODAS 2.0
• understanding and
communicating 8
• getting around 5
• self-care 5
• getting along w/people 8

AS OF 3/17/15
• Schizophrenia, severe, in
partial remission
• PTSD, moderate
• Alcohol Use Disorder,
mod.
• V62.22 Exposure to War
• V62.4 Acculturation
Difficulty
Dimensions of Psychosis
• Hallucinations 4
• Disorganized Speech 3
• Depression 3
Cross Cutting Symptom
Measures
• Depression (Severe)
• Anxiety (Moderate)
• Suicide Ideation (Sev.)
• Sleep Problems (Sev.)
• Level 2 assessments to
follow
Highest WHODAS 2.0
• understanding and
communicating 28
• self-care 18
• getting along
with people 22

AS OF 3/17/15
• Schizophrenia,
moderate, in full
remission
• Psychological factors
affecting physical
condition
• Asthma per Dr. J Ross
• V62.82 Uncomplicated
Bereavement
• V15.42 Personal history
of psychological abuse
in childhood
• V995.82 Adult abuse by
partner
Dimensions of Psychosis
• Negative Symptoms 3
• Depression 2
Cross Cutting Symptom
Measures
• Depression (Mild)
• Anger (Mild)
• Sleep Problems (Mod.)
• Level 2 assessments to
follow
Highest WHODAS 2.0
• getting along
with people 12
• life activities—house 10
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Without such a full individualized diagnostic picture, each of
the three would simply be labeled with schizophrenia.
A thorough and accurate description of the client’s functioning
in important areas of life, including his or her meaningful roles
and participation in the community, (a) informs inpatient staff
about motivating roles and relationships in the client’s life
that the client might not be able to articulate well during a
psychiatric crisis and (b) informs a continuity of care focus
to discharge planning from the inpatient unit. The inpatient
discharge plan must not only link the client to follow-up
services but must also reflect a continuation of the client’s
meaningful roles and community participation prior to
admission.
Existing Medi-Cal medical necessity regulations require the presence of a covered diagnosis, but they do
not require that services be focused on the symptoms of that diagnosis. Instead, the regulations require
that services be focused on addressing impairments in important areas of life functioning (or, in the case of
minors, developmental delays) that are due to symptoms of the covered diagnosis.
Medi-Cal only requires a single covered diagnosis, because its purpose is to determine whether medical
necessity criteria are met. But Medi-Cal is an insurance program, not a quality assurance program. The fact
that Medi-Cal does not require such comprehensive and clinically meaningful diagnostic practice is in no
way a barrier to staff and program administration acting on this quality assurance concern.
This recovery-relevant Medi-Cal regulation states, “The focus of the proposed intervention is to address the
. . . significant impairment in an important area of life functioning” (Medi-Cal Medical Necessity
Regulations CCR, Title 9, Ch. 11, Sec. 1830.205(b)). The same emphasis is expressed in Medicare
regulations: “The impairment treated should involve a significant area of Life Functioning for adults or
Development for children” (Medicare Part B Billing Guide for MH Services).
Active participation in one’s own diagnostic assessment will be a familiar process to clients who have had
experience with such participation in the own outpatient services. When such assessment information is
gathered during an involuntary stay, the individual will have already given considerable thought to the
issues at hand.
The client’s self-responsibility and active participation in his or her own care is supported by the fact
that the Cross-Cutting Symptom Measure and the World Health Organization Disability Assessment
Schedule (WHODAS) 2.0 Disability Assessment Schedule are client self-administered measures, unlike the
DSM-IV’s Global Assessment of Functioning Scale, which is to be completed by a clinician. Also, the
WHODAS 2.0 focuses entirely on a client’s functioning in meaningful roles and participation in the
community. Informing clients of their HIPAA-based right to access their own clinical records can also
foster clients’ active participation in their own care.
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CLINICALLY MEANINGFUL TREATMENT PLANNING THAT EMBEDS RECOVERY CONCEPTS WHILE
MEETING MEDI-CAL TREATMENT REQUIREMENTS
Hope and empowerment are closely related and are directly related to a clinically meaningful treatment
plan. Dr. Ragins notes that “To be truly motivating, however, hope has to be more than just an ideal. It
has to take form as an actual image of how things could be if they were to improve.” (Ragins, 2016,
p. 2) The goals and objectives of a clinically meaningful treatment plan can provide such an image.
Medi-Cal requires goals to be stated in specific and observable or measurable terms. This is commonly
referred to by others as “objectives,” whereby “goals” are more abstract or general visions of a desired
state of affairs, such as “Make my ancestors proud.” However, “Complete my GED certificate by June”
might be one of several more specific and observable achievements that would make one’s ancestors
proud.
Goal statements tend to be motivating and provide a general sense of direction. Specific, observable,
and/or measurable objectives usually serve a different purpose. In his article, “The Four Stages of
Recovery,” Dr. Ragins points out, “It also often takes some actual experience of success to really believe
one can be successful.” (Ragins, 2016, p. 2) That is what a well-formulated objective can accomplish.
A well formulated objective does these things:
•
•
•
•
•

It clearly relates to the client’s overall motivating goal.
It is clearly understood by the client.
It describes accomplishments that the client can achieve with some effort.
It can be accomplished within a time frame foreseeable to the client.
It can be achieved in a way that is unmistakable at a recognizable point in time.

The last point is especially important when working with clients who are depressed and self-depreciating
and who minimize acknowledgment of their accomplishments.
A well-formulated treatment plan provides the direction as well as the evidence of accomplishment. A
treatment plan will be much less likely to achieve these purposes if it:
• contains only specific, observable, or measurable objectives in the absence of a more overarching goal
to give meaning and coherence to the objectives
• contains objectives that do not truly express the client’s self-determined choices;
• is not understood or is forgotten by the client, who thus cannot put effort in to achieving the objective
between service contacts;
• is not related to accomplishments that the client has achieved in the past, thereby diminishing the
likelihood of the client recognizing that the objective can be accomplished;
• has a target date that is well beyond (e.g., six months or one year away) the time frame that the client
usually plans for; or
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• is so vaguely stated that neither the provider or the client can determine that concrete progress has
been made.
All of these shortcomings tend to be evident in cases where a treatment plan was written primarily
as a regulatory compliance document with little or no meaningful participation and negotiation between
the client and staff member. It is possible to meet Medi-Cal treatment plan documentation requirements in a
way that meets regulatory criteria but is not clinically meaningful. As noted above, Medi-Cal is an insurance
program, not a quality assurance program. Whether Medi-Cal requires such clinically meaningful treatment
planning practice is in no way a barrier to staff and program administration acting on this quality assurance
concern.
A clinically meaningful, recovery-oriented treatment plan
• presents the client’s current goals and objectives—the treatment plan changes as the client’s choice of
focus changes, not at set intervals of six months or twelve months;
• includes the practitioner’s recommendations that the client chooses to accept;
• includes goals or objectives that the client can achieve within a relatable time frame;
• includes goals or objectives that the practitioner can effectively facilitate within his or her scope of
competence and scope of practice;
• is currently familiar to the client and to the practitioner;
• changes when the client loses interest in a previously chosen goal or objective;
• changes when the client achieves a previously chosen goal or objective; and
• expresses the major issues addressed by the client and practitioner at their session.
• A clinically meaningful, recovery-oriented treatment planning process stimulates hope when it relates
to accomplishments that the client has achieved in the past, is related to the client’s selfacknowledged strengths, and is achievable within a foreseeable time frame to the client. As the client
achieves meaningful objectives over relatively short time frames (target dates), the client becomes
aware of multiple accomplishments over the course of time.
• The client is empowered by learning to participate in a course of services that are goal driven
because they are based on a structured, solution-focused planning process. The client’s selfdirection is engaged to the extent that the client makes choices, and client-determined choices will
inevitably be culturally relevant because the client’s choices are influenced by the client’s various
cultures (e.g., ethnicity, social class, gender, sexual orientation, consumer). If the negotiated goals
and objectives address the client’s relationships with others in natural support networks such as
family and peer support groups, the treatment plan will also address the Recovery Model’s focus on
functioning in meaningful roles and participation in the community.
• A clinically meaningful outpatient treatment plan can provide a thorough and accurate description of the
client’s course of recovery in the community prior to hospitalization. As such, access to a copy of the
outpatient treatment plan can (a) remind the client about the course of recovery to date, (b) inform
inpatient staff about the goals and objectives that have motivated the client prior to detainment, and
(c) inform a continuity of care focus to discharge planning from the inpatient unit.
• As noted earlier, the inpatient discharge plan must not only link the client to follow-up services but.
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Inpatient treatment plans and discharge plans must be consistent with and refer to an ongoing client’s
outpatient treatment plan. The patient treatment plan and discharge plan can introduce the basis for a
clinically meaningful follow-up plan for adoption by outpatient services. The plans must also reflect a
continuation of the client’s pursuit of personally relevant goals and objectives prior to admission, so long as
the client still regards the goals as relevant. This relationship between inpatient and outpatient treatment
planning is addressed in the matrix below using applicable CAG Guidelines.

Ongoing Assessment
5.01 Use a “team or collaborative process.”
5.01 (d) Access behavioral health records, including a review of the client’s own crisis related
perspectives and preferences, as expressed in documented pre-detainment assessments (personcentered, respectful).
5.01 (g) Facilitate the client’s communication with individuals and resources with whom the client
chooses to communicate to obtain information about his or her history, status, and post-discharge
options (self-responsibility).
5.01 (h) Facilitate the client’s communication with those individuals and resources to whom the
client chooses to invite as participants in the discharge planning process (self-responsibility).
Treatment (Decision Making and Intervention)
7.01 The Assessment of Treatment includes the following measures:
7.01 (g) An evaluation of the individual’s potential and willingness to engage in outpatient care and
supports (self-direction).
7.01 (h) Staff communication and collaboration with potential outpatient follow-up service providers
(community-based services).
7.01 (I) Client communication with potential outpatient follow-up service providers (selfresponsibility).
7.01 (j) Access to centralized information within a system of care, fully implementing the “portability”
purpose of HIPAA while remaining within HIPAA’s confidentiality and security provisions
(community-based services).
Discharge Planning
8.02 Discharge decisions should be based on a documented, systematic review of interventions
that have previously benefitted the detained individual.
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Documentation Requirements
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Documentation Requirements
UNDERSTANDING PROGRESS DOCUMENTATION REQUIREMENTS
Progress notes are expected to document not only changes in the client’s status but the practitioner’s
interventions and client’s response to those interventions. They are also used to document the extent to
which the treatment plan’s goals and objectives are achieved. They document:
• the service provider’s compliance with laws and ethical standards,
• the extent to which the treatment plan served as the basis for selecting interventions indicators of
service effectiveness.
Fundamentally, progress documentation in a recovery-oriented service system documents the course of
the client’s recovery, including a client’s self-determined choices in response to the practitioner’s
recommendations. Progress notes document the client’s functioning in meaningful roles and
participation in the community, as he or she uses community resources and social support networks in
support of recovery.
A thorough and accurate description of the client’s functioning and response to service interventions, prior
to involuntary detainment, can provide important information about the client’s preferences and
responsiveness to various interventions. A clearly documented description of the client’s trajectory or
change leading up to the crisis that led to hospitalization can inform assessments of the client’s status as
well as the types of intervention techniques and relationship qualities to which the client is most responsive.
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DOCUMENTATION COMPETENCIES

The following competencies are needed to document services in a way that simultaneously meets Medi-Cal
and other legal/regulatory requirements (a) in a manner that implements and does not detract from the
Recovery Model and (b) in a manner that is clinically meaningful and effective.
Knowledge
• Knowledge of the difference between clinically meaningful outpatient treatment plans and those that
are written primarily for regulatory compliance
• Specific knowledge of Medi-Cal medical necessity criteria
• Knowledge of Recovery Model core concepts
• Milestones of Recovery Scale
• Familiarity with research demonstrating recovery
• Laws governing
o client-centered assessment and treatment planning
o client self-determination in treatment planning
o client access to records
• Relationship between identity, need fulfillment, and role functioning
• Respective roles and functions of outpatient, emergency, inpatient, rehabilitation, and other service
components of a public behavioral health system of care
• Ability to identify common communication disruptions between the components of a public behavioral
health system of care, their causes, and viable solutions
Skills
• Ability to integrate inpatient treatment plans and discharge plans with clinically meaningful outpatient
treatment plans
• Ability to make a DSM differential diagnosis addressing the full range of conditions experienced by
public behavioral health clients
• Ability to use of DSM-5 Section III Emerging Measures (Cross Cutting Symptom Measures, Severity
of Psychosis, WHODAS 2.0)
• Ability to articulate a developmental sequence of treatment objectives leading to a treatment goal
• Ability to clearly articulate implementation of intervention techniques and the sequence of the
techniques in the progress notes.
To develop treatment plans and other aspects of a clinical record in a manner consistent with Recovery
Model principles, the service provider will need to be proficient in the following skills.
1. Accessible Language: The service provider should be sufficiently familiar with technical
terminology to be able to translate it into every day, accessible language that a consumer would be
able to understand when reviewing the treatment plan or the record.
2. Individual’s Own Words: The service provider should collaborate with the client and express key
self-determined decisions in the client’s own words.
3. Individual’s Own Perspective: All goal and objective items should be expressed from clients own
perspective in the first person and in terms of what “I want” or what “I will work toward.” Items
related to medications or acting on recommendations from staff should clearly state that they relate
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only to medications or recommendations that the client has chosen to accept. Except for
emergency situations such as those involving imminent danger to self or others, no items should
be included that express compliance with what a staff person is instructing the client to do.
4. Client-Centered Change: All items referring to a consumer’s efforts to follow the
recommendations of professionals should be expressed in terms of the consumer’s choice.
Clients should be presented with options, and they may select options expressing their desire for
help with medications they have chosen to take or objectives that they have chosen to pursue. No
items should call on a consumer to comply with the recommendations or prescriptions of others
simply because they meet others’ expectations.
5. Diverse Array of Goal/Objective Options: Staff should be able to consider and express a diverse
array of goals and objectives of concern to clients. They should be aware of goals and objectives
for the full diversity of clients in public behavioral healthcare services, including those clients who
are focused on finding help to restore a pre-crisis those who want relief from distressing symptoms,
and those who seek the help of behavioral health services in the pursuit of major life changes. A
treatment plan or discharge plan should not be designed to promote, stress, or emphasize the
goals and objectives valued by any philosophy or theoretical orientation, and it should not eliminate
items that might be contrary to a philosophy or theory if the item might be meaningful to some
consumers.
Attitudes
• Realistic hope for recovery
• Respect for individuals of various cultures and levels of ability.
• Acceptance of others’ self-determination
• Understanding of the major organizational domains, their legitimate functions, and cultural
differences among them
• Understanding and appreciation of the role of outpatient services in influencing the quality of a
client’s inpatient experience
• Understanding and appreciation of the role of outpatient services in maintaining the gains achieved
during a client’s inpatient experience
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Crisis Intervention
and Verbal De-Escalation
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Crisis Intervention and Verbal De-Escalation
Crisis intervention is an approach to use when the goal is to stabilize an immediate crisis and restore a
client to his or her pre-crisis level of functioning.
Crisis Intervention in LPS Law
Within the context of California’s Welfare and Institutions Code, “crisis intervention” is defined in Section
5008 as follows:
(e) “Crisis intervention” consists of an interview or series of interviews within a brief period conducted
by qualified professionals and designed to alleviate personal or family situations that present a serious
and imminent threat to the health or stability of the person or the family. The interview or interviews
may be conducted in the home of the person or family, or on an inpatient or outpatient basis with such
therapy or other services as may be appropriate. The interview or interviews may include family
members, significant support persons, providers, or other entities or individuals, as appropriate and as
authorized by law. Crisis intervention may, as appropriate, include suicide prevention, psychiatric,
welfare, psychological, legal, or other social services.
The key issues in this concept of “crisis intervention” are as follows:
• It occurs over a brief period.
• Its purpose is to alleviate serious and imminent threats.
• It may include whatever services are “appropriate.”
Crisis Intervention Teams
First responders who work with mentally ill individuals in crisis must understand that an individual’s agitated
or aggressive behavior is a manifestation of mental illness and that de-escalation is both possible and
preferred to other more authoritarian, coercive, or otherwise traumatic approaches.
Crisis Intervention Teams (CIT) are a law enforcement–based model that has been implemented
nationwide. Persons taken into custody because of suspected mental illness are taken to a psychiatric
emergency service or other facility where the person can receive psychiatric evaluation and treatment. CIT
officers usually volunteer to participate on these teams, so officers are not forced into taking on an
unwanted role. Training of officers is provided by mental health professionals, legal experts, and advocates.
(For more information, see Dupont, “The crisis intervention team model: an intersection point for the
criminal justice system and the psychiatric emergency service,” in Glick et al. [2008]).
The Alameda County Behavioral Healthcare Service (ACBHS) Crisis Response Program (CRP), as
well as crisis outreach programs in Los Angeles, San Diego, Long Beach, and Berkeley, were cited by the
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CAG expert panel as “best practice models” for effective stabilization and de-escalation during a mental
health crisis. Key features of the Alameda County program are presented here. The program in the City of
Berkeley is very like the Alameda County Mobile Crisis Team model.
The program has two major components:
• Mobile Crisis Team (Oakland, Emeryville, and Alameda, with a primary focus on downtown Oakland
because of the number of mental health calls coming from that area)
• Mobile Outreach Services (remainder of Alameda County)
The following description applies to the Mobile Crisis Team, which serves northern Alameda County:
Program Goal: “The mission of the Crisis Response Program (CRP) is to avoid unnecessary psychiatric
hospitalization; to provide short-term, voluntary therapeutic treatment and case management of adults in
crisis; and to link adults to appropriate long-term mental health services.”
Staffing:
Two-person multidisciplinary teams
• Ten staff (eight as full-time employees - FTEs) covering the Oakland/north county area
• Staff are sought who feel secure in confrontational situations and who prefer being in the field
• Orientation: staff are assigned to the CRP’s office-based crisis services prior to field assignment so
that new staff can become familiar with the client population, practice guidelines, documentation
policies and procedures, and pace of services
• Training (initial and ongoing):
o suicide risk assessment
o safety
o verbal de-escalation, in person and on the phone
o elements of dialectical behavior therapy, such as calming and crisis stabilizing techniques of
mindfulness meditation, deep breathing, and other techniques for “being in the moment”
o use of police radios
o relating to law enforcement officers, including a review of the CRP’s Memoranda of
Understanding with law enforcement
o use of Language Line Solutions translation and interpretation services
Hours of Operation: Monday to Friday, 10 a.m. to 8 p.m. (with phone consultation beginning at 8:30 a.m.)
Population Focus: Adults who are “too impaired to present at outpatient services and are at risk for
hospitalization.”
Geographic Focus: Oakland and other northern Alameda County cities.
Mode of Operation:
• Staff are authorized to initiate 5150 holds.
• Staff carry Oakland Police Department radios for rapid response to assist officers with mental
health-related evaluation and disposition.
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• Staff provide emergency psychiatric evaluation in homeless shelters, residence hotels, hospitals,
other public agencies, and the broader community.
• Nonurgent mobile outreach is available by appointment
Referrals to the CRP
• CRP consultation can be requested by outpatient staff who are uncertain regarding a client’s 5150
status or when outpatient staff believe a client meets 5150 criteria but law enforcement disagrees.
• CRP referrals also are made by the ACBHCS Access Unit, which is the initial point of contact for
persons in the community who are new to the service system, regarding callers who appear to
present with significant imminent risk.
• Each CRP staff member is scheduled for on-duty (OD) coverage on a rotating schedule and serves
as the single initial point of CRP contact during that shift.
• No-shows: in cases that involve high risks such as acute symptoms, recent suicide attempts and
hospitalizations, and so on, outpatient staff can request that the mobile team perform a “welfare
check” on consumers who do not show up for scheduled intake or other service appointments.
Procedures for the Crisis Contact
• The CRP Handbook contains information about verbal de-escalation and effective limit setting with
principles that are like the “Best practices in Evaluation and Treatment of Agitation” (BETA)
guidelines, developed by the American Psychiatric Association Project BETA De-escalation
Workgroup (Richmond et al. 2012) and presented elsewhere in this Toolkit.
• CRP staff seeks consumer’s permission to contact significant others and to see if consumer wants
specific others to be called
• During the initial contact, CRP staff
o explain why police are present;
o clarify that this is not an arrest;
o involve significant others after checking with the identified consumer;
o arrange for security of consumer’s belongings and care for pets (e.g., by engaging
consumer’s significant others, assuring that the door to the living space is locked, contacting
local humane society or animal shelter, etc.); and
o assist the police officer in articulating the 5150.
• When the 5150 is written by CRP staff, the staff member determines where the consumer is
expected to be taken by ambulance and verifies that the consumer has arrived.
Linkage to Other Service System Components
• The case manager is notified of CRP contact for all consumers with an existing case manager at an
outpatient service. Private practitioners are notified for those consumers who have a private therapist
and who give permission for the communication.
• The CRP has the authority to assign a new client to an outpatient service for follow up.
• When assigning a new case to an outpatient service, whenever possible, the CRP staff arranges for
a “warm hand-off,” in which the CRP staff member who knows the client facilitates the introduction to
the outpatient services staff member.
• When a CRP contact leads to an inpatient hospitalization, CRP staff follow through with inpatient
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services to assure that follow-up referral to outpatient services is addressed during the consumer’s
stay and/or as part of the discharge plan.
Ongoing CRP Services
• Welfare Checks/Health and Safety Checks: The mobile team identifies individuals with whom the
team routinely has contacts and, whenever possible, makes every effort to locate the person in the
field and check on their well-being.
• Follow-Through: Consumers who were not previously connected to the county’s service system and
who do not require immediate hospitalization are offered field-based or office-based follow-up
appointments with CRP staff for purposes of crisis stabilization, engagement, and possible referral to
other service system components for follow-up.
Relationship to Law Enforcement
• Mobile team staff carry police radios and can respond directly to police calls, being careful to inform
the police of their impending arrival so that police are not surprised.
• Police arrange for transportation by ambulance.
• Police arrive in uniform, in unmarked cars whenever possible.
• CRP staff understand that their role is not to supervise the police but to work together.
• CRP north county offices have panic buttons that are used when staff are confronted with a threat of
harmful behavior. The Oakland Police are automatically dispatched when a panic button is used.
• CRP staff provide the Crisis Intervention Team training to law enforcement officers, which affords a
good opportunity for interdepartmental relationship building.
Other Features
• Regional Center, Child Protective Services, Adult Protective Services, and other organizations are
contacted as relevant and appropriate.
• Information handouts: The mobile team vehicle carries information and referral guides:
o Quick Guide: Includes phone numbers for ACBHCS ACCESS and Crisis Support services,
explanations of 5150, AB1424 form, and other helpful information
o Crisis Support Services: Cards and/or brochures
o PERT: Two brochures for family members
o AOD List: Services specializing in alcohol and drug prevention and treatment
o List of local hospitals with contact information
• Consumers whose needs can be met with a voluntary admission to a protective setting are referred
to facilities designed for short stays or rehabilitative voluntary admissions whenever possible.
• CRP uses Language Line Solutions for translation and interpretation services by phone.
Crisis Intervention in the Clinical Literature
Gerald Caplan, Erich Lindeman, and other early developers of the clinical approach to crisis intervention
emphasized the way specific kinds of crises follow predictable patterns and are self-limiting. For example,
they described the way people tend to go through natural disasters, anticipation of surgery, or even normal
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crises such as the loss of a loved one, marriage, or the birth of a child. When the therapist focuses on the
predictable nature of a crisis response cycle, less time is needed to assess idiosyncratic reactions because
the therapeutic work emphasizes helping the client work through the generic aspects of his or her crisis
response.
Crises constitute transition periods. Like all transitions, they present risks and vulnerabilities, as well as
opportunities for positive change and growth. Their outcome is influenced by the availability and quality of
personal support. That support can come from both natural support networks and professional resources.
Later developers of this approach focus more on the specific circumstances and precipitating stressors of
an individual's crisis, and on the individual’s, unique way of responding and adapting. The focus remains on
ego functions—adaptive behavior or coping mechanisms—rather than on the individual's intrapsychic
dynamics, conflicts, developmental fixations, transferences, or other features of psychological functioning
commonly addressed in long term psychodynamic therapies. The following patterns have been associated
with the crisis state in the literature.
Emotional
• High anxiety or panic attacks
• Tension
• Shame or guilt
• Irritability
• Hostility
• Apathy
• Depression
Cognitive
• Confusion and uncertainty
• Self-blame or blaming others
• Disorientation
• Hypersensitive
• Sense of being overwhelmed
• Difficulty making sense of the crisis
• Perceptual distortion
• Poor concentration
• Sense of helplessness or hopelessness
Social
• Conflict with others
• Withdrawal from social engagement
• Apathy toward social activities
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Physical
•
•
•
•
•
•
Phases

Increased heart rate
Tremors
Dizziness
Weakness
Chills
Headaches

•
•
•
•
•

Vomiting
Shock
Fainting
Sweating
Fatigue

1. Tension rises
2. Habitual problem-solving techniques are attempted
3. If these techniques fail, tension may rise further, and “emergency problem-solving techniques”
are brought to bear

Outcomes: One of four outcomes are then likely:
• The problem may be resolved.
• The problem and acceptable solutions may be redefined in relation to realistic possibilities.
• The person may give up, avoiding resolution by relinquishing his or her goals and resigning himor herself to having a chronic problem and persistently unmet needs.
• The person may experience major disorganization, the crisis will be compounded, and role
functioning becomes markedly impaired.
INTERVENTIONS
Flannery and Everly (2000) offer a simple model of crisis intervention that is like other models. Because
persons in crisis are initially at high risk for maladaptive coping or immobilization, Flannery and Everly
emphasize intervention as soon as possible.
Resources should be mobilized to provide the individual with the tools needed to return to a sense of
order, normalcy, safety, and independent functioning. These resources might include family members and
significant others, outpatient service staff, or service providers at community health and social service
agencies.
The next step is to assist the client in understanding the triggering crisis events to help the victim gain a
better understanding—a cognitive grasp of what has occurred. The individual should be allowed to express
feelings about the experience.
Staff should then help the client restore independent functioning by
• actively facilitating problem solving,
• assisting in developing appropriate strategies for addressing client concerns, and
• empowering the client to put those strategies into action.
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COMPETENCIES FOR CRISIS INTERVENTION
Crisis intervention emphasizes that therapy begins on the first contact. Also evident is the principle that the
assessment is to be carried out so that it serves as a therapeutic intervention. The purpose of grouping
crisis intervention principles here is not to give the impression of distinct, mutually exclusive categories but
simply to provide logically related clusters of issues.
Note that the following crisis intervention competencies, like the CAG Guidelines themselves, are
fundamentally based on the following key concepts of a well-developed crisis intervention approach.
• Focus on immediate real needs rather than inferences about “deeper issues.”
• Focus on role functioning.
• Focus on strengths that the client possesses to manage the crisis.
• Engage the client with community resources and natural support networks.
General Crisis Intervention Competencies
• Verbal de-escalation skills
• Teamwork skills; ability to function as a member of a multidisciplinary team
• Negotiation skills
• Self-assertion skills
• Knowledge of crisis phases and relevant interventions for each phase
• Knowledge of the attributes of a model crisis intervention team
• Knowledge of the role of social support networks and community resources in support of
psychosocial functioning
Engagement Competencies
• Knowledge of the interrelated roles within a crisis intervention team approach; ability to coordinate
one’s interventions with those of others
• Ability to verbally de-escalate agitation with a person who is in a state of crisis
• Ability to begin where the client is by focusing on the immediate crisis
• Ability to assess, evaluate, and intervene with any significant clinical risks
• Ability to be supportive—skills include warmth, empathic understanding, nonjudgmental acceptance,
and genuineness
• Ability to convey competence and authority; authority refers to a well-founded sense of secure
confidence in one’s clinical skills (not authoritarian domination of a client), which is comforting to a
person in crisis
• Ability to be active rather than passive in addressing the client’s immediate concerns and meeting the
client’s immediate needs, including affective needs such as guilt reduction and tension relief
• Ability to communicate genuine and realistic confidence in the client’s ability to deal with the problem
Assessment Competencies
• Ability to determine the nature of the triggers or precipitating stresses that led to the crisis
• Ability to identify client’s patterns of adaptive and maladaptive coping
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o To what extent is the client engaging in disorganized activity that serves to release inner
tension without solving real problems? Such disorganized activities include magical thinking,
avoidance, denial, excessive fantasy, regressive behavior, somatization, altered
relationships with friends and relatives, progressive social withdrawal, exceptional hostility
toward specific individuals, or agitated depression.
o To what extent is the client engaging in problem solving such as task-oriented activity,
breaking down the problem into its parts, prioritizing its parts, making efforts to solve each
part, and engaging social supports for problem solving?
• Ability to assess coping skills and strategies
o What is the client using now that works?
o What is the client using now that doesn’t work?
o What has worked in the past when encountering similar crises?
• Ability to focus on the immediate crisis—if history is brought up at all, it is to understand how the
consequences of prior traumatic experiences are affecting the client’s experience of the present crisis
• Ability to conduct an orderly assessment process in a therapeutic manner by bringing logical order to
chaos and modeling important problem solving techniques
Planning Competencies
• Ability to clearly convey the focused purpose and time limit for the current interventions
• Ability to focus on restoration and enhancement of functioning, not necessarily a cure
• Ability to genuinely accept the unique and special qualities and benefits of a crisis intervention
approach and not view it as a lesser component of long-term therapy
Intervention Competencies
• Ability to alleviate tension by facilitating constructive communication in a context of trust and hope
(Many people in crisis tend to reveal information about themselves that they later regret, often
because of embarrassment. This is known as overventilation, which results in a sense of
premature overexposure. Constructive communication during a crisis respects the individual’s
sense of privacy and avoids unnecessary overventilation.)
• Recognition of the client’s natural and normal crisis reactions as such
• Acceptance and support of the client’s defenses, if they are serving to contain anxiety without
disabling the client’s problem-solving efforts
• Ability to help the client partialize and prioritize elements of the present crisis to gain a cognitive
grasp of what might otherwise feel like an overwhelming situation (This occurs as an intrinsic
aspect of a clinically meaningful assessment and planning process. In crisis intervention, the
therapist usually helps the client understand the relationship between the state of crisis and the
stressful event that triggered it.)
• Ability to help the client separate experience of the current stressful event from experience of prior
crises (In a state of crisis, clients will often let down their guard and readily reveal the associations
made between the current crisis and past crises. Staff need to be able to use this information to
help the client focus on the present and the unique features of the client’s current reality. The
important thing to discuss from prior crises is the coping mechanisms that have worked in the
past.)
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• Ability to use anticipatory guidance with clients who are anticipating a challenging event such as
surgery, an eviction, or loss of a relationship (In such situations, education and anticipatory practice
can contribute a sense of control over what might otherwise have felt like an anxiety about an
uncertain future.)
• Ability to review a range of possible resolutions—especially focusing on coping strategies that have
been working well or those that have worked well in the past—and assist the client in making a
choice from the possibilities
• Ability to support the client in using social supports and adjunctive helping resources
Evaluation Competencies
• Ability to monitor progress in relation to the goals and objectives of the treatment plan; this will
usually mean evidence of crisis stabilization (homeostasis), reduction of clinical risks, reduction of
maladaptive coping, and reduction of disabling crisis reactions
• Ability to formally evaluate the effectiveness of interventions by addressing the importance of posttermination follow-up contact to determine the long-range stability of therapeutic gains
Termination Competencies
• Ability to review progress and convey a realistic sense of the client’s positive course of resolution
that can be projected into the future
• Ability to terminate when the agreed-upon goals and time frame have occurred
• Ability to help the client make follow-up plans that will sustain the gains made during the crisis
• Ability to explore how the present experience of stabilizing and resolving a crisis state may help in
coping with future crises
• Ability to arrange for needed follow-up referrals or assessments
RELEVANCE
Crisis intervention’s fundamental values are consistent with the Recovery Model, most notably the
following:
• Recovery is supported by peers and allies.
• Recovery is supported through relationships and social networks.
• Recovery involves individual, family, and community strengths and responsibility.
A crisis intervention approach was designed as an alternative to ongoing, long-term interventions. As such
it recognizes that mutual support and mutual aid groups, peer support, family, and other supportive
relationships can have an ongoing beneficial effect that professional staff cannot.
The crisis intervention approach was developed as a short-term alternative to long-term interventions,
whereas involuntary detention is provided in situations where no other approach can meet the client’s and
others’ needs for safety. However, the principles of effective short-term intervention are directly relevant to
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the short-term interventions used in an inpatient setting. The following crisis intervention principles are
especially relevant to involuntary detention in inpatient settings:
•
•
•
•

Skills needed for rapid engagement in a relatively brief service relationship
Focus on the immediate crisis
Engagement of community-based supports to assess the nature of the current crisis
Engagement of community-based resources to support and maintain gains

Competencies for Crisis Intervention Are Relevant to the Following CAG Guidelines
Crisis intervention training routinely addresses the competencies listed above and is directly relevant to
most CAG guidelines, including those specifically related to:
•
•
•
•
•
•
•
•
•

stabilization,
verbal de-escalation,
engagement,
family members and significant others,
community resources,
linkage to community resources,
team-based collaboration,
shared decision making, and
systematic problem solving.
VERBAL DE-ESCALATION

Stakeholders in the CAG development process recognized the need for de-escalation skill development for
all crisis intervention providers.
The ability to quickly and effectively de-escalate and stabilize crisis situations relies upon the provider’s
ability to assess the degree to which the individual understands what is happening, what is being requested
of them, and their ability to comply.
An accurate assessment can significantly decrease the risk of adverse incidents and increase the level of
safety for all involved in the crisis.
Restraints and involuntary medication were once a relatively standard way of responding to an agitated
client. These are last-resort methods for addressing a problem that is best dealt with using verbal,
noncoercive approaches. A three-step approach is generally used:
1. Verbally engage the agitated patient.
2. Establish a collaborative relationship.
3. Verbally de-escalate the patient’s agitation.
The traditional goal of “calming the patient” often has a dominant–submissive connotation, while the
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contemporary goal of “helping the patient calm himself” is more collaborative and more in keeping with a
recovery orientation. The more coercive interventions often have the initial effect of escalating the
individual’s agitation, and they can have a lingering traumatic effect on the ward milieu. Such interventions
are often experienced as authoritarian, humiliating, and combative—in other words, traumatic.
Agitation usually emerges out of anxiety and involves repetitive and non-goal-directed motor activity, such
as psychomotor agitation (Day 1999; Lindenmayer 2000). The observable signs of agitation may include
the following:
•
•
•
•
•
•
•

Foot tapping
Hand wringing
Hair pulling
Picking at clothing or other objects
Repetitive vocalizations such as, “This can’t be for real. This can’t be for real. I can’t believe this.”
Irritability
Hypersensitivity to stimuli

Note that, although agitation can lead to aggression, it is not necessarily the same as aggression.
American Psychiatric Association Project BETA De-escalation Workgroup
Best Practices in Evaluation and Treatment of Agitation (BETA) guidelines, developed by the
American Psychiatric Association Project BETA De-escalation Workgroup (Richmond et al. 2012), offer a
well-formulated, practical, and noncoercive approach to de-escalating agitated patients. Based on a variety
of studies and literature reviews (Allen et al. 2005; Allen et al. 2011; Farrell and Cubit 2005; Fishkind 2008;
Kleespies and Richmond 2008; Livingston 2010; Morrison 2003), BETA offers de-escalation principles
relevant not only in emergency psychiatric settings but in medical emergency rooms and by first responders
in the community as well.
The BETA guidelines empower the service provider to enhance a positive clinician–patient relationship,
decreasing the likelihood of restraints, seclusion, and hospital admissions (Beck et al. 1991) while
preventing the longer lengths of hospital stays that are associated with the use of seclusion and restraints
(Compton et al. 2006; Knutzen et al. 2011). These guidelines help program staff achieve a low restraint rate
which is a key quality indicator used by the Joint Commission and the Centers for Medicare and Medicaid
Services.
In psychiatric emergency situations, the service provider is not always able to discern the underlying cause
of an individual’s agitation. It may be a response to threatening hallucinations, the hypervigilance of a
physically traumatized individual, the result of hormone imbalances, other physical health conditions, or
intoxication. These guidelines are designed to be effective regardless of the agitation’s underlying cause.
Guideline: Physical Space Should Be Designed for Client and staff Safety
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The following qualities facilitate the noncoercive de-escalation of agitated patients:
• Moveable furniture, which allows for
o flexible and equal access to exits for both patient and staff and
o quick removal of furniture from the area to expedite the creation of a safe environment
• Adequate exits
• Avoiding extremes in sound, wall color, and temperature to minimize abrasive sensory stimulation
• Removal and securing of objects that may be used as weapons or projectiles (e.g., pens, sharp
objects, table lamps)
• Close monitoring of any objects that cannot be removed
Guideline: Staff Should Be Competent for the Job
• Requisite competencies include the abilities to
o engage in multitasking;
o tolerate rapidly changing patient priorities; and
o feel secure when confronted with provocative challenges to the practitioner’s authority,
competence, or credentials
• Recognize and control counter transferences and negative reactions such as tendencies to retaliate,
argue, or otherwise become defensive with the patient
• Recognize one’s own limits in dealing with an agitated patient; be willing to seek help when needed
• Experience positive regard for the patient and the capacity for empathy
• Recognize that the patient is doing the best he or she can under the circumstances
• Recognize that the patient’s inability to conform is due to either cognitive impairment or lack of the
skills needed to effectively get his or her needs met
Guideline: Staff Must Be Adequately Trained
• The American Psychiatric Association Task Force on Psychiatric Emergency Services recommends
annual training on managing behavioral emergencies.
• De-escalation skills can be practiced by role-playing and in day-by-day encounters with non-agitated
patients who are “difficult” in their nonresponse to staff expectations.
• Staff should be proficient in the “Verbal loop” technique based on principles of assertiveness training
(Smith 1975) and follow these steps:
o The clinician listens to the patient.
o The clinician finds a way to respond that agrees with or validates the patient's position.
o The clinician then states what he or she wants the patient to do (e.g., accept medication, sit
down, etc.). The loop repeats as the clinician listens again to the patient’s response.
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o The clinician may have to repeat the message a dozen or more times (i.e., the “broken
record” technique) before the patient can hear it heard by the patient; don’t give up after a
brief attempt to engage the patient by if the patient won’t listen or won't cooperate.

Verbal De-Escalation
The APA estimates that the verbal de-escalation can be successful in less than 5
minutes, but it may take as long as 10 minutes in some situations. Other approaches
may seem more efficient, but not when one considers the time demands of dealing with
the “fall-out” of more coercive techniques (e.g., monitoring time needed when individuals
are placed in seclusion or restraint, the agitation of patients in response to witnessing
who witness the trauma of another patient).

NOTE: A patient may not respond to initial efforts to engage him or her in deescalation and that persistence is indicated, especially when the patient is not
showing signs of further escalation that is moving toward violence

Guideline: An Adequate Number of Trained Staff Must Be Available
• Enough staff should be present to convey the nonverbal message that violence on the part of the
patient will not be acceptable behavior.
• The APA Workgroup recommends that “In a busy emergency service, the de-escalation team should
consist of 4 to 6 team members made up of nurses, clinicians, technicians, and police and security
officers, if available.” (Richmond et al. 2012, p. 20)
Guideline: Use Objective Scales to Assess Agitation
• The APA Workgroup further suggests use of the Behavioral Activity Rating Scale (BARS), which is
considered to be is quite simple and easy to implement. “The initial BARS score should be based not
only on the patient’s presentation, but also on his behavior before arrival at the emergency facility.
Any score other than a 4 should trigger an evaluation by a clinician and establish the urgency of that
evaluation” (Richmond et al. 2012, p. 20) (also see Swift et al. 1998, 2002).
Guideline: Clinicians Should Self-Monitor and Feel Safe When Approaching the Patient
• Capacity to perform verbal de-escalation requires that the clinician monitor his or her own emotional
and physiological response to remain calm (Kleespies 2008).
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• The clinician must be able to feel calm and not frightened, not merely act calm. The majority of
emotional information is communicated nonverbally and is not subject to effective camouflage in
high-stress situations (Elgin 1999).

Guideline: Utilize the Ten Domains of De-Escalation to Help Clinicians Care for
Agitated Patients [Based on Fishkind (2002) and other sources]
Domain I: Respect Personal Space
Key Recommendation: Respect the Patient’s and Your Personal Space
• Maintain at least 2 arm’s lengths of distance between staff and patient to give the patient a sense of
space and give the clinician the space to move out of the way if necessary.
• The clinician should allow more space, if necessary, so the patient feels safe.
• Both the patient and the clinician should be able to exit the room without feeling blocked by the other
person.
• If a patient says to get out of the way, do so immediately.
• Consider how past trauma might arouse the patient’s sense of danger (e.g., a homeless person
might be protective of belongings; a sexually abused person may feel apprehensive, vulnerable, and
humiliated by being unclothed).
Domain II: Do Not Be Provocative
Key Recommendation: Avoid Iatrogenic Escalation
(illness or harm caused by medical examination or treatment)
• Use body language to demonstrate that you will not harm the patient, that you want to listen, and that
you want everyone to be safe.
• Keep your hands visible and unclenched.
• Avoid concealed hands, which imply a concealed weapon.
• Keep knees slightly bent.
• Avoid facing the agitated patient directly; stand at an angle to the patient so as not to appear
confrontational.
• Maintain a genuine, calm demeanor and facial expression.
• Avoid excessive direct eye contact, which can be interpreted as aggression.
• Avoid closed body language, such as arm folding or turning away, which can communicate lack of interest.
• Body language should be congruent with what you are saying to avoid the impression of insincerity.
• Closely monitor to see that other individuals do not provoke the patient further.
• Do not arouse a sense of humiliation (e.g., challenging or insulting the patient).
Domain III: Establish Verbal Contact
Key Recommendation: Only One Person Verbally Interacts with the Patient
• “The first person to contact the patient should be the person designated to de-escalate the patient. If
that person is not trained or is otherwise unable to take on this role, another person should be
designated immediately.” (Richmond et al. 2012, p. 21)
• While the designated person works with the patient, another staff member should alert staff to the
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encounter and remove innocent bystanders.
Key Recommendation: Introduce Yourself to the Patient and Provide Orientation and
Reassurance
• Be polite.
• Tell the patient your title and name.
• Explain that your role is to keep the patient safe and make sure no harm comes to him or her or
anyone else in the setting.
• If relevant, orient the patient as to where he or she is and what to expect.
• If you do not know the patient’s name, ask.
• If in doubt about whether to use the patient’s first or last name, ask about the patient’s preference;
this communicates that he or she has some control over the situation.
Domain IV: Be Concise
Key Recommendation: Be Concise and Keep It Simple
• Use short sentences and a simple vocabulary to avoid confusion.
• Give the patient time to process what you have said and to respond before providing additional
information.
Key Recommendation: Repetition Is Essential to Successful De-escalation
• Persistently repeat each message to the patient until the patient has heard it.
• Repetition is essential when you make requests of the patient, set limits, offer choices, or propose
alternatives.
• Listen to the patient and agree with his or her position whenever possible.
Domain V: Identify Wants and Feelings
• An agitated patient might want warm support, an opportunity to vent to an empathic listener, a
preferred medication, an administrative intervention, such as a letter or call to a significant other or
collateral service provider, or intervention with a difficult spouse or parent.
• Convey that even if requests cannot be granted, it is important to know what they are. Say something
like, “Even if I can’t provide it, I would like to know so we can work on it.”
Key Recommendation: Use Free Information to Identify Wants and Feelings
• “Free information” refers to nonverbal communication and contextual cues, including a patient’s
apparently trivial comments, body language, or past encounters with a particular staff member.
• Free information can be used to identify the patient’s wants and needs.
• This rapid connection based on free information allows the clinician to respond empathically and
express a desire to help the patient get what he wants, facilitating rapid de-escalation of agitation.
Domain VI: Listen Closely to What the Patient Is Saying
Key Recommendation: Use Active Listening
• Find ways to convey that you are really paying attention to what the patient is saying and feeling.
• Repeat back to the patient or paraphrase what he or she has said to affirm his or her satisfaction with
your understanding.
Key Recommendation: Use Miller's Law
• Miller’s law states, “To understand what another person is saying, you must assume that it is true and
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try to imagine what it could be true of” (Elgin 1999, p. x21).
• Miller’s law is the essence of empathic understanding.
• This conveys that staff cares and is trying to understand; it leads to a less judgmental relationship.
Domain VII: Agree or Agree to Disagree
• “Fogging” is an assertiveness skill and empathic behavior in which one finds something about the
patient’s position with which one can agree.
• The APA Workgroup reports that there are three ways to agree with a patient:
o agreeing with the truth,
o agreeing in principle (e.g., the agitated patient complains about being disrespected by the police,
and staff responds by saying, “I believe everyone should be treated respectfully”; or
o agreeing with the odds (e.g., the patient is agitated because of a long wait to see the doctor and
states that anyone would be upset. An appropriate response would be, “Other patients would be
upset as well.”).
• If asked by a client to agree with an obvious delusion or something that you, the provider, cannot
possibly have knowledge of, acknowledge this fact and validate that you believe that the client
is having that experience.
• If there is no way to honestly agree with the client, agree to disagree, thereby demonstrating
acceptance of the patient’s perspective.
Domain VIII: Lay Down the Law and Set Clear Limits
Key Recommendation: Establish Basic Working Conditions
• Clearly inform the patient about acceptable behaviors in a matter-of-fact, nonthreatening manner.
• Be clear that injury to self or others is unacceptable.
• Be clear that assaults can lead to arrest and prosecution.
Key Recommendation: Limit Setting Must Be Reasonable and Done Respectfully
• Set limits demonstrating your intent and desire to be of help but not to be abused by the patient.
• Acknowledge discomfort if that’s what the patient’s behavior arouses.
• Tell the patient that his or her behavior is frightening or provocative, and include an empathic
statement that such behavior can interrupt staff’s desire to help when the clinician feels angry or
fearful.
• Treat the patient with respect and dignity, and expect the same in return.
• Violation of limits must result in a consequence that is (a) clearly related to the specific behavior, (b)
reasonable, and (c) presented in a respectful manner.
• Consider that even some violent behaviors, such as punching a wall or breaking a chair, may not
automatically indicate the need for seclusion or restraint when the patient can continue to be deescalated with increased limit setting and consequences.
• Your desire to help the patient regain control and establish acceptable behavior should be kept clear.
Key Recommendation: Coach the Patient on How to Stay in Control
• When a patient becomes able to regain control, teach the patient how to stay in control.
• Use gentle confrontation with instruction: “I really want you to sit down; when you pace, I feel
frightened, and I can’t pay full attention to what you are saying. I’ll bet you could help me understand
if you were to tell me your concerns calmly.”
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Domain IX: Offer Choices and Optimism
Key Recommendation: Offer Choices
• Be assertive and quickly propose alternatives to violence.
• Offer realistic choices that will be perceived as acts of kindness (e.g., blankets, magazines, access to
a phone, food, something to drink).
• Never deceive a patient by promising something that cannot be provided for him or her.
Key Recommendation: Broach the Subject of Medications
• Medication should be provided with the goal of calming, not sedating, the patient so that the person
can participate in his or her own care and work with staff toward an appropriate disposition.
• When medications are indicated, offer choices.
• “Do not rush to give medication but at the same time do not delay medication when needed.”
(Richmond et al. 2012, p. 23)
• Use the strategy of increasing persuasion.
o First ask the patient what he or she needs and what works. See if the request for
medication can come from the patient, or perhaps the patient will suggest a better
alternative.
o If the patient does not mention medication, and the clinician believes it is indicated, state
clearly that you think the patient would benefit from medication; ask about what medication
has helped in the past or consider offering medication. (e.g., “I see that you’re quite
uncomfortable. May I offer you some medication?”).
o Consider gentle confrontation. Say something like, “It’s important for you to be calm so we
can talk. How can that be accomplished? Would you be willing to take some medication?”
o If the previous steps are not effective and medication is still necessary, take an
authoritative (i.e., knowledgeable, self-assured, expert) stance: “Mr. Smith, you’re
experiencing a psychiatric emergency. I’m going to order you some emergency medicine.”
Give the patient a choice of medication or mode of administration so the patient has a
sense of control; keep the protective purpose of the medication clear.
• If verbal attempts to de-escalate fail, more coercive measures such as restraints or injectable
medication may be necessary to ensure safety, but these should always be a last resort.
Key Recommendation: Be Optimistic and Provide Hope
• Be optimistic in a genuine way.
• Let patients know that things are going to improve and that they will be safe and regain control.
• Give realistic time frames for solving problems.
• Agree to help the patient work on the problem.
• Emphasize the collaborative nature of your work together. For example, when the patient states, “I
want to get out of here,” you can respond, “I want that for you as well. I don’t want you to have to stay
here any longer than necessary. How can we work together to help you get out of here?”
Domain X: Informing the Patient and Staff
Key Recommendation: Debrief the Patient
When involuntary intervention is used, the clinician who ordered these interventions is responsible to
restore the therapeutic relationship by alleviating the traumatic nature of the coercive intervention.
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• Explain why the intervention was necessary.
• Let the patient explain events from his or her perspective.
• While the patient is calm, explore alternatives for managing aggression for when the patient starts to
feel agitated in the future.
• Teach the patient how to request a time-out and express anger appropriately.
• Explain how medications can help prevent acts of violence.
• Get the patient’s feedback on whether his or her concerns have been addressed.
• Debrief the patient’s family members if they witnessed the incident.
• After the patient is calm, acknowledge and work with the patient on a deeper level by putting the
patient’s concerns into perspective and assisting the patient in solving his or her initial, precipitating
problem situation.
• Plan for possible future escalations. For example, say something like, “What works when you are
very upset, as you were today? What can we/you do in the future to help you stay in control?”
Key Recommendation: Debrief Staff
• If restraints or force needed to be used, debrief staff after the event.
• Elicit staff evaluations of what did and did not go well during the episode, and recommend
improvements for such events in the future.
*******************************************************************************
AGGRESSION
Agitation does not always lead to aggression. When it does, special techniques are required, depending on
the type of aggression involved. The APA Workgroup cited Moyer’s (1968) typology of management
principles for each of the different types of aggression. With any form of aggression, as with any form of
agitation, staff should keep in mind that the patient always wants something, and the patient’s wants
determine the aggression management techniques to be used.
Instrumental Aggression
• This is used by those who have learned to get what they want by violence or threats of violence.
• It is not driven by emotion.
• It can be handled by using unspecified counteroffers to the aggressor’s threat.
• The APA Workgroup offers the following example of a counter offer to a patient who threatens to hurt
someone if he doesn’t get a cigarette: “I don’t think that’s a good idea.” The patient’s next response
may be, “What do you mean?” A counteroffer would be, “Let's not find out.”
Fear-Driven Aggression
• This is used by those who want to avoid being hurt and who attack to prevent an attack from others.
• Give the fearful patient plenty of space
• Do not use a show of force, intimidate the patient, or make the patient feel threatened.
• Match the patient’s pace of speech until he or she begins to focus on what is being said rather than
fear.
• The APA Workgroup offers the following example: “If the patient says, ‘Don’t hurt me. Don’t hurt me,’
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counter with the same pace by saying, ‘You’re safe here. You’re safe here.’ Try to decrease the pace
to help the patient calm down.”
Irritable Aggression Caused by Feeling That Boundaries Have Been Violated
• This is used by those who feel cheated, humiliated, betrayed, or otherwise inflicted with emotional
wounds.
• The patient wants to regain self-worth and integrity, be heard, and have feelings validated.
• The patient is likely to say what has made him or her angry.
• Set conditions for the patient to be heard.
• Use fogging and broken record assertiveness techniques.
• The initial response should be agreeing in principle that the patient’s anger is justified.
• Then tell the patient that you want to know more but cannot until he she regains control so that you
can talk.
• If the patient responds that nobody understands, say, “You may be right, but I would like to try to
understand.”
• Repeat this loop as much as needed until the patient regains control.
Irritable Aggression Due to Chronic, Generalized Anger at the World
• The patient wants to release the constant pressure resulting from his or her worldview.
• The patient may not give a specific reason for the aggression.
• The patient may make unrealistic and erratic demands as an excuse to attack when demands are not
met.
• The patient is likely to feel rewarded (reinforced) by observing the fear and confusion that ensues
and may make feigned attacks to intimidate those who are working with him or her.
• The patient is encouraged by having an audience, so don’t provide one; remove all other patients
and unnecessary bystanders from the area.
• Do not react in a startled or defensive way.
• Use emotionless responses.
• Give the patient choices other than violence to get what he or she wants.
• When erratic demands are made, use the broken record technique to present realistic options.
• Let the patient know you will work with him or her, but only when he or she is cooperative.
• Set firm limits to protect staff and other patients; then intervene with restraints if a limit is violated.
• The patient may test the limits by doing what you asked him or her not to do and end up in restraints.
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Competencies for Verbal De-Escalation
Knowledge
• Understand the non-willful nature of mental illness symptoms.
• Be familiar with objective scales to assess agitation (e.g., BARS, SOAS . . .).
• Determine how past trauma contributes to hyper-vigilance and an increased sense of danger.
• Distinguish between assertiveness, agitation, and aggression.
• Know “Miller’s law.”
Skills
• Empathic listening
• Active listening (e.g., paraphrasing, demonstrating interest)
• Assertiveness skills
• “Verbal loop” competencies
• Use of body language to convey a nonthreatening acceptance and collaboration
• Postural, nonverbal stances used in de-escalation (e.g., maintaining at least 2 arm’s length distance,
open hands, standing at an angle, avoiding excessive eye contact, avoiding closed body language,
etc.)
• Reading free information
• Speaking in concise sentences
• Supportive limit setting (see Domain VIII)
• Negotiation skills (e.g., increasing persuasion; see Domain IX)
• Debriefing skills (see Domain X)
Attitudes
• Complex attention
• Self-awareness regarding defensive tendencies and limitations related to managing agitation
• Sense of personal security
• Capacity for calm in the face of a manageable threat
• Positive regard for clients
• Empathy
• Patience
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• Self-congruence (e.g., between verbal and nonverbal communication)
• Politeness
• Optimism
The relevance of de-escalation to involuntary detention is clear. Most individuals who are involuntarily
detained present with a danger to self or others. As such, they are often in an agitated state. The
deprivation of liberty inherent in involuntary detentions often escalates the individual’s sense of feeling
threatened and, therefore, his or her agitation or even aggression. The collaborative, trauma-informed
principles described in this section of the toolkit make it possible to engage the individual in a process that
minimizes risk for that individual, as well as for staff and other patients in the service delivery setting.
The following Recovery Model Principles are incorporated into the de-escalation principles outlined in this
section.
•
•
•
•
•
•

Collaborative
Respectful
Hopeful
Person-centered
Trauma-informed
Self-responsibility
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Competencies for Verbal De-escalation Are Especially Relevant to the Following CAG Guidelines
2. Engagement
2.01 Exercise clear and effective communication skills.
2.02 Validate the individual’s perspective of the situation.
2.03 Create nonjudgmental, supportive environments.
2.04 Create environments that feel safe
2.05 Inquire about the individual’s comfort (e.g., ensure the individual is dry and has warm clothing,
food, and water) prior to making assessment inquiries.
2.10 Practice a recovery orientation.
3. Initial Clinical Assessment
Initial Clinical Assessment Process by Behavioral Health Staff
3.03 Draw out the individual’s own experience of the situation (i.e., use inquiry, not accusation).
5. Ongoing Assessment
5.01 (e) Draw out the individual’s own experience of the situation (i.e., use inquiry, not accusation).
5.01 (f) Use motivational interviewing principles whenever relevant.
5.11 Identify those individuals and resources whom the individual chooses to participate in the
discharge-planning process.
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Shared Decision Making
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Shared Decision Making

In this session, we will be talking about Shared Decision Making (SDM). SDM is an emerging best practice in
Behavioral health. While not all aspects of SDM are applicable in involuntary detainment situations, the general
principles discussed below can be applied when appropriate.

Shared decision making (SDM) is a treatment
planning approach in which clinicians and
clients communicate using the best available
evidence to make decisions. In this
approach, patient autonomy is respected,
and clients are supported as they deliberate
about the possible attributes and
consequences of options to arrive at
informed decision about the best action. A
key factor in SDM is the provision of patient
decision aids to help inform patients’
decisions. it is the service provider’s
responsibility to provide the requisite
information so that the client can make an
informed decision.
SDM initially developed within general healthcare services, has fundamental values that are consistent with
the Recovery Model, and it has potentially broad application throughout public behavioral health services.
In its 2011 publication, Shared Decision Making in Mental Health Care: Practice, Research and Future
Directions, SAMHSA presents the findings of a July 2007 meeting of approximately 50 experts and
stakeholders in SDM and mental health by the US Center for Mental Health Services (CMHS)
https://store.samhsa.gov/shin/content//SMA09-4371/SMA09-4371.pdf . Participants included researchers,
SDM trainers, service providers, policy makers, and mental health consumers. This SAMHSA report
describes SDM as a practice that can promote wellness and recovery in mental healthcare. These
participants view SDM as advancing many of the goals of mental healthcare transformation that were
previously identified by the President’s New Freedom Commission on Mental Health, the Institute of
Medicine, and others.
The report states:
Research has shown that SDM, when practiced in general health care, increases consumers’ knowledge
about and comfort with the health care decisions they make. These alone are worthy goals—but the
promise of SDM in mental health care is truly transformative. (p. 2)
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While there is no one agreed upon definition, the many references to shared decision making in the
literature generally have a variety of values, concepts, and principles in common, including the following:
• Empowerment (referring to client acquisition of specific knowledge and skills needed for decision making
and/or self-care management)
• Patient/client participation and involvement
• Person- and patient-centered (referring to what the provider does on behalf of the client)
• Self-directed care
• Self-care management (referring to what the client does on his or her own to manage the condition)
• Patient activation
(Elwyn et al. 2000; Makoul and Clayman 2006; Trevena and Barratt 2003).
References to SDM also generally refer to these qualities:
• Interaction between providers and consumers
• Collaboration between providers and consumers
• Exchange of professional (provider) and experiential (consumer) information
• Used to make healthcare decisions when options are available
• Arriving at a discrete decision
(Adams and Drake 2006; Deegan and Drake 2006; Simon et al. 2007).
SDM was cited as early as the 1970s in the President’s Commission for the Study of Ethical Problems in
Medicine and Biomedical Research, which first convened in 1978 (SAMHSA 2011).
The SDM process has three phases, or aspects:
• First, the clinician works to engage with the patient and his or her family in a supportive relationship
as the clinician introduces the existence of options/alternative possible actions (referred to as “team
talk).
• Then the clinician introduces the options, clearly describing and explaining the probabilities of
benefits and risks (referred to as “option talk”).
• Finally, patients’ preferences are formulated, elicited, and integrated (referred to as “decision
talk”).
The National Academy for State Health Policy describes SDM as follows.
Shared decision making (SDM) is a process undertaken between providers and a patient with a
preference-sensitive condition—a condition where there is more than one clinically appropriate
intervention or management strategy-- to help the patient decide among multiple acceptable health
care choices in accordance with their preferences and values. SDM goes beyond traditional informed
consent in which risks, benefits, alternatives, and weighing of probabilities are discussed; SDM also
helps identify the patient's individual values and preferences for the risks, benefits, and probabilities of
various possible outcomes. (2012, p. 4)
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When it comes to involuntary detention in an inpatient service, however, the environment is so heavily
regulated and subject to administrative policies, procedures, and resource allocations that administration
must be considered a key partner as well—a hidden though not silent partner. Administration’s presence
can be made more clear and explicit to the extent that the administration provides decision aids to clarify
the options that are truly available to the practitioner and consumer.
Effective engagement requires• Effective use of SDM during an involuntary detention.
• Critical information from prior outpatient services is available to the inpatient service staff, and inpatient
service staff can present themselves as members of a team with which the client has already formed
relationships on an outpatient basis, whenever possible.
• The client has experience asking the right questions. This skill
can be learned in the course of prior outpatient services.
• Good quality health education tools are provided to clients.
• Teamwork and collaboration among the many inpatient staff
across three shifts is well developed.
• Clients are encouraged and empowered to keep diaries about
their inpatient care, especially as they stabilize and become
better able to do so.
Although SDM has become widely praised and somewhat widely
implemented in physical healthcare settings throughout the United
States and Britain, its application in behavioral health settings raises
several unique challenges that must be addressed.
Consider the following differences:
General Physical Healthcare
Standardized procedures have been codified in
manuals

Behavioral Healthcare
Few standardized procedures that emphasize
individualized assessment and planning are
available

Standardized procedures are routinely taught in
medical school

Flexibility rather than standardized procedures are
taught in behavioral health-related degree
programs

Practitioner fidelity to standardized procedures is
routinely monitored

Practitioner fidelity to standardized procedures has
rarely been determined, even in programs that
advertise their services as evidence-based practice
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General Physical Healthcare

Behavioral Healthcare

Outcome probabilities have been established for
many procedures and pharmaceuticals

Outcome probabilities are not known because the
degree of practitioners’ fidelity to a standardized
method is not known

Both potential benefits and risks have been
quantified (e.g., probability of successful surgical
outcome, probability of specific side effects of a
medication) for many procedures and
pharmaceuticals

Little quantifiable information is known about
potential benefits, whereas more quantifiable
information is known about potential risks of
psychotropic medications

Involuntary detainment involves a variety of coercive interventions such as locked doors, seclusion,
restraint, and forced medication. All such coercive interventions are limited to use under specified
circumstances (e.g., serious and imminent danger), but involuntarily detained individuals remain entitled to
their fundamental civil liberties and the right to participate in decisions beyond those specified
circumstances. Even though an individual has been informed of his or her rights to informed consent and
SDM, the potential of becoming subject to coercive measures is likely to influence the individual’s sense of
having true freedom of choice.
While using SDM in a psychiatric involuntary detention situation is challenging, the likelihood for successful
implementation increases with the following:
• The client has a good comfort level with the provider. Effective engagement must precede effective use
of SDM during an involuntary detention.
• Critical information from prior outpatient services is available to the inpatient service staff, and inpatient
service staff can present themselves as members of a team with which the client has already formed
relationships on an outpatient basis, whenever possible.
• The client has experience asking the right questions. This skill can be learned in the course of prior
outpatient services.
• Good quality health education tools are provided to clients.
• Teamwork and collaboration among the many inpatient staff across three shifts is well developed.
• Clients are Encouraged and empowered to keep diaries about their inpatient care, especially as they
stabilize and become better able to do so.

Decisional conflict (or decisional uncertainty) tends to delay decision making and
precipitate a lack of commitment and follow through. It results from the level of
uncertainty or a lack of information about predictable outcomes for various
intervention options (Deegan 2007).
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Patient Decision Aids (DAs)
Patient decision aids (DAs) are a standard resource used for SDM in physical healthcare practices. DAs
are printed informational brochures or audio/video recordings in which a patient is presented with
information about the probabilities of benefits and risks associated with various treatment options. DAs
developed by administrative entities have several advantages as compared to individual practitioners’
explanations to clients:
• The information can be vetted through a formal administrative quality assurance process.
• An administrative entity takes responsibility for the validity of the information, thereby reducing
practitioners’ liability concerns that might otherwise inhibit information sharing.
• The information is developed by large organizations, which contributes to establishing a community
standard of practice. This can also help reduce practitioners’ liability concerns.
• The practitioner and client can have more of a sense of being equal partners in the negotiation, rather
than the client seeing the practitioner as willfully setting constraints or preferences.
• The client can review the information repeatedly, in any setting, and in the presence of whichever
support persons the client chooses to involve.
• The client’s perceived validity of the information is supported by the credibility of the organization
issuing the DA, even if the client has not been fully engaged with the staff member presenting the DA.
Good quality DAs can make it possible for behavioral health programs to overcome many of the barriers to
implementing SDM, especially in involuntary detention situations. The following are offered as quality
criteria for developing DAs for use in mental health programs (SAMHSA 2011).
DA Characteristics
• Develop DAs that focus on bilateral communication and collaboration between consumers and
providers.
• Train peer specialists to support the use of decision aids.
• Ensure that DAs are relevant and appropriate for all targeted groups.
• Ensure that DAs are inexpensive to duplicate and distribute, and focus on issues of importance to the
providers who will duplicate and distribute them.
• Develop DAs that are appropriate for repeated or ongoing use to promote reassessment of consumer
circumstances and values over time.
• Develop a DA classification system to assist providers and consumers in choosing the best DA.
Consider characteristics such as whether the DA is intended for use with a provider or for consumer
completion before a consultation and whether a DA is better suited for use when a consumer is at a
high or low level of readiness to make a decision.
DA Topics
• Develop DAs that address nonmedication issues in mental health, including housing, transitions, and
non-crisis and preventive care.
• Develop DAs to address the use of atypical and neuroleptic medications in light of the age-adjusted risk
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of tardive dyskinesia and other side effects.
• Develop DAs to support treatment planning and help consumers and clinicians identify and articulate
life goals.
• Develop DAs to address the use of electroconvulsive therapy.
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Other differences between involuntary detention and other clinical situations include the following:
General Physical Healthcare

Outpatient Behavioral Health

Involuntary Detention

Patient not exposed to potential
of coercive measures

Potential exposure to coercive
measures seems relatively
distant

Potential exposure to coercive
measures is a constant, imminent
possibility

Physicians can and do terminate
service to patients who do not
follow recommendations intended
to contain substantial risks

Staff cannot terminate service to
clients who refuse to follow
recommendations, even if
substantial risk could result from
the client’s choice.

Staff can be held liable for
withholding a protective
intervention; client’s rejection of
the offered intervention could be
interpreted as a symptom of the
client’s condition that is being
treated.

Lack of follow through by patient
is not necessarily known to the
physician

Lack of follow through by patient Even minor lack of follow through
is not necessarily known to staff is likely to be noticed by staff,
with possible implications for
standard of care interventions by
staff.

Physician permitted to presume
that information from patient is
accurate and reliable

Staff responsible for determining Staff responsible for determining
the reliability of information
the reliability of information
provided by client
provided by client

SDM is linked to shared liability
for the consequences of
decisions (i.e., the patient’s
capacity to consent is generally
presumed)

Liability for the consequences of
decisions depends on client’s
capacity to consent

Liability for the consequences of
decisions depends on client’s
capacity to consent (i.e., the
patient’s decision-making ability
may be seen as symptomatic of
the illness that an inpatient
service is held responsible to
manage)

The SAMHSA report acknowledges the difficulty of implementing SDM in behavioral health settings:
Because non-compliance is often perceived to be symptomatic of the illness, rather than indicative
of consumer preferences or decisional conflict… the concept of compliance is related to the
concept of coercion within the mental health system…Holmes-Rovner, Adams, and Ashenden
describe coercive treatment as a barrier to SDM in mental healthcare. Consumers and providers
alike are aware of the presence of coercive treatment in both inpatient and out-patient settings.
(2011, p. 4)
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However, even people in involuntary detainment can make meaningful choices with regard to choice of
daily treatments and activities, medications, issues that may have been addressed in Wellness Recovery
Action (WRAP) plans or other types of advance directives, choice of visitors, choice of goals and objectives
for both the inpatient care plan and discharge plan. Involuntary detention is not the ideal situation for the
exercise of SDM, but that is no reason to reject SDM entirely in these situations

The Institute of Medicine Perspective

In a report by the Institute of Medicine (2006) The ways in which individuals perceive coercion vary and are
influenced by the nature of the coercive process and the extent to which patients perceive those who are
coercive as acting out of concern for them; treating them fairly, with respect, and without deception; giving
them a chance to tell their side of the story and considering what they have to say about treatment
decisions (Morley, Finney, Monahan, & Floyd, 1996). In all circumstances, then, but especially when
negative pressures are being used, patients need to be afforded as much process as possible. Further,
individuals who are coerced into treatment should still be involved in decision making about the types of
treatment to be used for their illness and in the choice of provider. (p. 112).
The Institute of Medicine recommends providing decision support to all individuals, regardless of legal or
commitment status, by
• providing people with information (i.e., DAs);
• avoiding undermining their decision-making abilities;
• appreciating the changing nature of consumer decision-making preferences;
• use of peer support services, especially for those individuals with impaired cognition or diminished selfefficacy; and
• use of advance directives.

Advantages and Disadvantages of SDM
In practice, Shared Decision Making(SDM) is regarded as having an array of advantages in in clinical
practices as well as some disadvantages. While several researchers have identified advantages of SDM,
some disadvantages have also emerged. Schauer et al. (2007, p. 57) provide a succinct synopsis in the
matrix below. Although there is limited research on SDM in mental healthcare, evidence does exist
indicating the components of SDM result in positive outcomes for healthcare consumers in general.
Schauer et al. (2007) summarized the evidence of the value of SDM in general healthcare.
• The use of client-centered communication reduces consumer stress and improves functional status.
• Consumers who report fully expressing themselves and receiving all the information they requested
had better functional outcomes than those who did not.
• The provider’s ability to “display concern, warmth, and interest” was the most powerful predictor of
consumer satisfaction (Adams and Drake 2006, p. 94).
• “Clients who believe they are actively involved in treatment decisions generally have better outcomes,
whereas having a low sense of control over decisions is associated with less behavioral involvement in
care, poorer self-rated health, and increased illness burden” (Adams and Drake 2006, p. 94).
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• The use of DAs appears to increase the utilization of underused services and decrease the utilization of
overused services (O’Connor et al. 2007).
Advantages

• The use of these skills results in improved health statuses and
decreased anxiety on the part of consumers (van Dam et al.
2003).
• Practitioners can best obtain relevant information on illnesses and
intervention (Charles and Demaio 1993).
• Clients can best make decisions because of the unique values
they place on the outcomes and the necessary tradeoffs based on
preferences and needs (Charles and Demaio 1993).
• SDM is a self-evident right because each person should determine
what happens to his or her body (Nelson, Lord, and Ochocka
2001).
• Surveys demonstrate near universal client desire to receive
healthcare information and to participate in decision making
pertaining to treatment (Benbassat, Pilpel, and Tidhar 1998).
• SDM leads to improvements in the provider–client relationship and
health outcomes, such as treatment adherence, treatment
satisfaction, and biomedical outcomes (Stewart 1995).
• An SDM orientation can effectively promote consumer
engagement in and responsibility for his or her care. They may
generalize to other facets in an individual’s recovery plan (Schauer
et al. 2007).
• An interaction of mutual respect is fostered and modeled. This can
be a confidence builder for consumers (Schauer et al. 2007).
• SDM can empower individuals (Schauer et al. 2007).

Disadvantages

• The plethora of choices can be overwhelming
to those who have difficulty with decisions;
this can result in a sense of lost opportunities
(Kahneman and Tversky 1979).
• Clients may experience regret or may reject
options to spare themselves the possibility of
regret (Loomes and Sugden 1982).
• There can be difficulty in valuing options
because clients cannot foresee how they will
adapt to illness (Jansen et al. 2001).
• The anticipation of choice and control may
lead to disappointment when expectations
meet clinical realities (Adams and Drake
2006).
• Consumers may be concerned about making
a physician or provider angry if they do not
choose the recommended course of
treatment (Schauer et al. 2007).
• Consumers who expect that professionals
will tell them what to do may become
frustrated with the latitude in choosing a
course of treatment (Schauer et al. 2007).

Despite their general endorsement of SDM, many healthcare providers also report concerns about its use
(Ford, Schofield, and Hope 2002). In addition to misperceptions about the competence of mental health
consumers to make treatment decisions, physicians and nurses expressed concerns about a number of
facets:
• The competence of consumers to make treatment decisions
• Limited research evidence regarding SDM, due in part to the lack of a standardized, codified SDM
model
• Their own lack of skills in risk communication
• Consumers’ reluctance to take decision-making responsibilities
• Consumers’ abilities to cope with the stress of decision making at a time of crisis
• Consumers’ choosing treatment options based on expense or ease of use rather than relevance to
their unique circumstances
• Lack of technical support such as DAs for SDM or consumer-friendly interactive computer decisionmaking aids
• Limited time available for consultations with consumers
• Undermining the doctor–patient relationship
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SDM Outcomes

COMPETENCIES FOR SHARED DECISION MAKING (SDM)
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Although SDM is an emerging model
developed for use in general healthcare
services, it has broad application throughout
public behavioral health services as well as
relevance for some aspects of involuntary
detention.
The coercive nature of an involuntary hold is
likely to inhibit the client’s participation when
offered an SDM process, and its use in
immediate emergency situations is unlikely,
but many aspects of even an involuntary
detention lend themselves to meaningful
choices, such as the choice of daily
treatments and activities, medications,
visitors, and goals and objectives for both the inpatient care plan and discharge plan. Involuntary detention
is not the ideal situation for the exercise of SDM, but that is no reason to reject SDM entirely.
Even those aspects of an involuntary detainment that are not appropriate for immediate SDM can be
informed by the client’s use of advance directives. Clients on involuntary holds who have been empowered
to develop advance directives, such as those presented in a WRAP plan and those clients who have had
outpatient practice participating in SDM, are most likely to benefit from this recovery and growth opportunity
during involuntary detentions.
Although Shared Decision Making (SDM) developed within general healthcare services, its fundamental
values are consistent with the Recovery Model. Clearly negotiated SDM between behavioral health service
providers and clients is consistent with numerous recovery principles:
•
•
•
•
•
•

Self-direction
Self-responsibility
Collaboration
Individualized care
Person-centered care
Empowerment

Practitioner Competencies
Research has demonstrated that skills critical to SDM can be taught to and learned by healthcare
providers, including doctors, nurses, and pharmacists (Edwards et al. 2004; Fellowes, Wilkinson, and
Moore 2003; Lewin et al. 2001; Stevenson et al. 2004). These skills include the following:
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•
•
•
•

Agenda setting
Reflective listening
Presenting the advantages and disadvantages of various treatment options
Collaborative decision making

Other SDM-related skills, described in SAMHSA’s (2011) guide to SDM, include these:
•
•
•
•
•
•
•
•
•
•
•

Compassionate and empathic understanding of a client’s experienced goals
Interviewing skills (e.g., varied use of open-ended and closed-ended questions)
Reflective listening
Prioritizing
Non-persuasive information sharing (i.e., informative, not persuasive)
Recognizing and avoiding leading questions
Seeking permission before presenting an opinion
Explicitly distinguishing opinions from facts
Acknowledging conflicts of interest when offering opinions or advice
Brainstorming a variety of ideas
Negotiating differences

Other practitioner competencies essential to safe and effective use of SDM depend on the practitioner’s
knowledge and skill. The following skills are rarely mentioned in the literature on SDM competencies,
perhaps because they are assumed:
• General ability to distinguish opinion from fact
• Knowledge of the distinction between opinion and fact regarding the issues most commonly arising for
SDM in inpatient settings
• Knowledge of intervention options, especially pertaining to risk management in the inpatient setting
• Knowledge of the relative risks and benefits of intervention options
• Skill in assessing imminent risks
• Skill in assessing capacity to consent
• Skill in partializing and prioritizing problems and solutions
• Knowledge of legal liabilities and duties to clients in one’s care
• Knowledge of the function of inpatient hospitalization
• Knowledge of the inpatient hospitalization role in a system of care
Consumer Competencies
Because SDM is a shared process, its successful implementation depends on the skills of both parties
involved. Consumers may need to develop specific skills, including learning how to explain themselves
within the time constraints of a consultation and how to organize and prioritize their concerns and thoughts
and communication them clearly (Holmes-Rovner et al. 2007).
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The SAMHSA (2011) publication” Shared Decision Making in Mental Health Care: Practice, Research and
Future Directions" cites the importance and value of developing consumer competencies for effective
participation in SDM.
Interventions that teach communication skills to consumers have also been tested. Results show
that people taught to ask questions (with and without prompt sheets) and to share in
decisions, show improved knowledge and recall of what was said during the visit, usually
with no increase in time spent in the encounter
Individuals are more likely to effectively participate in SDM when equipped with knowledge of one’s rights
and responsibilities for the shared decision-making process.
Relevance to Involuntary Detainment: An important factor
Individuals receiving behavioral health services are able to develop knowledge and skills for shared
decision-making process if empowered and supported to do so in the course of outpatient
services and participation in self-help support networks prior to involuntary detentions. In the
absence of that, these would be difficult knowledge and skills for a client to develop during a brief
involuntary detention.
Relevance to Involuntary Detainment: An important factor
Individuals receiving behavioral health services are able to develop knowledge and skills for shared
decision making process if empowered and supported to do so in the course of outpatient
services and participation in self-help support networks prior to involuntary detentions. In the
absence of that, these would be difficult knowledge and skills for a client to develop during a brief
involuntary detention.
For more information about both practitioner and consumer knowledge and skills related to SDM,
see SAMHSA’s booklet entitled “Supporting Choice:
Helping Others Make Important Decisions”.

http://media.samhsa.gov/consumersurvivor/sdm/Workbooks/SDM_Workbooks/Helper%20Workbook_508.pdf
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Competencies for Significant Others
When the consumer requests the participation of family, friends, or any significant other in an SDM
process, all competencies relevant for staff will enhance a significant other’s participation in the process. A
significant other’s involvement in the process should be primarily determined by the consumer’s decision to
engage that individual and should not be based on an evaluation of that individual’s competencies.
Competencies for SDM Are Especially Relevant to the Following CAG Guidelines
Note that these guidelines have been selected for relevance to this issue; they are not necessarily
consecutively numbered.
2. Engagement
2.01
2.02
2.03
2.08
2.10

Exercise clear and effective communication skills.
Validate the individual’s perspective of the situation.
Create nonjudgmental, supportive environments.
Include family members and significant others identified by the client,
Practice a recovery orientation.

3. Initial Clinical Assessment
Initial Clinical Assessment Process by Behavioral Health Staff
3.03 Draw out the individual’s own experience of the situation (through inquiry, not accusation).
5 Ongoing Assessment
Ongoing Assessment Process
5.01 Use a team or collaborative process.
5.01 (a) Use an assessment team that includes friends and family members as requested by the
client; inclusion of family members can provide significant information about individual
history, daily routines, and so on that could influence the assessment and intervention
plan.
5.01 (b) The client should be made aware of the option of including family members and significant
others in the assessment process and the potential benefits of doing so.
5.01 (c) The client’s decisions about engaging others should be respected.
5.01 (e) Draw out the individual’s own experience of the situation (through inquiry, not accusation).
5.01 (f) Use motivational interviewing principles as relevant.
5.01 (g) Facilitate the client’s communication with individuals and resources with whom the client
chooses to communicate to obtain information about his or her history, status, and postdischarge options.
5.01 (h) Facilitate the client’s communication with those individuals and resources to whom the
client chooses to invite as participants in the discharge planning process.
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5. Ongoing Assessment
Ongoing Assessment Content
5.03 To inform discharge planning, the ongoing assessment should include content that informs
5.03 (a) decisions regarding restoration of role functioning and/or introduction to new roles;
5.03 (b) the individual’s stage of change so that discharge plan goals and objectives can be linked
to the individual’s stage of change; and
5.03 (c) a determination of the kinds of goals and objectives that would be realistic, achievable,
meaningful to the individual, and either initiated by the individual or acceptable to the
individual.
5.08 Address issues relevant to the client’s ethnic, social class, religious, gender, preferred language,
sexual orientation, generational, or other cultural considerations.
5.10 Identify those individuals and resources that the individual chooses to communicate with during
his or her detainment.
5.11 Identify those individuals and resources whom the individual chooses to participate in the
discharge planning process.
7. Treatment (Decision Making and Intervention)
7.01 Treatment assessment:
7.01 (a) Recommendations made to the individual during the hold
7.01 (b) Individual’s response to recommendations
7.01 (d) Therapeutic interventions provided to the individual during the hold
7.01 (d) Individual’s response to therapeutic interventions
7.01 (e) Contacts with significant others during the hold
7.01 (f) Individual’s response to contacts with significant others
7.01 (g) Evaluation of the individual’s potential and willingness to engage in outpatient care and
supports (self-direction)
7.01 (i) Client communication with potential outpatient follow-up service providers
8. Discharge Planning
8.03 Exercise clear and effective communication skills.
8.04 Validate the individual’s perspective of the situation.
8.05 Include family members and significant others as identified by the client.
8.07 Express a recovery orientation, therefore discharge plans must
8.07 (a) be person-centered;
8.07 (b) reflect client’s self-direction and build self-responsibility;
8.07 (c) empower the client with information and linkage to supportive resources;
8.07 (d) be strengths-based;
8.07 (e) be respectful; and
8.07 (f) be culturally relevant (i.e., considers ethnicity, religion, social class, gender, sexual
orientation, and other cultures that are meaningful to the client).
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9. Care Coordination
9.02 Confirm that the individual remains committed to the decisions about use of chosen follow-up
resources and remains willing to follow through.
10. Discharge
10.02 Assess with the individual progress that was accomplished during the hold.
10.03 Convey a realistic sense of the individual’s positive course of resolution that can be projected
into the future and assess the individual’s awareness of these positive developments.
10.04 Assess with the individual how the present experience of stabilizing and resolving the crisis
state may be helpful in coping with future crises.
12. Pre-detainment Assessment Pre-detainment Assessment Process
12.01 Whenever this information can be gathered during pre-detainment service contacts within a
service system, those issues involving decisions (e.g., identifying client preferences) will be
made using a process of SDM in which
12.01 (a) service provider and client communicate using the best available evidence;
12.01 (b) clients are supported to deliberate about the possible attributes and consequences
of options; and
12.01 (c) informed preferences are determined based on a choice of the best action that respects
client autonomy to the extent this is desired, ethical, and legal.
12.02 Clients should be made aware of the option of including family members and
significant others in the assessment process and the potential benefits of doing so.
12.02 (a) Those clients who have considered and made decisions about including family and
significant others during the outpatient service assessment process will be best able to
formulate such decisions during their detainment-based assessments.
12.03 Conduct the Pre-detainment Assessment in a way that strengthens the client’s
decision-making capacity.
12.04 Use an SDM process. A systematic approach to decision making is a skill. Most people need
to practice systematic approaches to decision making, just as we need to practice any skill.
The client who has had repeated opportunities to do so during a course of outpatient services
will be best empowered to do so when presented with an SDM approach during an involuntary
hold. To support the development of decision-making skills, staff should implement the
following guidelines during Pre-detainment assessments.
12.04 (a) If the client brings up a cluster of issues, see if it helps to partialize and prioritize these.
12.04 (b) The client’s subjective experience and response to each issue should be identified and
clarified.
12.04 (c) Weigh alternative options by “trying them out” hypothetically in discussion. For example,
ask, “What do you like best about . . .? What do you like least about it?”
12.04 (d) Ask the client for his or her preferences, but don’t limit choices to only one primary
preference unless the client chooses to do so.
12.04 (e) Help the client identify the steps that were taken in identifying preferences.
12.05 Make pre-detainment assessment findings accessible during detainment. Whenever
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information can be gathered during pre-detainment service contacts within a service system,
the information should
12.05 (e) be accessible to the client by using language the client can understand and is likely to
recognize.
12.06 Identify the individual’s preferences regarding the following aspects:
12.06 (a) Language for communicating about strengths, symptoms, problems, and service
preferences
12.06 (b) Family members from whom the client does or does not want to receive support
12.06 (c) Friends, peers, staff, agencies and others from whom the client does or does not want to
receive support
12.06 (d) Clinical intervention strategies, intervention techniques, medications, and style of
relationship with behavioral health service providers
12.07. Identify the individual’s conceptions of the following:
12.07 (a) His or her problems
12.07 (b) Possible solutions to problems
12.07 (c) Barriers to achieving solutions
12.07 (d) His or her strengths
12.07 (e) The causes of his or her problems
12.07 (f) How significant others view his or her problems
12.07 (g) The types of resources that he or she sees as supportive
12.07 (h) The factors that he or she views as stressful
12.07 (i) The communities with which he or she identifies
12.07 (j) The communities in which he or she prefers to participate
12.07 (k) Aspects of life that support solutions to his or her problems
12.07 (l) Aspects of life that exacerbate his or her problems
12.07 (m) Treatments, advice, help, or healing efforts that have been sought out in the past
12.07 (n) The value of treatments, advice, help, or healing efforts that have been sought out in the
past
12.07 (o) What he or she has done in the past to deal with the problem that was effective
12.07 (p) What he or she has done in the past to deal with the problem that was ineffective or made
the problem worse
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WELLNESS RECOVERY ACTION PLANNING (WRAP)
Outpatient services have a major role to play in preparing clients for effective engagement in
inpatient services that might eventually be needed. Effective engagement of individuals during
involuntary detention can be enhanced whenever the individual (a) has a preexisting Wellness Recovery
Action Plan and (b) inpatient staff review the individual’s plan in collaboration with the individual.
A WRAP is a system for monitoring, reducing, and eliminating uncomfortable, distressing, or dangerous
symptoms and emotions. Developed by Mary Ellen Copeland and first published in 1997, WRAP planning
has gained nationwide attention and support for its well-structured and practical approach to implementing
recovery oriented behavioral healthcare. The book Wellness Recovery Action Plan and other WRAP
implementation materials have been translated into many languages, including Chinese, French, Japanese,
Polish, and Spanish. International trainings and presentations have been adapted to accommodate unique
cultural perspectives on mental health, language differences, and cultural norms worldwide.
WRAP planning is based on five “foundations of recovery” that are similar to those of the SAMHSA and
Ragins Recovery Models:
•
•
•
•
•

Hope
Education
Personal responsibility
Support
Self-advocacy

WRAP planning has been listed on SAMHSA’s National Registry of Evidence Based Programs and
Practices at https://nrepp.samhsa.gov/ProgramProfile.aspx?id=1231 .
The SAMHSA Website reports findings indicating that WRAP participants had a significantly greater
reduction in the severity and number of symptoms across time (from baseline to posttest to six-month
follow-up) relative to control group
participants, as indicated by scores measuring
interpersonal sensitivity, depression, anxiety,
phobic anxiety, and paranoid ideation (Cook et
al. 2009).
WRAP plans are intended to be developed
prior to involuntary detentions, not during an
involuntary detention. SAMHSA reports no
evidence of WRAP efficacy in involuntary
detention situations. The value of WRAP
planning is in anticipating possible future
involuntary detentions.
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WRAP PLAN STRUCTURE
A WRAP plan has five components:
•
•
•
•
•

Daily Maintenance
Triggers
Early Warning Signs
When Things Are Breaking Down
Crisis Planning

Daily Maintenance develops a clear image of an individual’s personal qualities that define wellness for that
individual. It includes a list of daily activities that must been done to maintain a sense of wellness.
In Triggers, the individual identifies events that trigger the onset or exacerbation of symptoms involving
distress or impairments in functioning as well as actions that have proven effective in responding to those
triggers.
Early Warning Signs identifies subtle changes in a person’s experience, cognition, and emotion as well as
specific actions that effectively respond to those experiences by averting imminent exacerbations.
When Things Are Breaking Down lists signs and symptoms that indicate a need for immediate action to
prevent an imminent crisis. The action plans in this section are particularly detailed.
Crisis Planning is the portion of a WRAP plan that anticipates times such as involuntary detention when the
person may not be able to take care of himself or herself but will rely on others for safety. It is essentially an
advance directive designed to inform support persons of the following:
•
•
•
•
•
•
•

List of crisis symptoms
Names of supporters, their contact information, and their roles in care
Medications that are preferred and those that are to be avoided
Preferred forms of treatment
Home or community and respite care
Preferred treatment facilities
Indicators of when to deactivate the crisis plan

WRAP plans are relevant to most Recovery Model principles, especially the following:
•
•
•
•

Hope
Self-responsibility—this conveys confidence that the client has strengths to improve his or her
quality of life without having to be completely dependent on others
Self-determination
Empowerment—this occurs as the individual is provided with the information, knowledge, and skills
to make choices that enhance personal efficacy

LPS Clinical Assessment Guidelines: Module 2 – Core Competencies

64

•
•
•
•
•

Recovery is possible for every person with a serious, persistent mental illness
Informed choices—essential for empowerment
Peer support, which provides esteem-building opportunities to support others as well as receive
support from others
Recovery that is supported by peers and allies
Reduced dependence on professional

An effective WRAP plan reduces the likelihood of needing involuntary detention because it provides
effective ways of managing potentially serious symptoms in their earlier stages of emergence. In situations
where involuntary detention is necessary, a preexisting WRAP plan serves to inform both client and
emergency services staff of the individual’s informed choices regarding medications, desired visitors, and
other important preferences.
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WRAP PLAN COMPETENCIES
Staff Competencies
The competencies needed for effective WRAP planning include those listed elsewhere in this toolkit for
Shared Decision Making and Motivational Interviewing. In addition, WRAP plan competencies include
the following:
• Knowledge of WRAP plan structure
• Knowledge of WRAP plan concepts (e.g., daily maintenance, triggers, early warning signs, when things
are breaking down, crisis planning)
Consumer Competencies
Involuntarily detained individuals who have a preexisting WRAP plan will have already become
familiar with many of the assessment and planning issues that are likely to be presented to them
during an involuntary detention.
A client with a WRAP plan will have already learned about and documented important information
regarding
• triggers to symptoms or problems of concern to the individual,
• early warning signs indicating things are breaking down, and
• signs of crisis.
When an involuntarily detained individual is already familiar with issues such as these, he or she will be
better able to understand
• the reason for the involuntary hold,
• events that have led up to the involuntary hold,
• coping abilities for dealing with the immediate crisis, and
• the relevance of family and other support networks for dealing with the immediate crisis.
Identifying Relevant Strengths, Resources, and Methods for Dealing with the Crisis
A client with a WRAP plan will have already explored and documented important information regarding
• general purposes of a WRAP plan and
• ways in which a WRAP plan can help the individual to meet personal goals
The individual will have done the following:
• Obtained a three-ring binder, set of five dividers, and package of three-ring filler paper for use in
working on his or her WRAP plan
• Defined a Wellness Toolbox and developed a list of coping techniques previously effective in reducing
his or her symptoms
• Defined a Daily Maintenance Plan
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•
•
•
•
•
•
•
•
•
•

Developed a list of coping techniques previously effective in staying well
Identified a set of actions to take when confronted by a trigger
Identified actions to take when early warning signs are experienced
Identified actions to take when things are breaking down
Defined the purposes of a crisis plan
Identified qualities of those they could potentially rely on in a crisis
Created a list of potential supporters (including phone numbers)
Specified what he or she would like from each potential supporter
Identified how possible disputes among supporters should be handled
Listed preferred medications as well as medications that the individual wants to avoid, including a list of
reasons, if medications become necessary in a crisis

Practice Acting on Strengths, Resources, and Methods
The client with a completed WRAP plan will have already taken action in anticipation of a possible crisis
and identified coping strengths and resources that have proven effective in similar crises. The client will
have already taken action prior to involuntary detention such as the following:
• Presented his or her WRAP plan to each potential supporter, therapist, psychiatrist, and other support
persons
• Reviewed his or her Daily Maintenance Plan daily
• Reviewed the WRAP plan on a regular basis
• Spoken with potential supporters to confirm their availability
• Taken listed actions when confronted by triggers, early warning signs, and signs that things are
breaking down
• Sought social support regarding symptoms or problems
The involuntarily detained individual who is already familiar with these concepts and actions will be in a
relatively good position to use this information during the involuntary hold. The individual will also be able to
• address these issues with inpatient staff,
• suggest these issues to staff for reference in the inpatient treatment plan, and
• address these when developing a discharge
Competencies for WRAP Planning CAG Guidelines
The CAG guidelines call on emergency and inpatient staff to address issues such as these, yet the
richness and complexity of these issues cannot be fully developed during the crisis and short duration of
most involuntary holds.
The availability of a preexisting WRAP can enhance the opportunity to meet the following CAG guidelines
during involuntary detention.
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Note that these guidelines have been selected for relevance to this issue; they are not necessarily
consecutively numbered guidelines.
Engagement
2.02 Validate the individual’s perspective of the situation.
2.06 Address client concerns about personal effects (e.g., cars, bikes, pets, personal belongings,
home).
2.07 Develop and implement an action plan to secure personal effects.
2.08 Include family members and significant others as identified by the client
2.10 Practice a recovery orientation.
Initial Clinical Assessment
Initial Clinical Assessment Process by Behavioral Health Staff
3.02 Access behavioral health records to the extent possible.
3.04 Conduct a systematic review of interventions that have previously benefitted the detained
individual.
Initial Clinical Assessment Content
3.07 Include information about history of care.
3.08 Identify alternatives to the hold, such as community and family supports and reasons for using or
not using these alternatives.
3.09 Identify the individual’s needs pertaining to securing personal property, pets, cars, other family
members (e.g., children), safety, and medical and physical needs.
3.10 Identify strengths (e.g., problem-solving capacities, capacity to engage others, interests and
motivations, awareness of strengths and limitations, symptom management abilities).
3.11 Include information about involvement with support systems (e.g., family, friends, agencies).
3.13 Address any ongoing assessment content that is logistically feasible within time constraints and
the client’s ability to communicate such information.
Ongoing Assessment
Ongoing Assessment Process
5.01 Use a team or collaborative process.
5.01 (d) Access behavioral health records, including a review of the client’s own crisis-related
perspectives and preferences as expressed in documented pre-detainment assessments.
5.01 (e) Draw out the individual’s own experience of the situation (through inquiry, not accusation).
5.01 (h) Facilitate the client’s communication with individuals and resources the client chooses to
invite as participants in the discharge planning process.
Ongoing Assessment Content
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5.03 To inform discharge planning the ongoing assessment should include content which informs
the following:
5.03 (a) Decisions regarding restoration of role functioning and/or introduction to new roles
5.03 (c) A determination of the kinds of goals and objectives that would be realistic, achievable,
meaningful to the individual, and either initiated by the individual or acceptable to the
individual
5.05 Identify the individual’s needs pertaining to securing personal property, pets, cars, other family
members (e.g., children), safety, and medical and physical needs.
5.06 Identify strengths (e.g., problem-solving capacities, capacity to engage others, interests and
motivations, awareness of strengths and limitations, symptom management abilities).
5.07 Include information about client’s involvement with support systems (e.g., family, friends,
agencies).
5.10 Identify those individuals and resources that the individual chooses to communicate with during
the detainment.
5.11 Identify those individuals and resources whom the individual chooses to participate in the
discharge planning process.
Formulation/Narrative
6.01 The formulation should clearly convey
6.01 (a) that the documented diagnosis(es) is/are valid;
6.01 (b) which problems are primarily caused by symptoms of the diagnosed mental disorder;
6.01 (c) which problems are primarily caused by factors other than symptoms of the diagnosed
mental disorder;
6.01 (d) which strengths are relevant to solving each major problem; and
6.01 (e) which resources are available for solving each major problem.

Treatment (Decision Making and Intervention)
7.01 The assessment of treatment includes the following:
7.01 (g) Evaluation of the individual’s potential and willingness to engage in outpatient care and
supports
7.01 (j) Access to centralized information within a system of care, fully implementing the portability
purpose of HIPAA while remaining within HIPPA’s confidentiality and security provisions
Discharge Planning
8.02 Base discharge decisions on a documented, systematic review of interventions that have
previously benefitted the detained individual.
8.04 Validate the individual’s perspective of the situation.
8.05 Include family members and significant others as identified by the client
8.06 Focus the discharge process on post-discharge follow through.
8.07 Express a recovery orientation; discharge plans must
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8.07 (b) reflect client’s self-direction and build self-responsibility and
8.07 (e) be respectful.
Care Coordination
9.01 Confirm that the planned follow-up resources are in place and ready to engage with the
individual.
9.02 Confirm that the individual remains committed to the decisions about use of chosen follow-up
resources and remains willing to follow through.
Discharge
10.03 Convey a realistic sense of the individual’s positive course of resolution that can be projected
into the future and assess the individual’s awareness of these positive developments.
10.04 Assess with the individual how the present experience of stabilizing and resolving the crisis
state may help in coping with future crises.
Supports for Wellness and Recovery
11.01 A post-crisis management team should be provided for this phase of support.
11.01 (a) The post-crisis management team should function as a wraparound type of warm handoff
to community services and linkage for family supports.
11.01 (b) The post-crisis management team should follow up with individuals after discharge to
ensure that they connect with outpatient services.
11.01 (c) Engage peer support organizations to participate on the team as aftercare and resource
educators, liaisons, and aftercare case managers.

Pre-detainment Assessment
Pre-detainment Assessment Process
Clearly, a mentally ill individual will be much better able to receive, consider, communicate, deliberate
about options, and arrive at informed preferences over the course of many months of outpatient services
while stable in contrast to the hectic turmoil of a 5150 crisis. Of course, the individual being involuntarily
held still has the right to make and change decisions at that time, but effective planning in anticipation of
a possible 5150 hold provides the client in crisis with the benefit of reflecting on his or her own
previously expressed decisions
12.01 Whenever this information can be gathered during pre-detainment service contacts within a
service system, those issues involving decisions (e.g., identifying client preferences) will be
made, using an SDM process in which
12.01 (b) clients are supported to deliberate about the possible attributes and consequences
of options and
12.01 (c) informed preferences are determined based on a choice of the best action that respects
client autonomy to the extent this is desired, ethical, and legal.
12.02 Clients should be made aware of the option of including family members and
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significant others in the assessment process and the potential benefits of doing so.
12.02 (a) Those clients who have considered and made decisions about including family and
significant others during the outpatient service assessment process will be best able to
formulate such decisions during their detainment-based assessments.
12.03 Conduct the pre-detainment assessment in a way that strengthens the client’s decisionmaking capacity.
12.04 Use an SDM process. A systematic approach to decision making is a skill. Most people need
to practice systematic approaches to decision making, just as we need to practice any skill.
The client who has had repeated opportunities to do so during outpatient services will be best
empowered to do so when presented with an SDM approach during an involuntary hold. To
support the development of decision-making skills, staff should implement the following
guidelines during pre-detainment assessments.
12.04 (a) If the client brings up a cluster of issues, see if it helps to partialize and prioritize these.
12.04 (b) The client’s subjective experience and response to each issue should be identified and
clarified.
12.04 (c) Weigh alternative options by trying them out hypothetically in discussion. For example,
ask, “What do you like best about . . .? What do you like least about it?”
12.04 (d) Offer the client choices, but don’t limit choices to only one primary preference unless the
client chooses to do so.
12.04 (e) Help the client identify the steps that were taken in identifying preferences.
Pre-detainment Assessment Content
12.06 Identify the individual’s preferences regarding the following aspects:
12.06 (a) Language for communicating about strengths, symptoms, problems, and service
preferences.
12.06 (b) Family members from whom the client does or does not want to receive support.
12.06 (c) Friends, peers, staff, agencies and others from whom the client does or does not want to
receive support
12.06 (d) Clinical intervention strategies, intervention techniques, medications, and style of
relationship with behavioral health service providers.
12.07. Identify the individual’s conceptions of the following:
12.07 (a) His or her problems
12.07 (b) Possible solutions to problems
12.07 (c) Barriers to achieving solutions
12.07 (d) His or her strengths
12.07 (e) The causes of his or her problems
12.07 (f) How significant others view his or her problems
12.07 (g) The types of resources that he or she sees as supportive
12.07 (h) The types of entities that he or she sees as stressful
12.07 (i) The communities with which he or she identifies
12.07 (j) The communities in which he or she prefers to participate
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12.07 (k) Aspects of life that support solutions to his/her problems
12.07 (l) Aspects of life that exacerbate his or her problems
12.07 (m) Treatments, advice, help or healing efforts that have been sought out in the past
12.07 (n) The value of treatments, advice, help or healing efforts that the individual has
sought out in the past
12.07 (o) What he or she has done in the past to deal with the problem that was effective
12.07 (p) What he or she has done in the past to deal with the problem that was ineffective or made the
problem worse.
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Trauma Informed Care

Trauma-Informed Care is not a specific method or specified set of procedures. It is a general approach to
behavioral healthcare services that pays attention to a person’s history of traumatic experience, its effects
on the individual (especially substance abuse, eating disorders, depression, and anxiety), and ways to
facilitating healing and avoiding retraumatizing. In the absence of a specific method, it is not possible to
study the efficacy of trauma-informed care per se.
Elliot et al. (2005) recommend a set of ten basic principles for trauma-informed services that are
empowerment oriented. Note how closely these principles match CAG guidelines recommended by the
CIBHS Expert Panels.
(a) Recognize the impact of violence and victimization on development and coping strategies
(b) Identify recovery from trauma as a primary goal
(c) Employ an empowerment model
(d) Strive to maximize an individual’s choices and control over recovery
(e) Base services on a relational collaboration
(f) Create an atmosphere that is respectful of survivors’ need for safety, respect, and acceptance
(g) Emphasize strengths, highlighting adaptations over symptoms and resilience over pathology
(h) Minimize the possibilities of re-traumatization
(i) Be culturally competent and understand each individual in the context of life experiences, including
cultural background
(j) Solicit consumer input and involve consumers in designing and evaluating services
SAMHSA considers a program, organization or system to be “trauma informed” if it meets four criteria:
1. Realizes the widespread impact of trauma and understands potential paths for recovery
2. Recognizes the signs and symptoms of trauma in clients, families, staff, and others involved with the
system
3. Responds by fully integrating knowledge about trauma into policies, procedures, and practices
4. Seeks to actively resist re-traumatization
A trauma-informed approach can be implemented in any type of service setting or organization, including a
psychiatric emergency or inpatient service, and is distinct from trauma-specific interventions or treatments
that are designed specifically to address and resolve the consequences of trauma and facilitate healing.
SAMHSA’s PRINCIPLES OF A TRAUMA-INFORMED APPROACH
Acknowledging that it is not a specific method or set of procedures, SAMHSA offers six key principles that
define a trauma-informed approach.
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These principles are intended to apply across various types of service settings:
• Safety
• Trustworthiness and transparency
• Peer support
• Collaboration and mutuality
• Empowerment, voice, and choice
• Cultural, historical, and gender issues
Essentially, SAMHSA recognizes that trauma is one of the things that a person in recovery seeks to
recover from. It lists the following as known “trauma specific interventions.” For more information about
SAMHSA’s approach to trauma-informed care, see http://www.samhsa.gov/nctic/trauma-interventions
The SAMHSA National Registry of Evidence Based Programs and Practices does not list any adultoriented trauma-specific intervention methods. However, the general SAMHSA Web site lists a set of
intervention methods that are considered to meet its criteria for trauma specific interventions
(http://www.samhsa.gov/nctic/trauma-interventions#). This list includes trainer contact information.
TRAINING RESOURCES FOR TRAUMA-INFORMED CARE
While many of the programs on this list are designed specifically for consumers, those oriented to training
staff who serve trauma survivors, as well as those specifically designed for inpatient settings, are described here.
Risking Connection®
This is a trauma-informed model, also developed by the Sidran Institute, aimed at behavioral health
and public health staff at various levels of education and training. There are several audience-specific
adaptations of the model, including clergy, domestic violence advocates, and agencies serving
children. Risking Connection teaches a relational approach that emphasizes empowerment,
connection, and collaboration. The model addresses issues like understanding how trauma hurts, using
the relationship and connection as a treatment tool, maintain a trauma framework when responding to
crises such as self-injury and suicidal depression, working with dissociation and self-awareness, and
transforming vicarious traumatization. Special attention is given to self-care for service providers.
For more information, visit http://www.riskingconnection.com; or contact Barbara Levin at (410)8258888 x206, or e-mail her at training@sidran.org.
Seeking Safety
Seeking Safety is designed as a therapeutic approach for trauma, post-traumatic stress disorder
(PTSD), and substance abuse. The developer asserts that this model works for individuals or with
groups and with men, women, or mixed-gender groups; and it can be used in a variety of settings, such
as outpatient, inpatient, and residential.
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The over-arching goal of Seeking Safety is safety. Seeking Safety provides on-site training sessions
and telephone consultation.
For more information, visit http://www.treatment-innovations.org/seeking-safety.html; or contact Lisa
Najavits at (617) 731-1501 or info@seekingsafety.org.
Trauma Affect Regulation: Guide for Education and Therapy (TARGET)
TARGET is a model designed for use by organizations and professionals. The developer considers
TARGET to be relevant to all disciplines and all levels of care for adults and children. The developer
describes TARGET as an educational and therapeutic approach for the prevention and treatment of
complex PTSD, providing practical skills that can be used by trauma survivors and family members to
deescalate and regulate extreme emotions, manage intrusive trauma memories experienced in daily
life, and restore the capacity for information processing and memory. The University of Connecticut’s
Research and Development Corporation is planning to provide training and consultation in the
TARGET model.
For more information, visit http://www.ptsdfreedom.org/ or contact Julian Ford, Ph.D. or Judith Ford,
M.A. at (860) 679-8778 or (860) 679-2360. You can also e-mail them at ford@psychiatry.uchc.edu.
Other trauma-informed interventions listed at the SAMHSA Web site include the following:
• Addiction and Trauma Recovery Integration Model (ATRIUM)
• Essence of Being Real
• Sanctuary Model® (child residential treatment oriented)
• Trauma, Addiction, Mental Health, and Recovery (TAMAR)
• Trauma Recovery and Empowerment Model (TREM and M-TREM)
The beneficial effects of implementing recommendations such as those described in this toolkit have been
documented in an emerging body of research on the effects of trauma-informed care. Here are a few,
derived from the extensive review of the literature by Kristen Muche (2013):
• Women who reported feeling greater control over their recovery process in response to traumainformed care experienced decreased symptoms of PTSD (Najdowski and Ullman 2009).
• Adolescents in psychiatric inpatient services experienced a decrease in the use of restraints and
seclusion in response to trauma-informed care (Azeem et al. 2011).
• Individuals’ receiving support from individuals or agencies after disclosing sexual assaults predicted a
significantly lower likelihood of acute suicidal ideation (Ullman and Najdowski 2009).
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COMPETENCIES FOR IMPLEMENTING TRAUMA-INFORMED CARE
SAMHSA emphasizes the relationship between recovery and resilience for those individuals and families
impacted by trauma. The SAMHSA Recovery Model (see Toolkit 1), a trauma-informed approach, states
the following:
Recovery is supported by addressing trauma: The experience of trauma (such as physical or
sexual abuse, domestic violence, war, disaster, and others) is often a precursor to or associated
with alcohol and drug use, mental health problems, and related issues. Services and supports
should be trauma informed to foster safety (physical and emotional) and trust, as well as promote
choice, empowerment, and collaboration.
SAMHSA’s principles for trauma-informed care mirror its principles for the broader Recovery Model in that
both emphasize an individual’s needs
•
•
•
•

to be respected,
to be informed,
for hope, and
for empowerment through collaboration with a support network.

The experience of involuntary detainment in a psychiatric hospital is traumatic, a shock to anyone who is
accustomed to living in a relatively free society in which speech and behavior are presumed to be permitted
except when they are specifically prohibited. In contrast, during an involuntary inpatient stay, a client needs
to pay close attention to what is specifically permitted, at what times, and under which circumstances.
Anything else could be subject to scrutiny, correction, and other undesirable consequences.
In addition to the fundamental loss of freedom in a stigmatized setting, individuals on involuntary
detainment are often exposed to numerous traumatic experiences:
• Transportation in a police vehicle
• Intrusive interviews by persons perceived to be strangers, whose trustworthiness, acceptance, and
competence have not yet been established
• Physical examinations
• Forced medication
• Restraints
• Seclusion
• Sharing a living space with unfamiliar others who may be dangerous to others
• Inadequate post-discharge transportation back home
Traumatic experiences are known to contribute to the following conditions:
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•
•
•
•
•
•

Depression
Anxiety
Substance abuse
Self-injurious behavior
Suicide
Aggressive or defensive acting out against others

Exposure to trauma can be a source of shame, embarrassment, and self-blame, and this is especially true
for sexual trauma. Many trauma survivors also fear that revelation could lead to reprisals from the
perpetrator, especially when the traumatic experiences are current or recent. As a result, many traumatized
individuals do not disclose their trauma histories freely. (Ahrens, Cabral, and Abeling 2009; Wager 2011).
The following variables have been found to contribute to the severity of symptomatic consequences among
trauma survivors:
•
•
•
•
•
•
•
•
•
•
•
•

Blames self, or significant others blame the survivor
Feeling as if one’s recovery process is beyond one’s own control
Cultural prohibitions against expressions of pain or weakness
Limited social support network at time of the trauma
Preexisting mental disorder at the time of the trauma
Substances used for coping prior to the trauma
Multiple occurrences
Extended duration to an enduring stressor
Intentionally inflicted violence/human cruelty
Perpetrator betrayed a trust or position of authority
Combined psychological (e.g., humiliation), physical, and sexual violence
Delayed onset of symptoms following the trauma

Effective assessment of an individual’s traumatic experience and its consequences depends largely on the
individual’s established relationship with the assessor. That’s why, like most other aspects of
assessment during an involuntary hold, it would be best if the individual’s trauma history was
previously revealed and explored in the context of a familiar, engaged, and safe relationship with an
outpatient staff member over an extended period of time. When such information is then documented
and referenced by inpatient staff, the client is more likely to view the inpatient staff as an extension of an
established, trauma-informed relationship with an outpatient service provider.
Even when an involuntarily detained individual has not had prior contact with the service system, or when
the client has had prior contact but has not addressed his or her trauma history, the subject should be
addressed during the inpatient stay. Failure to inquire about an individual’s trauma history can be seen as
reinforcing the stigma and forced secrecy to which many survivors have been subjected. Many individuals
will welcome the opportunity to discuss their trauma history and its relationship to the present crisis. Some
may respond to an assessor’s questions in a tentative way, testing the assessor’s trustworthiness,
acceptance, competence, and genuineness in approaching this issue. Others may refuse to discuss the
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matter, and their right to do so should be respected. But even those who do not feel ready to reveal and
explore their own trauma history can derive a sense of acceptance, comfort, and support by participating in
a ward environment where trauma and its effects are routinely acknowledged and discussed.
The CAG expert panels called for a trauma-informed approach as a general framework rather than as a
specific set of guidelines. The factors forming the framework are as follows:
Involuntarily detained individuals and their family members often report that the involuntary
detention experience itself was traumatic. They frequently report that interventions have not been
person-centered, community-based, or family-directed. Discharge plans and support strategies are
often disconnected from the next level of care within in the community.
A person-centered, trauma-informed, culturally appropriate assessment methodology can mitigate
the traumatic impact of the issues listed above.
The following recommendations are considered as explicit Trauma Informed Care.
Recommendations for Trauma-Informed Care in Involuntary Detention
1. Knowledge of the impact of interpersonal violence and victimization on a person’s life and development
Trauma-informed services have been defined as “. . . those in which service delivery is influenced
by an understanding of the impact of interpersonal violence and victimization on an individual’s life
and development” (Elliot et al. 2005, p. 462).
2. Knowledge of effects of trauma on involuntary detention practices
Trauma-informed inpatient care is not likely to be trauma-free inpatient care. Some aspects of the
involuntary hold may be unavoidable—the lesser of two evils. But research and experience demonstrate
that the need for traumatic inpatient interventions can be reduced when staff:
•
•
•
•

are aware of the traumatic effects of their practices,
demonstrate their concern for the client’s experience of those traumatic effects,
are aware of the trauma history that may be contributing to the client’s current crisis, and
demonstrate their concern for the client’s experience of their trauma history.

3. Knowledge of the purposes of trauma-informed care during involuntary detention
Trauma-informed care during involuntary detention is intended to accomplish the following:
• Facilitate engagement by demonstrating empathic understanding and acceptance
• Recognize the potential retraumatizing impact of the involuntary detention experience
• Reduce unintended and unnecessary re-traumatization.
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• Facilitate the client’s debriefing following a retraumatizing inpatient event
• Convey continuity of care
4. Skill in using a trauma-informed approach to facilitate engagement
A trauma-informed approach to assessment facilitates engagement by showing caring concern for a
person’s traumatic history. If the involuntarily detained individual has begun to reveal and explore
traumatic memories in outpatient services that may have preceded the inpatient admission, or if he or she
is willing to reveal traumatic history to the inpatient assessor, the assessor can take several approaches:
• Demonstrate nonjudgmental acceptance of the client who might harbor self-blame and therefore
expects blame from others
• Explore with the client similarities and differences between the current experience and previous
traumas
• Inform the client of methods and resources available after discharge for recovery from posttraumatic
consequences and how inpatient staff can facilitate linkage to those resources
Inpatient assessors must be careful not to insist on revelation of traumatic memories; instead, present
this as an invitation, an openness to discuss the issue.
5. Knowledge of potential retraumatizing impact of involuntary detention practices
By recognizing the potential retraumatizing impact of the involuntary detention experience, staff can
better evaluate the potential of particular procedures, such as seclusion or restraint, to exacerbate rather
than contain a distressed client in some situations. Such a recognition should also lead to an appreciation
for the value of debriefing the client following traumatic inpatient procedures.
6. Skill in treatment planning and intervention based on knowledge of re-traumatization
An involuntarily detained client should not be required to participate in such a debriefing; rather should be
made available. Depending on the individual, the nature of their prior trauma, the nature of the traumatic
inpatient experience, and the nature of the client’s relationship with the interviewer, staff should consider
one or more of the following approaches:
• Inform the client of your awareness of the traumatic nature of the experience.
• Inform the client of your availability to listen to his or her thoughts and feelings about the experience
• Ask direct questions such as “How are you doing with all of this?” or “That experience affects
different people in different ways. What was most upsetting about that?” Indirect questions can
arouse suspicion or suggest that you are uncomfortable discussing the issue.
• Listen carefully to what the client has to say.
• Convey that the client’s reaction to the experience is normal
• Wait until the client finishes before jumping in.
• Repeat back what you heard in your own words to be sure you understood.
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• Explore coping mechanisms that have been effective in similar past situations.
• Assume that an individual has a history of trauma as a universal precaution, in view of the
pervasiveness of both physical and psychological trauma in our society (Elliot et al. 2005).
• In view of the instinct to comply that is common among many survivors of long-term, enduring
traumas (Lord 2008), inform survivors explicitly of the extent of their rights to direct their own
treatment, even in an involuntary detention context (Ullman and Townsend 2008; see
http://www.samhsa.gov/nctic/trauma-interventions).
• Keep the inpatient setting free of violent or sexual material (Rivard et al. 2004).
• Provide clients with sufficient space for comfort and privacy (Rivard et al. 2004).
• Learn to distinguish between willful lack of cooperation and the dissociation or “psychic numbing” that
may be triggered in trauma survivors when they face invasive or confrontational techniques (Cusack
et al. 2003; Wager 2011).
• Be sensitive to the fact that preadmission physical examinations and use of bathroom facilities can
trigger a sense of vulnerability and unwanted exposure in a sexual trauma survivor, and consider
accommodations whenever possible (Cusack et al. 2003; Opoczyriska et al. 2011).
• Distinguish between assertiveness, which should be accepted and rewarded, and dangerous
aggressiveness (Crossley and Crossley 2001; Jennings 1997).
• Learn to expect, accept, and tolerate the intensity of emotions such as rage, grief, shame, and terror
associated with recalled traumatic memories (Draucker et al. 2009; Frueh et al. 2005; Jennings
1997).
• Learn to distinguish between the differential effects of various kinds of trauma (e.g., traumas
occurring at various developmental stages; abuse by authority figures; date rape; stranger rape; gang
rape; the enduring nature of a domestic violence relationship; natural disasters, in which the trauma
is unintentional and shared with a community of others; combat trauma, in which both survivor guilt
and camaraderie of the unit are likely to influence the consequences for a veteran).
7. Knowledge of ongoing interventions for resolving posttraumatic symptoms
Trauma-informed care during involuntary detention is not intended to heal the effects of prior trauma, nor
will it resolve syndromes such as PTSD, dissociative disorders, or severe personality disorders that may
have resulted from trauma. Outpatient treatments for these conditions involve
• syndrome-specific evidence-based practices,
• supportive relationships with fellow survivors, and
• reflection on traumatic memories in the context of a well-established therapeutic relationship.
None of these conditions is likely to be fully met in most involuntary hold situations, but familiarity with these
principles can be relevant to planning some inpatient interventions and for discharge planning.
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Competencies for Trauma-Informed Care CAG Guidelines
Note that these guidelines have been selected for relevance to this issue; they are not necessarily
consecutively numbered guidelines.
Engagement
2.02 Validate the individual’s perspective of the situation.
2.03 Create nonjudgmental, supportive environments.
2.04 Create environments that feel safe 2.05 Inquire about the individual’s comfort (e.g., ensure the
individual is dry and has warm clothing, food, and water) prior to making assessment inquiries.
2.10 Practice a recovery orientation.
Initial Clinical Assessment
Initial Clinical Assessment Process by Behavioral Health Staff
3.02 Access behavioral health records to the extent possible.
3.03 Draw out the individual’s own experience of the situation (through inquiry, not accusation).
Initial Clinical Assessment Content
3.07 Include information about history of care.
3.10 Identify strengths (e.g., problem-solving capacities, capacity to engage others, interests and
motivations, awareness of strengths and limitations, symptom management abilities).
3.12 Address issues relevant to the client’s ethnicity, social class, religion, gender, sexual orientation,
generation, or other cultural considerations, and be linguistically appropriate.
Ongoing Assessment
Ongoing Assessment Content
5.04 Include information about history of care, which may be available from other sources.
5.08 Address issues relevant to the client’s ethnicity, social class, religion, gender, sexual orientation,
generation, or other cultural considerations, and be linguistically appropriate.
Formulation/Narrative
6.01 The formulation should clearly convey
6.01 (b) which problems are primarily due to the symptoms of the diagnosed mental disorder;
6.01 (c) which problems are primarily due to factors other than symptoms of the diagnosed mental
disorder;
6.01 (d) which strengths are relevant to solving each major problem; and
6.01 (e) which resources are available for solving each major problem.
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Treatment (Decision Making and Intervention)
7.01 The assessment of treatment includes the following:
7.01 (a) Recommendations made to the individual during the hold
7.01 (b) Individual’s response to recommendations
7.01 (d) Therapeutic interventions provided to the individual during the hold
7.01 (d) Individual’s response to therapeutic interventions
7.01 (e) Contacts with significant others during the hold
7.01 (f) Individual’s response to contacts with significant others
7.01 (g) An evaluation of the individual’s potential and willingness to engage in outpatient care and
supports
7.01 (h) Staff communication and collaboration with potential outpatient follow-up service providers
Discharge Planning
8.04 Validate the individual’s perspective of the situation.
8.07 Express a recovery orientation, therefore discharge plans must
8.07 (a) be person-centered;
8.07 (e) be respectful;
8.07 (f) be culturally relevant (i.e., relevant to ethnicity, religion, social class, gender, sexual
orientation, and other cultures that are meaningful to the client); and
8.07 (g) stimulate hope.
Discharge
10.03 Convey a realistic sense of the individual’s positive course of resolution that can be projected
into the future, and assess the individual’s awareness of these positive developments.
10.04 Assess, with the individual, how the present experience of stabilizing and resolving the crisis
state may be helpful in coping with future crises.
Pre-detainment Assessment
Pre-detainment Assessment Process
12.03 Conduct the pre-detainment assessment in a way that strengthens the client’s decisionmaking capacity.
Pre-detainment Assessment Content
12.07 Identify the individual’s conception of the following:
12.07 (a) His or her problems
12.07 (b) Possible solutions to problems
12.07 (c) Barriers to achieving solutions
12.07 (d) His or her strengths
12.07 (e) The causes of his or her problems
12.07 (f) How significant others view his or her problems
12.07 (g) The types of resources that he or she sees as supportive
12.07 (h) The types of entities that he or she sees as stressful
12.07 (k) Aspects of life that support solutions to his or her problems
12.07 (l) Aspects of life that exacerbate his or her problems
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Emotional CPR
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Emotional CPR

Emotional CPR (eCPR) is an approach to working with people in crisis, developed and promoted by the
National Coalition for Mental Health Recovery (NCMHR) (eCPR.org 2015). Its core concepts are an
expression of familiar Recovery Model principles.
The model refers to three key eCPR skills:
Connecting—This refers to taking an unconditional, accepting, nonjudgmental presence with another
person and developing relationships based on mutual trust and respect.
Empowerment—A process designed to help the distressed person “experience their passion and power
to live a more fulfilling, grounded, and satisfying life.” This is done, in part, by helping the person to
envision some practical solutions that would begin to shift the conditions that are causing the distress.
This could include discussing a time when the person had felt this way before, what was useful in finding
their strength, and taking a positive step. Perhaps the person needs to figure out a strategy to leave an
abusive relationship, find a better housing situation, apply for college or for a job, etc. The form that this
dialogue takes is fluid, as every individual is unique.
Revitalizing—Revitalization means that the distressed person “begins to experience their vital center by
finding or regaining a valuable role or relationship in the community.” Revitalization helps a person
overcome the sense of loneliness, isolation, or loss of meaning that often develops in a crisis situation.
Examples of revitalizing steps include “getting connected with a peer support or other social group;
signing up for a class; connecting with a faith-based group; or finding meaningful work or hobbies.”
The NCMHR claims that “the eCPR approach is very different from the conventional approach, which relies
heavily on psycho pharmaceuticals and institutionalization,” but it does not describe how eCPR is different
than other Recovery Model-based approaches.
eCPR is not listed with the SAMHSA National Registry of Evidence Based Programs and Practices.
However, SAMHSA does refer to eCPR as one of dozens of approaches to “practices used by peer
specialists and peer recovery coaches” (see http://www.samhsa.gov/ brss-tacs/webinars).
eCPR is not specifically designed for use in inpatient psychiatric settings. The NCMHR states that the goal
of eCPR is “to train people to assist others through an emotional crisis, and to make this practice
accessible to people around the world.” Although eCPR is not specifically designed for involuntary
detention situations, as a Recovery Model approach, it is likely to include practices or principles that are
relevant to inpatient settings.
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NCMHR offers a variety of training packages or formats, some leading to certifications. Its components are
as follows.
Introductory talk (approximately two hours): Gives an orientation to eCPR and allows time to dialogue
and to respond to questions and to discuss next steps if an organization would like further training
eCPR workshop (half day to full day): Gives an in-depth overview of eCPR with ample time for audience
participation, questions, and/ or role plays. Workshops are typically presented at local, state, or national
conferences or meetings and are therefore free to those attending the conference.
eCPR certification: This fourteen-hour training, typically conducted over two consecutive days, teaches
people to be proficient in practicing eCPR.
eCPR facilitators’ certification: A four-day training teaches people how to train others to be proficient in
practicing eCPR and puts people on track to become eCPR trainers.
The competencies covered by eCPR appear to be similar to those of other Recovery Model programs,
although without the structure found in WRAP planning, which addresses the relationship between the
distressed individual and support person but also produces a plan. Like many other approaches to a
therapeutic, supportive, or healing relationship, the model is also consistent with the competencies Carl
Rogers delineated in his classic Client-Centered Therapy.
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Motivational Interviewing
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Motivational Interviewing

Motivational interviewing (MI), developed by William R. Miller and Stephen Rollnick in Motivational
Interviewing: Preparing People for Change (2002), helps clients find intrinsic motivation. Intrinsic motivation
comes from within the person, as distinguished from “extrinsic motivation,” which is pressure that comes
from others, such as therapists, family members, employers, or the legal system. Clients often rebel against
or resist extrinsic motivation.
Sometimes extrinsic motivation is an important factor in getting the client “in the door.” Mandated clients
often do benefit from therapy by overcoming their problems. However, it is up to therapists and counselors
to help coerced clients shift their perspective so they develop their own intrinsic motivation. Recovery is
about helping oneself first and foremost. Intrinsic motivation can lead to long-lasting change. In this sense,
the perspective of MI directly relates to the profession’s values and ethical standards regarding client selfdetermination.
Various key concepts and principles of MI are reminiscent of psychoanalytic theory, humanistic existential
theory, and fundamental principles of effective interviewing. This is evident in the attention to empathic
understanding, acceptance, accepting resistance, client self-determination, the client as the locus of
change, the focus on a client’s ambivalence, and resolving impasses that result from such ambivalence.
MI has been empirically tested. In Miller and Rollnick’s book (2002), Burke et al, reviews twenty-six
controlled clinical trials with MI. MI showed the greatest effectiveness with alcohol problems, with eleven of
the twelve studies showing improved outcomes. The data are more mixed for smoking, drug addiction, HIV
risk behaviors, and compliance with psychiatric treatment, but even with these conditions more than half of
the studies show improved outcomes. Miller and Rollnick assert that MI works equally well as a stand-alone
treatment model or as a prelude or supplement to other forms of treatment.
Burke et al. (2010) evaluated the relationships between MI and trauma-informed intimate partner violence
(IPV) treatment. The study found that both focused on
•
•
•
•
•
•

strengths,
self-efficacy,
collaboration,
empowerment,
respect for choice, and
understanding survivors’ perspectives.

Burke et al. (2010) also identified MI as being a useful component in guiding trauma survivors without
pressuring them to conform to the status quo behavior, thereby avoiding re-traumatization. In keeping with
trauma-informed principles, MI allows practitioners to carry out their intentions and achieve goals in the
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scope of trauma-informed care. The researchers called for collaboration between trauma survivors and
service providers.
Although the MI model was developed within alcohol and drug abuse services, its fundamental values and
approach are consistent with the Recovery Model. MI principles are consistent with numerous recovery
principles:
•
•
•
•
•
•

Self-direction
Self-responsibility
Collaboration
Individualized care
Person-centered care
Empowerment

MI can be applied broadly throughout public behavioral health services, and it has relevance for some
aspects of involuntary detention as well.
The coercive nature of an involuntary hold is likely to inhibit the client’s participation when offered
opportunities to explore making changes in his or her behavior patterns and lifestyle, but many aspects of
even an involuntary detention lend themselves to meaningful exploration of the status quo, available
options, or choices. This could even relate to the client’s willingness to participate in potentially beneficial
aspects of the inpatient stay, such as daily treatments and activities, medications, openness to visitors, and
engagement in making choices regarding goals and objectives for both the inpatient care plan and
discharge plan.
MI was not developed specifically for use during an involuntary detention, and SAMHSA reports no
evidence of this approach’s efficacy in involuntary detention situations. However the MI approach
involves many fundamental principles of effective communication and therapeutic alliance building
that are relevant to a variety of clinical encounters.
CORE MI COMPETENCIES
Understanding Key Principles of MI
• Change is a natural process. Consider the fact that most people change without formal help.
Treatment can facilitate change, but it doesn’t necessarily cause it.
• Even brief intervention can speed up the client’s own intrinsic change process.
• Faith and hope are important elements of change. People who believe in themselves are more
likely to change.
• It helps when others such as professionals, peers, and family members believe in the person.
• Professionals do matter. Therapists with accurate empathy, warmth, and genuineness have an
impact on clients.
• Empathy means understanding the client’s perspective. A sensitive therapist can understand the
client’s experience even if he or she has not had the exact experience.
• The therapist should avoid a confrontational approach, which tends to increase resistance to
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change. Instead, he or she should use a supportive approach, which decreases resistance.
• The therapist’s task is to facilitate the client’s expression of both sides of the ambivalence impasse,
guiding the client toward an acceptable resolution that triggers change.
• Ambivalence, or lack of resolve, is viewed as the primary obstacle to overcome in triggering
change. The specific strategies of motivational interviewing are designed to elicit, clarify, and
resolve ambivalence in a client-centered and respectful manner.
Understanding Ambivalence
Ambivalence, a normal part of the decision-making process, is characterized by having both positive and
negative feelings about the same issue. People experience some degree of ambivalence about most
things. It is a core concept of both psychoanalytic and humanistic existential therapies that whatever a
person likes, there is some way in which the person doesn’t like that same thing. And whatever a person
dislikes, there is some way in which the person likes that same thing. Ambivalence is only a problem if it
involves uncertainty or inability to decide or commit to a course of action (an “ambivalence impasse”).
A common conflict for people with addictions or other compulsive behavior patterns is the notion that “I
can’t live with it, and I can’t live without it.” This ambivalence freezes the client from committing to treatment
and a course of change. MI focuses on helping clients get “unstuck” by identifying and exploring the
existence, nature, and sources of the client’s ambivalence, and then resolving the ambivalence that is
interfering with change.
Distinguishing between Change Talk and Resistance Talk
The goal of treatment is to increase change talk and decrease resistance talk.
Change talk
• identifies the disadvantages of the status quo,
• identifies the advantages of change,
• expresses optimism for the ability to change, and
• expresses intentions and plans to change.
Change talk can be enhanced by comments from therapists such as these:
• “That sounds like a good idea.”
• “I think that could work.”
• “That’s a great point.”
• “I think you are right about that.”
Clients can also be encouraged to expand on their change talk by comments, which seek specificity and
clarification, such as these examples:
• “In what ways?”
• “Give me an example.”
• “What else have you noticed?”
• “How else could you do it?”
Resistance talk, on the other hand, signals movement away from change. Resistance talk involves
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•
•
•
•

arguing,
denying,
interrupting, and
avoiding the subject of making changes.

Avoid the following intervention techniques that promote resistance talk, as these tend to damage rapport,
increase resistance, and create conflict between client and therapist:
•
•
•
•
•
•

Arguing for change (e.g., “If you don’t stop drinking, you’ll lose your job.”)
Assuming the expert role (e.g., “I’ve worked with lots of people like you, and I know that you need to . . .”)
Criticizing, shaming, or blaming (e.g., “You should be able to do better than that.”)
Labeling the client’s behavior (e.g., “You need to admit that you are an addict.”)
Being in a hurry (e.g., “We talked about this last week; shouldn’t we move on to solutions?”)
Claiming to know what is best for the client (e.g., “If you are going to ever recover, you’ll have to . . .”)

Linking Interventions to the Stages of Change
MI has been closely associated with the Stages of Recovery or Stages of Change models developed by
Osher and Kofoed (1989) and by Prochaska, Norcross, and DiClemente (1992). These techniques are
especially relevant to the early stages of pre-engagement, precontemplation, and contemplation. However,
these techniques can be relevant whenever a client’s resistance to change arises during the change
process.
The Prochaska, Norcross, and DiClemente (1992) model consists of six stages:
• Precontemplation
This stage is characterized by denial and avoidance, with no thought of changing now or later.
• Contemplation
The individual is considering making changes, wondering why one engages in a harmful habit and what
its payoff might be.
• Preparation
The individual is planning to take action.
• Action
The individual is actively modifying behavior and environment.
• Maintenance
The individual works on maintaining new behaviors developed during the action stage.
• Termination
This refers to the termination of the problem rather than a termination of services. Some presentations
of the model do not include this stage.
Stages 1 and 2: Precontemplation and Contemplation
At these stages the individual is unable to accept or acknowledge the consequences of his or her
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substance abuse. The person’s behavior is characterized by denial, guilt, shame, and defensiveness.
In this early phase, clinical practitioners should take the following approaches:
• Concentrate on building a therapeutic alliance with the client and family, if available. This alliance
should be based on empathy and nonjudgmental acceptance of the person.
• Emphasize self-responsibility and self-determination, acknowledging that any decisions about making
changes are the client’s decisions.
• Discuss the client’s challenges in a general way. Inquire about the client’s challenges in the context of
a comprehensive biopsychosocial assessment. Provide information and clarification if the client reveals
confusion or lack of knowledge about these issues or their consequences. This process will take time.
• If the individual is involved with family members, caregivers, or significant others, and if the client
consents to your contact with them, educate these individuals about the client’s challenges. If these
individuals are ready, help them develop a sense of “loving detachment” in relation to the client, assert
their own needs and boundaries in relations with the client, set limits for their own self-protection, and
plan to offer support while recognizing they cannot control the outcome. This process is also likely to
take time.
• Eventually, the client is likely to experience a crisis in which there will be relatively clear evidence that
certain issues have caused a significant problem. Use this as an opportunity for supportive
confrontation and for the client’s education.
• Forced choice situations are particularly good times for supportive confrontation. These are situations
in which the client can recognize that if he or she doesn’t get help (from agencies, peers, family,
friends, etc.), something important will be lost, such as a relationship, a job, or housing. The choice is
between working toward change or continuing to suffer with the problem. These situations arise
naturally in the lives of all people. The staff’s role will often be to help the individual frame the situation
as a forced choice.
• Inform the client of available treatment and self-help resources as relevant.
• Encourage evaluation of pros and cons of behavior change.
• To maintain a therapeutic relationship, staff should avoid the following:
• Expecting or demanding change according to their own timetables
• Focusing solely on the client’s mental illness versus his or her other psychosocial issues
• Ignoring the client’s hopes and dreams; instead, relate these to the potential of therapeutic
change
• Identify and promote new, positive outcome expectations.
Stage 3: Preparation
Once the individual begins to plan to take action, it is helpful to engage him or her in an assessment. The
findings of the assessment will help clarify the individual’s thinking about goals and objectives, as well as
selecting from among various approaches and programs. The assessment can help the client see the
connection between mental illness and psychosocial problems.
Initially, the client may only be willing to respond to general assessment questions. At this stage, more
information may be forthcoming from family members or other professionals who have known the client
over the years. If the client is willing to participate, toxicology screens for substance abuse clients can be a
useful tool to identify patterns of abuse and help confront the client’s denial system.
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When an adequate level of trust has developed, and the client is engaged in dialogue regarding his or her
challenges, the practitioner can introduce a more specific and in depth assessment process.
Use direct observation and direct questioning and, if the client is willing, gather collateral reports to obtain
information about the following:
• The client’s symptoms and strengths
• The frequency and duration with which problems in psychosocial functioning occur
• Challenging patterns of relationships, employment, dangerous behavior, health, substance use
• Evidence of a persistent desire to change or client’s experience of unsuccessful efforts to change
• The client’s awareness of mental disorder and its consequences
• The client’s awareness of strengths, resources and possible strategies for recovery
• The client’s perceived motivation for changing or avoiding change
• The client’s perceived positive aspects of the status quo
• The social environmental factors that support or inhibit client’s ability to overcome challenges
• The cultural factors that influence client's use patterns and help seeking behavior
Work with the individual on the following skills:
•
•
•
•
•
•

Recognize strengths, coping techniques effectively used in the past, and available resources
Resolve causes and avoid triggers and temptations that maintain problems
Anticipate how action might be taken
Arrange support and understanding from family, friends, a support group
Arrange positive substitutes for self-injurious or harmful behaviors
Take small initial steps

Stage 4: Action
At this point, the client will likely need help in choosing, entering, and/or more actively engaging in specific
recovery-oriented services and relationships. If the client has been seeing a therapist as a solo practitioner
in an office-based practice, it is important to remember that recovery is usually facilitated by a
multidisciplinary, multimodality process that does not rely solely on professional intervention.
Help the client select a program that best meets his or her needs. A substance-abusing client with few
psychosocial support resources and who is influenced by others who tend to undermine recovery efforts
may need the structure and fresh environment of a residential treatment program. A more motivated and
committed client with adequate material resources and social supports and significant others who
encourage and even participate in the recovery process may be able to achieve objectives in an outpatient
program offering therapy, case management, and medication support. Consider the client’s cultural
preferences, language needs, and ease of access and the program’s ability to coordinate efforts with those
of other behavioral health services and natural supportive resources.
Stage 5: Maintenance
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There should now be an increased focus on helping the individual identify signs and symptoms of relapse
risk. A self-help, peer support group can offer acceptance and encouragement. The client should be
exposed to others who have had positive experiences in their recovery processes and who can model
solution-focused coping skills. During this phase, the client develops an increasing sense of responsibility
for his or her mental illness and recovery program and develops an increasing sense of manageability in
his or her life.
Help the individual understand the difference between lapses and a total relapse of problems, which is a
complete regression to the old ways.
Stage 6: Termination
For some individuals, and depending on the goal of one’s change effort, the problem may be
“conquered,” but for others, a lifetime of careful maintenance may be necessary. The temptation to
resume previously problematic behavior patterns may continue for years after the individual considers the
change process to have been successful. Help the individual anticipate temptations and triggers and
identify accessible resources for ongoing support as needed.
Skills for Expressing Empathy
• Understand the client’s feelings with acceptance and without judging, criticizing, or blaming.
• Offer acceptance, which is not the same as approval or agreement; it is respecting the client’s
perspective as valid.
• Accept ambivalence as normal rather than pathological.
• Expect and accept resistance.
Skills for Developing Discrepancy
• Help the client recognize the discrepancy between how one is versus how one wants to be.
• Seek the discrepancies from within the client, not from the perspectives of others.
• Direct sessions toward resolving ambivalence when it is interfering with change.
• Reflect back the client’s own words whenever such words promote change.
Skills for “Rolling with Resistance”
• Turn questions and problems back onto the client.
• Avoid arguments.
• Resistance is a signal to try another approach.
Understanding and Supporting Self-Efficacy
• Self-efficacy is a client’s belief in his or her own ability to carry out a task and succeed.
• Self-efficacy requires faith and hope in one’s self.
• The therapist’s belief in the client’s ability to change becomes a self-fulfilling prophecy.
RELEVANCE
Competencies for Motivational Interviewing Are Especially Relevant
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to the Following CAG Guidelines
Note that these guidelines have been selected for relevance to this issue. Therefore, they are not
necessarily consecutively numbered guidelines.
2. Engagement
2.01 Exercise clear and effective communication skills.
2.02 Validate the individual’s perspective of the situation.
2.03 Create nonjudgmental, supportive environments.
2.10 Practice a recovery orientation.
3. Initial Clinical Assessment
3.03 Draw out the individual’s own experience of the situation (through inquiry, not accusation).
5. Ongoing Assessment Process
5.01 (c) The client’s decisions about engaging others should be respected.
5.01 (e) Draw out the individual’s own experience of the situation (through inquiry, not accusation).
5.01 (f) Use motivational interviewing principles as relevant.
5.01 (h) Facilitate the client’s communication with those individuals and resources the client
chooses to invite as participants in the discharge planning process.
Ongoing Assessment Content
5.03 To inform discharge planning, the ongoing assessment should include content which informs
the following:
5.03 (a) Decisions regarding restoration of role functioning and/or introduction to new role
5.03 (b) The individual’s stage of change so that discharge plan goals and objectives can be linked
to the individual’s stage of change
5.03 (c) A determination of the kinds of goals and objectives that would be realistic, achievable,
meaningful to the individual, and either initiated by the individual or acceptable to the
individual
5.08 Address issues relevant to the client’s ethnicity, social class, religion, gender, sexual orientation,
generation, or other cultural considerations, and be linguistically appropriate.
7. Treatment (Decision Making and Intervention)
7.01 The assessment of treatment includes the following:
7.01 (a) Recommendations made to the individual during the hold
7.01 (b) Individual’s response to recommendations
7.01 (d) Therapeutic interventions provided to the individual during the hold
7.01 (d) Individual’s response to therapeutic interventions
7.01 (e) Contacts with significant others during the hold
7.01 (f) Individual’s response to contacts with significant others
7.01 (g) An evaluation of the individual’s potential and willingness to engage in outpatient care and
supports (self-direction)
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8. Discharge Planning
8.03 Exercise clear and effective communication skills.
8.04 Validate the individual’s perspective of the situation.
8.07 Express a recovery orientation; discharge plans must
8.07 (a) be person-centered;
8.07 (b) reflect client’s self-direction and build self-responsibility;
8.07 (c) empower the client with information and linkage to supportive resources;
8.07 (d) be strengths-based;
8.07 (e) be respectful; and
8.07 (f) be culturally relevant (i.e., relevant to ethnicity, religion, social class, gender, sexual
orientation, and other cultures that are meaningful to the client).
9. Care Coordination
9.02 Confirm that the individual remains committed to the decisions about use of chosen follow-up
resources and remains willing to follow through.
10. Discharge
10.02 Assess with the individual progress that was accomplished during the hold.
10.03 Convey a realistic sense of the individual’s positive course of resolution that can be projected
into the future, and assess the individual’s awareness of these positive developments.
10.04 Assess with the individual how the present experience of stabilizing and resolving the crisis
state may be helpful in coping with future crises.
12. Pre-detainment Assessment Process
12.01 Whenever this information can be gathered during pre-detainment service contacts within a
service system, those issues involving decisions (e.g., identifying client preferences) will be
made using a process of SDM in which
12.01 (a) service provider and client communicate together using the best available evidence;
12.01 (b) clients are supported to deliberate about the possible attributes and consequences
of options; and
12.01 (c) informed preferences are determined based on a choice of the best action which
respects client autonomy to the extent this is desired, ethical and legal.
12.02 Clients should be made aware of the option of including family members and
significant others in the assessment process and the potential benefits of doing so.
12.02 (a) Those clients who have considered and made decisions about including family and
significant others during the outpatient service assessment process will be best able to
formulate such decisions during the course of their detainment-based assessments.
12.03 Conduct the pre-detainment assessment in a way that strengthens the client’s decision
making capacity.
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Pre-detainment Assessment Content
12.07 Identify the individual’s conceptions of the following:
12.07 (a) His or her problems
12.07 (b) Possible solutions to problems
12.07 (c) Barriers to achieving solutions
12.07 (d) His or her strengths
12.07 (e) The causes of his or her problems
12.07 (f) How significant others view his or her problems
12.07 (g) The types of resources that he or she sees as supportive
12.07 (h) The types of entities that he or she sees as stressful
12.07 (i) The communities with which he or she identifies
12.07 (j) The communities in which he or she prefers to participate
12.07 (k) Aspects of life that support solutions to his or her problems
12.07 (l) Aspects of life that exacerbate his or her problems
12.07 (m) Treatments, advice, help or healing efforts that have been sought out in the past
12.07 (n) The value of treatments, advice, help, or healing efforts that have been sought out in the
past
12.07 (o) What he or she has done in the past to deal with the problem that was effective
12.07 (p) What he or she has done in the past to deal with the problem that was ineffective or made
the problem worse
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Assessment Tools
for the Redirection of Violence
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Assessment Tools for Prediction of Violence
The CAG expert panels made many references to the need for systematic, uniform statewide use of
validated assessment instruments to predict violence among involuntarily detained individuals and
individuals being considered for involuntary detention. Such instruments were not intended as an
alternative to insights based on clinical observation but as supplemental to such observations.
The prediction of violent behavior is a critical factor in involuntary detentions. It is the basis for the initial
5150 hold, treatment planning and interventions during the inpatient stay, the timing of the discharge
decision, and the discharge plan. Such predictions protect individuals from engaging in harmful behaviors
that have undesirable consequences not only for themselves, but also for other patients, ward staff, family
and friends, and the therapeutic milieu of the inpatient unit.
The use of validated, reliable assessment instruments protects fellow patients and staff by alerting
members to an impending threat. The use of a standardized tool can also protect patients with violent
histories from unnecessary physical and chemical restraint by understandably hypervigilant staff who may
be too quick to use such interventions.
Generally, clinical decisions regarding the prediction of violence have been made using unstructured
clinical judgments. Such judgments alone are not likely to remain the standard of care in view of the variety
of validated instruments that researchers have developed in recent years.
Three prominent assessment tools designed to improve the accuracy of violence predictions are reviewed
here:
• The Broset Violence Checklist (BVC)
• The Classification of Violence Risk (COVR)
• The Historical Clinical Risk-20 (HCR-20)
These three assessment tools are presented as examples of readily available, widely used instruments that
have received extensive validity and reliability testing, with special attention to predictive validity. They
have also received positive reviews in reports from a variety of authoritative organizations.
The National Association of State Mental Health Program Directors website
(https://www.nasmhpd.org/search/google/broset ) includes a page presenting the Psychiatric Times article
“Assessing Violence Risk in Psychiatric Patients: Useful Tools”
(https://www.nasmhpd.org/sites/default/files/V_1_AssessingViolenceRisk.pdf ). All three of the selected
assessment tools are the focus of this document. Two of these tools (COVR AND HCR-20) are also
reviewed in the American Psychiatric Association’s “APA Official Actions” report “Resource Document on
Psychiatric Violence Risk Assessment” (file:///C:/Users/Stan/Downloads/rd2011_violencerisk.pdf )
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Broset Violence Checklist
Through the expert panel meeting (held January 2014), the CIBHS project team identified “Components of
the Ideal Assessment.” The following information was presented at the Regional Meetings, as reported in
the CIBHS summary document “Statewide Clinical Assessment Guidelines for Involuntary Detainment of
Individuals: Analysis and Methodology from the Regional Meetings”.
“Co-responder programs in Los Angeles, San Diego and Long Beach, which pair mental health
clinicians and law enforcement during crisis field contacts and Berkeley and Alameda mobile crisis
units, were cited as best practice models for effective stabilization and de-escalation tactics during
a mental health crisis.
Understanding the baseline of interaction between the family, significant others and individual prior
to the crisis would be helpful at this phase of assessment. However, during the crisis, accessing
this information quickly may be challenging. The Broset Violence Checklist was proposed as a
possible standardized assessment tool for stabilization and de-escalation.”
This is probably the simplest of these three assessment instruments. One study of its use by psychiatric
inpatient nurses in China (the Broset Checklist has been used and studied internationally) found positive
results after only a 20 minute training (see “Acceptability and Psychometric Properties of Broset Violence
Checklist in Psychiatric Care Settings in China,” found at...
http://www.iowanurseleaders.org/documents/filelibrary/documents/journal_club/Broset_Violence_Checklist_
F421D2DEB446D.pdf
The Broset Violence Checklist has primarily been validated and used for a quick, structured assessment of
violence risk over the next 24 hours.
The BVC is the only violence risk assessment tool specifically mentioned by participants on the CAG expert
panels. It is specifically relevant to predicting violent behavior during the short-term duration of an inpatient stay.
Roger Almvik and Phil Woods (1998 and 2000) developed this assessment tool based on data from a large
inpatient study that empirically measured fifty-five behaviors exhibited by patients twenty-four hours before
a violent incident. It was designed for use by hospital staff (nurses in particular) to predict an acute episode
of violence among psychiatric inpatients.
These six violence predictive behaviors were most commonly exhibited by inpatients:
•
•
•
•
•
•

Confusion
Irritability
Boisterousness
Verbal threats
Physical threats
Attacking objects
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Each attribute was scored as present (1) or absent (0). For nonviolent attributes that were present at
baseline, such as irritability, a score of (1) was assigned if there was a change of that attribute above
baseline. The resulting total corresponds to the degree of risk.
The researchers asked nursing staff to use the BVC to rate 109 consecutive patients who were admitted to
their inpatient units over a two-month period. Ratings were made at the beginning of each nursing shift for
the first day of admission. Ratings were also made over three consecutive days, as applicable. Each of the
six examined BVC attributes was significantly correlated with the group of twelve patients displaying violent
behavior. Further statistical examination showed a BVC score above 2 to be both sensitive (74% accuracy
in predicting a violent event) and specific (91% accuracy at predicting a nonviolent patient with a score of 1
or less).
Subsequent studies have replicated these positive results.
•
•

•

One study found similar results and good interrater reliability for each attribute, as well as for the
BVC as a whole. (Almvik, Woods & Rasmussen 2000)
A more recent study found that a score of 0 correctly predicted nonviolence 99.2% of the time
(Björkdahl et al. 2006). Note that false positive findings (predicting violence where it did not actually
occur) in these studies is artificially high because the BVC’s ability to predict violence led to staff
interventions that prevented the danger from emerging.
A larger prospective study with 219 patients conducted in Germany found similar predictive
efficacy. This study’s researchers, however, concluded that a cut-off score of 3 is a more
appropriate threshold for triggering interventions, because this score was felt to eliminate more
false positives (Abderhalden et al. 2006).

The BVC has several other positive attributes:
•
•
•
•
•

•
•

It was tested in psychiatric hospitals and is generally applicable to inpatients regardless of their
diagnoses.
It relies on common, universal human behaviors that are often displayed before a violent episode.
It includes a quick, fluid assessment of a patient’s clinical course, so it is useful even for brief stays.
It is easily understood by nursing staff, whose experience has familiarized them with warning signs
of impending violence.
The BVC provides a structured assessment tool to verify and document clinical observations. This
can provide an effective defense for staff who engage in appropriate interventions that, by chance,
may lead to negative outcomes.
It takes less than five minutes to administer and does not require difficult and time-consuming
history taking.
It is likely to result in fewer invasive interventions from staff by providing a more concrete threshold
for an intervention at earlier stages of escalating violence.
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Although the BVC is copyrighted, its authors have made copies available to interested parties at no cost.
Woods and Almvik can e-mail a copy to those interested, but they ask to be kept up to date on its use and
results. They are available for training, if needed, and provide materials that could be used for training
purposes. They can be reached via e-mail at phil.woods@usask.ca or almvik@ntnu.no.
Classification of Violence Risk
The COVR is an assessment instrument designed to predict risk of psychiatric patients who are being
considered for discharge (Monahan et al. 2005). It focuses on the prediction of potential violence following
discharge.
The publisher of COVR has set the following qualification standards for use of this instrument.
• A degree from an accredited 4-year college or university in psychology or counseling related field,
plus completion of coursework in test interpretation, psychometrics and measurement theory,
educational statistics, or a closely related area;
o OR license or certification from an agency/organization that requires appropriate training
and experience in the ethical and competent use of psychological tests.
• Plus an advanced professional degree that provides appropriate training in the administration and
interpretation of psychological tests;
o OR license or certification from an agency that requires appropriate training and
experience in the ethical and competent use of psychological tests.
COVR development was based on the findings of the Macarthur Violence Risk Assessment Study
(Monahan et al. 2001). Because multiple variables are potential risk factors for violence among people with
mental disorders, the assessment instrument addresses four kinds of factors:
•
•
•
•

Assessed personal factors (e.g., demographic and personality variables)
Historical factors (e.g., past violence, mental hospitalizations)
Contextual factors (e.g., social support, social networks)
Clinical factors (e.g., diagnosis, specific symptoms)

Because it takes into account the rich array of violence predictors found in the Monahan et al. (2001) study,
it is administered via computer.
The COVR uses a “tree-based method” rather than the usual linear regression method, in which each
person is asked the same set of assessment questions. A classification-tree approach reflects an
interactive and contingent model of violence that allows many different combinations of risk factors to
classify a person at a given level of risk. The way a patient answers each assessment question determines
what the next question will be.
Instead of using the usual two categories of high and low risk, this instrument recognizes five categories:
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very low, low, average, high, and very high. The intermediate category of average risk is a population of
individuals for whom an instrument cannot effectively predict risk. These are cases in which any actuarial
prediction scheme would be incapable of making an adequate assessment of high or low risk.
While the COVR contains ten classification tree models, the authors report that it can estimate risk reliably
using only five of them. Data from the COVR development study indicate that 1.2% of the persons scoring
in the lowest of five risk classes were violent within the follow-up period, compared with 26.2% for the
middle-risk class and 76.2% for the highest-risk class. (Monahan, Steadman & Appelbaum 2005)
A COVR score takes into account information gathered by patient self-report, official police records,
hospital records, and collateral informants. Total scores are given in three ways:
•
•
•

A probability format (a percent range for likely violence being committed within the next several
months)
A frequency format (e.g., for every 100 persons similar to the patient being assessed, between 20
and 32 will commit a violent act over the next several months)
A categorical format (classes of risk, including very low, low, average, high, and very high).

Because it is computer-based, it is easy to use and can be quickly administered by qualified individuals.
The COVR takes approximately ten minutes of chart review, followed by a ten-minute interview with the
patient. It is designed to be administered by healthcare professionals meeting the following qualifications:
•
•
•

Degree from an accredited four-year college or university in psychology, counseling, or speechlanguage pathology
Satisfactory completion of coursework in test interpretation, psychometrics and measurement
theory, educational statistics, or a closely related area
License or certification from an agency that requires appropriate training and experience in the
ethical and competent use of psychological tests

The COVR software is available from the following resources:
Mail: Psychological Assessment Resources, Inc. 16204 N. Florida Avenue, Lutz, FL 33549
Phone: (800) 331-8378
Web: www4.parinc.com
An introductory kit consisting of the professional manual, COVR software program, installation guide, and
ten uses costs $325. Additional uses can be purchased in sets of 25–100 for $10–12 each, depending on
the number purchased. (Prices were current as of June 2015.)
Additional information about the COVR is available at the following Web sites:
• http://www.psychiatrictimes.com/assessing-violence-risk-psychiatric-inpatients-usefultools#sthash.9DBZv2Nt.dpuf
• http://www4.parinc.com/Products/Product.aspx?ProductID=COVR

LPS Clinical Assessment Guidelines: Module 2 – Core Competencies

102

Historical Clinical Risk-20
The HCR 20 received a very favorable review in “HCR-20 & Violence Risk Assessment”
June 28, 2012, by National Association of State Mental Health Directors’ (NASMHPD’s) Forensic Division
with support from SAMHSA's National Technical Assistance Center for State Mental Health Agencies.
“HCR-20 has a strong empirical base across diverse settings, populations.”
Full webinar presentation can be reviewed at ...
https://www.nasmhpd.org/sites/default/files/HCR%2020_Webinar%20June%2028.pdf
The publisher of HCV-20 (PAR) has set the following qualification standards for use of this instrument.
A degree, certificate, or license to practice in a health care profession or occupation, including (but
not limited to) the following: medicine, neurology, nursing, occupational therapy and other allied
health care professions, physician's assistants, psychiatry, social work; plus appropriate training
and experience in the ethical administration, scoring, and interpretation of clinical behavioral
assessment instruments.
The HCR-20 is a clinical risk assessment tool developed to enhance efficient administration (Douglas et al.
2013). The instrument is divided into three sections.
•
•
•

Historical: Includes a review of the person’s index offense; criminal, psychiatric, family, school,
and vocational background; and other relevant historical information
Clinical: Entails a description of the person's state of mind at the time of the incident or offense,
as well as current diagnostic symptoms and other clinical factors that bear on risk
Risk management: Suggests a treatment plan and gives indication of what services and supports
must be available to the individual if risk or violence is to be managed within acceptable bounds

The HCR-20 consists of a checklist of twenty items: ten historical factors, five present clinical variables, and
five future risk management issues, all of which are equally weighted. The twenty HCR checklist items are
as follows.
Historical (past-oriented)
• Previous violence
• Young age at first violent incident
• Relationship instability
• Employment problems
• Substance use problems
• Major mental illness
• Psychopathy
• Early maladjustment
• Personality disorder
• Prior supervision failure
Clinical (present status)
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•
•
•
•
•

Lack of insight
Negative attitudes
Active symptoms of major mental illness
Impulsivity
Unresponsive to treatment

Risk Management (future-oriented)
• Plans lack feasibility
• Exposure to destabilizers
• Lack of personal support
• Noncompliance with remediation attempts
• Stress
Of these items, substance abuse and psychopathy are most strongly correlated with violence. Violence
is broadly defined to include verbal aggression, self-directed aggression, and aggression toward others and
objects. Such a definition is broader than the basis used for determining an involuntary hold or discharge
decision.
The HCR-20 stipulates time periods for which the assessment results are valid, how the prediction might
vary across situational circumstances, and historical base rates of violence found in pertinent samples.
An overview and annotated bibliography for the HCR-20 is available at http://hcr-20.com/hcr/ wpcontent/uploads/2013/03/HCR-20-Annotated-Bibliography-Version-12-January-2014.pdf.
Other Measures of Agitation
Several other measures of agitation are noteworthy, although predictive validity may not have been
established. They include the following:
• Behavioral Activity Rating Scale (BARS)
The BARS was developed and psychometrically evaluated for the purpose of measuring reduction
in activity levels and increased degree of calm in psychiatric patients. Validity data stemming from
a study by Pfizer pharmaceuticals suggest that the seven-point BARS is a reliable and valid
measure of activity levels for the type of patients with acute agitation enrolled in its
IM (intramuscular) ziprasidone trials. The researchers found that it provides clinically meaningful
information. The treatment effect size using the BARS suggests it may be a responsive (i.e.,
sensitive) measure of activity in agitated patients. The researchers report that excellent inter- and
intra-rater reliability indicate that the BARS can be administered reliably by trained investigators.
For more information see
http://www.fda.gov/ohrms/dockets/ac/01/briefing/3685b2_02_pfizer_appendix.pdf. Also see Swift
(2000).
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•

Overt Agitation Severity Scale (OASS)
An instrument that validly and reliably identifies and measures agitation is required to evaluate
environmental modifications, interpersonal strategies, and psychopharmacological interventions to
manage these commonly occurring and highly disabling emotions and behavior. The
conceptualization of agitation on a continuum from anxiety to aggression provides a practical
framework for guiding clinical practice toward the early identification and intervention of agitation.
Studies (Yudofsky et al. 1997; Kopecky et al. 1998) have established the reliability and validity of
the OASS in measuring agitation severity in young adult psychiatric inpatients based on
objectifiable vocalizations and upper and lower body behaviors. The OASS differs from other
agitation scales in its ability to capture both the intensity and frequency of observable behavioral
manifestations of agitation as opposed to subjective interpretations and a diffuse range of
symptoms and problem behaviors.
In her review of the OASS, Kopecky reports the following:
“Internal consistency and equivalence reliability as well as content and construct validity were
examined. The results established the reliability and validity of the OASS in measuring agitation
severity in adults aged 19–85 years based on objectifiable vocalizations and motoric upper and
lower body behaviors. The OASS demonstrated sensitivity to rate agitation intensity and severity.
Having an instrument that assists in the successful identification and measurement of agitation for
clinicians, enhances the ability to quantify the evaluation of successful environmental modifications,
interpersonal strategies, psychopharmacological interventions, as well as the use of physical or
chemical restraints. The objective interpretation of agitation will lead to more appropriate
interventions for the management of these types of highly problematic behaviors.”
(See http://poar.twu.edu/handle/11274/161)

•

Overt Aggression Scale (Yudofsky et al.1986)
The developers describe the design and reliability of the OAS, a rating scale that measures
aggressive behaviors in adults and children, as follows.
On the Overt Aggression Scale (OAS), aggression is divided into four categories: verbal
aggression, physical aggression against objects, physical aggression against self, and physical
aggression against others. In addition, specific interventions related to each aggressive event
can be recorded on the OAS. The clinical and research applications of this scale are
discussed. (Yudofsky et al. 1986)
This study is available at http://www.ncbi.nlm.nih.gov/pubmed/3942284.

For a good review of these and a variety of other scales for measurement of agitation and aggression, see
Crowner (2000).
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Assessment Tools
for Prediction of Suicide Risk

LPS Clinical Assessment Guidelines: Module 2 – Core Competencies

106

Assessment Tools for Prediction of Suicide Risk
Although the CAG Guidelines Expert Panel and Regional Meeting participants did not specify any particular
suicide risk assessment tools, the need for a structured approach to assessment, based on established
frameworks, was identified by both groups. According to Expert Panel participants...
• “Clinicians need to know the few key predictors of suicide and to be able to assess for
these competently “(identified as a high priority issue by several participants)
• Desired Outcome: “Common info with appropriate evidence-based practices for suicide
assessment and tough evaluation”
The three examples of standardized and researched suicide risk assessment tools that were selected for
inclusion in the Core Competencies Toolkit were selected primarily because...
• they are widely used both in the US and internationally
• they are cited by authoritative organizations
• they are each examples of suicide risk assessment tools with very different properties
• they are readily available, and two of the three can be used with very little special training by
behavioral health staff
The three-selected suicide risk assessment tools are as follows.
• Suicide Assessment Five Step Assessment and Triage (SAFE-T)
• An example of a relatively comprehensive, and very widely used assessment tool that addresses
risk factors, protective factors, “suicide inquiry” regarding factors correlated with suicide risk, and
issues related to intervention and risk containment.
• SAFE-T is cited at the following SAMHSA websites.
o https://www.integration.samhsa.gov/clinical-practice/screening-tools
o https://www.samhsa.gov/suicide-prevention
• It is also cited by the Suicide Prevention Resource Center’s ZERO Suicide in Health and
Behavioral Health Care Toolkit at...
o https://zerosuicide.sprc.org/toolkit/identify/screening-and-assessing-suicide-risk
•

Suicide Behavior Questionnaire - Revised (SBQ-R)
o An example of a relatively concise assessment framework with empirically demonstrated
predictive validity.
o SBQ-R is cited at SAMHSA’s Suicide Prevention website at...
 https://www.samhsa.gov/suicide-prevention

•

Collaborative Assessment and Management of Suicidality (CAMS)
o An example of a relatively comprehensive approach to suicide risk assessment and
management, requiring significantly more training than the other two selected assessment
tools.
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•

o CAMS is cited by SAMHSA’s Registry of Evidence Based Programs and Practices at...
 https://nrepp.samhsa.gov/ProgramProfile.aspx?id=134
CAMS is also cited by the Suicide Prevention Resource Center at...
o https://www.sprc.org/resources-programs/collaborative-assessment-management-suicid
ality-cams

These three assessment frameworks were provided as widely used and accessible examples. A variety of
additional options are listed in the Toolkit’s list of Additional Resources for Suicide Risk Assessment.
A review of structured instruments related to suicide risk yields many that address suicide in the context of
more general depression symptoms (e.g., PHQ-9, Macarthur Depression Toolkit) and suicide screening
tools designed for use by healthcare professionals who are not behavioral health specialists (e.g.,
Columbia Suicide Severity Rating Scale).
The CAG expert panels did not name any specific suicide risk assessment tools. The following is a review
of two suicide screening or assessment tools that SAMHSA has identified that are specifically designed to
assist behavioral health practitioners in addressing suicide risk.
SUICIDE ASSESSMENT FIVE-STEP EVALUATION AND TRIAGE (SAFE-T)
The SAFE-T is designed as a screening tool for use by mental health professionals. The SAFE-T provides
a useful framework for interviewing a client about suicide risk by drawing attention to key risk factors and
protective factors, and it asks specific questions about thoughts, plans, behaviors, and intent. It does not
yield a score and therefore has not been validated for its predictive validity.
Risk Factors
• Suicidal behavior, including history of prior attempts and self-injurious behavior
• Psychiatric disorders, especially mood, psychotic, and substance use disorders; ADHD; PTSD and
traumatic brain injury; personality disorders; and conduct disorders
• Key symptoms such as anhedonia, impulsivity, hopelessness, anxiety, insomnia, and command
hallucinations
• Family history of suicide, including attempts, and mental disorders requiring hospitalization
• Precipitants, including stressors or other triggering events that lead to humiliation, shame, or despair,
such as financial losses, relationship losses, and physical health conditions
• Changes in treatment such as hospital discharges or changes in service providers or treatment
methods
• Access to firearms
Protective Factors
• Internal factors such as one’s ability to cope with stress, religious beliefs, and frustration tolerance
• External factors such as responsibility to children or pets, positive therapeutic relationships, and other
social supports
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Suicide Inquiry
• Ideation, including frequency, intensity, duration, with distinctions made between ideation occurring in
the past forty-eight hours, past month, and “worst ever”
• Plan, including timing, location, lethality, availability of means to carry out the plan, and preparatory
acts
• Behaviors, including past attempts, aborted attempts, rehearsals such as tying a noose or loading a
gun, and other self-injurious actions
• Intent, including the extent to which the patient expects to carry out the plan and believes that the
plan, if implemented, will be lethal rather than self-injurious
The SAFE-T is a screening tool designed to draw a clinician’s attention to key suicide risk factors. The
assessment tool states that “assessment of risk level is based on clinical judgment” after gathering
information about the issues listed above. Although the SAFE-T does not yield a score, it draws attention to
a broad variety of issues relevant to assisting a client with reducing suicide risk over time.
Additional information about SAFE-T is available from the National Suicide Prevention Lifeline at (800) 2738255 and at http://www.integration.samhsa.gov/images/res/SAFE_T.pdf.
SUICIDE BEHAVIOR QUESTIONNAIRE—REVISED (SBQ-R)
The SBQ-R addresses a much more limited number of issues than the SAFE-T, but it is scored, and its
psychometric properties have been measured for adult psychiatric inpatients, as well as others.
The SBQ-R consists of only four items.
Item 1 addresses lifetime suicidal ideation and/or attempts with this question: “Have you ever thought or
attempted to kill yourself?” This is followed by six response options.
Item 2 addresses the frequency of suicidal ideation over the past twelve months with this question: “How
often have you thought about killing yourself in the past year?” This is followed by five response options.
Item 3 addresses the threat of suicide attempt with this question: “Have you ever told someone that you
were going to commit suicide, or that you might do it?” This is followed by five response options.
Item 4 evaluates self-reported likelihood of future suicidal behavior with this question: “How likely is it that
you will attempt suicide someday?” This is followed by six response options.
A range of 3 to 18 points are possible. Osman et al. (2001) found that a score equal to or greater than 8
predicts suicide attempts by adult inpatients with 80% sensitivity (accurate prediction of those who made
attempts) and 91% specificity (absence of false positives for those who did not make attempts...
COLLABORATIVE ASSESSMENT AND MANAGEMENT OF SUICIDALITY (CAMS)
CAMS is an approach to working with suicidal individuals that incorporates principle of engagement,
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assessment and planning (Jobes 2006). CAMS begins with a collaborative completion of the suicide status
form (SSF). Portions of the SSF are completed collaboratively by clinician and patient. It yields both
quantitative and qualitative assessments and consideration of empirically based risk factors.
The totality of this assessment information is collaboratively used by the clinician and client to develop a
suicide-specific/problem-focused treatment plan which targets and treats “drivers” of suicidality, those
issues that make the patient suicidal. The developers of this framework also state that the purpose of this
framework is to help suicidal patients develop existential purpose and meaning. (Jobes et al. 2011).
Jobes et al. (2011) describe CAMS as follows:
• Both a philosophy of care as well as a series of specific steps that are guided by the SSF tool
• Intended to build a strong clinical alliance
• Designed to increase patient motivation and engagement in care
As such, its comprehensive features may be more relevant to ongoing care in an outpatient setting,
although the full framework has been applied in inpatient settings (Ellis et al. 2012).
The CAMS has an initial session version, a version to use in ongoing care, and a final session version.
Each version is divided into three sections, A, B and C which comprise the assessment portion of the
framework.
Version
Initial Version:
Individual is asked
about the presence of
suicidal thoughts,
feelings and behaviors
over the past week and
whether the individual
felt that these were
managed.

Section A
The individual is asked
to use a five-point scale
to rate the following:
- Psychological
pain (e.g., hurt,
anguish,
misery)
- Stress (i.e.,
feeling of being
pressured or
overwhelmed)
- Agitation
- Hopelessness
- Self-hate (i.e.,
feeling of
disliking
oneself, having
no self-esteem
or self-respect)

Section B
The individual is asked
about the presence or
absence of a variety of
suicide correlates:
suicide preparation,
suicide rehearsal,
impulsivity,
substance abuse,
significant loss,
relationship problem,
burden to others, and
shame.
The client is then asked
to describe any such
correlates that are
present.

The individual is asked
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The treatment Plan is
developed in this
section.
The following issues are
addressed:
• Ways to reduce
access to lethal
means
• Things the
individual can
do to cope
differently when
in a suicide
crisis, including
calling a “life or
death crisis
number”
• People the
individual can
call for help or
to decrease
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Version

Section A
to identify reasons for
living, and then to rank
them:
- The extent of the
wish to live
- The extent of the
wish to die

Section B

Ongoing Care Version:
In this version, the
individual is asked
about the presence of
suicidal thoughts,
feelings, and behaviors
over the past week and
whether the individual
felt that these were
managed.

The individual is asked
to use a five-point scale
to rate the following:
- Psychological
pain (e.g., hurt,
anguish,
misery)
- Stress (i.e.,
feeling of being
pressured or
overwhelmed)
- Agitation
- Hopelessness
- Self-hate (i.e.,
feeling of
disliking
oneself, having
no self-esteem
or self-respect)

reviews, evaluates, and
updates the treatment
plan.

Section C
isolation
• Ensure that the
individual
attends
treatment as
scheduled, with
potential
barriers and
solutions
specified

The individual is asked
to identify reasons for
living, and then to rank
them:
- The extent of the
wish to live
- The extent of the
wish to die
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Final Session Version:
Final Session Version
The final session
version evaluates the
client’s progress,
including questions
about aspects of the
treatment plan that
were particularly helpful
and what the client
learned from his or her
clinical care that could
help if suicide risk
increases again in the
future.

The individual is asked
to use a five-point scale
to rate the following:
- Psychological
pain (e.g., hurt,
anguish,
misery)
- Stress (i.e.,
feeling of being
pressured or
overwhelmed)
- Agitation
- Hopelessness
- Self-hate (i.e.,
feeling of
disliking
oneself, having
no self-esteem
or self-respect)

Identifies whether there
have been three
consecutive sessions of
“resolved suicidality” as
well as information
plans for future
services.

The individual is asked
to identify reasons for
living, and then to rank
them:
- The extent of the
wish to live
- The extent of the
wish to die
All three versions end with a section that provides the clinician’s evaluation of the client’s mental status
exam and diagnosis with a rating of the client’s overall suicide risk level on a five-point scale
Additional information about CAMS is available at:
http://www.health.state.mn.us/patientsafety/preventionofviolence/brosettoolutilizationarticle.pdf
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Advance Directives
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Advance Directives
RELEVANCE
Relevance to Recovery
Although ADs developed within general healthcare services, they are consistent with the fundamental
values of the Recovery Model. A thoughtful, deliberate AD is consistent with numerous recovery principles:
• Self-direction
• Self-responsibility
• Collaboration (if developed through a SDM process)
• Individualized care
• Empowerment (if the individual was provided with the structure, information, and DAs needed to
make thoughtful, deliberate decisions)
Relevance to Involuntary Detention
Although ADs represent an emerging model developed for use in general healthcare services, it has the
potential for broad application throughout public behavioral health services, in which most intervention
decisions and treatment planning is subject to informed consent. They are also relevant to the
nonemergency aspects of involuntary detention. Even those aspects of involuntary detention that are not
subject to client consent can be provided in a more person-centered, individualized, and effective manner
when inpatient staff have information about a client’s preferences.
Clients on involuntary holds who have been empowered to develop advance directives, such as those
presented in a WRAP plan, and those clients who have had an opportunity to consider the pros and cons of
various intervention options are most likely to benefit from this recovery and growth opportunity during
involuntary detentions.
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Advance directives are statements of an individual’s preferences for treatment and services during times of
incapacitation, and they can be used to assign decision-making authority to another person during these
times.
Psychiatric advance directives (ADs), supported by the Institute Of Medicine (2006), can be seen
as another method for supporting shared decision making (SDM), even in circumstances such as
psychiatric emergencies, when consumers may not be able to participate in SDM.
Psychiatric advance directives (ADs), supported by the Institute Of Medicine (2006), can be seen
as another method for supporting shared decision making (SDM), even in circumstances such as
psychiatric emergencies, when consumers may not be able to participate in SDM.
Advance Care Directives in General Healthcare
Also, known in general healthcare as a “living will,” an advance care directive is a legally valid document
that permits a person to give or withhold consent for medical procedures that may become relevant in the
future when the individual might no longer have the capacity to make such decisions. In general healthcare,
ADs address a wider variety of issues than are relevant in psychiatric involuntary detention situations.
Typically, the individual specifies these components:
• The types of treatment to be provided by physicians, healthcare services, and other caregivers, such
as use of pain relief, antibiotics, feeding, hydration, ventilators, or cardiopulmonary resuscitation
• The circumstances under which various types of treatments are to be avoided
• What kind of pain management is wanted at the end of the individual’s life?
• The extent to which extraordinary means are desired to sustain life and the conditions under which they
may and may not be used
• Instructions regarding organ donation and permission to perform an autopsy
Medical Power of Attorney
Many older adults still do not prepare an AD. Others who do prepare one sometimes
• express their wishes in general terms that are difficult to interpret in a specific future situation;
• fail to address unanticipated critical decisions that arise in the future; or
• call on healthcare providers to take or withhold actions in a way that would be contrary to medical
ethics, quality assurance standards, or legal mandates.
A Medical Power of Attorney (also known as a Durable Power of Attorney for Healthcare or a
Healthcare Proxy Appointment) can be helpful in any of these situations. This document allows a person
to appoint someone else, a healthcare proxy, to make healthcare decisions on his or her behalf in
circumstances in which the person has become incompetent to render such a decision. Even if a patient
had an incomplete AD that failed to address a critical medical care decision, healthcare providers could turn
to the person with the power of attorney to make the decision. The designated healthcare proxy has the
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same legal authority to consent to or refuse treatment that the patient would have had were he or she still
competent.
It is not unusual for a healthcare proxy to face a situation in which he or she is unwilling to render a
decision because of uncertainty about what the patient’s wishes would be. To avoid this dilemma, the
patient should complete a values history, a thorough questionnaire that documents the individual’s values
about medical care and addresses a variety of therapy specific issues. Those who complete these values
histories often indicate that concerns about financial burdens and psychological stress or pain are major
factors leading to the rejection of many end-of-life therapies (Doukas and McCullough 1991).
Another document, the Medical Directive by Emanuel and Emanuel (1989), presents several case
scenarios to support advanced medical decision making. Each scenario includes a variety of related
medical procedures and interventions, and the patient can specify which treatments he or she would accept
or reject in a similar situation. Of course, one limitation to this approach is that medical care decisions are
made in real time and must be based on informed consent. The patient should be provided with full
information about the potential costs, benefits, limitations, and risks associated with each option. Those
who fill out the medical directive are not likely to have been presented with this full array of information prior
to rendering so many decisions based on a variety of hypothetical scenarios.
The Lifecare Advance Directive is another document that focuses on health outcomes instead of lists of
medical procedures. Rather than addressing every possible medical intervention, it focuses on the likely
outcomes that would make treatment interventions acceptable to a patient. This is the consideration most
likely to be the basis for medical decision making by a patient who is legally competent to make decisions
in real time.
Also, see ww38.medicaldirective.net, a good source for samples of these various forms.
A variety of lifecare advance directive forms can be found online (Lifecare Advance Directives, n.d.).
Standard AD forms issued by the various states are available for review. Many consider the various stateissued AD forms to be less clinically meaningful than the others described in this section. Individuals are
not required to use a state’s standard form. Also, although a witness (two witnesses in some states) must
be present at the signing of any of these documents, it is not necessary to have an attorney or notary’s
involvement. The person who signed these documents can revoke them at any time.
PSYCHIATRIC ADVANCE DIRECTIVES
Creating an AD allows a mentally ill individual to plan for a future mental health crisis. Treatment choices
can be specified in advance of possible future psychiatric emergencies or involuntary detentions at a time
when the individual can be thoughtful and deliberate in exercising self-determination and self-responsibility.
Individuals who arrive at involuntary detention having prepared ADs have more influence or control over
their treatment during hospitalization. Involuntary detention staff have an opportunity to learn about the
client’s wishes and preferences, even though engagement has not yet fully developed, and the client might
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not be competent to give informed consent at the moment.
Instructive psychiatric advance directives (PADs) are used to express specific instructions about treatment
preferences. “Appointment of an Agent for Healthcare” is the term used in California for what is also known
as Proxy PADs. These are used to name another person, a proxy or agent, who is designated to make
treatment decisions on behalf of the individual if he or she becomes unable to do so. An individual may
choose to use an Instructive PAD, a Proxy PAD, or both. The absence of one does not invalidate the other.
According to the National Resource Center on Psychiatric Advance Directives, the California Health
Care Decisions Law (CA Probate Code Sec. 4650–4743) allows a person to appoint an agent to
make decisions about his or her treatment. The designated agent makes decisions when the
patient becomes unable to do so. This law covers healthcare in general and includes psychiatric
treatment. However, the law may have limited relevance in involuntary detention situations. CA
Probate Code Sec.4651 includes the following provisions: (a) Except as otherwise provided, this
division applies to healthcare decisions for adults who lack capacity to make healthcare decisions
for themselves.
(b) This division does not affect any of the following:
(1) The right of an individual to make healthcare decisions while having the capacity to do so
(2) The law governing healthcare in an emergency (emphasis added)
(3) The law governing healthcare for unemancipated minors
An involuntarily detained individual is not necessarily in a constant state of emergency, but emergency
situations do arise during detention, and those tend to be situations in which the most coercive
interventions are used. The California Health Care Decisions Law
• only allows advance decisions to be made about decisions that are subject to patient consent,
which could include advance decisions about some but not all aspects of psychiatric medications
and/or hospitalization; and
• only allows an agent to be designated to make decisions that are subject to patient consent.
ADs are not subject to approval; however, the document on which the directives are written must be
notarized or signed by two witnesses. Neither witness can be an employee of your healthcare provider, and
at least one must not be a relative. ADs that are written by patients in skilled nursing facilities must also be
signed by a patient advocate or ombudsperson. ADs remain valid as long as the individual does not revoke
it, but an expiration date may be specified by the individual.
For more information, see Protection and Advocacy, Inc., Advance Health Care Directives. This booklet
(available for download at http://psychrights.org/states/California/AdvanceDirectives.pdf ) includes a
recommended form for advance directives.
Protection and Advocacy, Inc. provides an excellent and thorough sample AD form for use in psychiatric
situations. A review of this form indicates that a meaningful AD requires substantial information and
deliberation on the part of the client. For a client participating in SDM, the negotiating process would add
substantial time to the formulation of a meaningful AD. In completing this form, the client has the
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opportunity to make decisions about the following:
•
•
•
•
•
•
•

•
•

Do I want to appoint a healthcare agent and, if so, whom?
If so, what authority do I want my agent to have?
Do I choose to designate a preference for a court-appointed conservator? If so, whom?
Who should be notified immediately of my admission to a psychiatric facility?
Do I want to designate a choice of treatment facility and alternatives to hospitalization? If so, which
facility and which alternatives? Which facilities do I want to avoid?
Do I want to designate a primary physician to have primary responsibility for my mental healthcare? If
so, whom? Who do I want to designate as an alternative if my primary choice is unavailable?
What are the various options, and which do I prefer when it comes to these options?
o Methods to avoid emergency situations?
o Emergency interventions?
o Routine medications for psychiatric treatment?
o Emergency psychiatric medication?
o Electroconvulsive therapy?
Do I want to prohibit anyone from visiting me? If so, whom?
Do I have any other instructions about my mental healthcare?

The form then calls for decisions regarding physical healthcare. It includes the following questions:
• What are my desires, special provisions, and limitations regarding physical healthcare?
• What are my choices regarding experimental studies and drug trials?
• What are my instructions regarding life-sustaining treatment?
• What are my choices regarding contribution of an anatomical gift?
• What are my instructions regarding autopsy?
• What are my choices regarding disposal of my remains?
Many mentally ill individuals are fully capable of making such decisions, and they have the same right to do
so as any other individual. However, in most cases these are not decisions that can deliberately and
meaningfully be made during an involuntary detention. Clients who might eventually be involuntarily
held need to make these decisions during outpatient treatment preceding the involuntary detention,
whether or not this is done as part of a WRAP plan. Because it is not possible to predict which individuals
with serious, persistent mental illness will eventually be hospitalized, development of such a plan should be
done in public behavioral health services as a universal precaution.
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Rules for Proxy Ads
A designated agent is responsible for making decisions according to the expressed preferences of the
patient. In the absence of that information, the agent is expected to make decisions according to what he or
she considers to be in the patient’s best interest, subject to the following limitations:
• An agent cannot be a nonrelative who is an employee of the individual’s healthcare or community care
provider.
• An attorney must authorize ADs written by individuals who have an LPS conservator.
• A previously designated agent can be overruled by a surrogate designated by a patient who is currently
being treated in a healthcare facility. Such a surrogate designation has a maximum sixty-day total
duration; it also elapses if the episode of treatment in the current facility ends before sixty days.
• An agent does not have legal authority to consent to
o commitment to or placement in a mental health treatment facility,
o psychosurgery,
o electroconvulsive treatment,
o sterilization,
o abortion, or
o any other practice or procedure designated by the patient as an exception to the agent’s
authority.
A proxy AD goes into effect when a patient’s primary physician (psychiatrist) determines that the patient
does not understand the benefits or risks of a particular decision that needs to be made. However, the
patient can specify that the AD is to be followed regardless of competence. In most cases, unless there is
conflict regarding these issues, a court does not need to be involved in determining when the AD goes into
effect.
The Service Provider’s Duties Regarding Advance Directives
Service providers are generally obligated to follow the terms of an AD if
• it is duly constituted (e.g., documented when the individual was competent, notarized or signed
before two witnesses, etc.);
• an expiration date was not specified or, if specified, has not yet elapsed; and
• it addresses issues that are subject to consent.
Note, however, that service providers are not obligated to follow an AD that they consider to require them to
violate professional standards or for reasons of conscience. These rules are expressed in the following
sections of the California Probate Code.
Section 4734:
(a) A healthcare provider may decline to comply with an individual healthcare instruction or
healthcare decision for reasons of conscience.
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(b) A healthcare institution may decline to comply with an individual healthcare instruction or
healthcare decision if the instruction or decision is contrary to a policy of the institution
that is expressly based on reasons of conscience and if the policy was timely
communicated to the patient or to a person then authorized to make healthcare decisions for
the patient.
Section 4735:
A healthcare provider or healthcare institution may decline to comply with an individual healthcare
instruction or healthcare decision that requires medically ineffective healthcare or healthcare contrary
to generally accepted healthcare standards applicable to the healthcare provider or institution.
If a healthcare provider declines to comply with a duly constituted AD, he or she incurs the following duties.
Section 4736:
A healthcare provider or healthcare institution that declines to comply with an individual healthcare
instruction or healthcare decision shall do all of the following:
(a) Promptly so inform the patient, if possible, and any person then authorized to make
healthcare decisions for the patient.
(b) Unless the patient or person then authorized to make healthcare decisions for the patient
refuses assistance, immediately make all reasonable efforts to assist in the transfer of the
patient to another healthcare provider or institution that is willing to comply with the
instruction or decision.
(c) Provide continuing care to the patient until a transfer can be accomplished or until it
appears that a transfer cannot be accomplished. In all cases, appropriate pain relief and
other palliative care shall be continued.
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COMPETENCIES FOR ADVANCE DIRECTIVES
Staff Competencies
• Knowledge of the similarities and differences of “Instructive Psychiatric Advance Directives” and
“Proxy Psychiatric Advance Directives”
• Knowledge of the kinds of decisions that are and are not covered by ADs
• Familiarity with the California Health Care Decisions Law (Probate Code Sections 4650–4743)
• Knowledge of the process for validating an AD (e.g., notarization, witnesses, signatures by a patient
advocate or ombudsperson)
• Familiarity with the Protection and Advocacy sample AD form (and/or other similar models)
• Knowledge of the service provider’s duties regarding ADs
• Familiarity with Probate Code Section 4734
• Knowledge of the service provider’s duties when AD instructions are declined
• Familiarity with Probate Code Section 4735
Significant Other’s Competencies
In view of the special attachments, bonds, and identifications that develop within families and other close
personal relationships, medical facilities commonly encourage attention to the following issues for
significant others who are given decision-making authority in an AD. The same issues apply in psychiatric
settings.
• Awareness of personal values (e.g., what does quality of life mean to me?), awareness of the loved
one’s personal values (e.g., what does quality of life mean to the loved one?)
• Knowledge of what the consumer’s choice would be in a variety of expectable situations calling for a
healthcare decision
• Ability to make a decision that the consumer would have made for him- or herself, even if the loved
one does not agree with the decision
• Ability to make difficult healthcare choices even though feeling stressed and upset by the loved one’s
situation
• Knowledge of the options (i.e. the positives and negatives) regarding relevant medications, treatment
approaches, available facilities, and so on
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Competencies for Advance Directives Are Especially Relevant to the Following
CAG Guidelines
Note that these guidelines have been selected for relevance to this issue; they are not necessarily
consecutively numbered guidelines.
Engagement
2.02 Validate the individual’s perspective of the situation.
2.06 Address client concerns about personal effects (e.g., cars, bikes, pets, personal belongings,
home).
2.07 Develop and implement an action plan to secure personal effects.
2.08 Include family members and significant others as identified by the client.
2.10 Practice a recovery orientation.
Initial Clinical Assessment Process by Behavioral Health Staff
3.04 Conduct a systematic review of interventions that have previously benefitted the detained
individual.
Initial Clinical Assessment Content
3.11 Include information about involvement with support systems (e.g., family, friends, agencies).
3.13 Address any ongoing assessment content that is logistically feasible in view of time constraints
and the client’s ability to communicate such information.
Ongoing Assessment Process
5.01 Use a team or collaborative process.
5.01 (c) The client’s decisions about engaging others should be respected.
5.01 (d) Access behavioral health records, including a review of the client’s own crisis related
perspectives and preferences as expressed in documented pre-detainment assessments.
5.01 (g) Facilitate the client’s communication with individuals and resources with whom the client
chooses to communicate to obtain information about his/her history, status and postdischarge options.
5.01 (h) Facilitate the client’s communication with those individuals and resources to whom the
client chooses to invite as participants in the discharge planning process.
Ongoing Assessment Content
5.03 To inform discharge planning, the ongoing assessment should include content which informs
the following:
5.03(a) Decisions regarding restoration of role functioning and/or introduction to new roles
5.03(c) A determination of the kinds of goals and objectives that would be realistic, achievable,
meaningful to the individual, and either initiated by the individual or acceptable to the
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individual
5.07 Include information about client’s involvement with support systems (e.g., family, friends,
agencies).
5.10 Identify those individuals and resources that the individual chooses to communicate with during
the detainment.
5.11 Identify those individuals and resources whom the individual chooses to participate in the
discharge planning process.
Treatment (Decision Making and Intervention)
7.01 The assessment of treatment includes the following:
7.01 (a) Recommendations made to the individual during the hold
7.01 (b) Individual’s response to recommendations
7.01 (d) Therapeutic interventions provided to the individual during the hold
7.01 (d) Individual’s response to therapeutic interventions
7.01 (e) Contacts with significant others during the hold
7.01 (f) Individual’s response to contacts with significant others
7.01 (g) Evaluation of the individual’s potential and willingness to engage in outpatient care and
supports
7.01 (h) Staff communication and collaboration with potential outpatient follow-up service providers
7.01 (i) Client communication with potential outpatient follow-up service providers
7.01 (j) Access to centralized information within a system of care, fully implementing the portability
purpose of HIPAA while remaining within HIPAA’s confidentiality and security provisions
Discharge Planning
8.04 Validate the individual’s perspective of the situation.
8.05 Include family members and significant others as identified by the client.
8.06 Focus the discharge process on post-discharge follow-through.
8.07 Express a recovery orientation; therefore, discharge plans must
8.07 (a) be person-centered;
8.07 (b) reflect client’s self-direction and build self-responsibility;
8.07 (e) be respectful;
8.07 (f) be culturally relevant (ethnicity, religion, social class, gender, sexual orientation and other
cultures that are meaningful to the client);
8.07 (h) identify relevant community-based services and natural support networks; and
8.07 (i) not be limited to professional interventions.
Pre-detainment Assessment
Pre-detainment Assessment Process
12.01 Whenever this information can be gathered during pre-detainment service contacts within a
service system, those issues involving decisions (e.g., identifying client preferences) will be
made using a process of SDM in which
12.01(c) informed preferences are determined based on a choice of the best action which
respects client autonomy, to the extent this is desired, ethical and legal.
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12.02 Clients should be made aware of the option of including family members and
significant others in the assessment process and the potential benefits of doing so.
12.02 (a) Those clients who have considered and made decisions about including family and
significant others during the outpatient service assessment process will be best able to
formulate such decisions during their detainment-based assessments.
12.03 Conduct the Pre-detainment Assessment in a way that strengthens the client’s
decision-making capacity.
12.06 Identify the individual’s preferences regarding the following aspects:
12.06 (a) Language for communicating about strengths, symptoms, problems, and service
preferences
12.06 (b) Family members from whom the client does or does not want to receive support
12.06 (c) Friends, peers, staff, agencies and others from whom the client does or does not want to
receive support
12.06 (d) Clinical intervention strategies, intervention techniques, medications, and style of
relationship with behavioral health service providers
12.07. Identify the individual’s conception of the following:
12.07 (b) Possible solutions to problems
12.07 (c) Barriers to achieving solutions
12.07 (g) The types of resources that he or she sees as supportive
12.07 (h) The types of entities that he or she sees as stressful
12.07 (j) The communities in which he or she prefers to participate
12.07 (o) What he or she has done in the past to deal with the problem that was effective
12.07 (p) What he or she has done in the past to deal with the problem that was ineffective or
made the problem worse
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