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1. GENERAL PRINCIPLES

WHAT YOU WILL LEARN

¢ The basic principles of Wellness and Recovery Planning

s The nature and functions of the Weliness and Recovery Planning Team

o The scope and requirements of the Wellness and Recovery Plan

e The scope of therapeutic and rehabilitation services to be provided

o The requirements for discharge planning and commuaity integration

« Some cultural considerations in Wellness and Recovery Planning

Each state Hospital provides coordinated, comprehensive, individualized protections, services, supports
and treatments (cotiectively “therapeutic and rehabilitation services) for the individuals it serves,
consistent with generatly accepted professional standards of care. In addition to implementing the
therapeutic and rehabilitation planning services set forth below, each state hospital has established and
implemented standards, policies, and practices to ensure that therapeutic and rehabilitation service
determinations are consistently made by an interdisciplinary team through integrated therapeutic and
rehabilitation service planning and embodied in a single, integrated therapeutic and rehabilitation segvice
pfan (Wellness and Recovery Plan).

The Wellness and Recovery Plan (WRP) is the blueprint that provides each individual a roadmap for his
or her recovery while he or she is in the hospital. Itis a dynamic document that changes as the individual
progresses from an inpatient hospital setting to the next level of care. Typically, a new admission may
move through four overlapping treatment phases: acute, stabilization, stable, and recovery. Given a
focus on recovery, the WRP is person-centered and the primary role of the Wellness and Recovery
Planning Team (WRPT) is to facilitate the individual's recovery. Person-centered planning assumes that
the individual will take increasing responsibility for his or her recovery process as treatment progresses
untif he or she is able to resolve his or her focus or foci of hospitalization, overcome specific discharge
barriers, and transition to the next level of care. The recovery process utilizes and builds on the
individual's strengths and enables him or her to use skills and coping strategies to maintain or work
towards an increasing state of wellness. The focus is not on achieving a “cure,” but on enabling the
individual to use personal strategies and strengths to enhance functional status and to maintain and
enhance quality of life.

The WRP process offers the individual, family members and relatives, the individual's significant others,
and authosized representatives full opportunity to participate meaningfully in the recovery and discharge
process. The WRP, developed by the individual and his or her WRPT, is individualized, person-ceniered,
strength-based, and demonstrates respect for personal choices, hopes, cultural and spiritual values,
beliefs, and practices. As a general ruie, the individual shoutd actively participate in planning histher
recovery, understand the completed plan, and agree with its goals angd objectives. The individual’s
signature on the WRP is necessary, but not sufficient to show that these conditions have been met.
Thus, the individual's level of participation, understanding, and agreement wilt need to be documented in
the Interdisciplinary Note (IDN) by the WRPT leader. As the individual begins recovering from the specific
symptoms of mental illness, and personal consequences of the mental illness and effects of
hospitailization, the WRPT members should encourage and facilitate the individual to lead his or her
WRPT in reviewing and revising his or her WRP.

1.1 Wellness and Recovery Planning Team (WRPT)

The WRPT membership is dictated by the particular neads and strengths of the individual in the team’s
care. However, at 2 minimum, the team will ensure that:

a. The primary objective is the provision of individualized, integrated therapeutic and
rehabilitation services that optimize the individual's recovery and ability to sustain



himself/nherself in the most integrated, appropriate setting based on the individual's
strengths and functionat and legal status and support the individual’s ability to exercise
his/her liberty interests, inciuding the interests of self determination and independence.

b. ltisled by a clinical professional who is involved in the care of the individual. The team
leader:

(. ensures the team functions in an inierdisciplinary fashion;

ii.  ensures appropriate parameters for paricipation by the individua! in his or her
treatment, rehabilitation and enrichment;

{ii. assumes the primary responsibility for the individual's therapeutic and
rehabilitation services, and ensures the provision of competent, necessary, and
appropriate psychiatric and medical care;

iv. ensures that each member of the team participates appropriately in
competently and knowledgeably assessing the individual on an ongoing basis
and in developing, monitoring and, as necessary, revising the therapeutic and
rehabilitation services;

V. ensures that assessment resuits and, as clinically relevant, consultation
results, are communicated to the team members, along with the implications of
those resuits for diagnosis, therapy and rehabilitation by no later than the next

review,

vi. ensures that team members provide concise presentation of the results of their
assessments prior to the discussion of objectives and interventions;

vii. ensures that the Present Status section of the case formulation is updated

during the WRP team meetings and that other sections in the case formulstion
are consequently updated as clinically indicated; and

viil.  ensures that the scheduling and coordination of assessments and team
meetings, the drafting of the WRP, and the scheduling and coordination of
necessary progress reviews are undertaken in a timely manner.

c. It consists of a stable core of consistent and enduring team members, including at least
the individual served; the treating psychiatrist, treating psychologist, treating rehabiiitation
therapist, the treating social worker; registered nurse, psychiatric nurse practitioner, LVN,
and licensed psychiatric technician who know the ingdividual best; and one of the
individual's teachers (for school-age individuals), and, as appropriate, the individual’s
family, guardian, advocates, attorneys, and other staff (e.g., primary care or
medical/surgical physician, dietitians, dentists, physical therapists, speech and language
pathologists, and pharmacy staff).

d. f{tincludes core WRP members with a case load not exceeding 1:15 on admission teams
(new admissions of 60 to 90 days) and, on average, 1:25 on all other teams at any point
in time.

e. MWincludes staff that is verifiably competent in the development and implementation of
interdisciplinary WRPs.

1.2 The Wellness and Recovery Plan (WRP)

The implementation of the WRP policies and procedures shall be consistent with generzally accapted
professional standards of care. Specifically:

a. Individuals have substantive input into the WRP process including, but not limited to,
input as to mafl groups and therapies appropriate to their WRP,

0. Individuals know their roles, right and responsibilities with regard to the development of
their WRP and that they are engaged in the development and revision of their WRPs,
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c. Wellness and recovery planring provides timely attention to the needs of each individual,
in particular:

i. initial therapeutic and rehabifitation service plans (Admission-Wellness and
Recovery Pians [A-WRP)) are completed within 24 hours of admission based
on Admission Assessments;

ii. master therapeutic and rehabilitation service plans (Wellness and Recovery
Plans [WRP)) are developed within 7 days of admission, based on Integrated
Assessments;

. the WRPs are reviewed and incrementally completed as new information and
clinically indicated assessments become available, but finalized by the 0" day
following admission; and

iv.  WRP reviews are performed every 14 days during the first 60 days of
admission and every 30 days thereafter. The third monthly review is a
Quarterfy Review and the 12" monthly review is the Annual Review.

d. Treatment, rehabiiitation ang enrichment services are goal-directed, individualized, and
informed by a thorough knowledge of the individual's psychiatric, megicat, and
psychosocizal history and previous response to such services.

e. WRPs are based on a comprehensive case formulation for each individual that emanates
from interdisciplinary assessments of the individual consistent with generally accepted
professional standards of care. Specifically, the case formulation;

i. is desived from analyses of the information gathered from interdisciplinary
assessments, including diagnosis and differential diagnosis;

ii. suppors the diagnosis by diagnostic formulation, differentiat diagnosis and
Diagnostics and Statistical Manual DSM-IV-TR Checklist;

ihi. addresses pertinent history, predisposing, precipitating and perpetuating
factors; previous treatment history, and present status, and that the above
information is aligned with the interdisciplinary assessments;

iv. considers biomedical, psychosocial, and psychoeducatoinal factors, as
clinically appropriate, for each of the factors covered in (iii) above,

v.  considers such factors as age, gender, cuiture, treatment adherence, and
medication issues that may affect the outcomes of treatment and rehabilitation

interventions;
Vi addresses the strangths of the individual and the system,
vii.  enables the interdisciplinary team to reach sound determinations about each
individual's treatment, rehabilitation, enrichment and wellness needs;
viii. includes the type of sefting to which the individual should be discharged, and

the changes that will be necessary to optimize treatment, rehabititation, and
ennichment outcomes in order to achieve discharge;

ix. identifies foci, objectives, treatment, rehabilitation, and enrichment
interventions; and
X. integrates ali the information in @ coherent narrative.

f.  The WRP specifies the individual's focus of hospitatization (goals), assessed needs
(objectives), and how the staff will assist the individual to achieve his or her
goals/objectives {interventions).

g. The WRP is driven by individualized needs, is strengths-based (i.e., builds on an
individual’s current strengths), addresses the individual’s motivation for engaging in
wellness activities, and leads to improvement in the individuatl's mental health, heaith and
well being, consistent with generally accepted professional standards of care.
Specifically, the WRPT:

i. develops and prioritizes reasonable and attainable goals/objectives (e.g., at the
ievel of each individual's functioning) that build on the individual's strengths
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vii.

viil.

and address the individual's identified needs and, if any identified needs are
not addressed, provides a rationale for not addressing the need;

ensures that the objectives and interventions address treatment (e.g., for a
disease or disorder), rehabilitation (e.g., skills/supports, motivation and
readiness), and enrichment (e.g., quality of life activities);

stages the applicable objectives and writes the objectives in behavioral,
observable, and/or measurable terms;

includes all objectives from the individual’s current stage of change or
readiness for rehabilitation, to the maintenance stage for each focus of
hospitalization (demonstrates a pathway to achieving the identified focus for
Foci 1, 3, and 5);

ensures that there are interventions that relate to each objective (except for
Heaith Maintenance in Focus 6), specifying who will do what, within what time
frame, to assist the individual to meet his/her needs as specified in the
objective;

implements interventions appropriately throughout the individual's day, with a
minimum of 20 hours of active treatment per week; individual therapy (including
medical appointmants) or group therapy included in the individual's WRP shall
be provided as part of the 20 hours per week;

maximizes, consistent with the individual's recovery needs and legal status,
opporunities for treatment, programming, schooling, and other activities in the
most appropriate integrated, non-institutional settings, as clinically appropriate
(are least restrictive and considess the individual's independence); and
ensures that each therapeutic and rehabilitation service plan integrates and
coordinates all services, supports, and treatments provided by or through each
State hospital for the individua!l in a manner specifically responsive to the plan's
therapeutic and rehabilitation goals. This requirement includes but is not limited
to ensuring that individuals are assigned to mall groups that link directly to the
objectives in the WRP and needs of the individuat.

h. WRPs are revised as appropriate {o ensure that planning is based on the individual's
progress, or lack thereof, as determined by the scheduled monitoring of identified criteria
or target variables, consistent with generally accepted professional standards of care.
Specifically, the WRPT:

Vi.

revises the focus of hospitalization and objectives, as needed, {0 reflect the
individual's changing needs and develops new interventions to facllitate
aftainment of new objectives when current objectives are achieved or when the
individual fails to make progress toward achieving these objectives;
documents specific rationale for continuing with an objective for more than two
months in the absence of demonstrable progress;

reviews the needs, objectives, and interventions more frequently if there are
changes in the individual's functional status or risk factors (i.e., behavioral,
medical, and/or psychiatric risk factors); the frequency of revisions correspond
to changes in the individuat's functional status and risk factors (including the
Triggers in the Key Indicators}.

ensures that the review process includes a monthly assessment of progress on
current objectives related to discharge to the most integrated setting
appropriate to meet the individuais assessed needs, consistent with his/her
legal status; and

bases progress reviews and revision recommendations on data coliscted as
specified in the WRP (such as documentation of the individual’'s progress as
evidenced by symptom reduction, participation in individual therapy,
attendance at mali groups, and achievement of objectives in individual therapy
and psychosocial mall groups); and

reviews and modifies, within three business days, an individual's therapeutic
and rehabilitation service pian if the individual is placed in seclusion or
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restraints more than three times in any four-week period, as well as other high-
risk Triggers from the Key Indicators.

1.3 Therapeutic and Rehabilitation Services

The implementation of the WRP policies and procedures shall be consistent with generally accepted
professional standards of care. Specifically:

a.

Individuals in need of positive behaviorat supports in school or other settings receive
such supports consistent with generally accepted professional standards of care.

Adequate active psychosocial rehabilitation is provided, consistent with generally
accepted professional standards of care, that:

i. is based on the individual's assessed needs and is directed toward increasing
the individual's ability to engage in more independent life functions;

ii. has documented objectives, measurable outcomes, and standardized
methodology;

ii. is aligned with the individual's objectives that are identified in the individual's
WRP;

iv. utilizes the individual’s strengths, preferences, and interests;

V. focuses on the individual's vulnerabilities to mental illness, substance abuse,
and readmission due to relapse, where appropriate;

vi. is provided in a manner consistent with each individual's cognitive strengths
and limitations;
vii. provides progress reports for review by the Wellness and Recovery Team as
part of the WRP review process;
Viil. is provided five-days-a-week, for a minimum of four-hours-a-day (i.e., 2 hours

in the morning and 2 houss in the afternoon each week-day), for each
individual or two-hours a day when the individual is in school, except days
falling an state holidays;

ix. is provided to individuals in bed-bound status in a manner and for a period that
is commensurate with their medical status;

x.  routinely takes place as scheduled;

Xi. includes, in the evenings and weekends, additional activities that enhance the
individual's quality of life (i.e., enrichment activities); and

xii. s consistently reinforced by staff on the therapeutic milieu, including living
units.

Adequate, individualized and group exescise and recreational options are proviged,
consistent with generally accepted professional standards of care.

Individuals who have an assessed need for family therapy services receive such services
in their primary language, as feasible, consistent with generally accepted professional
standards of cara and that these services, and their effectiveness for addressing the
indicated problem, are comprehensively documented in each individual's medical record.

Each individual's WRP identifies general medical diagnoses, the treatments to be
empioyed, the related symptoms to be monitored by nursing staff (i.e., registered nursas
{"RNs", psychiatric nurse practitioner, licensed vocational nurses [‘'LVNs"] and licensed
psychiatric technicians {LPT]) and the means and frequency by which such staff shall
monitor such symptoms, consistent with generally accepted professional stendards of
care.

)f it serves children ang adolescents, they receive services consistent with generally
accepted professional standargs of cars.



g. Therapy relating to traumatic family and other traumatic experiences, as clinically
indicated.

h. Reasonable, clinically appropriate opportunities to involve their families and significant
othars in treatment and treatment decisions.

i. Policies and procedures are developed and implemented consistent with ganerally
accepted professional standards of care to ensure appropriate screening for substance
abuse, as clinically indicated.

j- Individuals who require treatment for substance abuse are previded appropriate
therapeutic and rehabilitation services consistent with generally accepteg professional
standards of care.

k. Group facilitators and therapists providing therapeutic and rehabilitation sefvices (in
groups or individual therapy) are verifiably competent regarding selection and
implementation of appropriate approaches and interventions to address therapeutic and
rehabilitation servicas objectives, are verifiably competent in monitoring individuals’
responses to therapy and rehabilitation, and receive regular, competent supervision.

I.  Group facilitators and therapists providing therapeutic and rehabilitation services in the
field of substance abuse should be certified substance abuse counselors or equivalent.

m. Transportation and staffing issues do not preciude individuals from attending
appointments.

n. Adequate oversight to treatment, rehabilitation and enrichment groups is provided to
ensure that individuals are assigned to groups that are appropriate to their assessed
needs, that groups are psovided consistently and with appropriate frequency, and that
issues panrticularly relevant for this population, including the use of psychotropic
medications and substance abuse, are approprialely addressed, consistent with generally
accepted professional standargs of care.

o. Treatment, rehabilitation and enrichment services are monitored appropriately against
rational, operationally-defined target variables and revised as appropriate in light of
significant developments, and the individual’s progress, or lack thereof,

p. !ndividuals are educated regarding the purposes of their treatment, rehabilitation and
enrichment services; they will be provided a copy of the WRP when appropriate based on
clinical judgment. The contraindication for providing a copy of the WRP must be
documented in the psychiatrist’s progress note.

q. The staff shall educate indiviguals about their medications, the expected results, and the
potential common and/or serious side effects of medications, and staff regularly asks
individuals about common and/or serious side effects they may experience.

r.  WRP Teams review, assess, and develop positive clinical strategies to overcome
individuzal's barriers to participation in therapeutic and rehabititation services.

The implementation cf the WRP policies and procedures shall ensure that system-wide monitoring of the
safety, efficacy, and appropriateness of all psychotropic medication use are consistent with generally
accepted professional standards of care. in particular, WRP policies ang procedures shall require
monitoring of the use of psychotropic medications to ensuse that they are not inhibiting individuals from

meaningfully participating in treatment, rehabititation, or earichment and educational services as a result
of excessive sedation.
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1.4 Discharge Planning and Community Integration

The implementation of the WRP policies and procedures shall be consistent with generally accepted
professional standards of care. Specifically:

a. The WRPT identifies at the 7-day WRP conference, and addresses at all subsequent
planning conferences, the particular considerations for each individual bearing on
discharge, including:

i.  those factors that likely would foster successful discharge, inclugding the
individual's strengths, preferences, and personai life goals;

ii. the individual's leve! of psychosocial functioning;

iit.  any barriers preventing the individual from transitioning to a more integrated
environment, especially difficulties raised in previcusly unsuccessful
placements; and

iv.  the skills and supports necessary {o live in the setting in which the individual
will be placed.

b. Tha WRPT ensures that, beginning at the time of admission and continuously throughout
the individual's stay, the individual is an active participant in the discharge planning
process, to the fullest extent possible, given the individual's level of functioning and legal
status.

¢. The WRPT ensures that, consistent with generally accepted professional standards of
care, each ingividual has a professionally developed discharge plan that is integrated
within the individual’s therapeutic and rehabilitation service plan, that addresses his or
her pasticuiar discharge considerations, and that includes:

i.  measurable interventions regarding these discharge considerations,
ii. the staff responsibie for implementing the interventions; and
iii.  the time frames for completion of the interventions.

d. The WRPT ensures that transition supports and services are provided consistent with
generally accepted professional standards of care. [n particular, the WRPT ensures that:

I.  individuals who have met discharge criteria are discharged expeditiousty,
subject to the availability of suitable placements, and
ii.  individuals receive adsquate assistance in transitioning to the new setting.

e. For all children and adolescents it serves, the hospital shatt:

i develop and impfement policies and protocols that identify individuals with
(engths of stay exceeding six months, and

iil.  establish a regular review forum, which inciudes senior administrative staff, to
assess the children and adolescents identified in (i) above, to review their
treatment plans, and {o create an individualized action ptan for each such child
or adolescent that addresses the obstacles to successful discharge to the most
integrated, appropriate placament as clinically and tegaily indicated.

1.5 Cultural Issues

There are at least two critical issues that must be considered in wellness and recovery planning. These
include each clinician’s cultural bias and the individual's explanatory modet of mental illness.

a. Clinician's Cultural Bias
One aspect of wellness and recovery planning includes self-analysis by the clinicians of
their own culturat biases towards mental iliness itself, as well as towards individuals with
mental illness. In this, WRPTSs should be guided by the work of Hughes (1992) who has
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provided an excellent outline for such an inquiry. As summarized by Gaw (2001, pp. 18-
17), the outline includes the following considerations:

i What about this individual’s appearance or behavior makes me think what 1 am
seeing and hearing is pathology?

ii. What are the sources of the putative “pathologic” characterization?

iii. What label(s) am | subconsciously applying to this person, and where did these
labels come from?

iv. What social class or group am | assuming the person belongs to, and what do |
know about that? What are my own prejudices about that group, and where do
such characterizations come from—<hilghood directives and role-modeling,
family-inculcated out-group attitudes, scanning of current events that may
reinforce preexisling stereotypes?

V. Other than "pathology,” what other hypotheses come to mind to explain this
unusual behavior?

vi. What other label could | use to describe this behavior instead of pathology?

vil. What are the circumstances of the referral (if a referral), end what is the
descriptive spoken language used by other heaith care providers in conveying
information about the person?

viii.  What labels and summary inferences are used in the person's medica! record
or in the referral? HBow many of the empirical obsesvations such (abels purport
to reflect can [ recreate from the written record (knowing that a medical record
needs to be highly selective in the amount of data reported)?

iXx.  What do | know about the clinician or clinicians making such comments in the
record?

Information from the individual, in terms of the his or her explanatory model of mental
iflness, angd the clinician’s self-analysis provide the initial context for developing a cultural
case formulation, outlines and examptes of which can be found in the Diagnosis and
Statistical Manual of Mental lffness (DSM IV-TR; APA, 2000, pp. 897-898).

The Individual's Explanatory Mode) of Mental iliness

All assessments should include an evatuation of cultural and spiritual issues of the
individual that may impact assessment, rehabilitation, and recovery. While a separate
assessment of these issues is not mandatory, at a minimum, the psychosocial
assessment should include some information on refigion and spiritual beliefs and how
these beliefs may impact the individual's current condition and inform his or her
psychological and social support needs. Further, there should be some assessment of
his or her cuiturai strengths and challenges that will moderate or mediate his or her
treatment. For example, knowledge of the individual's befief system may help the
substance abuse counselor to decide whether the individuai would be a good candidate
for certain self-help groups, such as Aicohofics Anonymous (AA) or Narcotics
Anonymous (NA), which use spiritual principles to maintain sobriety in their members.

Another useful cultural approach is to begin the process by learning about the individual's
understanding of her psychiatric disabilities, Many years ago, Or. Arthur Kleinman, a
psychiatrist and medical anthropologist at Harvard Medical School, developed a set of
eight questions that elicits a person’s explanatory model of their illness or disorder. As
noted by Anne Fadiman (1997), in her wonderful book on cross-cuitural medicine, “The
first few times | read these questions they seemed so obvious | hardly noticed them;
around the fifteenth time, | began to think that . . . they might actually be a work of
genius” (p. 260). Her list of Kleinman's eight questions, applied to mental iliness, is as
follows:

i. What do you call the disorder (—use the individual's term)?
i. Whatdo you think has caused the disorder?
iii. Why do you think it started when it did?
iv. What do you think the disorder does? How does it work?



v.  How severe is the gisorder? Wil it have a short or long course?
vi.  What kind of treatment do you think you should receive? What are the most
important results you hope to receive from this treatment?
vii. What are the chief problems the disorder has caused?
vii.  What do you fear most about this disorgder?

Asking the individual these questions in conversations, rather than in & structured or
semi-structured interview, will elicit an abundance of culturai information that can be used
by clinicians in selecting assessments, developing interventions, and assessing
outcomes that are alighed with those of the individual. In addition, more detailed
information can be obtained later in strength-based conversations. That may inform the
wellness ang recovery planning process.

REVIEW QUESTIONS

o What is the primary rote of the WRPT?

= What is the role of the individual with regard to Weilness and Recovery Planning?

»  Wnhnat are the responsibilities of the clinical professionat who leads the WRPT?

»  What is the core membership of the WRPT?

s What are the 10 components of a well written case formulation?

¢ What are the prescribed functions of the WRPT?

¢ What are the requirements for revising the WRP?

e«  What are the 12 requirements for implementing psychosocial rehabllitation services?

*  What is the language requirement for providing family therapy services?

s s the WRPT required to provide a copy of the individual's WRP to the indivigual?

¢ What should the WRPT do if an individual persistently refuses to participate in therapeutic and
rehabilitation services?

e What the four issues with regard to an individual's discharge that WRPTs should discuss at the 7-
day and all subsequent WRP Conferences?

e What are the two critical issues that WRPTs should consider in Wetlness and Recovery
Planning?

¢ What are the eight questions clinicians should consider when assessing their own cultural biases
towards mentai iliness and towards the individual with mentai illness?

s What are the eight questions that WRPT members can ask to better understand the individual's
concept of his or her mental health issue(s)?
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2. BRIEF DEFINITIONS

WHAT YOU WILL LEARN

o Definitions of terms and concepts used in Wellness and Recovery Planning

2.1 The Admission Wellness and Recovery Plan (A-WRP)

The Admission Wellness and Recovery Plan (A-WRP) is developed by the admitting physician and the
registered nurse at the time of admission. Based on the Admission Assessment, the A-WRP includes
prioritized needs, foci of hospitalization, objectives and interventions that will be reviewed when the
master Wellness and Recovery Plan (WRP) is developed on the 7™ day of admission.

2.2. Wellness and Recovery Plan (WRP)

The mastaer Wellness and Recovery Plan (WRP) is developed by the WRPT on the 7" day of admission
and is based on the findings of the Integrated Assessments and an evaluation of the indtvidual's response
to the A-WRP. If provides direction for treatment, rehabilitation and enrichment activities, and addresses
the individual's focus of hospitakization, objectives, and intesventions.

2.3 The Wellness and Recovery Planning Team (WRPT)

The Wellness and Recovery Planning Team (WRPT) has consistent and enduring members, including at
least the individual served; the treating psychiatrist, treating psychologist, treating rehabilitation therapist,
the treating social worker; registered nurse, psychiatric nurse practitioner, LVN and licensed psychiatric
technician who know the individuai best. For school age children and adolescents, one of the individual's
teachers should also be considered an enduring team member. As appropriate, the individual's family,
guardian, advocates, attorneys, and other staff may attend the individual's WRPC. The individual may be
the dasignated team leader, or the WRPC may be led by a clinical professional who is involved in the
care of the individual.

2.4 The Wellness and Recovery Planning Conference {(WRPC)

The Weliness and Recovery Planning Conference (WRPC) is convened to develop or review the WRP.

2.5 Case Formulation (6 Ps)

The WRP includes a comprehensive case formulation for each individual. This formulation is baseg on
interdisciplinary assessments and specifies the individual's focus of hospitalization (i.e., goals), assessed
needs (i.e., objectives) and how the staff will assist the individual to achieve his or her goals/objectives
(i.e. interventions) based on the individual’s strengths, preferences and interests. The 6 P’s is a
phenomenological approach to case formulation. ft is based on facts and includes no value judgments.
The 6P’s include pertinent history, predisposing fectors, precipitating factors, perpetuating factor, previous
treatment and response, and present status.

REVIEW QUESTIONS

o What is the A-WRP?

¢  Whatis the WRP?

»  What is the WRPT?

s Whatis WRPC?

»  What are the 6Ps in the case formulation?
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3. ASSESSMENTS

WHAT YOU WILL LEARN

» Timelines for various assessments

+ To identify an individuel's strengths and how they can be used to enhance an individual’s
recovery

e The purpose of WRPC Task Tracking Formn

* The concept of stages of change and how it can be used to enhance an individual's recovery

3.1 Admission Assessment

The Admission Assessment is completed by the admitting physician/psychiatrist and nurse/nurse
practitioner. ttis completed within the first 24 hours of admission. Parts of the nursing assessment can
be completed within the first 8 hours of admission.

3.2 Integrated Assessments

The Integrated Assessment is completed by the WRPT psychiatrist, psychologist, rehabilitation therapist,
social worker, and the registered nurse. The clinical professional who is the WRPT leader synthesizes
the assessments before the next team meeting and provides a holistic picture of the individual's
assessmants at the WRPC on the 7 day. This synthesis incorporates other assessments, including
admitting assessments (admisston history and physical examination), suicide risk assessment, other risk
assessments, input from the individual (as much as possible depending on his/her mental health within
the first seven days), his/her family (as appropriate) and community sources, as necessary and
appropriate, Depending on the ingividual's needs, the WRPT may request additional assessments,
including those from the core disciplines as well as from a primary care or medical/surgical physician,
psychiatric technician, clinical pharmacist, dietician, vocational rehabilitation spacialist, teacher, or other
professionals. An assessment of ¢uituraf, ethnic, and spiritual issues of the individual that may impact
assessment, and psychosocial and medical care, is typically included in the psychosocial evaiuation.
Further, there should bs some assessment of the individual's strengths and challenges that will moderate
his/her recovery.

The Admission Assessmeni and the Integrated Assessments are not to be temporally combined. That is,
these assessments should not be undertaken at the same time.

All assessments, including forensic assessments, are conducted prior to and not during a8 WRPC.

3.3 Clinically Indicated Assessments

Once the Integrated Assessments have been completed and discussed, the WRPT may request further
assessments as clinically indicated. These assessments are tracked on the DMH WRPC Task Tracking
Form (see p. 186).

3.4 Cognitive Assessments

All adolescents and adults with cognitive impairments (e.g., developmenta) disabilities, dementia, TBi,
ang other conditions that may lead to cognitive decline), should be assessed at admission and
periodically thereafter, as clinically indicated. The purpose of the cognitive assessment is to provide the
individual's WRPT information and recommendations that will enable the team to assist the individual in
making appropriate choices with regard to treatment, psychosocial rehabilitation, and enhancement
activities. These assessments should be in the form of a cognitive screening or a psychological report
and referred to in the Present Status section of the individual's case formutation.
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3.5 Strengths

The individual's strengths provide the basis for developing psychosocial interventions and providing social
and instrumental supporfts. In this context, whatever the individual presents (including personal attributes,
charactenistics, skilis, diseases, disability or disorders) can be used as strengths to achieve symptom and
functional recovery and to enhance quality of life.

a. The Strengths-Based Conversation is a 45-item protocol that clinicians can use as a
basis for holding a conversation with the individual. The aim of this conversation is to
facilitate the mutual exploration of the individuat's general strengths and highlight specific
strengths that the individual wishes to enhance or use in recovering from mental itness.
The Strengths-Based Conversation is not used as a tool for 2 structured interview.

b. An individual's strengths may emerge from discussions of his/her Life Goals.
c. Anindividual’s Life Goals should be discussed prior to, but not guring 8 WRPC.

The individual's strengths should be updated as the individual recovers and is increasingly able to use
them in the WRP process.

3.6 Stages of Change

In a recovery model of mental health service delivery system, it is important to consider the concept of
stages of change. An individual's psychotic behavior may be so serious in terms of severity, freguency,
intensity, and duration that it interferes with his/her quality of life. The clinician may think that the person
needs to be in treatment. Whether the individual agrees with the clinician's assessment will depend on
the individual's understanding of the disorder, the need for treatment, and agreement to engage in the
treatment. To determine at what approximate level the treatment should begin, clinicians often assess
the individuatl's stage of change. Stage of change does not assess the individual's capacity to change
because that quality is a given in all individuals.

a. The University of Rhode Island Change Assessment (URICA) is one tool which assesses
the Individual's stage of change. The URICA may be completed by a staff member who
has the greatest rapport with the individual. The URICA is used with specific issues and
is not a general or global measure of a person’s stage of change. It measures the
person’s stage of change for a specific area of life functioning (e.g., aggression,
substance use, mental iliness).

b. An individual’s stage of change may be determined clinically by a skilled clinician without
using a rating scale.
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gally. Indleated Assessments

3 A g d3 A O ,
Admission Wellness and 1 Admission Risk and other assessments
Recovery Plan (A-WRP) Assessments.
Some nursing
assessments may be
completeqd within 8
hrs of admission.
5 Integrated Risk and other assessments
Assessments.
Alt completed and
sent to WRPT leader
First Weliness and Recovery | 7 Assessments are Risk and other assessments
Planning Conference synthesized and
(WRPC) to develop the initial presented to the
WRP WRPT by the team
leader. 7-day WRP
developed.
Second WRPC to review and | 14 Further Assessments related to specific
further develop the WRP assessments, as clinical questions that arise from
needed, untii about the Integrated Assessments,
the 60" day case formulation, and progress
of tha individual
Third WRPC to review and 28 As noted above
further develop the WRP
Fourth WRPC to review and | 42 As noted above
further develop the WRP
Fifth WRPC to review and 58-60 As noted above,
finalize the WRP
1st quarterly WRPC 90 As noted above.
Add:
Individual’s self-ratings on
recovery-focused rating scales.
Risk and other assessments.
Monthly WRPC 120 As noted above for first WRPC
Monthly WRPC 150 As noted above
2nd quarterly WRPC 180 As noted above.
Adg:
individual’s self-ratings on
racovery-focused rating scales.
Risk and other assessments.
Monthly WRPC 210 As noted above for monthly
WRPC
Monthly WRPC 240 As noted above
37 quarterly WRPC 270 As noted above.
Add:
Individual's self-ratings on
recovery-focused rating scales.
Risk and other assessments.
Monthly WRPC 300 As noted above for monthly
WRPC
Monthly WRPC 330 As noted above
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Annual WRPC 360-365

As noted above. Add:
individual’s setf-ratings on
recovery-focused rating scales.
Risk and other assessments.

First monthly WRPC of 2™°
year ang §0 on

Begin with monthly cycle for 2™
year

REVIEW QUESTIONS

o Who completes the Admissions Assessments?

o Who completes the Integrated Assessments?

s What are clinically indicated assessments?

o What form is used to track clinically indicated assessments?

e What are a person’s strengths?

s What instrument can be used to measure an individual’s stage of change in a specific area of life

functioning?

o« What is the schedule of assessments that are undertaken for WRPs?
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4. WELLNESS AND RECOVERY PLAN SCHEDULE

WHAT YOU WILL LEARN

o The schedule of WRPCs from the date of admission

s The schedule of WRPCs for transfers

4.1 Admission Wellness and Recovery Plan (A-WRP)

The A-WRP is completed within 24 hours of admission based on the Admissions Assessmaent.

4.2 Wellness and Recovery Plan (WRP)

The master WRP is complsted on the 7" day of admission based on the Integrated Assessment and an
evaluation of the individual's response to the A-WRP. The WRP continues to be incrementally developed
over the course of the first 60 days of admission as new information and further, clinically indicated,
assessments are completed.

4.3 Wellness and Recovery Plan Conferences (WRPC)

7 %-w ;

SRR SV S R Sl
Complete A-WRP within 24 hrs basegd on

Recovery Plan (A-WRP) psychiatry and nursing assessments.

First Wellness and Recovery | 7 7 Give [ntegrated Assessments and the initial
Planning Conference DSM-IV-TR Checkiist to WRPT feader by the 5
{(WRPC) to develop the initial day.

WRP Develop the WRP on the 7" day based on

current information and assessments. Request
clinically indicated assessments at this time.
The individual, with the assistance of WRPT,
allocates BY CHOICE points.

Second WRPC to review and | 7 14 Review and update WRP based on additional
further develop the WRP information and assessments.

Inciude review of BY CHOICE data

Facilitate the individuat to re-aliocate BY
CHOICE points

Third WRPC to review and 14 28 As above.

further deveiop the WRP

Fourth WRPC to review and 14 42 As above. Update objectives and interventions

further develop the WRP using data from the OMH PSR Mall Facilitator
Monthly Progress Notes.

Fifth WRPC to review and 14 56-60 As above. Update objectives and interventions

finalize the WRP using data from the DMH PSR Mail Facllitator

Monthly Progress Notes. Document specific
rationale for continuing with an objective for
more than two months in the absence of
demonstrable progress. Review PBS or
Behavior Guidefines data, as indicated.
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1st Quarterly WRPC

30

80

Complete new assessments prior to WRPC.
Review assessments, BY CHOICE data,
MOSES, and outcomes for the preceding
quarter. Review PBS or Behavior Guidelines
data, as indicated.

Review and inciude the individual's recovery-
focused self-assessments for the preceding
quarter.

Update giagnosis, life goais, case formulation
(especially present status), discharge criteria,
and foci of hospitalization, objectives, ang
interventions, as indicated,

Monthly WRPC

30

120

Review BY CHOICE data and point allocations
and outcomes for the previous month. Update
objectives and interventions using data from the
DMH PSR Mall Facilitator Monthly Progress
Notes. Review PBS or Behavior Guidelines
data, as indicated.

Monthly WRPC

30

150

As for monthly WRPC

2nd Quarterly

30

180

As for 15t quarterly WRPC

Monthly WRPC

30

210

As for monthly WRPC

Monthly WRPC

30

240

As for monthly WRPC

37 Quarterly

30

270

As for quarterly WRPC

Monthiy WRPC

30

300

As for monthly WRPC

Monthly WRPC

30

330

As for monthly WRPC

First Annuat

30

360-365

Complete annual reviews prior to WRPC.
Review assessments, BY CHOICE data, PBS
data, MOSES, and outcomes for the preceding
year.

Review and include the individual’s recovery-
focused self-assessments for the preceding
year.

Update diagnosis, life goals, case formufation
(especially present status), discharge criteria
(discuss why the individual has not been
discharged), and foci of hospitalization,
objectives, and interventions, as indicated.

First Monthly WRPC of 2™

year and so on

4

4.4 WRPC for Transfers

When an individual is transferred between units and/or programs, the WRPC is scheduted on the 7" day
and then placed on a 30-day WRPC cycle from the original admission date. if the transfer is made within
7 days of a scheduled Monthly or Quarterty WRPC, the WRPT may complete the Monthly or Quarterly
WRP in lieu of the 7-day WRP review. If the transfer is made within the first 60 days of the admission, the
scheduled WRPC sequence should be continued. Furthemnore, if an internal transfer occurs within the
first 60 days of admission, the receiving WRPT must also be an Admission Unit (i.e., the WRPT must
have a 1:15 staffing ratio) so that assessments and development of the WRP can continue.

4.5 WRPC for Readmissions

Some individuals may be discharged and readmitted to the hospital for a number of reasons (e.g., court
returns, outside madical care). When an individual is readmitted in less than 80 days, the A-WRP is
completed within the first 24 hours and the first WRPC is scheduled on the 7 day following readmission.
If the assessments indicate no major changes in the individual's condition, the individual should be placed
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on a monthly WRPC review cycle from the date of admission. If the assessments indicate major changes
in the individual's condition, foilow the new admission sequence of WRPCs. In either case, the
assessment findings should be documented in the Present Stalus section of the individual's WRP. For
readmissions longer than 90 days, treat the individual as a compietely new admission.

REVIEW QUESTIONS
¢ What is the general schedule of WRPCs?
« When is the first WRPC scheduled foflowing a transfer?
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6. DMH WRP FORM TEMPLATE

WHAT YOU WILL LEARN

s The format of the DMH Wellness and Recovery Plan

o Forms associated with the DMH Weliness and Recovery Plan

The DMH WRP template, DMH WRP Attachment Form, Medical Conditions Form, and the Temporary
Conditions Form are presented in Appendix A, All of these forms are currently on a MS Word template
that will eventually be web-based and avaitable on the DMH website.

REVIEW QUESTIONS

¢ Do you know how to use the DMH Wellness and Recovery Form template?

s identify the ancillary forms are attached to the DMH Weliness and Recovery Form template?
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7. COMPLETING THE DMH WRP FORM

WHAT YOU WILL LEARN

»  The key components of the DMH Wellness and Recovery Plan

s The essential content of each component of the DMH Waliness and Recovery Plan

The WRP includes the foliowing components: diagnosis, case formulation, life goals, discharge criteria,
focus of hospitalization, objectives and interventions for each issue identified in the focus of
hospitalization.

7.1 Diagnosis

Include ali five DSM-IV-TR Axes.

The diagnoses of record are listed in the individual's most recent WRP.

c. Include the diagnoses developed by the psychiatrist or psycholagist for the 7-day WRP.
The five Axes are revised at any WRPC if the individual's condition changes due to
therapy or as new assessmant data or other pertinent information become avaitable.
The psychologist, with contribution from other team members, will complete the DSM-
IV-TR Checklist that validates the individual’s diagnoses.

d. Include the appropriate DSM IV-TR diagnostic codes before listing each Axis | and Axis
)l diagnosis.

e. Document differential diagnosis. Resolve “deferred” or “rule-out” diagnoses in a timely
manner (i.e., within 60 days) through clinically appropriate assessments. Document
justification for a valid “NOS” diagnosis.

f. Document justification for a valid “No Diagnosis” on either Axis | or Axis II.

g. Document the original 7-day Axis | and Axis Il diagnoses and subseguent revisions and
rationate in the psychiatrist’s psychiatric evaluation or progress notes. The diagnostic
formulation in the psychiatrist's progress notes should include, at a minimum, (i) two or
three sentences that summarize relevant historicat and mental status data, and (i) two
of three sentences that provide a synthesis of the information gleaned from the
assessment that supports DSM-IV-TR diagnosis. For example, in an individual
diagnosed with dementia, the psychiatrist/psychologist should indicate the presence of
multiple cognitive deficits, decline in executive functions, and deterioration when
compared to a previous level of functioning. Another example is a diagnosis of
substance-induced mental gisorder. In this case, the psychiatrist should indicate a
specific cluster of symptoms in the context of substance use and their absence during
periods of abstinence.

h. Include the Axis | and Axis [l diagnoses in Focus 1 and/or Focus 3

i. Listin Axis Ill only those medical conditions that affect Axis | and |l psychopathology or
their management. Thess will be listed again under Focus 8 with other medical
conditions, excluding temporary medical conditions.

j- Listin Axis )V the stressor(s) for the individual for the past 12 months. Use the DSM-IV-
TR categories; these may be the individual's risk factors and have implications for
discharge and community integration. These stressors shouid be linked to the
individual's objectives and corresponding interventions,

kK. Report the Global Assessment of Functioning (GAF) score in Axis V based on the

team'’s colfective assessment of the individual. As clinically indicated, the individual

should participate in determining his or her GAF score. The last Quarterly GAF is also
included. The GAF form on page 25 can be used for this purpose. If an individuaf is

positive for any of the five (5) problem areas within a score range, he or she is given a

score within that range even if he or she is functioning at higher leveis in other probiem

areas.

o
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Problem | Disturbance of Disturbance of | Communication Danger to Self | Delusions /
Areas — | Functioning in Emotion Impairment or Others Hallucinations
Score School, Work,
Ranges | Socially &
1 Personally
100 - 91 Superior
function’ng In a" LA TA AL IS YRR TS E ] AT IRNNAPURPERAARN WONNIANIRNR AR AN OW [P ELRS L2 a2 222 23 2 44
areas
80 - 81 Good functioning in | Minimal
all areas symptoms: e.g.,
m“d aﬂxlety prOf AAANANRANTRA ORI NS CEAAMARTHART AR AW LA EAL e e e R AR 2L RS d
to a test
80-71 Slight impairment: Transient &
e.g., faling behind | expectabite
in schoolwork reaction to stress,
e.gﬂ dafﬂculty BED SN UTA R TR YW ARARRRRNL bRV rwI e PERMF AP CRRPTARORRRTN
concentrating
after an argument
70 - 61 Some difficulties: Mitd symptoms:
e.g., occasional a.g., depressed
truancy or theﬂ ’.‘.I()odl ml!d W RWAW NS WN W W PRAR TR R RT TR TR R R DTN AXP WIS
within the insomnia
household
60 - 51 Moderate Moderate Circumstantial
difficulties: e.g., symptoms: e.g., speech
few friends; flat affect,
conflicts with peers | occasioneal panic FAABTHTRESIGRTETRE | wremmaRALLAATAY
or co-workers attacks
50 - 41 Serious impairment | Serious Circumstantial and | Suicidal
in one area: e.g., symptoms: e.g., / or tangential ideations
no friends; unable obsessional traits
to keep lob, ARTARTANRANBEPET P
shoplifting
40-31 Major impairment in | Major impairment | llfogical, obscure, Suicidal impaired reality
several areas in mood irrelevant ideationg testing
30 - 21 Iinabifity to function | Grossly Sometimes Suicidal Behavior influenced
in almost all areas inappropriate or incoherent preoccupation by auditory or visual
impaired hallucinations and/or
delusions
20 -1 Occasionally fails Grossly Largely incoherent | Some danger Behavior influenced
to maintain minimal | inappropriate o¢ of mute of hurting self by auditory or visual
personal hygiene: impaired or others, e.g., | halfucinations and/or
e.g.. smears feces attempts delusions
without clear
expectation of
death; violent
10 -1 Persistent inability | Grossly Largely incoherent | Persistent 8ehavior influenced
to maintain minimal | inappropriate or or mute danger of by auditory or visual
personal hyglene impaired sevarely hallucinations and/oy
hurting self or delusions
others
0 Inadequate
|nf°rmat|°n L e f R 23 22 sl TR TY OB R AR RT R ANCANY Wi N A RN R AP R hkw WHERAAALPARAXCCRYN

@ Ben Bensoul, M.D. and 8ad Jarvis, Ph.D.

1987. Reprinfed with permission om authors.
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7.2 Legal Status

a. State the code number(s) in the Legal Status section.
b. Write out the complete status, e.g., PC 1370 (Incompetent to Stand Trial).

7.3 Case Formulation

Develop a phenomenological case formulation based on the 6P format. The WRPT shouid undertake
clinical case formulation as a team rather than by assigning the task to a team member or to non-team
members. The factors are not mutually exciusive and will vary with each individual. For example,
substance abuse can be a precipitating factor, a perpetuating factor or both. Overall, the case formulation
should contain at least the following: (a) a brief summary of the precipitants to hospitalization; (b) the
individual's strengths; (¢) likely discharge placement; (d) the necessary and sufficient goals and outcomes
of inpatient treatment; and (e) barriers that will need to be resolved to achleve specific clinical outcomes
and transition fo the next level of care. This formuiation provides the basis for coliaboration with the
individual in the development of the WRP. The DMH WRP Case Formulation Worksheet (see page 27)
should be used to sketch out the pertinent details before the WRPT synthesizes and writes the actual
case formulation.

Consider the following issues when synthesizing the data and developing the case formulation:

a. [s the information (i.e., pertinent history, predisposing, precipitating, perpetuating factors,
previous treatment and present status) aligned with the assessments?

b. Is the case formulation interdisciplinary (i.e., does the information refiect participation by
all relevant disciplines?)

c. Does the case formulation include a review and analysis of important clinical factors
across multiple domains (medical, psychiatric, behavioral, functionat status, and quality of
life) that are relevant to the WRP?

d. Does the case formulation support the diagnosis by diagnostic formulation, differential
diagnosis and Diagnostics and Statistica) Manual DSM-IV-TR (or the most current
edition) checkiists

e. Does the present status section of the case formulation adequately summarize needs of
the individuatl in the three main domains: treatment, rehabilitation and enrichment?

f. Does the case formulation identify required changes in individual, providers and systems
{o optimize treatment, rehabilitation and enrichment outcomes?

g. Does the case formulation discuss the individual’s current status with regard to his or her
discharge criteria?

n. Is there evidence of proper analysis of information (i.e., does the case formulation altow
adeguate identification of foci, objectives, interventions?)

i. Is there proper linkage within different sections of the case formulation?

j. Does the case formutation account for strengths of the individual, providers and the
system?

k. Does the case formulation include a review of: pettinent history; predisposing,
precipitating and perpetuating factors; previous treatment history, and present status?

. Does the case formulation include the individual’s vuinerabllities in the case formuiation
under predisposing. precipitating, and perpetuating factors?

The case formuiation can be structured as follows:
7.3.1 Pertinent history
Describe pertinent history in the following sequence:

a. Personal: Begin with a brief sketch of the individual (social history, e.g., age, education,
employment, family of origin, course of life, current support system).
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b. Psychiatric: Follow with a brief description of the individual’s history of mental illness
(brief psychiatric history, course of ililness)

¢. Legal: Provide a brief description of the individual's forensic history (i.e., brief history of
the individual's interaction with the legal system and a description of the instant offense, if
applicable).

7.3.2 Predisposing factors

Consider the following factors, if clinically appropriate, in your naerative:

2. Biologicel considerations (e.g., prenatal and genetic factors, complications during
pregnancy or detivery, mother's use of substances during pregnancy)
Psychosocial considerations (e.g., parental divorce or separation, family dynamics)
Emotional, physical, or sexual abuse
Medical ilinesses/risks
Head trauma

saogo

7.3.3 Precipitating factors

Consider the following factors, if clinically appropriate, in your narrative:

The precipitating factor(s) of the initial event which led to first hospitatization
The precipitating factor(s) which led to cusrent hospitalization

The precipitating factor(s) which led to any forensic involverment

Medication non-adherence

Medical conditions

Major psychosocia) stressors

Substance and alcoho! abuse

@ eo0oD

7.3.4 Perpetuating factors

Consider the following factors, If clinically appropriate, in your narrative:

Personality disorders

Chronic medical conditions

Substance and aicohol abuse

Current status of psychiatric disorder(s)

Family issues

Non-agherence to treatment protocol, including medication regimen.
Physical and therapeutic milieu, e.g., overcrowding, behavior of staff and peers, lack of
choice

Lack of social supports

Lack of needed treatment

Axis |V stressors
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7.3.5 Previous treatment

Consider the following factors, if clinically appropriate, in your narrative:

a. Include treatments utilized during the course of the individual's psychiatric iliness,
response to previous treatments, adverse effects of psychotropic and other medications,
culture-based treatments, and psychosocial interventions

b. The information addressed here is all-inclusive in terms of history of treatment

¢. Information from the last quarterly Present Stetus is integrated here to expand alt-
inclusive response to therapsutic and rehabilitation services



29

7.3.6 Present status

Describe present status in the following sequence:

a. Begin with symptom status. (nclude current signs and symptoms of psychiatric
disorder(s), inctuding a reference to specific DSM-IV-TR diagnoses, and behavioral
factors/psychological distress. For each of the disorders, include current interventions
and response (include medications and psychosocial interventions). Update on the
status of any behavioral interventions (Behavior Guidelines, PBS plans) and BY CHOICE
point allocation.

b. Document findings of assessments of status of psychiatric, medical and behaviora) risk
factors (8.9. suicide, assault) or other vulnerabilities covered under predisposing,
precipitating, and perpetuating factors.

c. Describe all medical conditions, with an update on their current status and treatment.
Update medication side-effects, including data from most recent MOSES,

d. Describe functional status in terms of what the individual is abie to do at present, e.g.,
self-care, adherence to WRP, skills, and strengtns. Include a description of the
individual's attendance and participation in PSR Mall and enrichment activities.
Describe cultural issues that may impact the individual's interventions and wellness,
general wellness concermns, and areas in need of further intervention.

Describe current legal status as refated to discharge status.

Describe progress towards discharge status and any barriers to discharge. State how
the team is helping to overcome the barriers.

Review the individual's seif-assessment of recovery (quarterly).

If there is a DMH WRP Attachment Form for the individual during the review period,
describe the issue {e.g.. new maladaptive behavior, medical condition, s Key Indicator
has been triggered) and how it has been resolved (i.e., the issue has been resolved
during the review period and no further action is necessary, further assessments have
been requested, or the issue has been incorporated in the objectives and intervention
sections of the WRP).

7.4 Life Goal

o

The Life Goal is a statement of the individual's vision of recovery, including dreams, hopes, and
aspirations. It afso inciudes the individual's dasire for further education and occupational skills. Life
goals are best stated as a quotation in the individual's own words. (f the individuat is unable to or
does not want to express his or her life goals, state it as such. However, steps need to be taken to
encourage the individual to begin devetoping his or her life goals within the first 60 days of
admission. This effort shouid be documented in the Presaent Status section of the individual's WRP.
Further, an individual may exprass his or her life goals in terms of what he or she hopes to achieve
during inpatient hospitalization; however, this is not a life goal, but a short-term goal. The
individual’s life goais should be discussed and ascertained prior to, but not during any WRPC. 1tis
best elicited by staff who knows the individual well, such as the individual's Case Manager. The
information on Life Goals is best obtained in conversations with the individual, over time, and later
included in the WRP. The Strength-Based Conversation is an ideal too! to facilitate the process of
understanding the individual's Life Goals. In addition, the Strength-Based Conversation can also
assist in identifying strengths which staff can use in their interventions to help the individual meet his
of her objectives. The individual's Life Goals should be linked to appropriate Foci of Hospitalization,
as appropriate, corresponding Objectives, and relevant Interventions.

7.5 Discharge Criteria

Discharge planning begins at admission to the hospital. The hospital's discharge criteria are the
admission criteria for the next level of care. The discharge criteria describe the improvemants in
the individual’s behavior and symptoms that should occur as a result of the interventions provided
in order to transition to the next level of care, typically into the community or another agency. The
criteria should be individualized and written in behavioral, observable and/or measurable terms.
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They must be written in simple and clear language the individual can understand end reflect what
he or she must do in order to be discharged to a specific place. Avoid writing discharge criteria that
cannot be met. In addition, avoid writing a criterion that does not pass the Dead Man's Test, i.e., 2
criterion that a dead man will be able to achieve—in the negative, e.g., Ms. Coleman wili not hit
others for 8 months. This could be better statad as, “Ms. Coleman will be able to control her anger
and not hit anyone for 6 months.”

The discharge criteria for individuais who are Not Guilty by Reason of Insanity must be aligned with
the criteria that CONREP uses for retease to the next level of cere (e.g., dangerous behaviors, if
currently relevant; understanding of their mental illness and its role in the offense; understanding of
the seriousness of the offense). CONREP will usually present their criteria in behavioral,
observable and/or measurable terms. If not, then the WRPT may have to rephrase the CONREP
criteria in behavioral, observable and/or measurable terms, as necessary. The criteria for
individuals who are incompetent to Stand Trial must be aligned with the legal requirements for their
discharge and other mental heaith criteria that the WRPT deems essential.

7.6 Focus of Hospitalization

The focus of hospitalization documents the reasons why the individual was admitted and quality of life
issues that can be enhanced while the individuai is at the hospital. The foci are divided into 11
arbitrary categories for ease of documentation:

Psychiatric and Psychological
Social Skills

Dangerousness and Impulsivity
Hope and Spirituality
Substance Abuse

Medical, Heaith and Wellness
Legal

School and Education

. Occupationai Skitls

0. Leisure and Recreation

1. Community Integration

220N A LN

Each focus of hospitalization is described in behavioral and/or measurable terms. For example,
nonspecific signs and symptorns (e.g., depressed) or general statements (e.g., lacks insight) can be
individualized by adding, “As shown by . . .," "As demonstrated by. . .,” “In responsa o .. .,” "As
manifested by. . .,” or “As evidenced by. . . .” Adding the clarifiers wilf prompt the WRPT members to
include the individual’s observable behaviors and activities.

The following suggestions may help you in developing each focus of hospitalization:

1. Psychiatric and Psychological

a. Write the focus in this manner. Jamas has hallucinations as evidenced by him
lalking o & person who is not present and self-report of hearing voices.

b. Ifthe WRPT has compteted the DSM-1V-TR Checklist of symptoms, team
members can describe sequentially each symptom that James exhibits in
behavioral and/or measurable terms.

c. |f symptoms are currently weill-managed, include a statement to this effect
(e.g.. this symptom is well controlled by current interventions).

2. Social Skills
a. Write the focus in this manner: James does not use tum-taking in
conversations as evidenced by interrupting others when they are in
conversation.
b. Include general social interaction skills
c. Include seif-esteem issues
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3. Dangerousness and Impulsivity
a. Write the focus in this manner: James hits staff when he does not get his
cigarettes when he wants them.
b. Include instrumental aggression and destructive behaviors
¢. Include suicidal and homicidal behaviors

4. Hope and Spirituality

a. Wirite the focus in this manner. James has lost all hope of ever being
discharged because he has been turned down four times by CONREP for
community placement.

b. Include all issues dealing with reviving hope in the individual. The individual
may have lost hope of getting better due to his mental illness, of getting a job
due to the stigma of mental iliness or as a result of the conseguences of
having a serious and persistent mental iliness, or of being discharged from
the hospital due to various issues.

c. Include ali issues dealing with spirituality (and religion).

d. Individualized “pastoral counseling” is included hese. If the individual sttends
a church, temple, or other house of worship that is available to everyone, this
is not included.

5. Substance Abuse

a. Wirite the focus in this manner: James has a history of using cocaine and was
under its influence when he committed the crime that resulted in his most
recent arrest and current admission to this hospital.

b. Specify the drugs invoived

¢.  Anindividual having a history of substance abuse, or engaged in substance
abuse many years ago, may not need to have a substance abuse focus if he
or she has successfully completed the required self-management training in
substance abuse.

6. Medical, Health ang Wellness
a. Write the focus in this manner: James has asthma as evidenced by staff
observation and self-report of shortness of breath during daily activities and
upon physical exertion.

b. List all medical problems (except for Temporary Conditions, defined as medical
conditions that last up to 10 days, or as defined by each hospital but not
exceeding 30 days)

List temporary medical conditions on the Temporary Conditions Form

List Health Maintenance conditions, as clinically indicated

e. Health Maintenance conditions do not need Objectives and Interventions. The
nurses will simply follow the doctor's orders. White the Health Meaintenance
focus in this manner. Health Maintenance Condition (1e., fist all current
conditions for this individuai): Treat as per doctor’s orders.

f.  Include self-care needs, as indicated.

oo

7. Legal
a. Wirite the focus in this manner: James was admilted because he was judged
to be incompetent to stand trial (PC 1370).
b. Use this focus only for those individuals committed for a legal reason for
which a course of training has to be provided as a requirement of the
commitment.

8. School and Education
a. Write the focus in this manner: Oneé of James’ life goals is to attend a
community college for which he needs fo have a GED.
b. Include educational areas addressed in the individuat's Life Goals
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¢. Include any educational activities the individual would like to engage in that
may assist in his or her recovery or enhancement of quality of life.

S. Occupational Skills

a. Write the focus in this manner: James has expressed a8 vocationsl interest
in compuler graphics.

b. If an individual has expressed an interest in learning a particular trade or
vocational skill, it should be included in this focus.

c. Typically all vocational and industrial therapy (IT) placements shouid be
included in this focus so that it can counted towards an individual’'s active
treatment hours.

10. Leisure and Recreation
a. Write the focus in this manner. James enjoys playing basketball and wants (o
practice and pilay basketball with his peers.

b. If an individual is using Jeisure and recreation activity for rehabilitation, & should
be listed under the appropriate focus, but not in Focus 10. For example,
playing volleyball to lose weight shouig be considered under Focus 6 (Medical,
Health and Wellness) because it is a part of his habilitation plan and the
outcome is measured by a change in weight and not time engaged in playing
volieyball.

c. Any item listed under this focus is provided during scheduled Ma!l hours and
counted as a part of the individual’s active treatment.

11. Community Integration

a. Write the focus in this manner: James has been a long-term resident in
psSychiatric hospitals and Is fearful of being discharged to a new place where he
will not have his usual social supporis:

b. Issues addressed in this focus inciude when an individual wants to remain in
the hospital, does not want to go to jail when required to, and fear of
community placement. Administrative reasons (i.e., shortage of community
homes) are not included here and should be deait with at an administrative
level by staff (and not the individual).

¢. Only for individuals on civil commitments, address the issue of providing them
services in the most integrated, non-institutional setting. Write the focus in this
manner: James needs to practice shopping, banking and money management
Skills in the community.

7.7 Objectives

Each objective must be defined or stated in behavioral, observable and/or measurable terms. When
objectives are stated in this way, it provides the individuai and staff with specific thresholds for
measuring outcomes of interventions. The objectives are written in relation to what the individual will
be able to do within a specific time frame. Learning is enhanced if the focus i5s on a small number of
objectives, especially if the individual has cognitive deficits.

There may be one or more objectives for each focus of hospitalization. Sometimes, these objectives
may be sub-divided info smaller steps. Regardless of the number of objectives, each one should

a. be stated in behavioral, observable and/or measurable terms. For example, ifitis a
frequency count, specify the time frame (i.e., hour/day/week) and the schedule for data
collection. Remember to include baseline measures against which the dafa can be
evaluated or compared. Specify who will coilect the data. Be realistic and do not burden
the level-of-care staff with éxcessive data collection. Try to use data that are already
being collected for other purposes (e.g., use of PRN meds; seclusion/restraint).

b. be linked to the focus of hospitalization
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c. pass the "dead man’'s test.” For example, "James will not hit a stafft member for one
month” is not a good objective because a dead man can pass this test! To make it
acceptable, this objective can be paired with another that requires James to actually learn
a skill in a socially acceptable manner to manage his assaultive behavior

d. bhave a time frame (feview date) for assessment of progress

e. be written in terms of what the individual will do, and

be attainable given the individual's current leve!l of functioning (e.g., cognitive status or

stage of change).

—~

7.7.1 Objectives for an Individual with a Maladaptive Behavior

If an individual has 2 maladaptive behavior, the team psychologist may develop Behavior Guidelines of
the PBS team may develop a PBS Plan for the individual and staff as specified in the PBS Manual. The
Objective in the individual's WRP may read as follows:

Angela will leam to manage her anger by ulilizing coping strategies as evidenced by weekly self-report lo
her case manager every Friday at 3pm, and data on angry outbursts as recorded by staff in the nursing
progress notes.

7.7.2 Stages of Change

In some core areas of mental health {e.g., psychiatric disorders, psychological distress,
dangerousnass and impulsivity, and substance abuse) we assess the individual's understanding of his
or her mental illness and willingress to engage in treatment and rehabilitation. This requnremen: is
specific to Focus 1, 3 and 5.

The following are the five stages of change as conceptualized in one model:

a. Pre-contemplation is the stage in which individuals have no intention of changing their
behavior in the foreseeable future. Many individuals in this stage are unaware of or not
fully aware of their psychiatric or behavioral challenges.

b. Contemplation is the stage in which individuals are aware that a challenge exists and
are seriously thinking about overcoming it, but have not yet made a commitment o take
action.

¢. Preparation is a stage that combines intention and behavioral criteria. {ndividuals in this
stage are intending to take action or have just started to take action. These individuals
may have unsuccessfully taken action in the past year.

d. Action is the stage in which individuals modify their behavior, experiences, or
environment in order to overcome their challenges. Action involves the most overt
behavioral changes and requires considerable commitment of time and energy.

a. Maintenance is the stage in which individuais work to prevent relapse and consoligdate
the gains attained during action. For addictive behaviors, this stage extends from six
months to an immediate period past the initial action.

Transitions between the stages of change are efiected by a set of independent variables known as the
process of change. The model also incorporates a series of intervening or outcome variables. These
include decisional balance (i.e., the pros and cons of change), self-efficacy (i.e., confidence in the ability
to change across problem situations), situational temptations to engage in the probiem behavior, and
behaviors which are specific to the problem area. Also included among these intermeadiate or dependent
variables would be any other psychological, environmental, cultural, socioeconomic, physiological,
biochemical, or even genetic variables or behavior specific to the problem being treated.

An assessment of an individual's stage of change, as well as readiness to engage in treatment or
rehabiltation, provides the therapist a starling point in developing interventions and in affording the
individual a choice in selecting one or more Mall groups or individual therapy that is appropriate for that
individual. In general, individuals at the precontempiation level will benefit most from therapies that aim to
change the cognition of the individuals, i.s., their thinking about their condition or functional status. Those
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at the other end of the continuum will benefit most from behavioral or action-orieated therapies. The
following table provides generaf guidelines for selecting appropriate intarventions. The table does not
provide an exhaustive list of relevant interventions.

Stages of Change Continuum and Matching of Interventions

Sta es of Change Contmuum

roaches to Ps chlatnc Rehabllltatlon

Denial

Defensive

Unwillingness to change

Feels coerced info treatment

Pressured by others to seek treatment
Uncommitied or passive in treatment
Unaware of having a disease, disorder,
disability or deficit

Unaware of the causes and consequences
of the disease, disorder, disability or deficit
Unaware of the need for treatment and
rehabilitation

Lack of motivation fo engage in treatment
ang rehabilitation

Pros of the behavior cutweigh the cons

Conscnousness -raising mterventcons eq.,
sharing observations, confronting the
individua! with specific consequences of
their behavior

Therapeutic alliance or retationship
building with the practitioner;
understanding and emotional relationship
Nonpossessive warmth—the practitioner
relates to the person as a worthwhile
human being; shows unconditional
acceptance of the person (as opposed to
the behavior, e.g., addiction, offense)
Empathic understanding—extent to which
the practitioner understands what the
individual is experiencing from the
individual's frame of reference
Catharsis—expression of emotion;
practitioner engages in active listening
skills, empathic observations, angd gentie
confrontation (reality checks)
Motivational Interviewing—a person-
centered, directive method for enhancing
intrinsic motivation to change by helping
the individual to explore and resolve his of
her “issues”; practitioner facilitates the
individuai to resolve his or her
ambivalence with regard to change.
Based on four general principles for
practitioners: express empathy, develop
discrepancy, rolt with resistance, and
support self-efficacy.

The Intervention—confronting the
individual in a nonjudgmental, caring and
loving manner

Node-Link Mapping—a visualization
process tool that enables practitioners and
individuals to develop and study the
relationships between and among nodes
(circles or squares) that contain elements
of ideas, feelings, actions or knowledge.
Builde alliance between practitioner and
individual, focuses the individual's
attention on areas of concern, and
enhances treatment readiness
Practitioner approaches—sauthoritarian
approaches to behavior change lead to
greater resistance to engage in chenge
Practitioner emotional well-being—poor
emotional well-being inhibits an
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individual's progress, positive well-being

facilitates positive intervention outcomes
- LT)

Stage.2: Contemplatioh

Aware of their issues (* problems )

Know the need for change

Not yet committed to change

Want to know more about their issues

Not yet ready to engege in change process
Thinking about engaging in change
process

May have attempted to take action in the
past

May be distressed with their situation

May express 2 desire to take control of the
situation

Assessing pros and cons of their behavior
and of making changes

iagai% Rreparations:

Contlnue woth precontemplative stage
consciousness-raising interventions and
sfowly introduce new interventions
Raceptive to bibliotherapy interventions
Receptive to educational interventions
Presuppositional Quastions (from Solution
Focused Therapy)—used to encourage
individuals to examine and evaluate their
issues, situation, or predicament.
Practitioners can use presuppositionai
guestions to think about change in a non-
threatening context. As an example,
consider an individual who thinks he does
not have a problem and is waiting to be
released to CONREP. The practitioner’s
presuppositional guestion could be, “Let's
agree that what you are saying is true . . .
‘How would you know when you are ready
fo be released to CONREP?"
Circular Questions—used in a non-
threatening manner to ask a question
about the individual's issues, situation or
predicament from the perspective of an
outsider. Consider the individual used in
the example above. The practitioner may
ask: “How would the CONREP
representative know when you know that
you are ready to be released?”
Miracle Questions (from Solution Focused
Therapy)—used as a method to assist an
individual in imaging change and with goal
setting. Classic example: *Suppose you
go to bed tonight, and while you are
asleep a miracle happens and all your
issues, situations, or predicaments
disappear. Everything is resolved to your
liking. When you wake up in the morning,
how witl you know that the miracle
happened? What would be the first thing
you would notice that is different?

.

Ready to chang&——behawor and aftitude
Need to set goals and priorities for future
change

Recaptive to treatment plans fhat inciude
specific focus of interventions, objectives,
and intervention plans

Ready to engage in rehabilitation
Engaged in change process

Cons of not changing outweigh pros

Commue W|th contemplatwe stage
awareness enhancing interventions and
slowly introduce new interventions
Practitioners encourage the individual's
sense of “self-liberation” and foster a
sense of personai recovery by taking
control of his or her life

Discrimination Training and Stimulus
Control interventions can be introduced at
this stage. The practitioner enhances the
individual's awareness of the conditions




36

«:Stage"ﬁ“fé«ﬁ@n“*

one month at a tnme)_
e W;-. : ». TR ,_‘

that give rise to his issues, situations or
predicaments. Focus is on the presence
or absence of antecedents, setting events,
and establishing operations,

Scaling Question (from Solution Focused
Therapy)—used as a tool by the individua)
to “buy into" the treatment planning
process. Practitioners can use it to obtain
a quantitative measure of the individuai's
issues, situation or predicament, as
perceived and ratsd by the individual and
then assist the individual to think about the
next step in the change process.
Example: “On a scale of 1 to 10, with 1
being totally not ready and 10 being totally
ready, how would you rate your current
readiness to be discharged to CONREP?"
If the individual self-rates as a 4, the
practitioner can follow this up with, “During
the next month, what steps can you take
or what can you work on to get from 4 to
57" Scaling questions can be used to (a)
obtain a quantitative baseline, (b) assist
the individual to take the next step in the
process of recovery, and (c) encourage
the individual to achieve recovery by
successive approximations (i.e., in
incremental steps—one point at a time,

Commifted to and is engaged in change
process

Demonstrates motivation to change
Follows suggested change processes and
activities

Makas successful efforts to change
Develop and implement strategies to
overcome barriers

Requires considerable seif-effort
Noticeable behavioral change takes place
Target behaviors are unger seif-control,
ranging from a day to six months

-Cogmtlve—behaworal approaches

Explore and correct faulty cognitions—
catastrophizing, overgeneralizing,
magnification, excessive responsibility,
dichotomous thinking, selective
abstraction

Leaming-based approaches
Action-oriented approaches

Skills and support rehabilitation

‘Stage"5*Maintenarce 4~

[ 3

Meet discharge criteria

Be discharged

Maintain wellness and enhance functional
status with minimum professtonal
involvement

Live in environments of choice

Be empowersed and hopeful

Engage in seff-determination through
appropriate choice-making

Develops and implements strategies to
sustain and enhance wellness

Adapt and adlust fo sntuatwns to facnhtate
maintenance

Develop and use personal wellness
recovery plans

Utilize coping skills in the rhythm of life,
without spiraling down (i.e., if substance
use is a probiem, cope with distressing or
faulty cognitions without using drugs)
Continue with dynamic change process
Accept that change is a spiral rather than
a linear process
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o Avoids relapse through positive action + Strengthen socia) supports and build
o Expresses fear or anxiety about relapse alliances in the community
s Avoids high risk behaviors or situations that » Leam about mindfulness, especially
may trigger relapse unconditicnal acceptance, foving
+ Engages in a variety of wellness activities kindness, compassion for self and others,
»  Seeks social supports for maintaining and lefting go
wellness ¢ Practice and use mindfulness strategies in
daily life

For objectives that are staged (i.e., those for Focus 1, 3 and 5), there is a requirement that the first
objective begin at the individual’s current stage and end with the anticipated maintenance stage. For
axample, an individual who is at the precontemplation stage with regard to substance abuse witl have his
or her first objective at the precontemplation stage, followed successively by objectives at the
contemplation, preparation, acfion and maintenance. Howevar, the interventions associated with the
objectives need to be written only for the objective that is active. Thus, for the individual at the
precontemplation stage, interventions linked to the objective at the precontemplation stage should be
listed in the intervention section of the WRP.

For objectives that are staged, the staging begins at the 7-day WRPC. If data are available, an objective
at the individual's current stage of change is developed and the individual is given a choice of relevant
groups (and/or individual therapy) {0 attend. As the individual settles in and as the WRPT has time to
undenrtake further assessments, additional objectives are developed at successive WRPCs until the 60"
gay of admission by which time the individual's WRP must be complsted, including objectives to the
anticipated maintenance stage.

7.8 WRP Interventions

Once the Foci of Hospitalization are categorized in the 11 domains and the objectives developed, the
WRPT collaborates with the individual to develop interventions linked to the objectives. Typically,
individuais with mental illness can be helped to stabilize their condition and recover more rapidly with a
small number of treatment objectives at a time. The optimum number of objectives has to be determined
for each individual depending on his or her strengths and current functional status. One method of
prioritizing treatment objectives is 1o first develop intecventions to meet the individual’s discharge criteria,
followed by interventions for secondary issues that may contribute to discharge andg, finally, by
interventions for other conditions that will continue to enhance the individual's quality of life.

An individual will have several interventions, with each one being linked to a specific objective which, in
turn is linked to a specific focus of hospitalization. Tha links and numbering system is illustrated on page
38.

interventions are specific treatments, rehabilitation, and enrichment activities that the individual receives
or participates in that will improve his or her mental and physical health, as well as enhance his or her
quality of life. In general, these may include the following four generic areas:

a. psychopharmacologic interventions

b. behavioral interventions

c. rehabilitation and therapy groups, individual therapy, educational and social
support groups, vocational and empioyment training, and

d. specific milieu supports and services that assist the individual to meet his or
her treatment objectives.

An example of how this can be done is presented on page 39. Begin at the top and, for each objective,
ask the question on the top left and follow through until you are done with this objective.

Just as the Objectives are stated in terms of what the individual will do to meet his or her recovery needs,
the Interventions are stated in terms of what the staff will do to assist the individuat to meet his or her
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recovery oblectives. The frequency, duration, and specific providers (i.e., group facilitators or individual
therapists) for each intervention must be specified. All active treatments must be indicated and should
total @ minimum of 20 hours for adults and 10 hours for adolescents (during school terms) each week.

interventions are typicaily provided in mall groups and in ingdividual therapy. The purpose of each mafl
group or individual therapy must be specified by linking it to a specific objective in the Individual’'s WRP.
The rationale for assigning the individual to a psychosocial rehabilitation group must be specific to that
individual. The individual's objectives drive the selection of the mall groups listed in the interventions. In
essence, the WRPT must be able to justify why a particular intervention is being prescribed to that
individual. The objectives in the WRP should be the individual's recovery goals rather than the goals of
the specific mall group. intervention outcomes must be observable and/or measurable. Outcome data
should be available for scheduled WRP reviews (14 days, monthly, quarterly, and annuat) so that the
WRPT can make data-based changes in the recovery objectives, interventions, or both.

NUMBERING SYSTEM FOR WELLNESS AND RECOVERY PLAN

FOCUS _ OBJECTIVE INTERVENTIONS
1.1 » 1.1.1 » 1.1.1.1
1.1.1.2
1.1.1.3
1.1.2 v 1.1.2.1

Each Focus has one or more

objectives and interventions, 1122
each utilizing a number system T
that is indexed.

1.1.2.3



a9

Flowchart for Developing Interventions

i
| For Each Objective ’

| Develop a psychopharmacology ptan. :
| Needs Medication ves If medication management group in the mallis |
i Plan? facilitated by the team psychiatrist, assignto |
[N - this group. ‘

. Needs to Change ;
i Learned Maladaptive |- -~ves- - Develop a positive support plan.
Behavior? [

Check PSR Mall curricutum for appropriate
o groups or individual therapy applicable to this
1 Rehabilitation Mall particular objective. Help individual to choose
Program? o
L one or more groups or individual therapy.

Needs Psychosocial

|
}
!
i
J

State what staff will do when individual exhibits
Yea-—vg behavior or skill learned in group or individual |
therapy that is targeted by this objective.

; Needs intervention in
| Therapeutic Milieu?

e

No

e —

il You are DONE with \

' this Objective |

pE—)
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7.8.1 Linking Strengths to Interventions

Strength is any attribute of an individual that can be used in achieving his or har treatment objectives. #
need not be limited to sociaily valued attributes (e.g., education, intelligence) because any thing the
individual has or does can be a strangth, even challenging behaviors, disorders, and deficits can be used
as strengths if viewed in a positive perspective. A strength should generally be an aftribute of the
individual rather than a factor that may be a support to them (2.9., Jenny wants to returm to her family as
soon as possible). Motivational strengths or attributes that make the individual want to meet his or her
recovery objectives are of particular importance. Strengths such as “has interested family" or "has
disability income” may be relevant for some issues, but they are more likely to be relevant to discharge
planning than meeting the discharge criteria.

An individual's strengths should be used in formulating interventions that are designed to help the
individuai meet his or her recovery objectives. Challenges are those variables that may provide a barrier
1o successful outcome of a given objective. While an individual may have specific challenges (e.g., high
rates of problem behavior that may preclude attending a sociai skills training group; lack of GED to obtain
employment), generally, any variable that can be a strength for one objective may be a challenge for
another. It all depends on how well the individual is able to utilize his or her strengths to minimize his or
her challenges in meeting specific objectives. Specific strengths of the individual must be incorporated in
the interventions.

7.8.2 Interventions for an Individual with a Maladaptive Behavior

If an individual has a maladaptive behavior, the team psychologist may develop Behavior Guidelines or
the PBS team may develop a PBS Plan for the individual and staff as specified in the PBS Manual. The
intervention in the individual’'s WRP may be written as folfows:

All staff will implement Angela’s Behavior Guidelinas (or PBS Plan) in all settings as specified in the
Behavior Guidslings (or PBS Plan) order. All staff will collect outcome data as specified. Angela’s WRPT
psychologist will report on her progress at her monthly WRPC and update the Present Sfatus of the case
formulation.

7.8.3 Objective and intervention for non-adherence to WRP

if an individual is non-adherent to WRP for more than 20% of the interventions in 7 consecutive days
(excluding weekends and holidays), the WRPT should develop altemmative strategies for encouraging the
individual to re-engage in them. The team may refer the individual for cognitive behavior therapy
specifically designed for this purpose (e.g., Kemp, 1996, 1998), narrative restructuring therapy (e.g.,
Singh & Wahler, 20068), motivational interviewing (e.g., Miller & Rollnick, 2002), node-link mapping or
other evidence-based interventions.

The objective in the individual's WRP may be written as follows:

Ms. Vida Bailey will participate in individual Narrative Restructuring Therapy and Jearn to take ownership
of her behaviors. Her learning will be evidenced by scores on narrative clarity and credibllity, and
quarterly scores on the URICA—stages of change.

The intervention in the individual's WRP may be written as follows:

Dr. Robert Wahier will engage Ms. Bailey in Narrative Restructuring Therapy on an individual basis, every
Tuesday, from 2 to 3 pm, in the John Wooden room at the PSR Mall. Dr. Wahler will record the therapy
sessions and provide monthly data (i.e., narrative clanty and credibility} or quarterly data (i.e., URICA—
stages of change) on progress to her WRPT until Ms. Balley chooses to resume the WRP interventions
she refused earlier.
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7.8.4 Active Treatment

Active treatment is any formal group or individual therapy provided in response to an objective in the
individual's WRP. To be counted as active treatment for an individual, data must show that the indivigual
attends the scheduled group or individual therapy. A minimum of 20 hours of active treatment must be
provided during the scheduled mal! hours. On-site or off-site medical treatment during Mall hours may be
counted towards an individual’s 20 hours of active treatment. Additional hours of active treatment may be
provided outside of mall hours. The group or individual therapy may be treatment, rehabilitation or an
enrichment activity {i.e., activities linked to Focus 10) linked to a specific objective in the individual's
WRP. Active treatment does not include informal activities provided in the therapeutic milieu even though
they may be related to the same objective. Court isave, consuitations. and assessments are not counted
as active treatment.

REVIEW QUESTIONS

*  What is the timeframe for resolving “deferred” and “ruie-out” diagnoses?

What is the doecumentation requirement for "NCS" diagnosis?

What are the requirements for “No Diagnosis” on Axis il?

What are the 6Ps in the Case Formulation?

What should be inctuded in each of 8Ps?

Is the individuzal's Life Goal discussed and ascertained during a WRPT?

« What are the individual's Life Goals linked to?

» _When does discharge planning begin?

o How should the discharge criteria be written?

o What is covered in each of the 11 foci of hospitalization?

¢ Are the oblectives written for the individual or for the staff?

= What are the three foci that reguire specification of stages of change?

What is the requirement for writing objectives that are stageg?

Are the interventions written for the individual or for the staff?

L J
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« Are the strengths specified in the objectives or the interventions?

o What is the WRPTs responsibility when an individual is non-adherent to WRP for more than 20%
of the interventions in 7 consecutive days?

»  Whatis the minimum number of active treatment hours that must be provided to each individual
during scheduled Mall time?
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8. Nursing Care Plans for Medical, Health
and Weliness

WHAT YOU WILL LEARN

o Focus 8 Objectives are written in exactly the same manner as 2ll other objectives in the WRP

» |ncorporation of the Nursing Care Plans into the WRP

Focus 6—Medgical, Health and Weliness--includes the Axis il medical conditions and all other medical
conditions that require intervention, as identified in the Medical Conditions Form. 1t lists all current
medical conditions, diseases, symptoms, and special nursing and health maintenance needs of the
individual, excluding temporary conditions. Focus 8 planning for medical conditions is initiated by a
registered nurse (RN) or the primary care or medical/surgical physician, with input from the individuai and
WRP team members, as appropriate. In the WRP, the traditional nursing care plans are incorporated
under Focus 6 and written in exactly the same format as the other foci (see Section 7.8). No nursing
diagnosis is needed in this format. Each item under Focus 6 is linked to specific Objectives (see Section
7.7) and the Objectives are linked to specific Interventions (see Section 7.8). The numbering of the
Focus, Objectives and Interventions follow the same rules as for the other foci (sea Section 7.8—
Numbering System for Wellness and Recovery Plan). The objectives in Focus 8 are not presented in
terms of stages of change; they are presented in terms of the individual’s current status, followed by
successive steps needed to achieve health ang wellness. Given the speciaiized nature of the
interventions, they may be developed in advance and inserted into the WRP, following a discussion with
the individual and the WRPT, at the WRPC.

A linked set of exampies for Focus 8, Objactives and Interventions are presented below:

FOCUS: 6.1 Janet has an increased nsk for constipation caused by her cuirent psychotropic
medications and would like to learn to reduce that risk as evidenced by her
statement “} don't know if § should take my medications because they stop me
from going to the bathroom. t haven't gone at all in the fast 3 days.”

Objective 6.1.1 Janet will learn to identify three ways to promote regular heaithy bowel
movements as evidenced by documentation of her description of this information
in the interdisciplinary notes.

Objective 6.1.2 Janet will learn to take her medication and have regular bowel movements as
evidenced by her report in sponsor group that she knows she ¢an maintain
healthy regutar bowel movements while taking her medications.

Intervention 6.1.1.1 Josle Smith, RD, will offer Janet a class, Diet for Healthy Living, in the Mali on
Mondays and Thursdays at 10:00 am in Room 73. Ms Smith will use Janet's
desire to maintain regular bowel movements as a strength in teaching this
course.

Intervention 6.1.1.2  Vicki Vinki, RN, will teach Janet during their twice weekiy 15-min meetings four
things that cause constipation and five ways to reduce the risk by February 12,
2007. Nurse Vinki wifl use as a strength Janet's desire to learn how fo manage
her heaith care issues.

intervention 6.1.2.1 Dr. Mark Becker, psychiatrist, will teach Janet in their monthly 15-min meetings
how her medications affect bowel movements. Janet's desire to understand how
to prevent constipation and still follow her WRP pian will be used as & strength in
this intervention.
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Intervention 6.1.2.2  Richard Simmons, RT, will incfude Janet in the Monday, 10 to11 am, walking
group. Mr. Simmcens will use as a strength Janet’s desirs to have reguiar bowe}
movements.

Intervention 6.1.2.3  Jenny Craig, RD, will assist Janet in setting up a dietary plan that would reduce
risk for constipation. Ms. Craig will use as a strength Janet’s desire to find
dietary items besides prune juice that will help reduce risk of constipation.

Intervention 6.1.2.4  Unit staff will assist Janet in monitoring sighs and symptoms of possible
constipation and, if present, discuss with Janet how she may prevent them from
occurring. Unit staff will use as a strength Janet's desire to be an active
participant in managing her health maintenance plan.

Focus 6 conditions are assessed for progress as clinically indicated. The results of these assessments
are reviewed and incorporated in the Prasent Status section of the Case Formulation (see Section 7.3) at
each scheduled conference review (see Section 4.3). The registered nurse (or primary care or
medical/surgical physician) is responsible for updating the WRPT on these assessments.

8.1 DMH WRP Attachment Form

The DMH WRP Attachment Form is used to record any emergent medical, behavioral or psychiatric
condition that may occur in-between scheduled WRP reviews. A nurse or any other qualified clinician
may complete the DMH WRP Attachment Form, inform the WRPT and other unit staff, and atftach the
completed form to the indivigual’'s WRP. If the issue is resofved prior to the next scheduted WRPC, then
only an update in the Present Status section of the Case Formulation is required. If the issue is still
current, the WRPT discusses the issue and incorporates it into the revised WRP (i.e., the WRPT may
decide fo open a new Focus 8 condition in the individual's WRP). If the issue requires further
assessments or consultations, thase can be tracked on the WRP Task Tracking Form.

8.2 Medical Conditions Form

The Medical Conditions Form tracks all medical conditions, and special nursing and heaith maintenance
neeads of the individual. This list provides a record of new and resolved medical conditions. The list
includes all Axis IIt and non-Axis Ifl medical conditions. The physician will enter all medical and health
maintenance conditions on this (ist and document known allergies and medical alerts. RN will enter all
special nursing conditions. All temporary medical conditions are tracked on the Temporary Conditions
Form.

8.3 Temporary Conditions Form

The Temporary Conditions Form tracks all physical conditions that are defined as short term (i.e., not
exceeding 30 days) and neither recurring nor chronic ir nature. This list provides a record of new and
resolved temporary conditions (TC).

The following are not temporary conditions and should be inciuded in the Medical Conditions Form:

« Chronic recurring temporary conditions: Conditions which recur more than once per guarter shall not
be designated as temporary conditions, even if they are short-term conditions. After the first
occuirence, these conditions should be listed on the Medical Conditions Form.

» Recurrence of a condition previously entered on the Medical Conditions Form: If the condition was
previously entered on the Medical Conditions Form, even if the condition is short-term, it shall not be
designated as a temporary condition.

+ Temporary conditions do not involve infective processes requiring systemic antibiotics.

An MD, NP or RN may open a Temporary Condition.
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8.4 Health Maintenance Conditions

Health Maintenance conditions are preventative medical or health maintenance issues that are not
current problems ang, if they require maintenance interventions, they are handled with a physician’s
order. Heaith maintenance conditions do NOT require treatment objectives or written interventions (i.e.,
no nursing care plans).

1.

Health Maintenance Conditions include the following:

~XxTTF @ eeoCw

Routine immunizations;

Routine vitamin administration;

Preferred diets, vegetarian, bran supplement,;

Motion sickness;

Benign G.I. distress, e.g., antacid PRN requested,

Preventative treatment of uncomplicatad constipation;

Chronic benign skin condition, Tinea infestations, chapped lips, dandruff, acne not requiring
systemic antibiotics, skin sensitivity requiring sunscreen, dry skin;

Birth control;

Fluoride for prevention of tooth decay,

Routine milgd headache (which responds to acetaminophen or aspirin);

Mild uncompiicated menstrual cramps (which responds to acetaminophen or aspirin}, and
Insomnia

Health Maintenance does not include the following:

SO0 ~eoo T

Special therapeutic diets prescribed for the treatment of significant medical/nursing problems;
Minor aches and pains;

Rehabilitation activities;

Anything requiring 8 systemic antibiotic;

Podiatry Clinic (except as noted in 2g above for chronic skin conditions);

Movement disorders;

Annual Physical Examinations, Laboratory tests, and X-rays, and

Routine sedative, e.g., Dental Clinic

REVIEW QUESTIONS

What medical conditions are included in Focus 8?

What is the format for writing the objectives for medical conditions?

What is the DMH WRP Attachment Form used for?

Who enters the medical and health maintenance conditions on the Medical Conditions Form?

Who enters the special nursing conditions on the Medical Conditions Form?

What is included in the Temporary Conditions Form?

Who may open a temporary condition?

What is a heaith maintenance condition?

* L * ® ® > L [ ) L]

Do health maintenance conditions require written treatment objectives and interventions?




45

9.0 INTERVENTIONS

WHAT YOU WILL LEARN

+ The nature of Psychosocial Rehabilitation Malls

s How individuals make PSR Mail group and individual therapy choices

o How to request a new PSR Mall group

¢ The difference between PSR Mall and an individual's objectives

» The requirements for individual therapy

 The requivements for reporting an individual's progress in the PSR Mall

= The requirements for changing an individual's interventions

s When 2 WRP may need to be reviewed and revised out of regular WRPC schedule

9.1 Psychosocial Rehabilitation Malls

Each individual is provided psychosocial services four hours a day (i.e., two hours in the moming and tweo
hours in the afternoon) in a Psychosocial Rehabilitation Mall (PSR Mall) that is usually in an off-residential
location. These services are directly finked to the individual's assessad needs and documanted in the
intervention section of his or her WRP. The interventions include treatment, rehabilitation and enrichment
needs of the individuals. Services provided in the PSR Mali include groups, individual therapy and
activities designed to help with symptom management, personal skilis development, and life enrichment.
The PSR Mail capitalizes on human and staff resources from the entire hospital, to provide a farger
diversity of interaction and more realistic experiences for all individuals.

A PSR Mall is a centralized approach to delivering services that enables a hospital to maximize the
therapeutic time of the individuals it serves by providing an array of mental health services that an
individual can select from and attend. Mall interventions are provided, as much as possible, in the
context of real-life functioning and in the rhythm of life of the individual. Thus, a PSR mali extends
beyond the context of a building or “place,” and its services are based on the needs of the individual, and
not the needs of the program, the staff, or the hospital. PSR Malls are designed to ensure that each
individual receives intensive and individualized services to promote his/her increased wellness, enhanced
quelity of life and the ability to thrive in the world. All decisions regarding what is offered in 2 PSR Mall are
driven by the needs of the individuals served. Mall services are provided in an environment that is
cuiturally sensitive and strengths-based.

9.2 Choice of Mall Groups

The choice of a PSR Mall group begins with an assessment of the individual’s needs in terms of
treatment, rehabilitation and enrichment. Assessed needs are written as the Focus of Hospitalization
(i.8., goals) for the individugl, Each focus has at least one Objective, which is written in terms of what the
indlvidual needs to do, and for each objective there are at least two interventions, (a) a PSR Mall group or
individual therapy, and (b) reinforcement in the therapeutic milieu (hosplital-wide) of what is taught in the
PSR Mall. The individuai makes a choice of PSR Mall group(s) based on a selection of the retevant
groups or individual therapy identified by his or her WRPT. This information is found in the PSR Mall
Catalog of mall groups and individual therapies.

For example, when an individual has an objective to learn a coping strategy, the WRPT shoutd:
1. Review the PSR Malt catalog for all groups that teach coping strategies ang find likely groups (or
individual therapy) that would enable the individual to learn the required coping strategy;
2. Sort out any qualifiers and narow down the choices (e.g., by stage of change, cognitive level,
learning style, group size, mode of presentation, time of group);
3. Present to the individual the remaining groups. Describe to the individual the characteristics of
the remaining groups;
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4. Request that the individual choose one or more groups for this objective. and
5. Assign the individual to the group(s) the individual has chosen.

The choice is not between what the individual would like to do {e.g., play volleyball) and a PSR Mall group
(e.g.. coping skills group), but between groups (and/or individual therapy) that the WRPT has identified
wouid help the individuat fulfill an assessed need for treatment, rehabliitation or enrichment. The number
of groups and frequency of attending groups is linked to the individual's discharge criteria. For example,
if the individual needs to controt his or her physicat aggression as a condition of discharge, it would help
the individual to attend more (or more frequently) groups than those that are linked to enrichment (i.e.,
Focus 10). Thus, the individual may be encouraged fo attend one or more anger management groups,
two or three times a week, but one volleyball group a week, as an enrichment activity.

9.3 Requesting New Mall Groups

Most often, the WRPT will find that there is ample choice of mail groups for the individuals in their care.
However, sometimes a WRPT wili find that an individual needs to attend a group (or individual therapy)
not currently offered in the PSR Mall. If a needed course is not listed in the PSR Mall catalog, the WRPT
should compiete the Request for New Mall Group or Individual Therapy Form (see DMH PSR Mali
Manual) and submit it to the Mafl Coordinator and Maii Director, with a copy to the Chair of the hospital's
Mall Curriculum Committee. The Malil Coordinator will respond to the request directly to the WRPT within
24 hours. If a new group cannot be established in a timely manner, the WRPT should provide the
indivigual with aiternative choices in terms of what is custently available. One of the tenets of
psychosocial rehabilitation is that no individual is genied access to a group or individuat therapy that the
WRPT has appropriately identified in the individual’s WRP.

9.4 Delivery of Interventions in Groups

The majority of services offered in the PSR Mall are in a group format. Although the group is the context
for providing treatment, rehabillitation or enrichment, the majority of the groups do not have a group
objective. That is, all groups in core service areas have a theme or focus (e.g., social skills, coping skills,
anger management), but each individual's objectives are taught within the group. For example, in a
social skills group, Sharon may have an objective to refine turn-taking skills in dyadic interactions while
Swati may have an objective to increase her social conversations. [n some cases, the group objective
may be the same as the individuals’ objectives. For example, for Focus 10, a group objective may be to
teach individuals to play poker as a racreational activity and all individuals enrolied in the group may have
an objective in their WRP to leam to play poker as a recreational activity. However, the group facilitator
should report each individual's monthly progress towards meeting their WRP objective in terms of his or
her panticipation and achievement on the DMH PSR Mall Facilitator Monthly Progress Note (see DMH
PSR Mall Manual). This requirement does not apply to other enrichment activities provided outside of the
PSR Mall requirements,

9.5 Individual Therapy

If an individual's WRPT has assessed an individual as requiring individual therapy, the individual will be
provided individual therapy. The requirements for individual therapy are exactly the same for PSR Mall
groups. Thatls:
1. There is an objective in the individual's WRP that requires the ingividual to participate in individual
therapy for a specific purpose;
2. The objective states how progress will be measured (i.e., as evidenced by )
3. The intervention corresponding to the objective specifies who will provide the indivigual therapy; -
4. The individual's progress is measured on a monthly basis prior to the individual’s scheduled
WRPC; and
5. The therapist completes the DMH PSR Mall Facilitator Monthly Progress Nole and makes it
available to the individual’'s WRPT prior to the scheduied monthly WRP review.
The individual's progress should be quantified as much as possible for both groups ang for individual
therapy. Some hospitals may require that individual therapy be provided outside of regular PSR Mall
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hours because of staffing issues. Individuat therapy provided as a requirement in the WRP will be
counted as a part of the individual's active treatment regardless of when ¢r where the therapy is provided.
However, the individual will still need to compiete 20 hours of active treatment during regutar PSR Malt
hours.

9.6 Non-Adherence to WRP

All ingividuals are mandated to attend 20 hours of therapy each week-gday, as specified in their WRP.
Thus, all individuals should go to the PSR Mall during the scheduled mall hours regardless of whether
they attend their scheduled groups or individual therapy. Individuals do not have the option of unilaterafly
dropping out of scheduled group or individual therapy, but they often do. If an individual is non-adherent
to WRP for more than 20% of the interventions in 7 consecutive days (excluding weekends and holidays),
the WRPT should devslop alternative strategies for encouraging the individual to re-engage in them. The
team may refer the individual for cognitive behavior therapy specifically designed for this purpose (8.9.,
Kemp, 1996, 1998), narrative restructuring therapy (e.g., Singh & Wahier, 2008), motivational interviewing
(e.g.. Miller & Rollnick, 2002), node-fink mapping or other evidence-based interventions. This assumes
that these services are offered in the PSR Mall. If an ingdividua! is non-adherent to WRP, but at a rate less
than 20% of the interventions in 7 consecutive days (excluding weekends and holidays), the WRPT
should endeavor to investigate the reasons for non-attendance, and offer the individual further choices to
resolve his or her reluctance to attend scheduled groups or individual therapy. (n either case, non-
adherence to WRP and actions taken by the individual's WRPT should be documented in the Present
Status section of the WRP.

9.7 Reporting Progress

Facilitators of each group and individual therapy provider are required to complete a8 DMH PSR Mall
Facilitator Monthly Progress Note on each individual served in the group or provided individual therapy.
The compieted note should be available to the individuat's WRPT prior to the individual's scheduled
WRPC. The progress note should provide evidence that the individual is making (a) good progress, (b)
minimal progress, or (¢) no progress. If minimal or no progress is being made, there should be some
comment or explanation of the reasons for it. The indlvidual cannot remain on the same intervention
uniess there is some progress or documentation why progress may be slow.

9.8 Changing Interventions

An individual's intervention should be changed when the individual meets the criterion set in the
corresponding objective (i.e., as evidenced by ). Changes in group or individual therapy
should accur as soon as the individual's WRPT has met at a regularly scheduled WRPC ang ascertained
from the DMH PSR Mall Facilitator Monthly Progress Note that the individuat has met criterion on a
specific objective. Only the individual and the individual's WRPT can make the decision to change
objectives and interventions. The individual can move on to the next objective as soon as the process of
selecting the next group or individual therapy is made. The individual shall not wait until the end of the
meli cycle (or term) to make this change. Scheduling changes should be made in the weekends and new
group facilitators or therapists informed prior to the individual's agmission to a group or individual therapy.

in the case of an individual making minimal progress or no progress, the individual's WRPT shouid
discuss this with the individuat at a regularly scheduied WRPC and jointly make changes in either the
objective or the intervention. These changes are documented in the individual's WRP.

9.9 Reviewing and Revising the WRP

An individual's WRP is reviewed and revised according to the WRPC schedule (see Section 4.3).
However, an individual's WRPT is also required to review and revise the WRP, as needed, under other
spacial circumstances. For example, if an individual is placed in seclusion or restraint more than three
times in any four-week period, the individual's WRPT should review and revise, as necessary, that
individual's WRP within three business days of the third restraint.



48

REVIEW QUESTIONS

L)

What is 2 PSR Mall?

How many hours of active treatment are provided to an individual based on the interventions
listed in his or her WRP?

VWho determines which groups an individual attends in the PSR Maii?

How does a WRPT enrott an individual in a group that is cusrently not in the PSR Mall catalog?

Does the mall group facilitator teach an individual the group objective or the individual's WRP
objective in a PSR Mail group?

Does an individual have access to individual therapy, if needed?

How often is progress reported to an individual's WRPT?

When can changes be made to an individual's group or individual therapy?

Under what circumstances should an individual's WRPT raview and revise, as necessary, an
individual's WRP?
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10. WELLNESS AND RECOVERY PLANNING CONFERENCE
(WRPC) PROCESS

WHAT YOU WILL LEARN

¢ Scheduling requirements for WRPCs

» Attendance requirements for WRPCs

» Times for WRPCs

» Sequence of aclivities undertaken during different WRPCs

s Documentation in the individual's medical record

10.1 Scheduling

A designated staff member (e.g., unit clerk, unit supervisor) is responsible for the structural integrity of the
WRPCs. This includes the following:

1. Scheduling of the WRP conferences;
2. Ensuring that
a. conferences begin on time;
b. =all members are present;
c. if a member is not present, his or her written report is made available to the WRPT at the
beginning of the conference;
d. the WRP computer and LCD projector system is operational and being used; and
e. updated forms (e.g., DMH WRP Attachment Forms, WRP Task Tracking Form) are
available;
3. A WRP recorder is specified; and
4. The individual has been invited to attend his or her WRP review;

All team members are responsible for collectively determining when WRPCs will be held. Each WRPT
should designate days and times during which WRPCs will be held in their Unit and they should adhere to
this schedule. If there is a change in the routine WRPC scheduls, the designated staff should notify the
individual, the WRPT members, the Unit Supervisor and Program Directos, the program representative
responsible for posting the schedule on the local hospitat intranet, family members and significant others
as appropriate), WRP observers, and outside agencies. it is the WRPTs responsibility to keep schedule
changes to a minimum.

10.2 Attendance

The WRP conference should occur at the scheduled time, even if all team members are not present. The
requirement is that alf team members be present. The WRPT is composed of the individual, psychiatrist,
psychologist, social worker, rehabilitation therapist, registered nurse (including psychiatric nurse
practitioner 2nd LVN), and psychiatric techniclan. in addition, others such as dietitian, pharmacist,
teacher, county caseworkers, family members and significant others as appropriate) and CONREP
representatives may also participate. The individual may choose to be his team'’s leader, or the WRPC
may be led by 2 clinical professional who is involved in the care of the individual.

All WRPs are mandatory for all team membeérs. 1t is the responsibility of the team to begin all WRPCs at
the scheduled time regardless of an absent WRPT member, If the clinical professional designated as the
team leader is not present, the team leader's discipfine chief must be notified immediately and a
replacemant provided so that the WRPC can be held without postponement.
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10.3 Timelines

Admission WRPTs should develop the initiat WRP on the 7™ day of admission based on the information
gvailable. This should include the A-WRP, Admission Assessments, integrated assassments, suicide
nsk assessment, cognitive screening, and staff observation of the individual since admission. Revision
and further elaboration of the WRP should take place as new information becomes available, but WRP
must be fully deveioped by the 60™ day of admission. f an internal transfer occurs within the first 60 days
of admission, the receiving WRPT must also be an Admission Unit {(i.e., the WRPT must have a 1:15
staffing ratio) so that assessments and development of the WRP can continue. Monthly WRPCs should
review and revise the WRP, as necessary. If significant events take piace between scheduled WRPCs,
emergent medical, behavioral and psychiatric conditions and refated interventions can be documented in
tne DMH WRP Aftachment Form. A WRPT meeting may need to be scheduled between regular
conferences if there is a required review because of the individual’s behavior (e.g., see Section 9.8).

10.4 Sequence of Activities during WRPCs

There are many ways of undertaking WRPCs. WRPTs achieve the best outcomes in terms of the guality
of WRPs and functional outcomes of the individuals sarved when they follow a specific sequence of
activities.

Here is an example of one format:
10.4.1 General Conduct of the Meeting

1. Prior to the WRPC, the WRPT leader shouid have:
a) synthesized the discipline-specific assessments and consultations, and
b) communicated the results of the assessments and consultations to the WRPT members;

2. The WRPT should begin promptly at the scheduled date and time.

3. The WRPT leader should identify a recorder who is responsibte for transcribing the conference as
it occurs. If itis the 7-day WRP, the recorder should begin a new WRP template for that
individual; if it is a subsequent WRP, the recorder can edit the most recent version of the
individual’s WRP. The recorder should use the computer and projector that are provided for this
purpose. Handwritten WRPs are not acceptable in the DMH hospitals.

4. The WRPT should identify key questions or issues to address with the individual.

5. The WRPT reviews risk factors (findings of the Sulicide Risk Assessmaent, elopement risk) and
completes or updates the identified Aterts Form, as necessary.

6. The WRPT shouid invite the individual to attend his or her WRPT and state the reeson for the
confetence. For example, the conference is to discuss how the individuat is doing on specific
objectives and interventions, determine what the individual needs and how the WRPT may
facilitate this for the individual, and discuss in the individual’s progress toward discharge.

7. During the WRPC, the WRPT leader should

a) ensure that atl team members present a concise and non-redundant summary of the
results of their assessments prior to the discussion of objectives and interventions,

b) review and update the individual's diagnosis,

¢) ensure that the Present Status section of the case formulation is updated during the
WRPC and that other sections in the case formulation are updated as clinically indicated,
including PBS, BY CHOICE, MOSES, AIMS, data from the DMH WRP Attachment
forms, medical issues, and cuirent barriers to discharge that the individual is working on.

8. The WRPT should update the Life Goals and valuead role functions based on discussion prior to
the conference and, when appropriate, link to treatment, rehabilitation and enrichment goals.

8. The WRPT should review progress on alf objectives and interventions, and make appropriate
revision to the individual's WRP. The WRPT should follow the instructions provided in Section 7
of this manual when going through the appropriate sections of the WRP.

10. The WRPT should review with the individual progress on each discharge criterion, what the
individual need to do to meet each criterion.
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11. The WRPT should request additional evaiuations, information or consultations.

12. The WRPT should answer any questions the individual may have, and thank him or her for
attending the WRPC.

13. The individual should receive a completed and signed copy of his or her revised WRP.

14. The WRPT should discuss any outstanding issues that were not covered and complete alt
required documentation, and sign the revised WRP.

10.4.2 WRP Meeting Process for Specific WRPCs
There are different expectations for specific WRPCs.

1. WRPs during the first 80 days
a. Compiete a skeleton WRP on the 7" day following admission
b. Update the WRP every 14 daxs as new information becomes available
¢. Complete the WRP by the 80" day following admission
d. Begin monthly WRPs
2. Monthly WRPs
a. Update any section where new information is available, especially the Present Status
saction of the case formulation, PBS, BY CHOICE, MOSES, AIMS, data from the DMH
WRP Attachment Forms, risk assessments, medical issues, and cuirent barriers to
discharge that the individual is working on. Summatrize for the preceding month.
b. Update objectives and interventions based on data from the DMH PSR Mall Facilitator
Monthly Progress Note.
¢. Inform the individual what he needs to work on next month ang how this will help him or
her to meat discharge criteria.
3. Quarterly WRPs
a. Update all sections in terms of data from the preceding quarter.
b. Update objectives and interventions based on data from the DMH PSR Mall Facilitator
Monthly Progress Nole.
c. Inform the individual what he needs to work on next month and how this will help him or
her to meet discharge criteria.
4. Annual WRPs
a. Update all sections in terms of data from the preceding year.
b. Update objectives and interventions based on data from the DMH PSR Mall Facilitator
Monthly Progress Note.
c. inform the individual what he needs to work on next month ang how this will help him or
her to meet discharge csiteria.

10.5 Documentation

The A-WRP must be in the Individual's medical record within 24 hours of admission. The WRPs should
be completed, printed and signed by all participants immediately following the WRPC. The completed
WRP must be in the individual’s medical record within 48 hours.

Handwritten A-WRPs and WRPs are not acceptable.

10.6 Appointment Cards

The WRPT should inform the individual about his or her next WRPC and issue a completed appointment
card. One example of an appointment card is presented below.
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Front
Name:
[ 7-day [] 14-day {7] Monthly
[ Quarterty (] Annual [ Transfer

Your next Wellness and Recovery Planning
Conference is scheduled for:

Date:

Day:

Time:

VVVYY

Back

Things to think about before
my next conference:

My life goals

What are my objectives?

Am ] meeting my objectives?

Am | making progress on my discharge
criteria?

REVIEW QUESTIONS

o What are the responsibllities of the designated staff member who is responsible for the structural

integrity of WRPCs?

o Who should attend WRPCs?

o Can a WRPC be held if the individual’s primary psychiatrist is not present?

» CanaWRPC be held if a member, other than a psychlatrist, is not present?

¢« Whet is the responsibility of a WRPT member if he or she is unable to attend a scheduled WRPC

because he or she will be on vacation?

¢ What is the generic sequence of activities a WRPT may follow dunng a8 WRPC?

o What are the documentation requirements for WRPs?




LX)

11. MONITORING

WHAT YOU WILL LEARN

¢« Observations of WRPC process

e Chart audits of WRPs

Outcome measurement is an important component of a recovery-based system. The best outcome
measurements are based on what the individuais served value and view as the desired resuit, These
include outcomes that allow individuals to {a) better manage their own lives, {o improve the quality of their
life, to enhance independence, safety, privacy. empowerment, and satisfaction with services, and (b} to
decrease negative consequences of their mental iliness, undesirable side effects of treatment, and
overcome stigma associated with mental ifiness. These are holistic goals that can be achieved through
competent weliness and recovery planning.

We use four instruments to assess how well WRPTs are doing in terms of wellness and recovery
planning. The data are used to provide feedback to the WRPTs as well as to provide targeted training to
teams or team members.

11.1 Observations of WRPCs

Trained observers undertake in vivo observations of the WRPC process using the 11-item DMH WRP
Observation Monitoring Form (see Appendix B). The observers visit each WRPT on a random basis and
observe the WRPC process using the monitoring tool.

11.2 Chart Audits of WRP

Trained chart auditors review the medical records of a rendom sample of individuals each month using
the 13-item DMH WRP Chart Auditing Form (see Appendix C) to assess specific requirements of the
WRPC process.

11.3 Clinical Chart Audits of WRP

The clinical chart audits are to be completed by monitors from the discipline designated by each hospital
as the team leader. The monitor reviews the medical records of a random sample of individuals using
the 10-itern DMH WRP Clinical Chart Auditing Form (see Appendix D) to assess specific requirements of
the WRPC process.

11.4 Discharge Planning and Community Integration Audits of WRP

Designated members of the Social Wark Department review the medical records of a random sample of
individuals using the 12-item DMH WRP Discharge Planning and Community Integration Auditing Form
(see Appendix E) to assess specific requirements of the WRPC process.

11.5 Feedback to Teams

Data from both direct observations of WRPCs and WRP chart audits are provided to the WRPTs in a
timely manner. A WRP master-trainer explains the data and provides additional mentoring in specific
areas, as needed.



REVIEW QUESTIONS

o Why is it imporiant to underfake in vivo observations of the WRPC process?

o Why is it impontant to audit the WRPs?

s Who is responsible for the clinical chart audits?

o  Who is responsible for the discharge planning and community integration audifs?
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CALIFORNIA DEPARTMENT OF MENTAL HEALTH
DMH WELLNESS AND RECOVERY PLAN

DIVIDUA p CASE NUMBER:

DA [] 7-DAY MASTER O MONTHLY [] ANNUAL
(] BIWEEKLY [] QUARTERLY [J TRANSFER

DA 0 {Begin with pnncipal diagnosis if the individusl has multiple Axis | or Axis /i diagnoses).

Axis | Date of Diagnosis:

Axis Il Date of Diagnosis:

Axis I

Axls IV

Axis V Current GAF: Last Quarterly GAF:

Legal Status: (Begin with pnmary legal status if the Individusl hes muttiple legal stetus).

Nl (Succinct analysis and integration of interdisciplinary assessmants, inctuding strengths and risk
CASE FORMULATION: evaluation, which provides an understanding ol the individual’s situalion, treatmant and recovery needs)

Pedinent History

Predisposing Factors

Precipitating Factors

Perpetuating Factors

Pravious Treatmenls and Response

Preseni Status

LIFE GOALS: (In the individual’s own words, incluc'e statements of dreams, hopes, aspirations, role functions and vision of life).

DISCHARGE CRITERIA FOR
PLACEMENT:

Nm;nz‘,lPA‘TED
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WELLNESS AND RECOVERY PLAN ADDRESSOGRAPH

Confidential Patlent (nformation
Ses W&I Code Seclion 5328
Filing Guidelings Assessment

Name of Facility

MH Formn # Pending




FOCUS OF HOSPITALIZATION: (Check the items which are barriers 1o discherge)

1. Psychiatric and Psychological

58

111

[11.2

2. Sacial Skills and Self Care

[12.1

[]2.2

3. Dangerousness and Impulsivity

131

[33.2

4. Hope’'and Spirituality .

[J4.1

[14.2

5. Substance Abuse

[15.

(5.2

8. Medical

(6.1

(6.2

7. Lgaa.l

7.1

[17.2

8. School/Education ~ ~.": -

[18.1

[18.2

9. Occupational Sk - -

19.1

[]9.2

10. Lelsure:andRecreition I

(] 10.1

(J10.2

11 Community Integtation | -

711.1 :

[]11.2

WELLNESS AND RECOVERY PLAN

Confidentiat Patient Information
Sea W&I Code Section 5328
Filing Guidelinas Assessmeni

Name of Facility

MH Fom # Pending

ADDRESSOGRAPH




FOCUS # | DATE INITIATED:

OBJECTIVES: (Describe the specific chenges expected, in terms of the individusl’s behavior, in meesurable and behavioral terms.
Includs the targat date for complation for each objective and tha mathod used to meaesure progress).

STAGE* OBJ. REVIEW

OBJ.# | OBJECTIVE DESCRIPTION sTATUS* | DATE

“STAGE OF CHANGE: 1-PreContemplation 2-Contemplation 3-Preparation 4-Action 5- Maintenance
**OBJECTIVE STATUS: M — Met N — Not Met P — Partially Met | - Inactive
(Describe the clinice! aclivitytrastment modslily/therspeulic milieu activily, the provider of the csre and where and
whan the intervention will take place. For each intervention, state al lsast 1 (one} strength the incividual has that
will be used by the service provider to halp the individual achieve the specific objsclive.
ACTIVE
INT. # INTERVENTION DESCRIPTION TX

WELLNESS AND RECOVERY PLAN ADDRESSOGRAPH

Confidgengial Patient Information
See W&I Code Section §328
Filing Guidelinas Assessment

Na:ne of Facility

MH Forrn # Pending
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FOCUS #

DATE INITIATED:

OBJ. #

OBJECTIVES:

(Describe the specific changes expectad, in terms of the Individual's behavior, 1n measurable and behavioral terms.
Incfude the targe! date for complstion for each objective and the method used to measure progress)

OBJECTIVE DESCRIPTION

OBJ.
STATUS™

REVIEW
DATE

*OBJECTIVE STATUS: M - Met N — Not Met P - Partially Met { - lnactive

INTERVENTIONS:

{Dascribe the clinical activity/treetrmen{ modalitytherspsutic milieu ectivity, the provider of the care and where and
when the Intervention will take place. For each intervention, state at least I {one) slrength the individual has that
will bg usad by the sarvice providsr to help the individus! achisve the specific objective.

INTERVENTION DESGRIPTION

ACTIVE
X

WELLNESS AND RECOVERY PLAN

Confidential P4tient Information
Sea WE&I Code Sedion 5328
Fillng Guidelines Assessment

Name of Facility

MH Form # Pending

ADDRESSOGRAPH
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NAME P-Code | DISCIPLINE SIGNATURES DATE

{ndividual

Psychiatry

Psychology

Social Work

Rehab Therapy

R.N.

PT.

LVN

Dietary

Farnity Member

Advocals

Friend

Other

Individual (Patient) Attendance: Please enter the Name and Participation Code
(P-Code).

Participation Codes:
FP — Full Participation
MP ~ Moderate Participation
NP — No Participation

The individual's WRPT has determined the individual met his discharge
criteria on this date ~ {specify date).

O The individual was offered a signed copy of the WRP.
[ The individual accepted a copy of his or her WRP.
WELLNESS AND RECOVERY PLAN ADDRESSOGRAPH

Confidentia! Patant information
Sea WaI Cods Saclon 5328
f-ikng Guidelines Assessmenl

Name cf Facility

MH Form # Pending




California Department of Mental Health
DMH WRP Attachment Form
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INDIVIDUAL'S NAME: CASE NUMBER:
CONDITION / DIAGNOSIS: DATE INITIATED:
FOCUS:

mesm‘be in behavioral, observeble ana/or measurabla tenms what the individual is expected to do).

oBJ. # OBJECTIVE DESCRIPTION

above).

(Describe what staff will do to assist the individual to achieve the objective[s] stated

INT. # INTERVENTION DESCRIPTION

SIGNATURES:

NAME . DISCIPLINE SIGNATURES DATE
individual
Reviewed at WRP Conference:
Date: Type of WRP: Initials:
Page 62 of 77
DMH WRP Attachment Form ADDRESSOGRAPH

Confidential Patient Information
See WAl Code Section 5328
Filing Cuidelings Assessment

Name of Facility

MH Form # Pending




California Department of Mental Health
DMH WRP MEDICAL CONDITIONS FORM

Deferred Codes: H- History of, R- Remission; N- No Current Treatment

Focus Date Opened Date Opened Date Opened Deferred Code .
Condilion /Diagnosis Init Iniy Init (nit
6 Date Close Date Closed Dats Closed Date Deferred
Conditions identified in Focus 6, should correspond to Focus 6 of the WRP
MD Signature (nit MD signature init MD Signature toit MO Signature Init
Page 83 of 77
DMH WRP MEDICAL CONDITIONS FORM ADDRESSOGRAPH

Configential Patient (nformation
See W& Code Section 5328
Filing Guldetines - Currem WRP

Namag of Hospital

MH Form # Pending




California Department of Mental Health
DMH WRP TEMPORARY CONDITIONS FORM

84

THE FOLLOWING ARE NOY TEMPORARY CONDITIONS AND SHOULD BE ENTERED IN THE MEDICAL CONDITION FORM:
(1) Condilions requiring oral or parenteral antibiotics; (2) Chronic recurring conditions (i.e., any condition recurring
more than once per quarter); and (3) Conditions that recur ang have previously been entered in the individual's WRP.

Date Opened Date Opened Date Opened Dats Opened
Temporary Condilions (nil {nit (ni It

Date Closed Date Closed Dale Closed Date Closed
Signature / Title Init | Signature / Title lnit | Signature / Tille Inil | Signature / Tille (nit

Page 64 of 77

DMH WRP TEMPORARY CONDITIONS FORM

Confidential Patient (nformation
See Wa&I Code Section 5328
Filing Guidelines - Cumrent WRP

Name of Hospital

MH Form # Psnding

ADDRESSOGRAPH
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DMH WRP Observation Monitoring Form
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Rater: Review Date:

Individual's [nitials end 10#: Program: Unit:

in competently and knowledgeably assessing the
individual on an ongoing basis and in developing,
monitoring, and, as necessary, revising the
therapeutic and rehabilitation services.

Specify WRP: O A-WRP [ 7-Day WRP 0O 14-Day WRP [ Monthly O Quarterly 0O Annual
Who attended the current WRP? Individual 0 Psychiatrist 0 Psychologist O
Section[# | .  Enhancementrlan Requifement fei1]. « YES | "NO NIA®
C1.b 1 | Each team is led by a clinical professional who is
involved in the care of the individual.
Ci.c 2 [ Each team functions in an intergisciplinary fashion.
Cile 3 | Each member of the team participates appropriately

C.f 4 | Assessment results and, as clinically relevant,
consultation results, are communicated to the team
members, along with the implications of those
results for diagnosis, therapy and rehabilitation by
no later than the next review.

C1tg 5 | The team identified someone to be responsible for
the scheduling and coordination of assessments
and team meetings, the drafting of integrated
treatment plans, and the scheduling and
coordination of necessary progress reviews.

C.2a 6 | Individuals have substantive input into the
therapeutic and rehabliitation sarvice planning
process, including but not limited to input as to mall
groups and therapies appropriate to their WRP.

C.241i 7 | The treatment plan includes the individual's
strengths refated to each enrichment, treatment or
rehabilitation objective

C.2gi 8 | The team revised the focus of hospitalization,
objectives, as needed, to reflect the individual’s
changing needs and developed new interventions
to facifitate attainment of new objectives when old
objectives are achieved or when the individual fails
to make progress towacd achieving these
objectives..

C.2.¢.i 9 | The team reviewed the focus of hospitalization,
needs, objectives, and interventions more
frequently if there are changes in the individual's
functional status or risk factors (i.e., behavioral,
medical, and/or psychiatric risk factors).

C.2.g.iii 10 | The review process includes an assessment of
progress related to discharge to the most integrated
setting appropriate to meet the individuals assessed
needs, consistent with his/her legal status.

C.2.g.iv 11 | Progress reviews and revision recommendations
are based on data collected as specified in the
therapeutic ang rehabilitation service plan.

E.2 12 | Each State hospital shait ensure that, beginning at
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the time of admission and continuously throughout
the individual’s stay, the individuat is an active
participant in the discharge planning process, to the
fullest extent possible, given the individual's level of

functioning and legal status.
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DMH WRP Chart Auditing Form
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Rater:

Review Date-

WRP Date:

ingdividual's Initials and 1D#:

Admission Date:

Program:

Unit:

Specify WRP: O A-WRP 0O 7-Day WRP O 14-Day WRP [ Monthly

O Quarterly

O Annuat

Who signed the current WRP? Individual a Psychiatrist
RT _EI RN d PT

SwW O

D Psychofogist

Other

-Sections

1eemenitRlan:RéguUirement:

w'.a;WRPV NE

CYES|L

o
N o N, A;‘.:;Z.

C.2.bii

1

The miﬂal therapeutic and rehabilitation service
ptans (Admission Weliness and Recovery Plan (A-
WRP) was developed within 24 hours of
admission.

A-WRP
only

C.2.b.i

The master therapeutic and rehabilitation sethce
plan (WRP) was developed on or before the ™
day after admission.

7" day
WRP only

C.2.b.iii

The WRP was reviewed and revised as per WRP
schedule (therapeutic and rehabilitation service
plan reviews are performed every 14 days during
the first 60 days of hospitalization and every 30
days thereafter. The third monthly review is a
guarterly review and the 12" monthly review is the
annual review.

Current
conference
only

C2e

The therapeutic and rehabilitation service plan
specifies the individual’s focus of hospitalization
{goals), assessed needs (objectives), and how the
staff will assist the individual to achieve his or her
goals/objectives (interventions).

C.2fi

The team has developed and prioritized
reasonable and aftainable goals/objectives (e.g. at
the level of each individual's functioning) that build
on the individuals strengths and address the
indivigual's identified needs and, if any identified
needs are not addressed, provide a rationale for
not addressing the need.

C.2.fii

The objectives/interventions address treatment
(e.g., for a disease or disorder), rehabilitation
(e.g.. skills/supports, motivation and readiness),
and enrichment (e.g., quaiity of life activities.

C.2.Lii

The WRP plan includes behavioral, observable,
ang/or measurable objectives written in terms of
what the ingividual will do.

C.2fiv

The WRP includes 2ll objectives from the
individual's current stage of change (SOC) or
readiness for rehabifitation, to the maintenance
stage for each focus of hospitalization, as clinically
appropriate.

C.2tv

The WRP has interventions that relate to each
objective, specifying who will do what, within what
time frame, to assist the individual to meet his/her
needs as specified in the objective.

C.2 fvii

10

The WRP maximizes, consistent with the
individual's treatment needs and legal status,
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opportunities for treatment, programming,
schooling, and other activities in the most
appropriate integrated, non-institutional seftings,
as clinically appropriate.

C.2g.ii

11

The team reviewed the focus of hospitalization,
needs, objectives, and interventions more
frequently if there are changes in the individual's
functional status or risk factors (i.e., behavioral,
medical, and/or psychiatric risk factors).

C 2.i.xii

12

Adequate active psychosocial rghabilitation is
consistently reinforced by staff on the therapeutic
miliev, inciuding living units.

Cz2o0

13

objective and intervention.
; T g

When substance abuse is diagnosed on Axis 1 it is
documented in Focus 5 and there is at least one

g L
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DMH WRP Clinical Chart Auditing Form
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b

SFORM -

Review Date:

WRP Date:

Rater:
Individual's Initials and ID#: Admission Date: Program: Unit:
Specify WRP: O Monthly O Quarterly O Annual

~Section: | #1] " ENhancement PlanaRequirement <[ YES* | NO - N/A

Assume primary responsibility for the individual's
therapeutic and rehabilitation services, and
ensure the provision of competant, necessary,
ang appropriate psychiatric and medical care.

C1d

Cz2c 2 | Treatment rehabilitation and enrichment services
are goal-directed, individualized, and informed by
a thorough knowledge of the individual's
psychiatric, medical, and psychosocial history and
previous response to such services;

C.24di 3 | The case formutation be derived from analyses of
the information gathered from interdisciplinary
assessments, including diagnosis and differential
diagnosis;

C.2.d.. 4 | The case formulation inciude a review of:
pertinent history; predisposing, precipitating and
perpetuating factors; previous treatment history,
and present status

C.2.4d.i.ii 5 | The case formulation consider biomedical,
psychosocial, and psychoeducational factors, as
clinically appropriate, for aach of the 8Ps:
pettinent history; predisposing, precipitating and
perpetualting factors; previous treatment history,
and present status

C.2d.iv 8 | The case formulation consider such factors as
age, gender, culture, treatment adherence, and
medication issues that may affect the outcomes of
treatment and rehabilitation interventions.

C.2.dv 7 | The case formulation support the diagnosis by
diagnostic formulation, differential diagnosis and
Diagnostics and Statistical Manual DSM-IV-TR (or
the most current edition) checklists; and

C.2dwvi 8 | The case formulation enable the interdisciplinary
team to reach sound determinations about each
individuel's treatment, rehabilitation, enrichment
and weliness needs, the type of setting to which
the individual should be discharged, and the
changes that will be necessary to achieve
discharge.

C.2s 9 | Adequate oversight to treatment, rehabilitation
and enrichment groups is provided 1o ensure that
individuals are assigned to groups that are
appropriate to their assessed needs, that groups
are provided consistently and with appropriate
frequency, and that issues particularly relevant for
this population, including the use of psychotropic
medications and substance abuse, are
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appropriately addressed. consistent with generally
accepted professional standards of care.

C.2t

10

Treatment, rehabiiitation and enrichment services
are monitored appropriately against rational,

operationally-defined target variables and revised
as appropriate in hght of significant developments,

g Tl

and the individual's progress, or lack thereof.
e S O NI S P U DU
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DMH WRP Discharge Planning and Community Integration Augiting Form

74



75

Rater:

éewew Da‘te:. | — — .WR'P D'até:-

Individual's Initials and 1D#:

Admission Date: Program:

Unit:

Section’|:

“EnhantementPlan Requirement: .

YES

“NO

“NA

Taklng into account the limitations of court-imposed
confinement, the State shall pursue actively the appropriate
discharge of individuals under the State's care at each State
hospital and, subject to legal limitations on the state's control of
the placement process, provide services in the most integrated,
appropriate setting in which they reasonably can be
accommodated, as clinically appropriate, that is consistent with
each ingdividual's needs.

E1

Each State hospital shalt identify at the 7-day therapeutic and
rehabilitation service planning conference, and address at al}
subsequent planning conferences, the paricular considerations
for each individual bearing on discharge, including:

E.t.a

those factors that likely would foster successful discharge,
inctuding the ingividual's strengths, preferences, and personal
life goals;

E.ib

wir

the individual's level of psychosocial functioning:

E1.c

any barriers preventing the individual from transitioning to a
more integrated environment, especiaily difficulties raised in
previously unsuccessful placements; and

E.1.d

the skills and supports necessary to live in the setling in which
the individual will be placed.

E.2

Each State hospitai shall ensure that, beginning at the time of
admission and continuously throughout the individual’s stay,
the individual is an active participant in the discharge planning
process, to the fullest extent possible, given the individual's
fevel of functioning and legal status.

E.3

Each State hospitaf shall ensure that, consistent with generally
accepted professional standards of care, each individual has a
professionally developed discharge plan that is integrated
within the individual’s therapeutic and rehabilitation service
plen, that eddresses his or her particufar discharge
considerations, and that includes:

E3.a

measurable interventions regarding these discharge
considerations;

EJD

~

the staff responsible for implement the interventions; and

£.3.c

the time framas for completion of the interventions.

E4

Each State hospitat shall provide transition supports and
services consistent with generally accepted professional
standards of care. in particular, each State hospital shall
ensure that:

E4.2a

ingividuals who have met discharge criteria are discharged
expeditiously, subject to the availability of suitable placements;
and

E4b

10

individuals receive adequate assistance in transitioning to the
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new sefting.
E.5(MSH For alf children and adolascents it serves, each State hospital
only) shall:
E.5.a 11 | develop and implement policies and protocois that identify
individuals with lengths of stay exceeding six months; and
ES5b 12 | establish a regular review forum, which includes senior

administration staff, to assess the children and adolascents
identified in § V.E.1 above, to review their treatment plans, ang
to create an individualized action plan for each such child or
adolescent that addresses the obstacles to successful
dischargs to the most integrated. appropriate placement as
clinically and legally indicated.

[P V. - R P e - Y8
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