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Accountability is an important dimension of the practice of psychotherapy. 
Treatment programs, public agencies, clinics, and practitioners must justify and 
document their treatment plans to outside review entities in order to be reim-
bursed for services. The books and software in the PracticePlanners® series are 
designed to help practitioners fulfill these documentation requirements efficiently 
and professionally. 

The PracticePlanners® series includes a wide array of treatment-planning 
books, including not only the original Complete Adult Psychotherapy Treatment 
Planner, Child Psychotherapy Treatment Planner, and Adolescent Psychother-
apy Treatment Planner, all now in their fourth editions, but also Treatment Plan-
ners targeted to a wide range of specialty areas of practice, including:  

• Addictions  
• Behavioral medicine 
• College students  
• Co-occurring disorders 
• Couples therapy 
• Crisis counseling 
• Early childhood education  
• Employee assistance 
• Family therapy 
• Gays and lesbians  
• Group therapy 
• Juvenile justice and residential care 
• Mental retardation and developmental disability  
• Neuropsychology 
• Older adults  
• Parenting skills 
• Pastoral counseling 
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• Personality disorders  
• Probation and parole  
• Psychopharmacology 
• School counseling 
• Severe and persistent mental illness  
• Sexual abuse victims and offenders  
• Special education 
• Suicide and homicide risk assessment  
• Women’s issues 

In addition, there are three branches of companion books that can be used in con-
junction with the Treatment Planners, or on their own: 

• Progress Notes Planners provide a menu of progress statements that 
elaborate on the client’s symptom presentation and the provider’s 
therapeutic intervention. Each Progress Notes Planner statement is 
directly integrated with the behavioral definitions and therapeutic in-
terventions from its companion Treatment Planner. 

• Homework Planners include homework assignments designed 
around each presenting problem (e.g., anxiety, depression, chemical 
dependence, anger management, eating disorders, or panic disorder) 
that is the focus of a chapter in its corresponding Treatment Planner. 

• Client Education Handout Planners provide brochures and handouts 
to help educate and inform clients on presenting problems and mental 
health issues, as well as life skills techniques. The handouts are in-
cluded on CD-ROMs for easy printing from your computer and are 
ideal for use in waiting rooms, at presentations, as newsletters, or as 
information for clients struggling with mental illness issues. The top-
ics covered by these handouts correspond to the presenting problems 
in the Treatment Planners. 

The series also includes: 

• TheraScribe®, the best-selling treatment-planning and clinical record-
keeping software system for mental health professionals. TheraScribe® 
allows the user to import the data from any of the Treatment Planner, 
Progress Notes Planner, or Homework Planner books into the soft-
ware’s expandable database to simply point and click to create a de-
tailed, organized, individualized, and customized treatment plan along 
with optional integrated progress notes and homework assignments.  
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Adjunctive books, such as The Psychotherapy Documentation Primer and 
The Clinical Documentation Sourcebook contain forms and resources to aid the 
clinician in mental health practice management.  

The goal of our series is to provide practitioners with the resources they need 
in order to provide high-quality care in the era of accountability. To put it simply: 
We seek to help you spend more time on patients and less time on paperwork. 

 ARTHUR E. JONGSMA JR. 
 Grand Rapids, Michigan  
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INTRODUCTION 

ABOUT PRACTICEPLANNERS® TREATMENT PLANNERS 

Pressure from third-party payors, accrediting agencies, and other outside par-
ties has increased the need for clinicians to quickly produce effective, high-
quality treatment plans. Treatment Planners provide all the elements neces-
sary to quickly and easily develop formal treatment plans that satisfy the 
needs of most third-party payors and state and federal review agencies. 
 Each Treatment Planner: 

• Saves you hours of time-consuming paperwork. 
• Offers the freedom to develop customized treatment plans. 
• Includes over 1,000 clear statements describing the behavioral manifesta-

tions of each relational problem, and includes long-term goals, short-term 
objectives, and clinically tested treatment options. 

• Has an easy-to-use reference format that helps locate treatment plan 
components by behavioral problem or DSM-IV diagnosis. 

 As with the rest of the books in the PracticePlanners® series, our aim is to 
clarify, simplify, and accelerate the treatment planning process, so you spend 
less time on paperwork, and more time with your clients. 

ABOUT THE SEVERE AND PERSISTENT MENTAL 
ILLNESS TREATMENT PLANNER 

The field of treatment for the severely and persistently mentally ill is at a piv-
otal point in its evolution. New medications have provided stability to people 
who have been chronically unstable in the past. What started with deinstitu-
tionalization and the growth of community mental health centers has gradu-
ally transformed into a myriad of agencies and clinicians who provide 
treatment in a variety of settings. Many changes have also occurred for the 
agencies serving this population. In many areas, the service providers have 
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been compelled to become more efficient and competitive for their clientele. 
Most agencies are required to obtain accreditation from outside auditors, such 
as the Joint Commission on the Accreditation of Health Organizations 
(JCAHO), Council on Accreditation (COA), or the Commission on Accredita-
tion of Rehabilitation Facilities (CARF). Payors often demand documentation 
of positive outcomes for clients whom we serve. With these many changes in 
the field, the need for better organization, treatment techniques, and docu-
mentation becomes self-evident. 
 To fill this need, we have developed The Severe and Persistent Mental 
Illness Treatment Planner. This Planner suggests thousands of prewritten be-
havioral definitions, objectives, goals, and interventions for a variety of prob-
lem areas experienced by the men and women who suffer from chronic 
mental illness. This book will be useful to any clinician working with this 
population, but care has been taken to write from the perspective of the clini-
cian who manages the client’s entire treatment, whether he or she be called a 
case manager, supports coordinator, social worker, or some other name. 
Goals and interventions are written for a variety of types and levels of inten-
sity of severe and persistent mental illnesses. It is our hope that this Planner 
will allow clinicians to quickly and accurately develop and implement helpful 
treatment plans for their clients. In this second edition, we have made the 
chapters more focused and, in many cases, shorter. We have also added a few 
new chapters. But the most significant change for this edition is the addition 
of evidence-based Objectives and Interventions to those chapters where re-
search data is available to inform the content. 

INCORPORATING EVIDENCE-BASED TREATMENT (EBT) 

Evidence-based treatment (that is, treatment that is scientifically shown in re-
search trials to be efficacious) is rapidly becoming critically important to the 
mental health community because insurance companies are beginning to of-
fer preferential pay to organizations using it. In fact, the APA Division 12 
(Society of Clinical Psychology) lists of empirically supported treatments 
have been referenced by a number of local, state, and federal funding agen-
cies, which are beginning to restrict reimbursement to these treatments, as are 
some managed care and insurance companies.  
 In this second edition of The Severe and Persistent Mental Illness Treat-
ment Planner, we have made an effort to empirically inform some chapters 
by highlighting short-term objectives (STOs) and therapeutic interventions 
(TIs) that are consistent with psychological treatments or therapeutic pro-
grams that have demonstrated some level of efficacy through empirical study. 
Watch for this icon  as an indication that an Objective/Intervention is con-
sistent with those found in evidence-based treatments. 
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 References to their empirical support have been included in Appendix B. 
For information related to the identification of evidence-based practices 
(EBPs), including the benefits and limitations of the effort, we suggest Bruce 
and Sanderson (2005); Chambless et. al. (1996, 1998); Chambless and Ollen-
dick (2001); Drake, Merrens, and Lynde (2005); Hofmann and Tompson 
(2002); Nathan and Gorman (2002); and Stout and Hayes (2005). 
 In this Planner, we have included STOs and TIs consistent with EBPs that 
are more programmatic than psychotherapeutic in nature and that have been 
found efficacious for problems common to those struggling with severe and 
persistent mental illnesses (SPMIs). Examples include supported employment 
and family psychoeducation. We have also included STOs and TIs reflective of 
psychotherapeutic approaches that have shown efficacy for disorders typically 
subsumed under the SPMI rubric (e.g., interpersonal therapy for depression, 
cognitive behavior therapy for psychotic features). In addition, we included 
STOs and TIs reflective of treatments that been found efficacious for problems 
not commonly characterized as SPMIs (e.g., obsessive compulsive disorder, 
panic disorder, social anxiety), but that nonetheless present clinically on occa-
sion, have an evidence base within the populations studied, and that therapists 
may adapt for use with clients who struggle with these problems. Beyond ref-
erences to the empirical studies supporting these interventions, we have pro-
vided references to therapist- and client-oriented books and treatment manuals 
that describe the use of identified EBPs or treatments consistent with their ob-
jectives and interventions. Recognizing that there are STOs and TIs that practic-
ing clinicians have found useful but that have not yet received empirical 
scrutiny, we have included those that reflect common best practice among ex-
perienced clinicians. The goal is to provide a range of treatment plan options, 
some studied empirically, others reflecting common clinical practice, so the 
users can construct what they believe to be the best plan for a particular client. 
 In some instances, the EBPs referenced are short-term, problem-oriented 
treatments that focus on improving current specific problems or symptoms 
related to a client’s current distress and disability. For those, STOs and TIs 
reflective of the EBP have been placed earlier in the sequence of STO and TI 
options. In addition, some STOs and TIs reflect core components of the EBP 
approach that are always delivered (e.g., exposure to feared objects and situa-
tions for a phobic disorders; behavioral activation for depression). Others re-
flect adjuncts to treatment that may or may not be used all the time (e.g., 
social and other communication skills, stress management skills). For the 
EBPs that are more programmatic in nature, such as supported employment, 
the STOs and TIs are consistent with the types of competencies in which pro-
fessionals who deliver these inventions are trained. Most of the STOs and TIs 
associated with the EBPs are described at a level of detail that permits flexibil-
ity and adaptability in their specific application. As with all Planners in this 
series, each chapter includes the option to add STOs and TIs at the therapist’s 
discretion. 
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Criteria for Inclusion of Evidence-Based Therapies 

The EBPs from which STOs and TIs were taken have different levels of em-
pirical work supporting them. Some have been well established as efficacious 
for the changes they target (e.g., supported employment). Others have less 
support, but nonetheless have demonstrated efficacy. The EBPs for disorders 
not typically classified as SPMIs, such as panic disorder and other anxiety 
disorders, have very strong empirical support for their efficacy, but have es-
tablished that support through studies whose participants carried a primary 
diagnosis of an anxiety disorder, not a SPMI. These approaches have been 
included in this edition because some clients who struggle with SPMIs and 
also struggle with these other disorders may benefit from these EBP ap-
proaches. With that in mind, however, we have included EBPs for which the 
empirical support has either been well established or demonstrated at more 
than a preliminary level as defined by those authors who have undertaken the 
task of identifying them, such as Drake and colleagues (2003, 2005), Cham-
bless and colleagues (1996, 1998), and Nathan and Gorman (1998, 2002).  
 At minimum, efficacy needed to be demonstrated through a clinical trial 
or large clinical replication series with features reflecting good experimental 
design (e.g., random assignment, blind assignments, reliable and valid meas-
urement, clear inclusion and exclusion criteria, state-of-the-art diagnostic 
methods, and adequate sample size or replications). Well-established EBPs 
typically have more than one of these types of studies demonstrating their 
efficacy, as well as other desirable features such as demonstration of efficacy 
by independent research groups and specification of client characteristics for 
which the treatment was effective.  
 Because treatment literatures for various problems develop at different 
rates, treatment STOs and TIs that have been included may have the most 
empirical support for their problem area, but less than that found in more 
heavily studied areas. For example, Dialectical Behavioral Therapy (DBT) has 
the highest level of empirical support of tested psychotherapies for borderline 
personality disorder (BPD), but that level of evidence is lower than that sup-
porting, for example, supported employment or exposure-based therapy for 
phobic fear and avoidance. The latter two have simply been studied more 
extensively, so there are more trials, replications, and the like. Nonetheless, 
within the psychotherapy outcome literature for BPD, DBT clearly has the 
highest level of evidence supporting its efficacy and usefulness. Accordingly, 
STOs and TIs consistent with DBT have been included in this edition. Last, all 
interventions, empirically supported or not, must be adapted to the particular 
client in light of his/her personal circumstances, strengths, and vulnerabilities. 
The STOs and TIs included in this Planner are written in a manner to suggest 
and allow this adaptability. 
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Summary of Required and Preferred SPMI EBT  
Inclusion Criteria 

Required 
• Demonstration of efficacy through at least one randomized controlled 

trial with good experimental design, or 
• Demonstration of efficacy through a large, well-designed clinical replica-

tion series. 

Preferred 
• Efficacy has been shown by more than one study. 
• Efficacy has been demonstrated by independent research groups. 
• Client characteristics for which the treatment was effective were specified. 
• A clear description of the treatment was available.  

HOW TO USE THIS TREATMENT PLANNER 

Use this Treatment Planner to write treatment plans according to the follow-
ing six-step progression: 

1.  Problem Selection. Although the client may discuss a variety of issues 
during the assessment, the clinician must determine the most significant 
problems on which to focus the treatment process. Usually a primary 
problem will surface, and secondary problems may also be evident. Some 
other problems may have to be set aside as not urgent enough to require 
treatment at this time. An effective treatment plan can only deal with a 
few selected problems or treatment will lose its direction. Choose the 
problem within this Planner that most accurately represents your client’s 
presenting issues. 

2.  Problem Definition. Each client presents with unique nuances as to how a 
problem behaviorally reveals itself in his or her life. Therefore, each 
problem that is selected for treatment focus requires a specific definition 
about how it is evidenced in the particular client. The symptom pattern 
should be associated with diagnostic criteria and codes such as those 
found in the DSM-IV or the International Classification of Diseases. This 
Planner offers such behaviorally specific definition statements to choose 
from or to serve as a model for your own personally crafted statements. 

3.  Goal Development. The next step in developing your treatment plan is to 
set broad goals for the resolution of the target problem. These statements 
need not be crafted in measurable terms but can be global, long-term 
goals that indicate a desired positive outcome to the treatment procedures. 
This Planner provides several possible goal statements for each problem, 
but one statement is all that is required in a treatment plan. 
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4.  Objective Construction. In contrast to long-term goals, objectives must be 

stated in behaviorally measurable language so that it is clear to review 
agencies, health maintenance organizations, and managed care organiza-
tions when the client has achieved the established objectives. The objectives 
presented in this Planner are designed to meet this demand for accountabil-
ity. Numerous alternatives are presented to allow construction of a variety 
of treatment plan possibilities for the same presenting problem. 

5.  Intervention Creation. Interventions are the actions of the clinician de-
signed to help the client complete the objectives. There should be at least 
one intervention for every objective. If the client does not accomplish the 
objective after the initial intervention, new interventions should be added 
to the plan. Interventions should be selected on the basis of the client’s 
needs and the treatment provider’s full therapeutic repertoire. This Plan-
ner contains interventions from a broad range of therapeutic approaches, 
and we encourage the provider to write other interventions reflecting his 
or her own training and experience. 

  Some suggested interventions listed in the Planner refer to specific 
books that can be assigned to the client for adjunctive bibliotherapy. Appen-
dix A contains a full bibliographic reference list of these materials. For fur-
ther information about self-help books, mental health professionals may wish 
to consult The Authoritative Guide to Self-Help Resources in Mental Health, 
Revised Edition (New York: Guilford Press, 2003) by Norcross et al.  

6.  Diagnosis Determination. The determination of an appropriate diagnosis 
is based on an evaluation of the client’s complete clinical presentation. 
The clinician must compare the behavioral, cognitive, emotional, and in-
terpersonal symptoms that the client presents with the criteria for diagno-
sis of a mental illness condition as described in DSM-IV. Despite 
arguments made against diagnosing clients in this manner, diagnosis is a 
reality that exists in the world of mental health care, and it is a necessity 
for third-party reimbursement. It is the clinician’s thorough knowledge of 
DSM-IV criteria and a complete understanding of the client assessment 
data that contribute to the most reliable, valid diagnosis. 

Congratulations! After completing these six steps, you should have a com-
prehensive and individualized treatment plan ready for immediate implemen-
tation and presentation to the client. A sample treatment plan for Medication 
Management is provided at the end of this introduction. 

A FINAL NOTE ON TAILORING THE TREATMENT PLAN  
TO THE CLIENT 

One important aspect of effective treatment planning is that each plan should 
be tailored to the individual client’s problems and needs. Treatment plans 
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should not be mass-produced, even if clients have similar problems. The in-
dividual’s strengths and weaknesses, unique stressors, social network, family 
circumstances, and symptom patterns must be considered in developing a 
treatment strategy. Drawing on our years of clinical experience, we have put 
together a variety of treatment choices. These statements can be combined in 
thousands of permutations to develop detailed treatment plans. Relying on 
their own good judgment, clinicians can easily select the statements that are 
appropriate for the individuals whom they are treating. In addition, we en-
courage readers to add their own definitions, goals, objects, and interventions 
to the existing samples. As with all of the books in the Treatment Planners 
series, it is our hope that this book will help promote effective, creative treat-
ment planning—a process that will ultimately benefit the client, clinicians, 
and mental health community. 
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SAMPLE TREATMENT PLAN 

MEDICATION MANAGEMENT

Definitions:  Fails to consistently take psychotropic medications as prescribed. 
Verbalizes fears and dislike related to physical and/or emo-

tional side effects of prescribed medications. 
Lacks knowledge of medications’ usefulness and potential 

side effects. 
Makes statements of an unwillingness to take prescribed  

medications. 
Goals: Regular, consistent use of psychotropic medications at the 

prescribed dosage, frequency, and duration. 
Increased understanding of the psychotropic medication dos-

age, the side effects, and the reasons for being prescribed. 
Decreased frequency and intensity of psychotic and other se-

vere mental illness symptoms. 

OBJECTIVES  INTERVENTIONS 

 1. List all medications that are cur-
rently being prescribed and con-
sumed. 

 1. Request that the client identify  
all currently prescribed medica-
tions, including names, times 
administered, and dosage. 

 2. Request that the client provide an 
honest, realistic description of 
his/her medication compliance; 
compare this with his/her medical 
chart. 

 2. Describe thoughts and feelings 
about medication use and will-
ingness or unwillingness to ex-
plore personal use. 

 1. Conduct Motivational Interview-
ing to assess the client’s stage of 
preparation for change; intervene 
accordingly, moving from build-
ing motivation, through strength-
ening commitment to change, to 
participation in treatment (see 
Motivational Interviewing by 
Miller and Rollnick).  
 

 

 

 indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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 3. Identify and replace misinforma-
tion and mistaken beliefs that sup-
port medication noncompliance. 

 1. Request that the client identify 
the reason for the use of each 
medication; correct any misin-
formation regarding the medica-
tion’s expected effects, the 
acceptable dosage levels, and the 
possible side effects.  

 2. Request that the client describe 
fears that he/she may experience 
regarding the use of the medica-
tion; cognitively restructure these 
fears, correcting myths and mis-
information while paying par-
ticular attention to the following 
common biases: underestimating 
benefits of medication therapy, 
overestimating the threat posed 
by side effects, beliefs that medi-
cations are not necessary, beliefs 
that medication is harmful or part 
of a conspiracy, and beliefs that 
medication could change his/her 
personality or make him/her  
addicted.  

 3. Reinforce the client’s positive, 
reality-based cognitive messages 
that enhance medication prescrip-
tion compliance.  

 4. Family members enroll in a 
multi-family group educational 
program for families of the men-
tally ill. 

 1. Refer the family to a multi-family 
group psychoeducational pro-
gram (see Multi-family Groups in 
the Treatment of Severe Psychiat-
ric Disorders by McFarlane) to 
increase understanding of severe 
and persistent mental illness and 
the need for medication.  

 5. The client and family participate 
in a family-focused therapy. 

 1. Conduct or refer the client and 
family to a therapy based on the 
principles of family-focused 
treatment (e.g., see Bipolar Dis-
order: A Family-Focused Treat-
ment Approach by Miklowitz and 
Goldstein).  
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 6. Report the side effects and the ef-

fectiveness of the medications to 
the appropriate professional(s). 

 

 1. Review the potential side effects 
of the medication with the client 
and the medical staff.  

 2. Obtain a written release of infor-
mation from the client to his/her 
primary physician or other health 
care providers to allow for in-
forming them of the medications, 
side effects, and benefit that the 
client is experiencing.  

 7. Verbalize positive feelings  
about the improvement that is  
resulting from the medication’s  
effectiveness. 

 1. Request that the client identify  
how the reduction in mental ill-
ness symptoms has improved 
his/her social or family system; 
reinforce functioning and con-
tinued medication usage.  

DIAGNOSIS 

 295.10 Schizophrenia, Disorganized Type 
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ACTIVITIES OF DAILY LIVING (ADL) 

BEHAVIORAL DEFINITIONS 

 1. Demonstrates substandard hygiene and grooming, as evidenced by strong 
body odor, disheveled hair, or dirty clothing. 

 2. Fails to use basic hygiene techniques, such as bathing, brushing teeth, or 
washing clothes. 

 3. Evidences medical problems due to poor hygiene. 
 4. Consumes a poor diet due to deficiencies in cooking, meal preparation, or 

food selection. 
 5. Impaired reality testing results in bizarre behaviors that compromise abil-

ity to perform activities of daily living (ADLs). 
 6. Demonstrates poor interaction skills as evidenced by limited eye contact, 

insufficient attending, and awkward social responses. 
 7. Has a history of others excusing poor performance on ADLs due to fac-

tors that are not related to mental illness. 
 8. Demonstrates inadequate knowledge or functioning in basic skills around 

the home (e.g., cleaning floors, washing dishes, disposing of garbage, 
keeping fresh food available). 

 9. Has a history of loss of relationships, employment, or other social oppor-
tunities due to poor hygiene and inadequate attention to grooming. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1. Increase functioning in ADLs in a consistent and responsible manner. 
 2. Understand the need for good hygiene and implement healthy personal 

hygiene practices. 
 3. Learn basic skills for maintaining a clean, sanitary living space. 
 4. Regularly shower or bathe, shave, brush teeth, care for hair, and use  

deodorant. 
 5. Experience increased social acceptance because of improved appearance 

or functioning in ADLs. 
 6. Family, friends, and caregivers provide constructive feedback to the cli-

ent regarding ADLs. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe current functioning in 
ADLs. (1, 2, 3) 

 1. Assist the client in preparing an 
inventory of his/her positive and 
negative functioning regarding 
ADLs. 

 2. Ask the client to identify a trusted 
individual from whom he/she can 
obtain helpful feedback regard-
ing daily hygiene and cleanliness. 
Coordinate feedback from this 
individual to the client. 

 3. Review the client’s diet or refer 
him/her to a dietician for an as-
sessment regarding basic nutri-
tional knowledge and skills, usual 
diet, and nutritional deficiencies. 
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 2. List the negative effects of not 
giving enough effort to respon-
sible performance of ADLs.  
(4, 5, 6) 

 4. Ask the client to identify two 
painful experiences in which re-
jection was experienced (e.g., 
broken relationships, loss of em-
ployment) due to the lack of per-
formance of basic ADLs. 

 5. Review with the client the medi-
cal risks (e.g., dental problems, 
risk of infection, lice) that are as-
sociated with poor hygiene or 
lack of attention to other ADLs. 

 6. Assist the client in expressing 
emotions related to impaired  
performance in ADLs (e.g.,  
embarrassment, depression, low 
self-esteem). 

 3. Verbalize insight into the secon-
dary gain that is associated with 
decreased ADL functioning. (7) 

 7. Reflect the possible secondary 
gain (e.g., less involvement in 
potentially difficult social situa-
tions) that is associated with de-
creased ADL functioning. 

 4. Identify any cognitive barriers to 
ADL success. (8) 

 8. Refer the client for an assessment 
of cognitive abilities and deficits. 

 5. Participate in a remediation pro-
gram to teach ADL skills. (9) 

 9. Recommend remediating pro-
grams to the client, such as skill-
building groups, token econo-
mies, or behavior-shaping pro-
grams that are focused on 
removing deficits to ADL  
performance. 

 6. Acknowledge ADL deficits as a 
symptom of mental illness being 
inadequately controlled or 
treated. (10) 

10. Educate the client about the ex-
pected or common symptoms of 
his/her mental illness (e.g., 
manic excitement or negative 
symptoms of schizophrenia), 
which may negatively impact 
basic ADL functioning; reflect 
or interpret poor performance 
in ADLs as an indicator of psy-
chiatric decompensation. 
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 7. Stabilize, through the use of psy-

chotropic medications, psychotic 
and other severe and persistent 
mental illness symptoms that in-
terfere with ADLs. 
(11, 12, 13, 14, 15) 

11. Arrange for an evaluation of the 
client by a physician for a prescrip-
tion for psychotropic medication. 

12. Educate the client about the proper 
use and the expected benefits of 
psychotropic medication. 

13. Monitor the client for compliance 
with the psychotropic medication 
that is prescribed and for its effec-
tiveness and possible side effects. 

14. Provide the client with a pillbox 
for organizing and coordinating 
each dose of medication; teach 
and quiz the client about the 
proper use of the medication 
compliance package/reminder 
system (see the Medication Man-
agement chapter in this Planner). 

15. Coordinate the family members 
or caregivers who will regularly 
dispense and/or monitor the cli-
ent’s medication compliance. 

 8. Remediate the medical effects 
that have resulted from a history 
of a lack of ADL performance. 
(16, 17) 

16. Arrange for a full physical ex-
amination of the client, and en-
courage the physician to 
prescribe any necessary ADL 
remediation behaviors. 

17. Refer the client to a dentist to de-
termine dental treatment needs; co-
ordinate ongoing dental treatment. 

 9. Implement skills that are related 
to basic personal hygiene on a 
consistent daily basis.  
(18, 19, 20, 21) 

18. Provide the client with written or 
video educational material for basic 
personal hygiene skills (e.g., The 
Complete Guide to Better Dental 
Care by Taintor and Taintor, or The 
New Wellness Encyclopedia by the 
editors of the University of Califor-
nia, Berkeley wellness letter). 

19. Refer the client to an agency 
medical staff for one-to-one 
training in basic hygiene needs 
and techniques. 
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20. Conduct or refer the client to a 
psychoeducational group for 
teaching personal hygiene skills. 
Use the group setting to help 
teach the client to give and re-
ceive feedback about hygiene 
skill implementation. 

21. Encourage and reinforce the cli-
ent for performing basic hygiene 
skills on a regular schedule (e.g., 
at the same time and in the same 
order each day). 

10. Utilize a self-monitoring system 
to increase the frequency of im-
plementing basic hygiene skills. 
(22, 23) 

22. Refer the client to a behavioral 
treatment specialist to develop 
and implement a program to 
monitor and reward the regular 
use of ADL techniques or de-
velop a self-monitoring program 
(e.g., a check-off chart for ADL 
needs) with the client. 

23. Provide the client with regular 
feedback about progress in 
his/her use of self-monitoring to 
improve personal hygiene. 

11. Utilize community resources to 
improve personal hygiene and 
grooming. (24, 25) 

24. Review the use of community 
resources with the client (e.g., 
laundromat/dry cleaner, hair sa-
lon/barber) that can be used to 
improve personal appearance. 

25. Coordinate for the client to tour 
community facilities for cleaning 
and pressing clothes, cutting and 
styling hair, or purchasing soap 
and deodorant, with an emphasis 
on increasing the client’s under-
standing of this service and how 
it can be used. 

12. Terminate substance abuse that 
interferes with the ability to care 
for self. (26, 27) 

26. Assess the client for substance 
abuse that exacerbates poor ADL 
performance. 

27. Refer the client to Alcoholics Anon-
ymous (AA), Narcotics Anony-
mous (NA), or to a more intensive 
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co-occurring enabled treatment 
program (see the Chemical De-
pendence chapter in this Planner). 

13. Implement basic skills for run-
ning and maintaining a home or 
apartment. (28) 

28. Teach the client basic housekeeping 
skills, utilizing references such as 
Mary Ellen’s Complete Home Refer-
ence Book (Pinkham and Burg), or 
The Cleaning Encyclopedia (Aslett); 
facilitate this teaching from the cli-
ent’s natural supports. 

14. Report as to the schedule that is 
adhered to regarding the regular 
use of housekeeping skills. 
(22, 29, 30) 

22. Refer the client to a behavioral treat-
ment specialist to develop and im-
plement a program to monitor and 
reward the regular use of ADL tech-
niques or develop a self-monitoring 
program (e.g., a check-off chart for 
ADL needs) with the client. 

29. Provide the client with feedback 
about the care of his/her personal 
area, apartment, or home. 

30. Encourage family members and 
caregivers to provide regular as-
signment of basic chores around 
the home. 

15. Implement basic cooking skills 
and eat nutritionally balanced 
meals daily. (3, 31, 32, 33) 

 3. Review the client’s diet or refer 
him/her to a dietician for an as-
sessment regarding basic nutri-
tional knowledge and skills, usual 
diet, and nutritional deficiencies. 

31. Educate the client on basic cook-
ing techniques (see portions of 
The Good Housekeeping Illus-
trated Cookbook by the editors of 
Good Housekeeping, or How to 
Cook Everything by Bittman). 

32. Refer the client to or conduct a 
psychoeducational group regard-
ing cooking skills and dietary 
needs; monitor changes. 

33. Facilitate the client’s enrollment 
in a community education cook-
ing class or seminar.  
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16. Take steps to increase safety and 
health in the home setting.  
(34, 35, 36) 

34. Join the client in an inspection of 
his/her living situation for poten-
tial safety hazards; prioritize and 
ameliorate safety concerns. 

35. Assist the client in advocating 
with the landlord, home pro-
vider, or family members to 
remediate safety hazards, insect 
infestations, or other problems. 

36. Facilitate the client’s involvement 
with programs that assist low-
income or special-needs indi-
viduals with safety equipment 
(e.g., free smoke or carbon mon-
oxide detectors). 

17. Terminate engagement in high-
risk sex or substance abuse be-
haviors. (37, 38) 

37. Teach the client about high-risk 
sexual behaviors and refer to a free 
condom program (see the Sexuality 
Concerns chapter in this Planner). 

38. Teach the client about the serious 
risk that is involved with sharing 
needles for drug abuse; refer the 
client to needle exchange and sub-
stance abuse treatment programs. 

18. Sign an intervention action plan 
that will be implemented when 
cognitive decompensation be-
gins. (39) 

39. Develop a written, signed interven-
tion plan (e.g., call a treatment hot-
line, contact a therapist or a 
physician, go to a hospital emer-
gency department) to decrease the 
potential for injury, poisoning, or 
other self-care problems during 
periods of mania, psychosis, or 
other decompensation. 

 

 .    .   

        

 .    .   

        

 .    .   
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DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
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AGING 

BEHAVIORAL DEFINITIONS 

 1. Advanced age is debilitating to independent functioning. 
 2. Is experiencing decreased intensity of severe and persistent mental illness 

symptoms. 
 3. Demonstrates cognitive decline, including memory problems, confusion, 

or an inability to learn new information. 
 4. Has lost a social support system due to infirmity or death of members of 

family of origin and friends. 
 5. Receives little or no interest or support from offspring. 
 6. Experiences medical problems related to advanced age. 
 7. Displays physical deficits due to long-term use of psychiatric medications 

(e.g., tardive dyskinesia). 
 8. Spiritual confusion leads to uncertainty about the meaning or purpose in 

life and fears surrounding mortality issues. 
 9. Demonstrates decreased ability to perform activities of daily living 

(ADLs) or independent activities of daily living (IADLs). 
10. Reports increased depression and suicidal ideation related to feelings of 

isolation and loss. 
11. Is more vulnerable to sexual, physical, and psychological abuse. 
12. Displays anger outbursts due to frustration over declining abilities. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1. Stabilize medical status and find meaning to life. 
 2. Decrease the slope or severity of cognitive decline. 
 3. Accept the loss of loved ones and other important individuals. 
 4. Develop additional social/emotional support systems. 
 5. Decrease the effects of long-term use of medications. 
 6. Terminate suicidal ideation and increase satisfaction with life. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES  

THERAPEUTIC 
INTERVENTIONS 

 1. Identify problematic changes 
that are related to the aging 
process.  
(1, 2) 

 1. Request that the client identify 
negative situations or fears that 
have occurred due to aging issues. 

 2. Provide the client with general 
information regarding the aging 
process; recommend books such 
as The Practical Guide to Aging 
by Cassel, or Alzheimer’s and 
Dementia: Questions You Have . . . 
Answers You Need by Hay. 

 2. Express emotions regarding the 
aging process. (3, 4, 5) 

 3. Assist the client in identifying 
his/her emotions regarding aging 
issues (e.g., fear of abandonment, 
sadness regarding loss of abilities). 

 4. Teach the client healthy ways to 
express anger and other emo-
tions, such as writing, drawing, 
empty-chair techniques, asser-
tiveness, or relaxation techniques  
(see the Anger Management 
chapter in this Planner). 
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 5. Coordinate training for the care-
givers in physical management 
and anger diffusion techniques. 

 3. Identify positive aspects of sen-
ior citizen status. (6, 7) 

 6. Assist the client in preparing a list 
of benefits that are related to the 
aging process (e.g., decreased 
work expectations, new residen-
tial opportunities). 

 7. Provide the client with specific 
information about the aging 
process and his/her mental illness 
(e.g., the tendency for severe and 
persistent mental illness symp-
toms to decrease in intensity in 
later years). 

 4. Cooperate with a medical evalua-
tion and follow through on ob-
taining treatment for physical 
health difficulties. (8, 9) 

 8. Refer the client for a complete 
physical evaluation by a medical 
professional who is knowledge-
able in both geriatric and mental 
illness concerns. 

 9. Support and monitor the client in 
following up on the recommenda-
tions from the medical evaluation, 
such as pursuing specialty evalua-
tions, lab work, medications, or 
other treatments. 

 5. Express physical health concerns 
to medical staff. (10, 11) 

10. Assist the client in expressing 
physical health needs to the 
medical staff (e.g., “translate” the 
client’s bizarre descriptions to the 
medical staff, role-play asking 
questions of or reporting con-
cerns to the medical staff). 

11. Interpret psychiatric decompen-
sation as a possible reaction to 
medical instability and the stress 
that is associated with it. Inquire 
about medical needs when the 
client has decompensated psy-
chiatrically. 

 6. Verbalize an understanding of 
physical health difficulties and  
the recovery process. (12) 

12. After obtaining the necessary 
confidentiality release from the 
client or his/her guardian, obtain 
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information about physical health 
concerns from the attending phy-
sician; review these health con-
cerns and recovery needs with 
the client on a regular basis. 

 7. Cooperate with a physician’s 
evaluation as to the need for a 
change in or initiation of psy-
chotropic medication. (13, 14) 

13. Arrange for an evaluation by a 
physician as to the necessity for a 
change in or the initiation of a 
prescription for psychotropic 
medication. 

14. Educate the client about the use, 
expected benefits, and possible 
side effects of the medication; 
monitor the client’s medication 
compliance and side effects, re-
porting significant changes to the 
medical staff. 

 8. Take all medications safely and 
as medically prescribed. (15, 16) 

15. Assess the client’s ability to ad-
here consistently to the pre-
scribed regimen for all 
medications. 

16. Provide the client with assistance 
in coordinating medications (e.g., 
a dose-by-dose pillbox). Count 
the amount of medications that the 
client currently has available, 
which should correspond with the 
amount that remains if the pre-
scription regimen has been fol-
lowed; review discrepancies with 
the client and the medical staff. 

 9. Authorize and encourage all 
physicians who are prescribing 
medications to communicate 
with each other and coordinate 
their medications. (17) 

17. Coordinate authorizations to re-
lease confidential information so 
that multiple physicians can  
communicate with each other re-
garding the medications that are 
prescribed and their chemical in-
teractions; facilitate this exchange 
of information. 

10. Preserve independence by main-
taining ADLs and IADLs. (18) 

18. Coordinate an evaluation of ADLs 
and IADLs, identifying strengths, 
weaknesses, and expected future 
levels of functioning; develop 
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supports for maintenance of 
ADLs/IADLs from family, com-
munity, and paid staff (see the  
Activities of Daily Living [ADL] 
chapter in this Planner). 

11. Attend and participate in an 
auditory and/or vision evalua-
tion. (19, 20) 

19. Inquire about hearing or vision 
needs when the client complains 
about the increase in auditory and 
visual hallucinations, particularly 
when they are not accompanied 
by other severe and persistent 
mental illness symptoms. 

20. Refer the client for auditory and 
vision exams. 

12. Move to a supervised residential 
environment that meets psychiat-
ric, physical, and cognitive 
needs. (21, 22, 23) 

21. Refer the client to an appropriate 
(based on ADL and IADL func-
tioning) supervised residential 
option (e.g., independent living 
senior citizens’ center, assisted 
living center, adult foster care, or 
nursing home). 

22. Advocate with age-appropriate 
housing programs to accept the 
client and to provide needed 
adaptations for him/her; train the 
housing staff about how to assist 
the mentally ill resident. 

23. Acknowledge with the client 
his/her history of institutionaliza-
tion. Help him/her to differentiate 
between previous psychiatric 
hospitalizations and a move from 
hard-won independence into a 
more restrictive residential 
placement due to aging concerns. 

13. Express and report a resolution of 
grief associated with losses of 
loved ones, capabilities, freedom, 
or other attachment. (24, 25, 26) 

24.  Explore with the client his/her his-
tory of significant loss due to death, 
geographical move, aging, or 
physical/mental disability; provide 
the client with support and empa-
thy regarding the losses. 

25. Educate the client about the grief 
process, and how these concerns 
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may impact his/her severe and 
persistent mental illness symptoms. 

26. Refer the client for individual or 
group therapy regarding the his-
tory of his/her losses. 

14. Make at least two social contacts 
on a daily basis to reduce  
isolation. (27, 28, 29, 30, 31) 

27. Assist the client in developing 
social skills (see the Social Skills 
Deficits chapter in this Planner). 

28. Coordinate or link the client to 
age-appropriate social activities. 

29. Refer the client to a recreational 
therapist for an evaluation of rec-
reational abilities, needs, and op-
portunities. 

30. Attune the client to the need to self-
regulate his/her social involvement 
depending on his/her needs and 
symptoms (e.g., increase or de-
crease frequency and intensity of 
contacts to modulate stress level). 

31. Assist the client in identifying 
activities in which he/she can 
now be engaged as psychotic 
symptoms gradually abate. 

15. State a plan that is focused on 
repairing and restoring lost  
relationships as functioning  
improves. (32, 33) 

32. Request that the client identify 
the important relationships that 
he/she would like to restore. 

33. Assist the client in developing a 
plan for restoring relationships 
(see the Social Skills Deficits or 
Family Conflicts chapters in this 
Planner). 

16. Caregivers share their frustrations 
associated with supervising a per-
son with psychosis. (34, 35, 36) 

34.  Provide the family and the care-
giver with adequate information 
and training relative to the client’s 
mental illness, physical health, and 
aging concerns (recommend Surviv-
ing Schizophrenia by Torrey; Help-
ing Someone with Mental Illness by 
Carter and Golant; Coping with Your 
Difficult Older Parent by Lebow,  
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Kane, and Lebow; or The Hospice 
Handbook by Beresford). 

 35. Allow the caregiver to vent about 
difficulties that are related to caring 
for the client. Listen with empathy, 
eventually focusing the caregiver 
toward developing alternative 
plans for the client’s care or com-
mitting to continue the care. Do 
not allow the caregiver to deride 
the client. 

 36. Refer the caregiver to a support 
group for those who care for the 
chronically mentally ill, the aged, 
or both. 

17. Describe incidents of being 
physically, emotionally, sexu-
ally, or financially abused. (37) 

37. Assess the client for the possibil-
ity of him/her being a victim of 
elder abuse in any form; gently 
probe the client for an emotional 
reaction to being an abuse victim. 

18. Terminate contact with perpetra-
tors of physical, sexual, or emo-
tional abuse. (38, 39, 40) 

 

 

 

 

 

 

 

 

 
 

38. Facilitate the client in making 
changes of residence, program, 
or other contacts to terminate the 
abuse immediately; follow appli-
cable abuse reporting procedures 
as outlined in local law and 
agency guidelines. 

39. Educate the client and caregivers 
about definitions of elder abuse, 
and how to report concerns to the 
clinician or local adult protective 
services unit. 

40. Advocate for the client to change 
his/her legal guardian or payee 
procedures to stem financial abuse. 

19. Develop a plan for care prior to 
age-related decompensation.  
(41, 42, 43) 

41. Talk openly with the client about 
the specialized needs that he/she 
will face due to the natural  
deterioration of physical capabili-
ties that are associated with aging. 

42. Coordinate tours and other means 
of providing information regard-
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 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 290.xx Dementia of the Alzheimer’s Type 
 294.1x Dementia Due to . . . [General Medical Condition] 
 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 780.9 Age-Related Cognitive Decline 
 ________ ______________________________  
 ________ ______________________________  
 

ing residential or other programs 
that are available for the client as 
he/she ages. 

43. Assist the client in developing a 
written plan should he/she  
become legally unable to make 
his/her own decisions, including 
a plan for guardianship, ad-
vanced medical directives, and a 
last will and testament. 
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ANGER MANAGEMENT 

BEHAVIORAL DEFINITIONS 

 1. Has a history of explosive, aggressive outbursts out of proportion to any 
precipitating stressors, leading to assaultive acts or destruction of property. 

 2. Violent actions are committed as a result of an altered perception of real-
ity, such as hallucinations or delusions. 

 3. Engages in impulsive anger outbursts due to a loss of natural inhibition, 
without regard to painful consequences. 

 4. Overreacts with hostility to insignificant irritants. 
 5. Paranoid ideation leads to easily feeling offended, quick anger responses, 

and defensive behaviors. 
 6. Violent actions, threats, or verbally abusive language are used to intimi-

date or control others when feeling threatened. 
 7. Demonstrates a consistent pattern of disrespectful treatment of or chal-

lenging authority figures. 
 8. Displays body language of tense muscles (e.g., clenched fist or jaw, glar-

ing looks, or refusal to make eye contact). 
 9. Has a history of being verbally, physically, or sexually abused, resulting 

in overreactions to natural stressors. 
10. Demonstrates self-directed anger, as evidenced by self-mutilating behav-

ior or suicide threats or attempts. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1. Develop an awareness of angry thoughts, feelings, and actions, clarifying 
origins of, and learning alternatives to aggressive anger. 

 2. Decrease overall frequency, intensity, and duration of angry thoughts, 
feelings, and actions and increase the ability to recognize and respectfully 
express frustration. 

 3. Maintain reality orientation to decrease angry outbursts in response to 
psychosis. 

 4. Increase stress management skills to reduce irritability.  
 5. Increase respectful communication through use of assertiveness and con-

flict resolution skills. 
 6. Maintain healthy respect for others, including personal space, property, 

and basic human rights. 
 7. Discontinue self-directed harmful behaviors. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Identify situations, thoughts, or 
feelings that trigger anger, angry 
verbal and/or behavioral actions, 
and the targets of those actions.  
(1, 2) 

 1. Develop a level of trust with the 
client; provide support and em-
pathy to encourage the client to 
feel safe in expressing his/her an-
gry emotions. 

 2. Thoroughly assess the various  
stimuli (e.g., situations, people, 
thoughts) that have triggered the  
client’s anger and the thoughts, 
feelings, and actions that have 
charaterized his/her anger re-
sponses. 

 2. Gain admission to a safe and 
controlled environment. (3, 4) 

 3. Arrange for admission into a cri-
sis residential unit or psychiatric 
hospital if the client is judged to  
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be an imminent risk of harm to 
himself/herself or others. 

 4. Remove anger-provoking stimuli 
(e.g., antagonistic peer, persistent 
noises, noxious smells) and/or 
means to harm self or others 
from the client’s environment. 

 3. Cooperate with a medical evalua-
tion to assess possible medical 
etiologies for anger control diffi-
culties. (5) 

 5. Refer the client to a physician for a 
complete physical exam to rule out 
organic contributors (e.g., brain 
damage, tumor, elevated testoster-
one levels) to poor anger control. 

 4. Acknowledge the abuse of alco-
hol or street drugs and its rela-
tionship to anger 
mismanagement. (6) 

 6. Review the client’s use of street 
drugs and alcohol as a contribut-
ing factor to anger control prob-
lems. 

 5. Terminate the abuse of alcohol 
and/or street drugs. (7) 

 7. Conduct or refer the client for 
substance abuse evaluation and 
treatment (see the Chemical  
Dependence chapter in this  
Planner). 

 6. Cooperate with a physician 
evaluation for possible treatment 
with psychotropic medication to 
assist in anger control and take 
medications consistently, if pre-
scribed. (8, 9) 

 8. Assess the client for the need for 
psychotropic medication to assist 
in control of anger; refer him/her 
to a physician for an evalaution 
and prescription of medication, if 
needed.  

 9. Monitor the client for medication 
treatment compliance, effective-
ness and side effects; provide 
feedback to the prescribing phy-
sician.  

 7. Report a decrease in anger-
producing mental illness symp-
toms through the regular use of 
psychotropic medications. (9) 

 9. Monitor the client for medication 
treatment compliance, effectiveness 
and side effects; provide feedback 
to the prescribing physician.  

 8. Keep a daily journal of persons, 
situations, and other triggers of 

10. Educate the client about triggers 
of anger, irritation, and  

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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anger; record thoughts, feelings, 
and actions taken. (10, 11) 

dissappointment including per-
sons, situations, and symptoms of 
severe mental illness (e.g., delu-
sions, hallucinations); ask 
him/her to keep a daily journal in 
which he/she documents these 
triggers; routinely process the 
journal toward helping the client 
understand contributions to gen-
erating his/her anger.  

11. Assist the client in generating a 
list of anger triggers; process the 
list to help the client understand 
the causes and extent of his/her 
anger.  

 9. Verbalize increased awareness of 
anger expression patterns, their 
possible origins, and their conse-
quences. (12, 13, 14, 15) 

12. Assist the client in coming to the 
realization that he/she is angry by 
reviewing triggers and frequency 
of angry outbursts.  

13. Assist the client in identifying 
ways that key life figures (e.g., 
father, mother, teachers) have 
modeled the expression of angry 
feelings and how these experi-
ences have positively or nega-
tively influenced the way he/she 
handles anger.  

 14. Ask the client to list ways anger has 
negatively impacted his/her daily 
life (e.g., injuring others or self, 
legal conflicts, loss of respect from 
self and others, destruction of 
property); process this list.  

15. Expand the client’s awareness of 
the negative effects that anger has 
on his/her physical health (e.g., 
increased susceptibilty to disease, 
injuries, headaches).  

10. Agree to learn alternative ways 
to think about and manage an-
ger. (16, 17) 

16. Assist the client in reconceptual-
izing anger as involving different 
components (cognitive, physio-
logical, affective, and behavioral) 
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that go through predictable that 
phases (e.g., expectations not be-
ing met, leading to increased 
arousal and anger, leading to act-
ing out) that can be managed.  

17. Assist the client in identifying the 
positive consequences of manag-
ing anger (e.g., respect from oth-
ers and self, cooperation from 
others, improved physical 
health); ask the client to agree to 
learn new ways to conceptualize 
and manage anger.  

11. Learn and implement calming 
strategies as part of managing re-
actions to frustration. (18, 19) 

18. Teach the client calming tech-
niques (e.g., muscle relaxation, 
paced breathing, calming imagery) 
as part of a tailored strategy for re-
sponding appropriately to angry 
feelings when they occur.  

19. Assign the client to implement 
calming techniques in his/her 
daily life when facing anger trig-
ger situations; process the results, 
reinforcing successes and redi-
recting failures.  

12. Identify, challenge, and replace 
anger-inducing self-talk with 
self-talk that facilitates a less an-
gry reaction. (20, 21) 

20. Explore the client’s self-talk that 
mediates his/her angry feelings 
and actions (e.g., demanding ex-
pectations reflected in should, 
must, or have to statements); 
identify and challenge biases, as-
sisting him/her in generating ap-
praisals and self-talk that corrects 
for the biases and facilitates a 
more flexible and temperate re-
sponse to frustration.  

21. Assign the client a homework 
exercise in which he/she identi-
fies angry self-talk and generates 
alternatives that help moderate 
angry reactions; review; reinforce 
success, providing corrective 
feedback toward improvement.  
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13. Learn and implement thought- 

stopping to manage intrusive 
unwanted thoughts that trigger 
anger. (22) 

22. Assign the client to implement a 
thought-stopping technique, in 
conjunction with other learned 
calming strategies, and begin 
implementing on a daily basis be-
tween sessions (or assign “Mak-
ing Use of the Thought-Stopping 
Technique” in Adult Psychother-
apy Homework Planner, 2nd ed. 
by Jongsma); review implemen-
tation; reinforce success, provid-
ing corrective feedback toward 
improvement.  

14. Learn to verbalize feelings in a 
controlled, assertive way. (23) 

23. Use instruction, modeling, 
and/or role-playing to teach the 
client respectful assertive com-
munication.  

15. Learn and implement problem- 
solving and/or conflict resolution 
skills to manage interpersonal 
problems. (24, 25) 

24. Use instruction, modeling, and/or 
role-playing to teach the client 
conflict resolution skills (e.g., 
empathy, active listening, “I mes-
sages,” respectful communica-
tion, assertiveness without 
aggression, compromise); or as-
sign “Applying Problem-Solving 
to Personal Conflict” in Adult 
Psychotherapy Homework Plan-
ner, 2nd ed. by Jongsma.  

25. Teach the client problem-solving 
skills (i.e., identify the problem, 
brainstorm all possible solutions, 
evaluate each option, select best 
option, implement course of ac-
tion, and evaluate results) that 
can be applied to his/her real-life 
situations.  

16. Practice using new anger man-
agement skills in session with the 
therapist and during homework 
exercises. (26, 27, 28) 

26. Assist the client in constructing a 
client-tailored strategy for man-
aging anger that combines any of 
the somatic, cognitive, comunica-
tion, problem-solving, and/or 
conflict resolution skills relevant 
to his/her needs.  
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27. Select situations in which the cli-
ent gradually will be increasingly 
challenged to apply his/her new 
strategies for managing anger.  

28. Use a mixture of techniques, in-
cluding relaxation, imagery, be-
havioral rehearsal, modeling, 
role-playing, or in vivo expo-
sure/behavioral experiments to 
help the client consolidate the use 
of his/her new anger manage-
ment skills.  

17. Decrease the number, intensity, 
and duration of angry outbursts, 
while increasing the use of new 
skills for managing anger. (29) 

29. Monitor the client’s reports of 
angry outbursts toward the goal 
of decreasing their frequency, in-
tensity, and duration through the 
client’s use of new anger man-
agement skills; review progress, 
reinforcing success and provid-
ing corrective feedback toward 
improvement.  

18. Identify social supports that will 
help facilitate the implementation 
of anger management skills; al-
low clinician to talk with them.   
(30, 31, 32) 

 30. Encourage the client to discuss 
his/her anger management goals 
with trusted persons who are 
likely to support his/her change.  

31. Educate family, friends, and 
caregivers about anger manage-
ment, what the client has learned 
in therapy, what his/her goals are, 
and how the family can facilitate 
the client’s therapeutic gains.  

32. Develop a safety plan with fam-
ily, friends, and caregivers, fo-
cusing on how to manage the 
anger episodes, and at what point 
to contact public safety officials; 
educate the client about the safety 
plan.  

19. Implement relapse prevention 
strategies for managing possible 
future trauma-related symptoms. 
(33, 34, 35, 36) 

33. Identify and rehearse with the 
client the management of future 
situations or circumstances in 
which lapses back to anger could 
occur.  
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34. Instruct the client to routinely use 

the new anger management 
strategies learned in therapy (e.g., 
calming, adaptive self-talk, asser-
tion, and/or conflict resolution) 
to respond to frustrations.  

35. Develop a “coping card” or other 
reminder on which new anger 
management skills and other im-
portant information (e.g., “calm 
yourself,” “be flexible in your 
expectations of others,” “voice 
your opinion calmly,” “respect 
others’ point of view”) are re-
corded for the client’s later 
use.  

36. Schedule periodic maintenance 
sessions to help the client main-
tain therapeutic gains.  

20. Read a book or treatment manual 
that supplements the therapy by 
improving understanding of an-
ger and anger management. (37) 

37. Assign the client to read material 
that educates him/her about anger 
and its management (e.g., Over-
coming Situational and General 
Anger: Client Manual by Deffen-
bacher and McKay, Of Course 
You’re Angry by Roselini and 
Worden, or The Anger Control 
Workbook by McKay and 
Rogers).  

21. Identify the advantages and dis-
advantages of holding on to an-
ger and of forgiveness; discuss 
with therapist. (38, 39) 

38. Discuss with the client forgive-
ness of the perpetrators of pain as 
a process of letting go of his/her 
anger. 

39. Assign the client to read a book 
on forgiveness (e.g., Forgive and 
Forget by Smedes); process the 
content. 

22. Respond to and complete the 
mandates of the court relative to 
legal charges resulting from an-
ger management problems. (40) 

40. Work with the court system to 
help the client gain assistance, rep-
resentation, leniency, or sentenc-
ing that is commensurate with 
his/her mental illness concerns. 
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 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 312.34 Intermittent Explosive Disorder 
 312.8 Conduct Disorder 
 309.81 Posttraumatic Stress Disorder 
     
     
   
Axis II: 301.83 Borderline Personality Disorder 
 301.7 Antisocial Personality Disorder 
 301.0 Paranoid Personality Disorder 
 301.81 Narcissistic Personality Disorder 
 301.9 Personality Disorder NOS 
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ANXIETY 

BEHAVIORAL DEFINITIONS 

 1. Apprehension in response to severe and persistent mental illness symp-
toms (e.g., frightening hallucinations or manic/racing thoughts). 

 2. Excessive and persistent daily worry about life circumstances that has no 
factual or logical basis. 

 3. Motor tension such as restlessness, tiredness, shakiness, or muscle tautness. 
 4. Recurrent or persistent fear due to persecutory delusions or other bizarre 

beliefs. 
 5. Hypervigilance as indicated by constantly feeling on edge, difficulty 

sleeping, or irritability. 
 6. Concentration difficulties, such as losing a train of thought or forgetful-

ness, related to anxious preoccupation. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Decrease internal stimuli that contribute to feelings of anxiety. 
 2. Resolve anxiety related to severe and persistent mental illness symptoms. 
 3. Reduce overall frequency, intensity, and duration of the anxiety so that 

daily functioning is not impaired. 
 4. Stabilize anxiety level while increasing ability to function on a daily basis. 
 5. Resolve the core conflict that is the source of anxiety. 
 6. Enhance ability to effectively cope with the full variety of life’s anxieties. 
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 7. Manage normal life stressors with minimal levels of anxiety. 
 8. Learn coping techniques to decrease the effects of anxiety. 
 9. Increase concentration and ability to function on a daily basis. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history of anxiety 
symptoms. (1, 2, 3, 4) 

 1. Focus on developing a level of 
trust with the client. Provide sup-
port and empathy to encourage 
the client to feel safe in express-
ing his/her anxiety symptoms. 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
panic symptoms, fear, and avoid-
ance (e.g., The Anxiety Disorders 
Interview Schedule for the DSM-IV 
by Brown, DiNardo, and Barlow). 

 3. Utilize a graphic display, such as 
a time line, to help the client 
identify the pattern of anxiety 
symptoms that he/she has experi-
enced (e.g., when they started, 
how they have varied in intensity 
or type over time). 

 4. Coordinate psychological testing 
to assess the extent and severity of 
anxiety symptoms, or administer a 
measure to help assess the nature 
and degree of the client’s worry 
and anxiety symptoms (e.g., Be-
haviour Research and Therapy by 
Meyer, Miller, Metzger, and 
Borkovec). 
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 2. Obtain a complete physical 

evaluation to rule out medical 
and substance related etiologies 
for anxiety symptoms. (5, 6)    

 5. Refer the client to a general phy-
sician for a complete physical ex-
amination to evaluate for any 
organic basis for the anxiety. 

 6. Assist the client in following up 
on the recommendations from a 
physical evaluation, including 
medications, lab work, or spe-
cialty assessments. 

 3. Identify any foods, alcohol, or 
street drugs that could be trigger-
ing anxiety. (7, 8) 

 7. Review the client’s use of non-
prescription medications or psy-
choactive chemicals (e.g., 
nicotine, caffeine, alcohol abuse, 
or street drugs) and their relation-
ship to symptoms. 

 8. Recommend the termination of 
consumption of substances that 
could trigger anxiety; refer for 
substance abuse evaluation or 
treatment if indicated. 

 4. Differentiate between symptoms 
that are related to anxiety versus 
those that are related to severe 
and persistent mental illness.  
(9, 10, 11, 12) 

 9. Help the client differentiate symp-
toms that are a direct effect of 
his/her severe and persistent men-
tal illness (e.g., a product of delu-
sion), as opposed to a separate 
diagnosis of an anxiety disorder. 

10. Assist the client in differentiating 
between actual life situations and 
those that appear real, but are due 
to hallucinations or delusions. 

11. Acknowledge that both real and de-
lusional experiences can cause anxi-
ety, providing support to the client. 

12. Utilizing a description of anxiety 
symptoms such as that found in 
Bourne’s The Anxiety and Phobia 
Workbook, help the client to iden-
tify with a specific diagnostic 
classification. 
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 5. Cooperate with a medication 
evaluation. (13) 

13. Refer the client to a physician for 
an evaluation as to the need for 
psychotropic medications.  

 6. Report a decrease in anxiety symp-
toms through regular use of psy-
chotropic medications. (14, 15) 

14. Educate the client about the use 
and expected benefits of the 
medication.  

15. Monitor the client’s medication 
compliance and effectiveness; re-
inforce consistent use of the 
medication.  

 7. Report the side effects and effec-
tiveness of the medications to the 
appropriate professional. (16) 

16.  Review the effects of the medi-
cations with the client and the 
medical staff to identify possible 
side effects or confounding in-
fluence of polypharmacy.  

 8. Verbalize an understanding of the 
cognitive, physiological, and be-
havioral components of anxiety 
and its treatment. (17, 18, 19) 

17. Discuss how generalized anxiety 
typically involves excessive 
worry about unrealistic threats, 
various bodily expressions of 
tension, overarousal, and hy-
pervigilance, and avoidance of 
what is threatening that interacts 
to maintain the problem (see 
Mastery of Your Anxiety and 
Worry: Therapist Guide by Zin-
barg, Craske, and Barlow).  

18. Discuss how treatment targets 
worry, anxiety symptoms, and 
avoidance to help the client man-
age worry effectively, reduce 
overarousal, and eliminate un-
necessary avoidance.  

19. Assign the client to read psycho-
educational sections of books or 
treatment manuals on worry and 
generalized anxiety (e.g., Mastery 
of Your Anxiety and Worry: Work-
book by Craske and Barlow).  

 indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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 9. Learn and implement calming 

skills to reduce overall anxiety 
and manage anxiety symptoms. 
(20, 21, 22, 23) 

20. Teach the client relaxation skills 
(e.g., progressive muscle, guided 
imagery, slow diaphragmatic 
breathing) and how to discrimi-
nate better between relaxation 
and tension; teach the client how 
to apply these skills to his/her 
daily life (e.g., Progressive Re-
laxation Training by Bernstein 
and Borkovec; Treating GAD by 
Rygh and Sanderson).  

21. Assign the client homework each 
session in which he/she practices 
relaxation exercises daily; review 
and reinforce success while pro-
viding corrective feedback to-
ward improvement.  

22. Assign the client to read about 
progressive muscle relaxation 
and other calming strategies in 
relevant books or treatment 
manuals (e.g., Progressive Re-
laxation Training by Bernstein 
and Borkovec; Mastery of Your 
Anxiety and Worry: Workbook by 
Craske and Barlow).  

 23. Use biofeedback techniques to 
facilitate the client’s success at 
learning calming skills.  

10. Identify, challenge, and replace 
biased, fearful self-talk with 
positive, realistic, and empower-
ing self-talk. (24, 25, 26, 27) 

24. Explore the client’s schema and 
self-talk that mediate his/her fear 
response, challenge the biases;  
assist him/her in replacing the 
distorted messages with reality-
based alternatives and positive 
self-talk that will increase his/her 
self-confidence in coping with ir-
rational fears.  

 25. Assign the client a homework ex-
ercise in which he/she identifies 
fearful self-talk and creates  
reality-based alternatives; review 
and reinforce success, providing 
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corrective feedback toward im-
provement.  

26. Teach the client to implement a 
thought-stopping technique 
(thinking of a stop sign and then 
a pleasant scene) for worries that 
have been addressed but persist 
(or assign “Making Use of the 
Thought-Stopping Technique” in 
Adult Psychotherapy Homework 
Planner, 2nd ed. by Jongsma); 
monitor and encourage the cli-
ent’s use of the technique in daily 
life between sessions.  

27. Assign the client to read about 
cognitive restructuring of worry 
in relevant books or treatment 
manuals (e.g., Mastery of Your 
Anxiety and Worry: Workbook by 
Craske and Barlow).  

11. Undergo gradual repeated imagi-
nal exposure to the feared 
negative consequences predicted 
by irrational worries and develop 
reality-based predictions.  
(28, 29, 30, 31, 32) 

28.  Assign the client to read about 
“worry exposure” in books or 
treatment manuals on the treat-
ment of worry and generalized 
anxiety (e.g., Mastery of Your 
Anxiety and Worry: Workbook by 
Craske and Barlow).  

29. Direct and assist the client in con-
structing a hierarchy of two to 
three spheres of worry for use in 
exposure (e.g., worry about harm 
to others, financial difficulties, 
relationship problems).  

30. Select initial exposures that have 
a high likelihood of being a suc-
cess experience for the client; de-
velop a plan for managing the 
negative affect engendered by 
exposure; mentally rehearse the 
procedure.  

31. Assign the client a homework 
exercise in which he/she does 
worry exposures and records  
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responses (see Mastery of Your 
Anxiety and Worry: Workbook by 
Craske and Barlow; or General-
ized Anxiety Disorder by Brown, 
O’Leary, and Barlow); review, 
reinforce success, and provide 
corrective feedback toward im-
provement.  

32. Ask the client to vividly imagine 
worst-case consequences of wor-
ries, holding them in mind until 
anxiety associated with them 
weakens (up to 30 minutes); gen-
erate reality-based alternatives to 
that worst case and process them 
(see Mastery of Your Anxiety and 
Worry: Therapist Guide by Zin-
barg, Craske, and Barlow).  

12. Learn and implement problem-
solving strategies for realistically 
addressing worries. (33, 34) 

33. Teach problem-solving strategies 
involving specifically defining a 
problem, generating options for 
addressing it, evaluating options, 
implementing a plan, and re-
evaluating and refining the plan.  

34. Assign the client a homework 
exercise in which he/she prob-
lem-solves a current problem (see 
Mastery of Your Anxiety and 
Worry: Workbook by Craske and 
Barlow; or Generalized Anxiety 
Disorder by Brown, O’Leary, and 
Barlow); review, reinforce suc-
cess, and provide corrective 
feedback toward improvement 
(or assign “Applying Problem-
Solving to Interpersonal Con-
flict” in Adult Psychotherapy 
Homework Planner, 2nd ed. by 
Jongsma).  

13. Learn and implement relapse 
prevention strategies for manag-
ing possible future anxiety 
symptoms. (35, 36, 37) 

35. Discuss with the client the distinc-
tion between a lapse and relapse, 
associating a lapse with an initial 
and reversible return of worry, 
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anxiety symptoms, or urges to 
avoid and relapse with the deci-
sion to continue the fearful and 
avoidant patterns.  

36. Identify and rehearse with the 
client the management of future 
situations or circumstances in 
which lapses could occur.  

37. Instruct the client to routinely use 
relaxation, cognitive restructur-
ing, exposure, and problem-
solving exposures as needed to 
address emergent worries, build-
ing them into his/her life as much 
as possible.  

14. Identify a secondary gain that 
may be reinforcing anxiety 
symptoms. (38) 

38. Assist the client in identifying a 
secondary gain that is achieved 
by the presence of the anxiety 
symptoms (e.g., lowered expecta-
tions from others). 

15. Implement a quieter, more rou-
tine environment. (39) 

39. Encourage the client to develop a 
routine daily pattern, including 
waking and resting at the same 
times, establishing regular meal-
times, and routinely performing 
daily chores. 

16. Include significant others in 
facilitating implementation of 
new anxiety reduction 
techniques. (40) 

40. Enlist the help of the client’s sup-
port system in implementing 
anxiety reduction techniques. 

 

 .    .   

        

 .    .   

        

 .    .   
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DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.20 Schizophrenia, Catatonic Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 298.9 Psychotic Disorder NOS 
 300.00 Anxiety Disorder NOS 
 300.02 Generalized Anxiety Disorder 
 309.24 Adjustment Disorder With Anxiety 
     
     
   
Axis II: 301.4 Obsessive-Compulsive Personality Disorder 
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BORDERLINE PERSONALITY 

BEHAVIORAL DEFINITIONS 

 1. A minor stress leads to extreme emotional reactivity (anger, anxiety, or 
depression) that usually lasts from a few hours to a few days. 

 2. Displays a pattern of intense, chaotic interpersonal relationships. 
 3. Evidences a marked identity disturbance. 
 4. Engages in impulsive behaviors that are potentially self-damaging. 
 5. Engages in recurrent suicidal gestures, threats, or self-mutilating behavior. 
 6. Experiences chronic feelings of emptiness and boredom. 
 7. Frequently erupts in intense, inappropriate anger. 
 8. Easily feels unfairly treated and believes that others cannot be trusted. 
 9. Analyzes most issues in dichotomous terms (e.g., right/wrong, black/white, 

trustworthy/deceitful) without regard for extenuating circumstances or 
complex situations. 

10. Becomes very anxious with any hint of perceived abandonment in a rela-
tionship. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Develop and demonstrate coping skills to deal with mood swings. 
 2. Develop the ability to control impulsive behavior. 
 3. Replace dichotomous thinking with the ability to tolerate ambiguity and 

complexity in people and issues. 
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4. Develop and demonstrate anger management skills. 
5. Learn and practice interpersonal relationship skills. 
6. Terminate self-damaging behaviors (such as substance abuse, reckless 

driving, sexual acting out, binge eating, or suicidal behaviors). 

. 

 

. 

 

. 

 

SHORT-TERM 
OBJECTIVES   

THERAPEUTIC 
INTERVENTIONS 

 1. Discuss openly the history of 
difficulties that have led to 
treatment seeking. (1, 2, 3) 

 1. Assess the client’s experiences of 
distress and disability, identifying 
behaviors (e.g., parasuicidal acts, 
angry outbursts, overattachment), 
affect (e.g., mood swings, emo-
tional overreactions, painful 
emptiness), and cognitions (e.g., 
biases such as dichotmous think-
ing, overgeneralization, catastro-
phizing) that will become the 
targets of therapy. 

 2. Explore the client’s history of 
abuse and/or abandonment, par-
ticularly in childhood years. 

 3. Validate the client’s distress and 
difficulties as understandable 
given his/her particular circum-
stances, thoughts, and feelings. 

 2. Verbalize an accurate and rea-
sonable understanding of the 
process of therapy and what the 
therapeutic goals are. (4, 5) 

 4. Orient the client to dialectical be-
havior therapy (DBT), highlight-
ing its multiple facets (e.g., 
support, collaboration, challenge, 

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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problem solving, skill building) 
and discuss dialectical/biosocial 
view of borderline personality, 
emphasizing constitutional and 
social influences on its features 
(see Cognitive-Behavioral Treat-
ment of Borderline Personality by 
Linehan).  

 5. Throughout therapy, ask the cli-
ent to read selected sections of 
books or manuals that reinforce 
therapeutic interventions (e.g., 
Skills Training Manual for Treat-
ing BPD by Linehan).  

 3. Verbalize a decision to work col-
laboratively with the therapist 
toward the therapeutic goals. (6) 

 6. Solicit from the client an agree-
ment to work collaboratively 
within the parameters of the DBT 
approach to overcome the behav-
iors, emotions, and cognitions 
that have been identified as caus-
ing problems in his/her life.  

 4. Verbalize any history of self-
mutilative and suicidal urges and 
behavior. (7, 8, 9, 10) 

 7. Probe the nature and history  
of the client’s self-mutilating  
behavior.  

 8. Assess the client’s suicidal ges-
tures as to triggers, frequency,  
seriousness, secondary gain, and 
onset.  

 9. Arrange for hospitalization, as 
necessary, when the client is 
judged to be harmful to self.  

10. Provide the client with an emer-
gency helpline telephone number 
that is available 24 hours a 
day.  

 5. Promise to initiate contact with 
the therapist or helpline if expe-
riencing a strong urge to engage 
in self-harmful behavior.  
(11, 12) 

 11. Interpret the client’s self-mutilation 
as an expression of the rage and 
helplessness that could not be ex-
pressed as a child victim of emo-
tional abandonment or abuse; 
express the expectation that the cli-
ent will control the urge for self-
mutilation.  
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12. Elicit a promise (as part of a self-

mutilation and suicide prevention 
contract) from the client that he/she 
will initiate contact with the thera-
pist or a helpline if a suicidal urge 
becomes strong and before any 
self-injurious behavior occurs; 
throughout the therapy process 
consistently assess the strength of 
the client’s suicide potential.  

 6. Reduce actions that interfere with 
participating in therapy. (13) 

13. Continuously monitor, confront, 
and problem-solve client actions 
that threaten to interfere with the 
continuation of therapy such as 
missing appointments, noncom-
pliance, and/or abruptly leaving 
therapy.  

 7. Cooperate with an evaluation by 
a physician for psychotropic 
medication. (14, 15) 

14. Assess the client’s need for medi-
cation (e.g., selective serotonin 
reuptake inhibitors) and arrange 
for prescription, if appropriate.  

15. Monitor and evaluate the client’s 
psychotropic medication pre-
scription compliance and the ef-
fectiveness of the medication on 
his/her level of functioning.  

 8. Reduce the frequency of mal-
adaptive behaviors, thoughts, 
and feelings that interfere with 
attaining a reasonable quality of 
life. (16) 

16. Use validation, dialectical strategies 
(e.g., metaphor, devil’s advocate), 
and problem-solving strategies 
(e.g., behavioral and solution 
analysis, cognitive restructuring, 
skills training, exposure) to help the 
client manage, reduce, or stabilize 
maladaptive behaviors (e.g., angry 
outbursts, binge drinking, abusive 
relationships, high-risk sex, uncon-
trolled spending), thoughts (e.g., 
all-or-nothing thinking, catastro-
phizing, personalizing) and feel-
ings (e.g., rage, hopelessness, 
abandonment; see Cognitive-
Behavioral Treatment of Borderline 
Personality by Linehan).  
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 9. Participate in a group (prefera-
bly) or individual personal skills 
development course. (17, 18) 

17. Conduct group or individual 
skills training tailored to the cli-
ent’s identified problem behav-
ioral patterns (e.g., assertiveness 
for abusive relationships, cogni-
tive strategies for identifying and 
controlling financial, sexual, and 
other impulsivity).  

18. Use behavioral strategies to teach 
identified skills (e.g., instruction, 
modeling, advising), strengthen 
them (e.g., role-playing, exposure 
exercises), and facilitate incorpora-
tion into the client’s everyday life 
(e.g., homework assignments).  

10. Verbalize a decreased emotional 
response to previous or current 
posttraumatic stress. (19) 

19. After adaptive behavioral pat-
terns and emotional regulation 
skills are evident, work with the 
client on remembering and ac-
cepting the facts of previous 
trauma, reducing denial and in-
creasing insight into its effects, 
reducing maladaptive emotional 
and/or behavioral responses to 
trauma-related stimuli, and re-
ducing self-blame.  

11. Identify, challenge, and replace 
biased, fearful self-talk with  
reality-based, positive self-talk.  
(20, 21, 22) 

 20. Explore the client’s schema and 
self-talk that mediate his/her 
trauma-related and other fears, 
identify and challenge biases; assist 
him/her in generating thoughts that 
correct for the negative biases and 
build confidence (see Cognitive Be-
havioral Therapy for Severe Person-
ality Disorders by Freeman).  

21. Assign the client a homework ex-
ercise in which he/she identifies 
fearful self-talk and creates reality-
based alternatives; review and rein-
force success, providing corrective 
feedback for failure (see “Journal 
and Replace Self-Defeating 
Thoughts” in Adult Psychotherapy 



50  THE SEVERE AND PERSISTENT MENTAL ILLNESS TREATMENT PLANNER 

 
Homework Planner, 2nd ed. by 
Jongsma; or “Daily Record of Dys-
functional Thoughts” in Cognitive 
Therapy of Depression by Beck, 
Rush, Shaw, and Emery).  

22. Reinforce the client’s positive, 
reality-based cognitive messages 
that enhance self-confidence and 
increase adaptive action.  

12. Participate in imaginal and/or in 
vivo exposure to trauma-related 
memories until talking or thinking 
about the trauma does not cause 
marked distress. (23, 24, 25) 

23. Direct and assist the client in con-
structing a hierarchy of feared and 
avoided trauma-related stimuli.  

24. Direct imaginal exposure to the 
trauma in session by having the 
client describe a chosen traumatic 
experience at an increasing, but 
client-chosen, level of detail; inte-
grate cognitive restructuring and 
repeat until associated anxiety re-
duces and stabilizes; record the ses-
sion and have the client listen to it 
between sessions (see “Share the 
Painful Memory” in Adult Psycho-
therapy Homework Planner, 2nd 
ed. by Jongsma; or Posttraumatic 
Stress Disorder by Resick and Cal-
houn); review and reinforce pro-
gress, problem-solve obstacles.  

25. Assign the client a homework 
exercise in which he/she does an 
exposure exercise and records re-
sponses or listens to a recording 
of an in-session exposure (see 
Posttraumatic Stress Disorder by 
Resick and Calhoun); review and 
reinforce progress, problem-
solve obstacles.  

13. Verbalize a sense of self-respect 
that is not dependent on others’ 
opinions. (26) 

26. Help the client to value, believe, 
and trust in his/her evaluations of 
himself/herself, others, and situa-
tions and to examine them non-
defensively and independent of 
others’ opinions in a manner that  
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builds self-reliance but does not 
isolate the client from others.  

14. Engage in practices that help en-
hance a sustained sense of joy. 
(27) 

27. Facilitate the client’s personal 
growth by helping him/her 
choose experiences that 
strengthen self-awareness, per-
sonal values, and appreciation of 
life (e.g., insight-oriented ther-
apy, spiritual practices, or other 
relevant life experiences).  

15. Participate in multiple family 
group treatment. (28) 

28. Refer or enroll client and his/her 
family in multiple family group 
treatment (see Multiple Family 
Group Treatment for Borderline 
Personality Disorder by White-
hurst, Ridolfi, and Gunderson).  

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 300.4 Dysthymic Disorder 
 296.3x Major Depressive Disorder, Recurrent 
     
     
   
Axis II: 301.83 Borderline Personality Disorder 
 301.9 Personality Disorder NOS 
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CHEMICAL DEPENDENCE 

BEHAVIORAL DEFINITIONS 

 1. Consistently uses alcohol or other mood-altering substances (not includ-
ing prescribed medications) until high, intoxicated, or passed out. 

 2. Exacerbates primary (e.g., hallucinations, delusions, mania) or secondary 
(e.g., anxiety, unstable affect, disorganization) psychosis symptoms as a 
result of the use of or withdrawal from mood-altering illicit substances. 

 3. Unable to stop the use of mood-altering substances once started, despite the ver-
balized desire to do so or the negative consequences that continued use brings. 

 4. Blood tests reflect a pattern of heavy substance abuse (for example, ele-
vated liver enzymes). 

 5. Denies that chemical dependence is a problem, despite direct feedback 
from family, peers, or treatment staff that the substance use is negatively 
affecting functioning or relationships. 

 6. Continues drug and/or alcohol use despite experiencing persistent or re-
curring physical, legal, vocational, social, or relationship problems that 
are directly caused by the substance use disorder. 

 7. Diverts limited financial or personal resources into obtaining the substance, 
using the substance, or recovering from the effects of the substance. 

 8. Uses substances despite medical warnings from a physician about the 
negative interactions of psychotropic medications and illicit substances. 

 9. Gradually increases the consumption of the mood-altering substance in larger 
amounts and for longer periods than intended to obtain the desired effect. 

10. Experiences physical symptoms, including shaking, seizures, nausea, 
headaches, sweating, or insomnia, when withdrawing from the substance. 

11. Relapses into abuse of mood-altering substances after a substantial period 
of sobriety. 

 .   

    

 .   
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 .   

    

LONG-TERM GOALS 

 1. Accept the chemical dependence and begin to actively participate in an 
integrated, dual-diagnosis recovery program. 

 2. Withdraw from mood-altering substance; stabilize physically, emotion-
ally, and psychiatrically; and then establish a supportive recovery plan. 

 3. Gain an understanding of the negative impact of substance use on psychi-
atric symptoms and the effectiveness of psychotropic medications. 

 4. Improve the quality of life by maintaining an ongoing abstinence from 
all illicit mood-altering substances. 

 5. Establish and maintain total abstinence while increasing knowledge of the 
disease, the interaction with mental illness concerns, and the process of an 
integrated recovery. 

 6. Acquire the necessary skills to maintain a long-term sobriety from all il-
licit mood-altering substances. 

 7. Develop an understanding of a personal pattern of relapse to help sustain 
long-term recovery. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Achieve a medically safe detoxi-
fication from substances.  
(1, 2, 3, 4, 5) 

 1. Obtain permission from the client 
to remove available substances 
from his/her immediate access. 

 2. Refer the client to an emergency 
room for immediate medical as-
sessment/care relative to present 
substance use and intoxication. 

 3. Assess the client’s current level of 
intoxication by a subjective 
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means, such as reviewing behav-
ior or speech, and/or by an ob-
jective means, such as obtaining a 
Breathalyzer or blood test. 

 4. Refer the client to an acute de-
toxification unit in a substance 
abuse treatment program. 

 5. Assess the client’s suicide risk, 
providing for or coordinating in-
tervention, as needed. 

 2. Improve medical stability rela-
tive to the effects of long-term 
substance abuse. (6) 

 6. Refer to medical staff, such as an 
agency nurse or a personal phy-
sician, to assess the client’s physi-
cal/medical needs. 

 3. Improve nutritional/dietary status 
relative to the effects of long-
term substance abuse. (7, 8) 

 7. Educate the client about the bene-
fits of maintaining healthy nutri-
tion and help him/her implement 
appropriate changes in diet. 

 8. Refer to a dietitian or a nutrition-
ist for an assessment or recom-
mendations regarding the client’s 
dietary needs. 

 4. Maintain or acquire adequate, 
safe housing or residential 
placement. (9, 10) 

 9. Assist the client in identifying 
residential needs, obtaining crisis 
housing, as needed. 

10. Facilitate an agreement between the 
client and the landlord or home 
provider regarding expectations for 
the client to remain in a residential 
situation that has been compromised 
due to his/her exacerbated psychiat-
ric symptoms and substance abuse. 

 5. Identify recent experiences of 
victimization relative to a com-
promised mental condition due to 
chronic substance abuse. (11, 12) 

11. Ask the client about any recent 
history of having experienced sex-
ual, physical, or other types of vic-
timization, providing empathetic 
support regarding possible abuse. 

12. Contact adult protective services 
staff regarding abuse to individu-
als who are unable to advocate 
for themselves. 
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 6. Accept the legal consequences of 
behavior related to substance 
abuse. (13, 14, 15)    

13. With proper release, provide in-
formation to police/prosecutor re-
garding the impact of the client’s 
mental illness on his/her behavior. 

14. Urge the client to accept personal 
responsibility for substance abuse 
and consequent erratic behavior. 

15. Facilitate the client’s involvement 
with legal appointments, court 
dates, and so forth. 

 7. Identify and accept the need for 
substance abuse treatment.  
(16, 17) 

16. Coordinate family members, 
friends, and colleagues to con-
front the client about the negative 
effects that substance abuse has 
had on their lives and on their re-
lationships with the client.  

17. Conduct Motivational Interview-
ing to assess the client’s stage of 
preparation for change; intervene 
accordingly, moving from build-
ing motivation, through strength-
ening commitment to change, to 
participation in treatment (see 
Motivational Interviewing: Prepar-
ing People for Change, 2nd ed. by 
Miller and Rollnick).  

 8. Describe the type, amount, fre-
quency, and history of substance 
abuse. (18, 19) 

18. Gather a complete drug/alcohol 
history from the client, including 
the amount and pattern of his/her 
use, signs and symptoms of use, 
and negative life consequences 
(e.g., social, legal, familial, voca-
tional).  

19. Request that family, peers, and 
other treatment staff provide ad-
ditional information regarding 
the client’s substance use  
history.  

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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 9. Complete psychological tests de-

signed to assess the nature and 
severity of substance use. (20) 

20. Administer to the client an objec-
tive test of drug and/or alcohol 
abuse (e.g., the Alcohol Severity 
Index, the MAST); process the 
results with the client.  

10. Cooperate with an evaluation by 
a physician for psychotropic 
medication. (21, 22) 

21. Arrange for an evaluation for a 
prescription of psychotropic 
medications (e.g., serotonergic 
medications).  

22. Monitor the client for prescrip-
tion compliance, side effects, and 
overall effectiveness of the medi-
cation; consult with the prescrib-
ing physician at regular 
intervals.  

11. Identify the benefits that have 
promoted substance abuse, in-
cluding the effect on mental ill-
ness symptoms. (23) 

23. Ask the client to make a list of 
reasons why substance use is 
attractive (e.g., self-medication of 
psychotic and other severe men-
tal illness symptoms, novelty 
seeking), and process this with 
him/her.  

12. Identify the negative conse-
quences of substance abuse,  
including the exacerbation of 
mental illness symptoms.  
(24, 25) 

24. Ask the client to make a list of 
the ways substance abuse has 
negatively impacted his/her life, 
identifying any physical/medical 
consequences of chemical use; 
process these with him/her.  

25. Assign the client to complete a 
First Step paper and then to proc-
ess it with group, sponsor, or 
therapist to receive feedback.  

13. Make verbal “I” statements that 
reflect a knowledge and accep-
tance of chemical dependence. 
(26) 

26. Model and reinforce statements 
that reflect the client’s acceptance 
of his/her chemical dependence 
and its destructive consequences 
for self and others.  

14. Verbalize increased knowledge 
of alcoholism and the process of 
recovery. (27, 28) 

27. Require the client to learn more 
about chemical dependency and 
the recovery process (e.g., 
through assignment of didactic 
lectures, reading, films), asking 
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the client to identify key points; 
process with the client.  

28. Assign the client to meet with an 
AA/NA member who has been 
working the 12-step program for 
several years and find out spe-
cifically how the program has 
helped him/her to stay sober; af-
terward, process the meeting.  

15. Identify realistic goals for  
substance abuse recovery.  
(29, 30, 31) 

29. Request that the client write out 
basic treatment expectations (e.g., 
physical changes, social changes, 
emotional needs) regarding so-
briety, and process these with the 
clinician.  

30. Emphasize the goal of substance 
abuse recovery and the need for 
sobriety, despite lapses or re-
lapses.  

31. Plan for an extended monitoring 
of the chronic nature and high 
recidivism of mentally ill sub-
stance abusers.  

16. Verbalize a commitment to ab-
stain from the use of mood-
altering drugs. (32) 

32. Develop an abstinence contract 
with the client regarding the 
termination of the use of his/her 
drug of choice; process the cli-
ent’s feelings related to the com-
mitment.  

17. Attend Alcoholics Anonymous/ 
Narcotics Anonymous (AA/NA) 
meetings as frequently as neces-
sary to support sobriety. (33) 

33. Recommend that the client attend 
AA or NA meetings and report on 
the impact of the meetings; process 
messages the client is receiving.  

18. Verbalize an understanding of 
factors, including childhood 
experiences, which can 
contribute to development of 
chemical dependence and pose 
risks for relapse. (34) 

34. Assess and facilitate the client’s 
understanding of his/her genetic 
and environmental risk factors 
that led to the development of 
chemical dependency and serve 
as risk factors for relapse.  

19. Identify and develop social  
relationships that will support  
recovery. (35) 

35. Review the negative influence of 
the client continuing his/her  
alcohol-related friendships  
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(“drinking buddies”) and assist 
him/her in making a plan to develop 
new sober relationships including 
“sobriety buddies;” revisit routinely 
and facilitate toward development 
of a new social support system.  

20. Identify projects and other social 
and recreational activities that 
sobriety will now afford and that 
will support sobriety. (36) 

36. Assist the client in planning 
household, work-related, social 
and recreational activities that are 
free from association with sub-
stance abuse; revisit routinely and 
facilitate toward development of 
a new set of activities.  

21. Make arrangements to terminate 
current living situation and move 
to a place more conducive to re-
covery. (37, 38) 

37. Evaluate the role of the client’s 
living situation in fostering a pat-
tern of chemical dependence; 
process with the client toward iden-
tifying therapeutic changes.  

38. Facilitate development of a plan 
for the client to change his/her 
living situation to foster recov-
ery; revisit routinely and facilitate 
toward accomplishing a positive 
change in living situation.  

22. Identify the positive impact that 
sobriety will have on intimate 
and family relationships. (39) 

39. Assist the client in identifying 
positive changes that will be 
made in family relationships  
during recovery.  

23. Agree to make amends to sig-
nificant others who have been 
hurt by the life dominated by 
substance abuse. (40, 41) 

40. Discuss the negative effects the 
client’s substance abuse has had 
on family, friends, and work re-
lationships and encourage a plan 
to make amends for such hurt.  

41. Elicit from the client a verbal 
commitment to make amends to 
key individuals.  

24. Participate in behavioral couples 
therapy to learn and implement 
ways to improve relations, re-
solve conflicts, solve problems, 
and communicate effectively. 
(42) 

42. Refer or provide behavioral cou-
ples therapy (see the Intimate Rela-
tionship Conflicts chapter in this 
Planner) to the client and his/her 
partner to resolve conflicts and 
promote communication.  
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25. Learn and implement personal 
coping strategies to manage 
urges to lapse back into chemical 
use. (43) 

43. Teach the client coping strategies 
involving calming techniques 
(e.g., relaxation, breathing), 
thought- stopping, positive self-
talk, and attentional focusing skills 
(e.g., distraction from urges, stay-
ing focused on behavioral goals of 
abstinence) to manage urges to use 
chemical substances.  

26. Identify, challenge, and replace 
destructive self-talk with posi-
tive, strength-building self-talk.  
(44, 45) 

44. Use cognitive therapy approaches 
to explore the client’s schema 
and self-talk that weaken his/her 
resolve to remain abstinent, chal-
lenging the biases; assist him/her 
in generating realistic self-talk 
that corrects for the biases and 
builds resilience.  

45. Rehearse situations in which the 
client identifies his/her negative 
self-talk and generates empower-
ing alternatives (or assign “Nega-
tive Thoughts Trigger Negative 
Feelings” in the Adult Psychother-
apy Homework Planner, 2nd ed., 
by Jongsma); review and rein-
force success.  

27. Participate in gradual repeated 
exposure to triggers of urges to 
lapse back into chemical sub-
stance use. (46, 47) 

46. Direct and assist the client in the 
construction of a hierarchy of 
urge-producing cues to use  
substances.  

47. Select initial in vivo or role-played 
cue exposures that have a high 
likelihood of being a successful 
experience for the client; facilitate 
coping and cognitive restructuring 
within and after the exposure, use 
behavioral strategies (e.g., model-
ing, rehearsal, social reinforce-
ment) to facilitate the exposure, 
review with the client and group 
members, if done in group.  

28. Learn and implement personal 
skills to manage common day-to-

48. Assess current skills in managing 
common everyday stressors  
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day challenges and build confi-
dence in managing them without 
the use of substances. (48, 49) 

(e.g., work, social, family role 
demands); use behavioral tech-
niques (e.g., instruction, model-
ing, role-playing) to build social 
and/or communication skills to 
manage these challenges without 
the use of substances.  

49. Assign the client to read about 
general social and/or communi-
cation skills in books or treatment 
manuals on building social skills 
(e.g., Your Perfect Right by Al-
berti and Emmons; Conversation-
ally Speaking by Garner).  

29. Implement relapse prevention 
strategies for managing possible 
future situations with high-risk 
for relapse. (50, 51, 52, 53) 

50. Discuss with the client the distinc-
tion between a lapse and relapse, 
associating a lapse with an initial, 
temporary, and reversible use of 
a substance and relapse with the 
decision to return to a repeated 
pattern of abuse.  

51. Identify and rehearse with the 
client the management of future 
situations or circumstances in 
which lapses could occur; request 
that the client identify the ways in 
which family and peer conflicts 
have contributed to his/her stress 
level, increasing the likelihood to 
react with substance abuse.  

52. Request that the client identify 
feelings, behaviors, and situations 
that place him/her at a higher risk 
for substance abuse, including 
symptoms of his/her mental dis-
order that effect the desire for 
substances.  

53. Instruct the client to routinely use 
strategies learned in therapy (e.g., 
using cognitive restructuring, so-
cial skills, and exposure) while 
building social interactions and 
relationships.  
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30. Structure time and increase self-
esteem by obtaining employ-
ment. (54, 55) 

54. Refer the client to a supported 
employment program.  

55. Coach the client on preparing for 
employment, searching for a job, 
and maintaining employment 
(see the Employment Problems 
chapter in this Planner).  

31. Ask family, friends, and an 
AA/NA sponsor to support so-
briety. (56, 57) 

56. Encourage the client to solicit 
family support for his/her sober 
lifestyle. 

57. Coordinate a sponsor from a 12-
step program, providing addi-
tional information to the sponsor 
regarding mental illness issues. 

32. Family members increase sup-
port of the client to reduce stress, 
support sobriety, and decrease 
exacerbation of the primary 
symptoms. (58) 

58. Refer the family members to a 
community-based support group 
for loved ones of a chronically 
mentally ill substance abuser. 

33. Attend a 12-step program consis-
tently to support and maintain 
sobriety. (59) 

59. Encourage and reinforce consis-
tent attendance at 12-step recov-
ery program meetings three or 
more times per week. 

34. Accept the long-term recovery 
nature of substance abuse prob-
lems, mental illness, and the need 
for ongoing treatment. (60, 61) 

60. Assign and review the client’s 
written aftercare plan to ensure it 
is adequate to maintain sobriety. 

61. Coordinate a contact between the 
client and another mentally ill in-
dividual who is further along in 
substance abuse recovery (e.g., 
three years or more) to process 
how he/she has achieved this  
success. 

 

 .    .   

        

 .    .   

        

 .    .   
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DIAGNOSTIC SUGGESTIONS 

Axis I: 303.90 Alcohol Dependence 
 305.00 Alcohol Abuse 
 304.30 Cannabis Dependence 
 305.20 Cannabis Abuse 
 304.20 Cocaine Dependence 
 305.60 Cocaine Abuse 
 304.80 Polysubstance Dependence 
 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
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DEPRESSION 

BEHAVIORAL DEFINITIONS 

 1. Exhibits a loss of appetite. 
 2. Reports depressed affect. 
 3. Demonstrates a diminished interest in or pleasure derived from previously 

enjoyable activities. 
 4. Reports experiencing sleeplessness or hypersomnia. 
 5. Demonstrates decreased energy level. 
 6. Exhibits psychomotor retardation or agitation. 
 7. Displays social withdrawal. 
 8. Expresses chronic feelings of hopelessness, worthlessness, or inappropriate 

guilt. 
 9. Experiences hallucinations or delusions secondary to and congruent with 

depressed mood. 
10. Has experienced multiple losses related to severe and persistent mental 

illness symptoms resulting in sorrow, grief, or despair. 
11. Reports suicidal ideation, statements, gestures, or attempts. 
12. Verbalizes feelings of low self-esteem. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Alleviate depressed mood and return to previous level of effective func-
tioning. 
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 2. Recognize, accept, and cope with feelings of depression. 
 3. Develop healthy cognitive patterns and beliefs about self and the world that 

lead to alleviation and help prevent the relapse of depression symptoms. 
 4. Develop healthy interpersonal relationships that lead to alleviation and 

help prevent the relapse of depression symptoms. 
 5. Appropriately grieve the loss in order to normalize mood and to return to 

previous adaptive level of functioning. 
 6. Stabilize appetite, sleep pattern, and energy level. 
 7. Develop increased involvement in personal interests. 
 8. Express emotions regarding losses that are related to severe and persistent 

mental illness symptoms. 
 9. Assure safety regarding suicidal impulses. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe current and past experi-
ences with depression and other 
mood episodes, including their 
impact on function and attempts 
to resolve or treat them. (1, 2) 

 1. Assess current and past mood 
episodes including their features, 
frequency, intensity, and dura-
tion; impact on role functioning; 
previous treatments; and response 
to treatments (e.g., clinical inter-
view supplemented by the Ar-
chives of General Psychiatry by 
Zimmerman, Coryell, Corenthal, 
and Wilson). 

 2. Utilize a graphic display, such as 
a time line, to help the client 
identify the pattern of his/her 
mood symptoms. 

 2. Facilitate an assessment of  
personal and family history  
of depression and other  
mood symptoms, allowing  
 

 3. Ask family, friends, and caregiv-
ers about the client’s own and the 
family’s history of depression 
symptoms. 
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family participation.  
(3, 4) 

 4. Provide the client, family, or 
caretaker with sleeping, eating, 
and activity logs on which to 
document current levels of  
functioning. 

 3. Share feelings of depression and 
explore their origins. (5) 

 5. Encourage the client to identify 
and share the feelings of depres-
sion to clarify them and gain in-
sight into the causes; provide 
support and empathy. 

 4. Identify specific losses that are 
related to severe and persistent 
mental illness symptoms. (6) 

 6. Inquire about specific losses that 
severely and persistently mentally 
ill individuals experience (e.g., 
loss of independence, income, 
freedom, dignity or relationships) 
and how these losses may con-
tribute to depression. 

 5. Complete psychological testing 
to assess the depth of depression, 
the need for antidepressant 
medication, and suicide preven-
tion measures. (7) 

 7. Arrange for the administration of 
an objective assessment instru-
ment for evaluating the client’s 
depression and suicide risk (e.g., 
Beck Depression Inventory-II 
and/or Beck Hopelessness Scale); 
evaluate results and give feed-
back to the client. 

 6. Acknowledge the abuse of alco-
hol and street drugs and their re-
lationship to depression. (8, 9) 

 8. Review the client’s use of stimu-
lants (e.g., nicotine, caffeine, or 
street drugs), and depressants 
(e.g., alcohol or barbiturates) and 
their relationship to symptoms. 

 9. Conduct or refer the client for sub-
stance abuse evaluation/treatment 
(see the Chemical Dependence 
chapter in this Planner). 

 7. Obtain an adequate, stable sleep 
pattern. (10, 11) 

10. Assess and address basic sleep hy-
giene needs (e.g., decrease stimu-
lants in the evening; have a quiet, 
comfortable place to sleep; spend 
time winding down; same wake-
up time) and behavioral strategies 
(e.g., staying in bed awake no 
more than 15 minutes) to rein-
force structure to sleep routine. 
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11. Refer the client for a sleep disor-
der evaluation. 

 8. Cooperate with suicide preven-
tion measures. (12, 13) 

12. Coordinate an immediate referral 
to a crisis residential facility or 
inpatient psychiatric ward to pro-
vide a safe, supervised environ-
ment for suicidal client.     

13. Develop a structured suicide pre-
vention plan (see the Suicidal Idea-
tion chapter in this Planner).  

 9. Cooperate with a referral to a 
physician for a psychotropic 
medication evaluation and take 
medications responsibly as pre-
scribed. (14, 15) 

14. Refer the client to a physician for 
an evaluation as to the need for 
psychotropic medications.  

15. Educate the client about the  
use and expected benefits of  
medication.  

10. Report the side effects and effec-
tiveness of medications to the 
appropriate professional.  
(16, 17) 

16. Monitor the client’s medication 
for compliance, effectiveness, 
and possible side effects.  

17. Monitor the client’s other severe 
and persistent mental illness 
symptoms, which may be exac-
erbated by the introduction of an 
antidepressant.  

11. Verbalize an understanding of 
the development and rationale 
for treatment of depression. (18) 

18. Discuss factors related to the de-
velopment and maintenance of 
the client’s depression and how 
treatment will target these factors 
for change.  

12. Identify and replace cognitive 
self-talk that supports depression. 
(19, 20, 21 22) 

19. Assist the client in developing an 
awareness of his/her automatic 
thoughts that reflect a depres-
sogenic schema.  

20. Assign the client to keep a daily 
journal of automatic thoughts as-
sociated with depressive feelings 
(e.g., “Negative Thoughts Trigger 

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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Negative Feelings” in Adult Psy-
chotherapy Homework Planner, 
2nd ed. by Jongsma, or “Daily 
Record of Dysfunctional 
Thoughts” in Cognitive Therapy of 
Depression by Beck, Rush, Shaw, 
and Emery); process the journal 
material to challenge depressive 
thinking patterns and replace them 
with reality-based thoughts.  

21. Do “behavioral experiments” in 
which depressive automatic 
thoughts are treated as hypothe-
ses/predictions, reality-based al-
ternative hypotheses/predictions 
are generated, and both are tested 
against the client’s past, present, 
and/or future experiences.  

22. Reinforce the client’s positive, 
reality-based cognitive messages 
that enhance self-confidence and 
increase adaptive action (see 
“Positive Self-Talk” in Adult Psy-
chotherapy Homework Planner, 
2nd ed. by Jongsma).  

13. Learn and use behavioral strate-
gies to overcome depression.  
(23, 24, 25) 

23. Assist the client in developing 
coping strategies (e.g., more 
physical exercise, less internal fo-
cus, increased social involve-
ment, more assertiveness, greater 
need sharing, more anger expres-
sion) for feelings of depression; 
reinforce success.  

24. Engage the client in “behavioral 
activation” by scheduling activities 
that have a high likelihood for 
pleasure and mastery (see “Identify 
and Schedule Pleasant Activities” 
in Adult Psychotherapy Homework 
Planner, 2nd ed. by Jongsma); use 
rehearsal, role-playing, or role re-
versal, as needed, to assist adoption  
 



68  THE SEVERE AND PERSISTENT MENTAL ILLNESS TREATMENT PLANNER 

 
in the client’s daily life; reinforce 
success.  

25. Employ self-reliance training in 
which the client assumes increased 
responsibilty for routine activities 
(e.g., cleaning, cooking, and 
shopping); reinforce success.  

14. Identify important people in 
your life, past and present, and 
describe the quality, good and 
bad, of those relationships. (26) 

26. Assess the client’s “interpersonal 
inventory” of important past and 
present relationships and evi-
dence of potentially depressive 
themes (e.g., grief, interpersonal 
disputes, role transitions, and in-
terpersonal deficits).  

15. Verbalize any unresolved grief 
issues that may be contributing 
to depression. (27) 

27. Explore the role of unresolved 
grief issues as they contribute to 
the client’s current depression 
(see the Grief and Loss chapter in 
this Planner).  

16. Increase assertive communica-
tion. (28) 

28. Use modeling and/or role-playing 
to train the client in assertiveness; if 
indicated, refer him/her to an asser-
tiveness training class/group for 
further instruction.  

17. Learn and implement problem-
solving and/or conflict resolution 
skills to resolve interpersonal 
problems. (29, 30, 31) 

29. Teach the client conflict resolu-
tion skills (e.g., empathy, active 
listening, “I messages,” respectful 
communication, assertiveness 
without aggression, compromise) 
to help alleviate depression; use 
modeling, role-playing, and be-
havior rehearsal to work through 
several current conflicts.  

30. Help the client resolve depression 
related to interpersonal problems 
through the use of reassurance 
and support, clarification of cog-
nitive and affective triggers that 
ignite conflicts, and active  
problem-solving (or assign  
“Applying Problem-Solving to 
Interpersonal Conflict” in Adult  
 



DEPRESSION  69 

 

Psychotherapy Homework Plan-
ner, 2nd ed. by Jongsma).  

31. In conjoint sessions, help the client 
resolve interpersonal conflicts.  

18. Implement effective decision-
making skills. (32, 33) 

32. Teach the client a decision-
making strategy that involves 
identifying one problem at a 
time, breaking the decision down 
into relevant parts, examining the 
pros and cons of relevant 
choices, and coming to a decision 
based on that procedure.  

33. Discourage the client from mak-
ing major life decisions (when 
possible) until after his/her mood 
disorder improves.  

19. Implement a regular exercise 
regimen as a depression reduc-
tion technique. (34, 35) 

34. Develop and reinforce a routine of 
physical exercise for the client.  

35. Recommend that the client read 
and implement an exercise pro-
gram (e.g., Exercising Your Way to 
Better Mental Health by Leith).  

20. Learn and implement relapse 
prevention skills. (36) 

36. Build the client’s relapse preven-
tion skills by helping him/her iden-
tify early warning signs of relapse, 
reviewing skills learned during 
therapy, and developiong a plan 
for managing challenges.  

21. Verbally express an understand-
ing of the relationship between a 
depressed mood and the repres-
sion of feelings (e.g., anger, 
hurt, and sadness). (37) 

37. Explain a connection between 
previously unexpressed (re-
pressed) feelings, such as hurt, 
anger, or shame, and the current 
state of depression. 

22. Express previously repressed 
emotions in a safe, cathartic 
manner. (38) 

38. Teach or model healthy ways in 
which the client can express re-
pressed emotions, including physi-
cal expressions (e.g., beating a 
pillow), verbal/written expressions 
(e.g., a letter), or rituals (e.g., writ-
ing the emotion down, then tearing 
it up and tossing it into the wind). 
 



70  THE SEVERE AND PERSISTENT MENTAL ILLNESS TREATMENT PLANNER 

 
23. Increase the frequency of social 

contacts and the number of rec-
reational activities that you are 
involved in. (39) 

39. Refer the client to an activity 
therapist to identify social and 
recreational skills, and to develop 
a plan for exercise or social in-
volvement (see the Independent 
Activities of Daily Living [IADL] 
or Social Skills Deficits chapters 
in this Planner). 

24. Accept support from family 
members and a social support 
system. (40, 41) 

40. Educate the family about mental 
illness concerns with information 
(e.g., see What to Do When Some-
one You Love Is Depressed: A 
Practical and Helpful Guide by 
Golant and Golant). 

41. Teach family members how to 
support changes made by the cli-
ent through treatment. 

25. Agree to monitor symptoms and 
maintain ongoing treatment.  
(42, 43) 

42. Educate the client about the on-
going need for maintenance 
treatment (e.g., keeping follow-
up case manager and physician 
appointments, taking medication 
consistently, attending support 
groups) despite the lack of identi-
fiable symptoms. 

43. Request the client to identify a list 
of symptom triggers and indica-
tors; urge the client to share this 
information with a support net-
work to assist in monitoring the 
symptoms. 

 

 .    .   

        

 .    .   

        

 .    .   
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DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 296.2x Major Depressive Disorder, Single Episode 
 296.3x Major Depressive Disorder, Recurrent 
 309.0 Adjustment Disorder With Depressed Mood 
 V62.82 Bereavement 
 V62.89 Phase of Life Problem 
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EMPLOYMENT PROBLEMS 

BEHAVIORAL DEFINITIONS 

 1. Has a history of chronic periods of unemployment or underemployment. 
 2. Has a history of multiple occupational terminations due to interpersonal 

conflict or inability to control primary psychosis symptoms (e.g., manic 
phases, hallucinations, delusions). 

 3. States a decreased desire to actively seek employment or maintain current 
position. 

 4. Lacks formal training or on-the-job experience. 
 5. Fails to achieve or maintain expected levels of occupational involvement, 

duration, and success. 
 6. Rebels against and/or has conflicts with authority figures due to unfounded 

suspiciousness. 
 7. Verbalizes feelings of anxiety, depression, or other psychiatric destabili-

zation secondary to being fired or laid off. 
 8. Verbalizes fears about returning to the workplace due to a history of em-

ployment problems and failures. 
 9. Shares feelings of anxiety or depression that are related to the menial or 

repetitive nature of job placement. 
10. Exacerbation of primary psychosis symptoms due to the anxiety of new 

employment or increased job tasks/expectations. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1. Learn skills for identifying and resolving problems with coworkers and 
supervisor. 

 2. Obtain occupational skills that are necessary to gain entry-level or ad-
vanced positions. 

 3. Control primary psychosis symptoms to manageable levels while in the 
workplace. 

 4. Understand how chronic mental illness symptoms impact on employment 
opportunities. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Share personal history of em-
ployment. (1) 

 1. Assist the client in preparing a 
chronological outline of previous 
employment; review and identify 
patterns of success and failure.  

 2. Identify positive and negative 
experiences in employment. (2) 

 2. Ask the client to describe a few 
examples of previous successful 
employment situations and any 
negative job experiences, listen-
ing attentively to the circum-
stances and emotions.  

 3. Identify the role of mental illness 
symptoms in employment 
difficulties. (3, 4) 

 3. Request that the client identify a 
few examples of situations in which 
the primary symptoms of his/her 
mental illness have negatively af-
fected his/her job performance or 
social interaction at work.  

 4. Educate the client about the ex-
pected or common symptoms of 
his/her mental illness which impact 
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upon his/her employment (e.g., 
mania, paranoia, or negative 
symptoms of schizophrenia).  

 4. Identify the reasons for not ob-
taining or maintaining employ-
ment. (5) 

 5. Assist the client in identifying pos-
sible reasons for not obtaining em-
ployment (e.g., concern about loss 
of disability payments, fear of in-
creased responsibility or expecta-
tions), and process these reasons.  

 5. List positive reasons to seek and 
maintain employment. (6) 

 6. Assist the client with identifying 
positive reasons for obtaining or 
maintaining employment (e.g., 
sense of accomplishment, in-
creased self-esteem, contributing to 
society, respect from others).  

 6. Attend appointments consistently 
with a physician for psychotro-
pic medication evaluation. (7) 

 7. Arrange for a psychiatric evaluation 
to assess the client’s need for anti-
psychotic or other psychotropic 
medications, and arrange for filling 
a prescription, if necessary.  

 7. Take antipsychotic medications 
consistently as prescribed. (8, 9) 

 8. Encourage the client to take his/her 
medications consistently.  

 9. Coordinate the availability of a se-
cure, private area where the client 
can keep and take medications while 
at the work site, if necessary.  

 8. Report the side effects and effec-
tiveness of medications to an ap-
propriate professional. (10) 

10. Monitor the client for medication 
compliance, effectiveness, and side 
effects, referring him/her back to the 
physician as necessary for medica-
tion evaluation/adjustment.  

 9. Verbalize an understanding of 
the positive effects of medica-
tions on employment skills and 
functioning. (11, 12) 

11. Educate the client about the use 
of and the expected benefits of 
psychiatric medications.  

12. Educate the client about the  
expected positive effect of the  
psychotropic medications on 
common psychiatric symptoms of 
his/her mental illness that may have 
an impact on employment func-
tioning (e.g., paranoia, mania).  
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10. Verbalize acceptance of em-
ployment as a central goal in the 
recovery process. (13) 

13. Encourage the client to make 
employment a central goal in 
recovery, discussing its personal, 
social, financial, and other rele-
vant benefits.  

11. Enroll in a supported employ-
ment program. (14) 

14. Refer the client to a supported 
employment program consistent 
with an evidence-based model 
such as the Individual Placement 
and Support model (see Bond, 
Drake, Mueser, and Becker for a 
review).  

12. Identify, learn and implement 
behaviors that facilitate em-
ployment. (15, 16, 17) 

15. Assist the client in identifying pro-
social behaviors (e.g., eye contact, 
dress, politeness) that will promote 
better interpersonal functioning in 
a work situation.  

16. Assist the client in identifying 
situations in which new prosocial 
behaviors have been or could be 
utilized.  

17. Use behavioral rehearsal, role-
playing, and role reversal to assist 
the client in practicing targeted 
interpersonal behavior; urge im-
plementation in vivo.  

13. Learn and implement assertive-
ness and other communication 
skills that facilitate employment. 
(18, 19) 

18. Teach assertive and other commu-
nication skills relevant to function-
ing effectively in the workplace 
(e.g., The Real Solution Assertive-
ness Workbook by Pfeiffer; or As-
sert Yourself by Lindenfield).  

19. Refer the client to an assertive-
ness training workshop, which 
will educate the client and facili-
tate assertiveness skills via lec-
tures, assignments, and role-
playing.  

14. Identify and learn technical skills 
for possible job placement.  
(20, 21, 22) 

20. Help the client identify market-
able skills for which he/she has 
displayed mastery.  
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21. Conduct and provide or refer the 

client to a skill assessment and 
training program to identify and 
develop job aptitudes and interests 
and remediate basic deficits (e.g., 
community education, technical 
center, vocational rehabilitation, 
or occupational therapy).  

22. Monitor the client’s ongoing at-
tendance, functioning in, and 
progress in educational or voca-
tional rehabilitation program.  

15. Express a desire for and partici-
pate in an assessment process in-
tended to identify specific 
possible job placements. (23, 24) 

23. Utilize interest testing (e.g., 
Strong Vocational Interest Blank) 
to identify specific types of oc-
cupations in which the client has 
interest.  

24. Review interest testing with the 
client to problem-solve toward 
the goal of identifying possible 
occupational placements.  

16. Develop a resume. (25) 25. Assist the client in developing a 
resume (e.g., use 101 Quick Tips 
for a Dynamite Resume by Fein, 
or Resumes for the First Time Job 
Hunter by the editors of 
McGraw-Hill).  

17. Obtain letter(s) of reference. (26) 26. Request that the client identify 
family, friends, teachers, former 
employers, or other clinicians 
from whom letters of reference 
may be requested; assign the pro-
curement of these letters.  

18. Conduct a job availability search 
using available sources. (27) 

27. Review available sources of job 
listings (e.g., classified advertise-
ments, job placement services) with 
the client, requesting that he/she 
identify two or three jobs that 
he/she would like to apply for.  

19. Demonstrate job interview skills. 
(28, 29) 

28. Assign the client to read material 
on job interview skills (e.g., What 
Color Is Your Parachute? by 



EMPLOYMENT PROBLEMS  77 

 

Bolles; or 10 Minute Guide to Job 
Interviews by Morgan).  

29. Utilize role-playing, behavioral 
rehearsal, and role reversal to in-
crease the client’s confidence and 
skill in the interview process.  

20. Successfully complete an inter-
view and obtain a job offer.  
(30, 31) 

30. Assist the client in planning an 
interview appointment, coordi-
nating assistance as needed.  

31. Process the interview and assist 
with the decision-making process 
about accepting the job offer.  

21. Identify and use consistent 
sources of transportation to and 
from work. (32) 

32. Help the client identify and se-
cure reliable transportation to and 
from work.  

22. Cooperate with a job coach to 
improve performance skills on 
the job. (33) 

33. Conduct or arrange for a job coach 
to meet regularly with the client in 
the job setting to review job needs, 
skills, and problem areas.  

23. Allow therapist to share informa-
tion and work with identified 
people at the work setting.  
(34, 35, 36) 

34. After obtaining the proper confi-
dentiality release, review the cli-
ent’s mental illness symptoms 
with the employer.  

35. After obtaining the proper confi-
dentiality release, provide infor-
mation to the client’s fellow 
employees about mental illness 
concerns; provide sensitivity 
training to facilitate the client’s 
integration into the setting.  

36. Develop an agreed-upon inter-
vention plan with the client and 
employer to manage possible fu-
ture crises related to mental dis-
order symptom exacerbation.  

24. Dress and groom appropriately 
and follow the rules of the  
workplace. (37, 38) 

37. Visit the client at the job site of-
ten, giving him/her feedback 
about hygiene, dress, behavior, 
and technical skills.  
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38. Review the workplace rules  

and etiquette regularly with  
the client.  

25. Maintain a record of good job 
performance. (39) 

39. Meet with the client and the em-
ployer regularly to review the cli-
ent’s functioning and needs, 
tapering over time.  

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 V62.2 Occupational Problem 
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FAMILY CONFLICTS 

BEHAVIORAL DEFINITIONS 

 1. Has estranged relationships with family members. 
 2. Exhibits abusive, manipulative, or intimidating behavior toward family 

members. 
 3. Functions lower than expected in a variety of areas due to overcontrol of 

the client’s basic needs and decisions by the family. 
 4. Family members fail to accept the mentally ill individual or his/her diag-

nosis of a mental illness. 
 5. Family members have limited knowledge of chronic mental illness symp-

toms and indicators of decompensation. 
 6. Family members lack understanding of treatment options. 
 7. Family members are embarrassed and hide the client because of his/her 

erratic behaviors related to psychosis or other severe mental illness. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Rebuild important family relationships. 
 2. Experience acceptance from family members. 
 3. Make personal decisions with minimal or the least restrictive oversight. 
 4. Behave in a direct, assertive, and loving way toward family members. 
 5. Family members learn about mental illness symptoms, prodromals, possi-

ble causes, and expected duration of illness. 
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 6. Family members gain an understanding of and an involvement in the 

treatment options that are available to the client. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history of family 
relationships. (1, 2, 3) 

 1. Request that the client identify 
and describe family relationships. 

 2. Request that the client provide 
two examples of positive and two 
examples of negative family ex-
periences. 

 3. Develop a genogram based on 
the client’s description of the 
family relationships. 

 2. Describe both negative and posi-
tive relationships in the family 
system. (4, 5, 6) 

 4. Request that the client list and 
describe the positive and the 
problematic family relationships. 

 5. Clarify any patterns to the client’s 
behavior that contribute to posi-
tive and negative relationships 
and interactions. 

 6. Utilize solution-focused tech-
niques to help the client identify 
how he/she has facilitated posi-
tive interactions in the past. 

 3. Family members express and 
clarify their feelings about the 
client’s mental illness and its im-
pact on the family. (7, 8) 

 7. Facilitate the family members in 
identifying and expressing their 
emotions regarding the client’s 
mental illness. 

 8. Use the question, “What would 
happen in your family if the cli-
ent did not have any mental ill-
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ness symptoms?” to help the fam-
ily identify the impact of the 
mental illness symptoms on the 
family. 

 4. Family members enroll in a 
multigroup educational program 
for families of the mentally ill. 
(9) 

 9. Refer the family to a multigroup 
family psychoeducational pro-
gram (see Multi-family Groups in 
the Treatment of Severe Psychiat-
ric Disorders by McFarlane).     

 5. The client and family agree to 
participate in a family-focused 
therapy. (10) 

10. Conduct or refer the client and 
family to a therapy based on the 
principles of family-focused 
treatment (e.g., see Bipolar Dis-
order: A Family-Focused Treat-
ment Approach by Miklowitz and 
Goldstein).  

 6. Family members learn about 
mental illness symptoms.  
(11, 12, 13, 14) 

11. Refer the client and his/her fam-
ily to a lending library at the 
agency or in the community to 
access books or tapes on severe 
mental illness.  

12. Refer the parents to or conduct 
didactic sessions on severe and 
persistent mental illness and its 
treatment.  

13. Teach the client, family, and 
relevant others, using all modali-
ties necessary, about the signs, 
symptoms, and relapsing nature 
of the client’s disorder; destigma-
tize and normalize.  

14. Teach the client and family a 
stress diathesis model of the cli-
ent’s disorder that emphasizes the 
strong role of a biological pre-
disposition to symptoms that is 
vulnerable to stresses that are 
managable.  

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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 7. Identify and manage sources of 

stress that increase the risk of re-
lapse. (15, 16) 

15. Provide the client with a rationale 
for treatment involving ongoing 
medication and psychosocial 
treatment to recognize, manage, 
and reduce biological and psy-
chological vulnerabilities that 
could precipitate relapse.  

16. Identify the client’s sources of 
stress/triggers of potential relapse 
(e.g., negative events, cognitive 
misinterpretations, aversive 
communication, poor sleep hy-
giene, medication noncompli-
ance); use cognitive and 
behavioral techniques to address 
these triggers (e.g., Living with 
Bipolar Disorder by Otto, Reilly-
Harrington, Knauz, Heinin,  
Kogan, and Sachs).  

 8. Verbalize acceptance of the need 
to take psychotropic medication 
and commit to prescription com-
pliance with blood level moni-
toring. (17, 18, 19) 

17. Use motivational interviewing ap-
proaches (e.g., Enhancing Motiva-
tion for Treatment and Change by 
Yahne and Miller) to enhance the 
client’s engagement in medication 
use and compliance; teach him/her 
the risk for relapse when medica-
tion is discontinued, and work to-
ward a commitment to prescription 
adherence.  

18. Assess factors (e.g., thoughts, 
feelings, stressors) that have 
precipitated the client’s 
prescription noncompliance; 
develop a plan for recognizing 
and addressing them.  

19. Educate and encourage the client 
to stay compliant with necessary 
laboratory tests involved in  
regulating his/her medication  
levels.  

 9. Develop “crises plans” in which 
roles, responsibilities, and a 
course of action is agreed upon 

20. Assess potential crises (e.g., 
threats to self or others, symptom 
increase); problem-solve, and  
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in the event of identified poten-
tial crises. (20, 21) 

develop a plan for managing 
them upon which all family 
members agree.  

21. Help the client and family draw 
up a relapse drill detailing roles 
and responsibilities (e.g., who will 
call a meeting of the family to 
problem-solve potential relapse; 
who will call physician, schedule a 
serum level to be taken, or contact 
emergency services, if needed); 
problem-solve obstacles and work 
toward a commitment to adher-
ence with the plan.  

10. The client and family commit to 
replacing aversive communica-
tion with positive, honest, and 
respectful communication.  
(22, 23, 24) 

22. Assess and educate the client and 
family about the role of aversive 
communication (e.g., strong ex-
pressed emotion) in family dis-
tress and risk for the client’s 
relapse.  

23. Use behavioral techniques (edu-
cation, modeling, role-playing, 
corrective feedback, and positive 
reinforcement) to teach commu-
nication skills including offering 
positive feedback, active listen-
ing, making positive requests of 
others for behavior change, and 
giving negative feedback in an 
honest and respectful manner.  

24. Assign the client and family 
homework exercises to use and 
record use of newly learned 
communication skills; process re-
sults in session.  

11. Increase awareness of one’s be-
havior and its impact on others. 
(25, 26) 

25. Increase the client’s sensitivity to 
the effects of his/her behavior 
through the use of role-playing, 
role reversal, and behavioral  
rehearsal.  

26. Identify and confront unhealthy 
or impulsive behaviors that occur 
during contacts with the clinician, 
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enforcing clear rules and roles in 
the relationship, as well as imme-
diate, short-term consequences 
for breaking such boundaries.  

12. The client and family implement 
a problem-solving approach to 
address current conflicts.  
(27, 28, 29) 

27. Assist the client and family in 
identifying conflicts that can be 
addressed with problem-solving 
techniques.  

28. Use behavioral techniques (edu-
cation, modeling, role-playing, 
corrective feedback, and positive 
reinforcement) to teach the client 
and family problem-solving skills 
including defining the problem 
constructively and specifically, 
brainstorming options, evaluating 
options, choosing options and 
implementing a plan, evaluating 
the results, and reevaluating the 
plan.  

29. Assign the client and family 
homework exercises (e.g., “Ap-
plying Problem-Solving to 
Interpersonal Conflict” in the 
Adult Psychotherapy Homework 
Planner, 2nd ed. by Jongsma) to 
use and record use of newly 
learned problem-solving skills; 
process results in session.  

13. Family identifies and engages in 
a support network that can re-
duce the stress of caring for a 
mentally ill family member.  
(30, 31, 32, 33) 

30. Assess the family’s support net-
work (e.g., extended family, 
neighbors, church friends, social 
relationships) that provides diver-
sion, emotional support, and/or 
respite care for the client; brain-
storm how this network can be 
developed and utilized more 
fully.  

31. Refer the family to community-
based respite services, coordinat-
ing for others to provide supervi-
sion or to take responsibility for 
the client on a short-term basis.  
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32. Acknowledge the family’s frustra-
tion and anger regarding not hav-
ing received services that they  
desired in the past, attempting now 
to redirect them to formal re-
sources and informal supports.  

33. Refer the parents to a support 
group for families of the men-
tally ill.  

14. Participate in periodic “tune-up” 
sessions. (34) 

34. Hold periodic booster sessions 
within the first few months after 
therapy to facilitate the client’s 
positive changes; problem-solve 
obstacles to improvement.  

15. List enjoyable leisure activities to 
which the family can be invited, 
or in which their participation 
would be desired. (35, 36) 

35. Assist the client in identifying 
mutually satisfying social activi-
ties for himself/herself and 
his/her family. 

36. Refer to an activity or a recrea-
tional therapist for assistance in 
developing leisure skills to share 
with family members. 

16. Family members reduce the fre-
quency of speaking for the client 
or performing activities that the 
client is capable of doing inde-
pendently. (37, 38) 

37. Identify roles in the family and 
behavioral patterns that devel-
oped in the family’s reaction to 
mental illness symptoms that 
have inappropriately limited the 
client’s independent functioning 
and enabled dependence. 

38. Encourage the client (and encour-
age the family to allow the client) 
to make all possible choices and 
demonstrate maximum independ-
ence in daily events. 

17. Family to develop long-term 
plans for care and advocacy of 
the client relative to aging par-
ents or the potential loss of the 
primary advocate/caregiver.  
(39, 40) 

39. Review the options that will be 
available should the primary 
caregiver/advocate be unable to 
care for the client. 

40. Encourage the ongoing involve-
ment of non-mentally ill siblings 
in treatment and social contact 
with the client. 
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18. Maintain involvement in family 

spiritual practices. (41, 42, 43) 
41. Encourage the family members 

to continue normal involvement 
of the client in church or other 
religious behaviors if they are  
a part of the family’s spiritual 
practice. 

42. Monitor mental illness symptoms 
related to religious themes, and 
provide feedback to the client 
about such. 

43. With the proper release of 
information, give the information 
to the clergy or other church 
leaders regarding assistance that 
the client may need in accessing 
spiritual practices and programs. 

19. Family members verbalize reso-
lution of feelings of guilt and re-
sponsibility for the client’s 
mental illness. (44) 

44. Assist the family members in re-
solving any unrealistic feelings of 
responsibility and self-blame for 
the client’s mental illness. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
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 V61.20 Parent-Child Relational Problem 
 V61.10 Partner Relational Problem 
 V61.8 Sibling Relational Problem 
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FINANCIAL NEEDS 

BEHAVIORAL DEFINITIONS 

 1. Lives on low income due to the effects of psychosis and other severe 
mental illness symptoms. 

 2. Is chronicaly homeless or constantly uses supportive transitional living 
services, such as homeless shelters or adult foster care placements. 

 3. Lacks consistent, adequate employment that is capable of providing funds 
for basic needs. 

 4. Spends money impulsively or excessively due to psychotic or manic 
episodes. 

 5. Fails to plan, organize, or budget for basic financial responsibilities. 
 6. Has a history of not applying for or accessing monetary entitlements or 

other available welfare benefits. 
 7. Engages in illegal activity to meet financial needs. 
 8. Has a poor credit history or an inability to qualify for credit. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Establish a stable, permanent, legal income that meets basic financial needs. 
 2. Find living arrangements that are either government supported, independent, 

or provided by family, and that are stable, safe, and secure. 
 3. Find full- or part-time employment at a position that is well suited to abilities 

and with employer/coworkers who are tolerant of mental illness symptoms. 
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 4. Display budgeting skills as evidenced by adherence to a written budget 
and paying bills on a timely basis. 

 5. Utilize or apply for appropriate, available, and necessary entitlements or 
other benefits. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the personal history of 
financial issues and the details of 
current financial situation. (1, 2) 

 1. Request that the client relate 
his/her history or pattern of fi-
nancial concerns. 

 2. Provide the client with support 
and empathy, focusing on de-
creasing his/her guilt or blame 
for financial difficulties. 

 2. Identify both positive and nega-
tive financial practices. (3, 4, 5) 

 3. Request that the client identify at 
least two financial practices that 
he/she uses that are beneficial or 
that add to stability (e.g., saving, 
budgeting, comparison shopping). 

 4. Assist the client in identifying at 
least two financial practices that 
have led to difficulty (e.g., unstable 
work history, impulsive spending, 
failure to pay on commitments). 

 5. Process financial successes and 
failures, focusing on patterns, 
triggers, and consequences of 
successes and failures. 

 3. List current financial needs and 
obligations. (6, 7) 

 6. Assist the client in creating a writ-
ten list of all current financial ob-
ligations. 

 7. Compare the client’s list of finan-
cial obligations with normally  
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expected obligations (e.g., see those 
listed on the budgeting worksheet 
in Personal Budget Planner: A 
Guide for Financial Success by 
Gelb); process any discrepancies 
from normal expectations. 

 4. Identify how mental illness 
symptoms affect financial con-
cerns. (8, 9) 

 8. Educate the client about the typi-
cal symptoms that are expected in 
his/her mental illness. 

 9. Assist the client in identifying at 
least two ways in which his/her 
mental illness has negatively af-
fected financial practices. 

 5. Obtain a payee or other option to 
receive welfare benefits and dis-
perse funds. (10, 11) 

10. Suggest to the client that he/she 
voluntarily allow someone else to 
be his/her payee, or otherwise 
exercise general control over 
his/her finances. 

11. Assist the client in initiating legal 
procedures for obtaining a payee to 
accept benefits and disperse funds. 

 6. Decrease immediate access to 
funds to limit erratic, impulsive 
spending. (12, 13) 

12. Coordinate for a cosigner to be 
necessary for all bank withdrawal 
transactions. 

13. Pursue involuntary legal control 
over the client’s finances through 
guardianship processes. 

 7. Use medication to decrease the 
mental illness symptoms that 
might affect financial abilities or 
lead to impulsive, erratic spend-
ing. (14, 15, 16) 

14. Arrange for the client to have a 
psychiatric evaluation and coor-
dinate medications, if necessary. 

15. Educate the client about the use 
of and expected benefit from 
medications. 

16. Monitor the client’s medication 
compliance, effectiveness, and 
side effects; report results to the 
physician. 

 8. Establish a stable residence that is 
not dependent on personal fi-
nance management. (17, 18) 

 17. Coordinate for an adult foster care 
placement if the client is unable  
to manage finances even with  
assistance. 
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18. Coordinate an arrangement for 
the client to live with family 
members or friends. 

 9. Obtain a more independent resi-
dence, and maintain responsible 
control over finances. (19, 20) 

19. Assist the client in developing an 
independent or semi-independent 
living situation with necessary 
supports related to financial and 
other areas. 

20. Regularly review the client’s fi-
nancial needs and money man-
agement practices; reinforce 
success and redirect for failures. 

10. Obtain all necessary public wel-
fare benefits to provide funds for 
general use. (21, 22, 23, 24) 

21. Assist the client in obtaining, 
completing, and filing forms for 
Social Security Disability benefits 
or other public aid. 

22. Coordinate transportation for the 
client to necessary appointments 
related to obtaining benefits. 

23. Refer the client to specific material 
regarding eligibility and proce-
dures or obtaining entitlement 
funds (e.g., How to Get Every 
Penny You’re Entitled to from So-
cial Security by Bosley and Gur-
witz, or government pamphets). 

24. Provide an agency address as a 
possible mail drop to which a 
homeless client may have his/her 
government benefit check sent. 

11. Secure ancillary public and pri-
vate benefits or grants for spe-
cific financial needs (e.g., 
heating bills, education, etc.). 
(25, 26) 

25. Compile and provide to the client a 
list of available and relevant finan-
cial assistance resources in his/her 
area (e.g., home heating assistance, 
scholarships, housing funds). 

26. Assist the client with scheduling, 
filling out forms, and obtaining 
transportation to obtain assistance 
from area programs, as necessary. 

12. Obtain public or private insurance 
to assist with payment for medical 
and psychiatric services. (27) 

 27. Coordinate the client’s application 
for appropriate public or private in-
surance. 
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13. Write a basic budget that will 

control spending. (28, 29, 30) 
28. Educate the client in basic budg-

eting skills (e.g., see Personal 
Budget Planner: A Guide for  
Financial Success by Gelb). 

29. Assist the client in developing a 
basic budget, including income, 
basic expenses, additional spend-
ing, and savings plans (or complete 
together “Plan a Budget” in the 
Adult Psychotherapy Homework 
Planner, 2nd ed. by Jongsma). 

30. Refer the client to a community 
education class related to basic 
finances. 

14. Develop a long-term financial 
plan. (31) 

31. Request that the client identify 
realistic, long-term financial 
plans, and process these plans 
with the client. 

15. Practice basic banking tech-
niques. (32, 33, 34) 

32. Educate the client about typical 
banking procedures. 

 33. Coordinate for the client to receive 
a hands-on tour of a bank, with a 
focus on him/her becoming more 
comfortable with the procedures 
and security measures. 

34. Practice banking procedures such 
as check writing and cashing, us-
ing imitation supplies or forms. 

16. Obtain identification documents 
necessary for financial practices. 
(35) 

35. Assist the client in obtaining 
proper identification (i.e., a state 
identification card) necessary for 
banking functions. 

 

 .    .   

        

 .    .   

        

 .    .   
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DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 V62.2 Occupational Problem 
 V62.89 Phase of Life Problem 
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GRIEF AND LOSS 

BEHAVIORAL DEFINITIONS 

 1. Death of a significant other resulting in depression, confusion, and feel-
ings of insecurity regarding the future. 

 2. Reports thoughts that are dominated by a loss, culminating in confusion, 
disorganized behavior, and exacerbation of mental illness symptoms. 

 3. Exhibits signs and symptoms of depression, including changes in eating 
or sleeping patterns, thoughts of suicide, crying, or depressed mood. 

 4. Verbalizes feelings of hopelessness, worthlessness, inappropriate guilt, or 
a fear of abandonment due to multiple losses. 

 5. Avoids situations, conversations, or thoughts that recall losses. 
 6. Loss of abilities, status, or competence due to incapacitating effects of 

psychotic and other severe mental illness symptoms. 
 7. Expresses feelings of low self-esteem that are associated with a history of 

losses. 
 8. Describes childhood traumas, sexual assault, or abusive parent figures. 
 9. Demonstrates dissociative phenomena or exacerbations of paranoia. 
10. Reports ongoing (nondelusional) spiritual conflicts. 
11. Loss of support network due to effects of psychotic and other severe 

mental illness symptoms. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1. Accept the loss and return to stable level of functioning. 
 2. Express unresolved emotions regarding losses. 
 3. Display an understanding of the grief process and how this process may 

be exacerbated by or may exacerbate mental illness symptoms. 
 4. Develop an understanding of how avoidance of the grief process may 

affect functioning in many areas. 
 5. Develop alternative diversions and other coping mechanisms that are re-

lated to loss issues. 
 6. Resolve spiritual conflict. 
 7. Redevelop a supportive social system. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the loss of significant 
others. (1) 

 1. Provide the client with direct 
emotional support through active 
and empathic listening regarding 
grief issues. 

 2. Acknowledge any suicidal 
thoughts. (2, 3) 

 2. Assess the client for suicidal in-
tent (see the Suicide chapter in 
this Planner). 

 3. Refer the suicidal client to a psychi-
atric hospital or crisis residential 
placement to provide him/her 24-
hour-per-day monitoring and safety. 

 3. Identify losses due to relation-
ship difficulties. (4, 5) 

 4. Request that the client prepare a list 
of important relationships that have 
been lost; process factors contribut-
ing to the loss. 

 5. Assist the client in resolving relation-
ship problems (see the Social Skills 
Deficits chapter in this Planner). 
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 4. Identify losses of occupational and 

other functional abilities. (6, 7) 
 6. Request that the client prepare a list 

of job losses and other related losses 
due to mental illness symptoms. 

 7. Assist the client in resolving occu-
pational problems (see the Em-
ployment Problems chapter in this 
Planner). 

 5. Express feelings regarding the 
experience of the loss. (8) 

 8. Provide the client with an opportu-
nity to vent emotions that are related 
to losses, symptoms, or setbacks. 

 6. Take psychotropic medications 
as prescribed. (9, 10, 11, 12) 

 9. Refer the client to a physician for 
a psychiatric evaluation to assess 
the need for antidepressant or 
other psychotropic medication. 

10. Educate the client about the dos-
age, expected benefits, and pos-
sible side effects of medications. 

11. Monitor the client’s compliance 
with prescription medication, its 
side effects, and its effectiveness. 

12. Urge and reinforce a strict com-
pliance with the medication 
prescription, assessing for refusal 
or abuse of medication. 

 7. Verbalize an understanding of 
the basic grief process. (13, 14) 

13. Assign readings to assist the client in 
understanding typical grief patterns 
(e.g., The Grief Recovery Hand-
book: The Action Program for 
Moving Beyond Death by James 
and Friedman; or Getting to the 
Other Side of Grief  by Zonnebelt- 
Smeenge and De Vries). 

14. Teach the client regarding the 
grief process and help him/her to 
understand the stage of the grief 
process which he/she is currently 
experiencing. 

 8. Express an understanding of 
mental illness symptoms that are 
related to own diagnosis.  
(15, 16, 17) 

15. Educate the client about the men-
tal illness symptoms that are re-
lated to his/her diagnosis. 
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16. Review the client’s mental illness 
symptoms, focusing on the im-
pact that these have had on 
his/her losses. 

17. Refer the client to a support 
group for individuals with mental 
illness problems. 

 9. Identify defense mechanisms 
(e.g., denial, minimalization, or 
rationalization) that are related to 
the avoidance of grief. (18, 19) 

18. Educate the client about the use 
of defense mechanisms and pro-
vide specific examples (e.g., 
some individuals deny problems 
rather than face the reality of a 
chronic mental illness). 

19. Assist the client in identifying 
ways in which he/she uses de-
fense mechanisms to delay or 
avoid grief and loss issues. 

10. Identify how mental illness 
symptoms have contributed to a 
feeing of loss and grief. (20, 21) 

20. Assign and process readings from 
material desribing the losses asso-
ciated with severe mental illness 
(e.g., Grieving Mental Illness: A 
Guide for Patients and Their 
Caregivers by Lafond). 

21. Request that the client develop a 
list of ways in which the mental 
illness symptoms have affected 
him/her; process with the client. 

11. Identify and express basic  
emotions. (22, 23, 24) 

22. Review a list of basic emotions 
and discuss the social, verbal, and 
body language cues that help to 
identify them. 

23. Ask the client to list ways in which 
he/she identifies and labels specific 
emotions that are experienced. 

24. Help the client learn to identify 
emotions by probing for clarifi-
cation of his/her unidentified 
emotional states. 

12. Journal emotions that are related 
to the losses. (25) 

25. Request that the client write in a 
journal or record on an audiotape 
the feelings of grief that he/she 
experienced with relation to the 
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losses, and then share these with a 
clinician; process the client’s 
identified grief issues. 

13. Verbalize acceptance of losses 
without being overwhelmed with 
grief, anger, or fear. (26, 27) 

 26. Request that the client write in a 
journal or record on an audiotape 
his/her feelings of acceptance of  
the losses and share these with a  
clinician. 

27. Assign and process readings from 
material to help the client over-
come resentment (e.g., Forgive 
and Forget: Healing the Hurts 
We Don’t Deserve by Smedes). 

14. Implement rituals that begin to 
bring a feeling of closure to the 
emotions that are related to the 
losses. (28, 29, 30) 

28. Encourage and coordinate the 
client’s utilization of typical 
mourning events (e.g., visit the 
gravesite of a deceased relative, 
write a goodbye letter to some-
one who is deceased). 

29. Assist the client in developing 
and safely carrying out meaning-
ful rituals for letting go of a loss 
(e.g., tying a journal entry, letter, 
or picture to a helium balloon 
and letting it go). 

 30. Assist the client in developing 
meaningful activities that assist in 
resolving grief issues (e.g., volun-
teer to help in a support group that 
focuses on his/her loss issue). 

15. Generate alternative diversions to 
losses. (31) 

31. Encourage and coordinate the 
client’s increased involvement in 
social activities, hobbies, or vol-
unteer placements. 

16. Express spiritual concerns that 
are related to losses. (32, 33) 

32. Explore the client’s spiritual 
struggles and, if necessary, refer 
him/her to an appropriate clergy- 
person to allow for further dis-
cussion of these issues. 

33. Suggest that the client read grief 
material that is suitable to his/her 
faith (e.g., How Can It Be All 
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Right When Everything Is All 
Wrong? by Smedes; or When 
Bad Things Happen to Good 
People by Kushner). 

17. Accept support from loved ones 
or others who are experiencing 
similar problems. (34, 35) 

34. Coordinate a family therapy ses-
sion that is focused on the client’s 
history of losses to enhance fam-
ily members’ understanding and 
support of the client. 

35. Facilitate contact and support 
from nonfamily members or  
others dealing with similar loss  
issues. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 296.3x Major Depressive Disorder, Recurrent 
 309.xx Adjustment Disorder, Chronic 
 V62.82 Bereavement 
 V62.89 Phase of Life Problem 
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HEALTH ISSUES 

BEHAVIORAL DEFINITIONS 

 1. Has been diagnosed with a serious medical condition that needs attention 
and that has an impact on daily living (e.g., high blood pressure, asthma, 
seizures, diabetes, heart disease, cancer, or cirrhosis). 

 2. Is under a physician’s care for a medical condition. 
 3. Has had a positive test for human immunodeficiency virus (HIV) or ac-

quired immune deficiency syndrome (AIDS). 
 4. Has a limited understanding of medical needs, treatment options, and 

available medical services. 
 5. Experiences difficulty gaining access to medical facilities or health care 

providers. 
 6. Fails to access medical treatment due to psychotic or other severe and 

persistent mental illness symptoms. 
 7. Has poor health habits including poor oral hygiene, infrequent bathing, 

or unsanitary living conditions. 
 8. Fails to access or follow through with medical treatment due to financial 

limitations. 
 9. Experiences medical complications secondary to substance abuse. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1.  Stabilize medical condition. 
 2. Accept the reality of current medical problems and take responsibility for 

physical health and well-being. 
 3. Develop and implement an active, comprehensive plan for treatment of 

medical problem(s). 
 4. Establish a trusting relationship with a physician who is knowledgeable 

about working with mentally ill patients. 
 5. Maintain good personal hygiene. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Determine current medical  
problems. (1) 

 1. Arrange for an immediate physi-
cal examination to determine 
physical health needs and any 
necessary medical testing. 

 2. Stabilize the crisis with medical 
problems. (2, 3) 

 2. Consult with the client’s physi-
cian about his/her needed medi-
cal treatment. 

 3. Educate the client about his/her 
current medical problems and the 
treatment options; assist him/her 
in making decisions about and 
arrangements for his/her current 
medical treatment needs. 

 3. Verbalize an acceptance of the 
reality of the current medical  
difficulties. (4) 

 4. Assist the client in acknowledg-
ing an emotional desire to deny 
or avoid the truth about his/her 
medical difficulties; reinforce the 
client’s acceptance of the reality 
of his/her medical problems. 
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 4. Family, friends, and support net-

work learn about medical prob-
lems and needs. (5) 

 5. After obtaining a proper release 
of information, provide family, 
friends, and others with informa-
tion regarding the client’s medi-
cal needs, encourage them to 
provide emotional support and 
positive reinforcement for the 
client’s adherence to medical 
treatment. 

 5. Implement a stable, healthy, and 
appealing diet. (6, 7, 8, 9) 

 6. Educate the client about healthy 
food choices and the effect of diet 
on long-term medical well-being. 

 7. Assist the client with access to a 
grocery store, focusing on in-
creasing his/her comfort level. 

 8. Educate the client about food 
shopping choices and how to com-
pare healthy foods with unhealthy. 

 9. Refer the client to a dietician for 
an assessment of dietary needs, 
strengths, and weaknesses. 

 6. Terminate the abuse of mood-
altering substances. (10, 11) 

10. Assess or refer the client to a sub-
stance abuse evaluator to deter-
mine the presence of a co-
occurring substance abuse prob-
lem; refer the client for substance 
abuse treatment, if appropriate (see 
the Chemical Dependence chapter 
in this Planner). 

11. Educate the client about the short- 
and long-term effects of substance 
abuse, especially as these effects 
relate to his/her severe and persis-
tent mental illness symptoms. 

 7. Implement good personal hy-
giene behaviors. (12, 13, 14) 

12. Assess the client’s personal hy-
giene needs; encourage him/her 
to discuss his/her views of his/her 
own needs (see the Independent 
Activities of Daily Living [IADL] 
chapter in this Planner). 

13. Refer the client to a training 
group for basic hygiene needs. 
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14. Institute a checklist and rein-
forcement system for the client 
regarding hygiene needs. 

 8. Follow an exercise plan.  
(15, 16, 17) 

15. Teach the client about the regular 
use of exercise and the health 
benefits that are related to exercise. 

 16. Refer the client to an activity thera-
pist to assist in the development of 
an enjoyable, practical exercise 
program. 

17. Refer the client to an agency- or 
community-sponsored exercise 
group, or coordinate a free or  
reduced-cost membership to a  
local health club. 

 9. Maintain personal health through 
regular checkups. (18, 19, 20, 21) 

18. Coordinate a referral to a general 
physician for routine and ongo-
ing medical evaluation and care. 

19. Schedule an intermittent, planned 
psychiatric hospitalization to 
complete all needed medical 
services in a structured, safe,  
familiar setting. 

20. Facilitate transportation to medi-
cal, dental, and other health care 
appointments. If needed, monitor 
the client’s attendance to these ap-
pointments by brokering ap-
pointments with a doctor’s office 
(i.e., request that the scheduling 
receptionist contact the clinician 
regarding appointment changes so 
the clinician can guarantee the cli-
ent’s attendance).  

21. Obtain a release of information to 
share the client’s health informa-
tion with other health care pro-
viders; educate the providers 
about the client’s needs relative 
to mental illness symptoms. 

10. Maintain good oral hygiene.  
(22, 23) 

22. Coordinate semiannual dental 
checkups and cleanings. 
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23. Train and encourage regular 

brushing and flossing; reinforce 
with positive feedback. 

11. Preserve or remediate hearing 
and vision capabilities. (24) 

24. Coordinate hearing and vision 
evaluations; facilitate the client in 
following up on recommendations. 

12. Obtain the needed resources for 
payment for ongoing health 
care. (25, 26) 

25. Assist the client in filing for and 
maintaining public assistance, 
benefits, and insurance. 

26. Refer the client to an agency list of 
health care providers who accept 
public insurance or provide serv-
ices at a reduced cost or at no cost. 

13. Decrease medical difficulties re-
lated to transience or homeless-
ness by maintaining a stable 
residence. (27, 28, 29) 

27. Assist the client in developing or 
maintaining his/her stable resi-
dence (see the Homelessness 
chapter in this Planner). 

28. Refer the client to a personal 
safety class (e.g., self-defense, 
precautions for safety). 

 29. Deliver health care services to the 
client where he/she is accessible 
(i.e., in a homeless shelter or on the 
street through mobile health vans). 

14. Take psychotropic medications 
as prescribed. (30, 31) 

30. Arrange for a psychiatric evalua-
tion with a physician who is in-
formed and knowledgeable about 
the client’s medical condition; 
advocate with a psychiatric 
evaluator to also provide a physi-
cal examination. 

31. Educate the client about the use, 
expected benefits, and possible side 
effects of his/her psychotropic 
medications; monitor the client’s 
medication compliance, effective-
ness and side effects, identifying a 
possible confounding influence of 
polypharmacy or permanent side 
effects of neuroleptic medications 
(e.g., tardive dyskinesia, muscle ri-
gidity, dystonia). 
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15. Decrease the likelihood of HIV 
infection or other sexually trans-
mitted diseases (STDs) by imple-
menting safer sex practices.  
(32, 33, 34, 35) 

32. Provide education to the client 
regarding precautions to take to 
avoid HIV infection and other 
STDs. Tailor this education to 
gender, sexual orientation, and 
specific mental illness groups to 
help shape his/her perspective of 
HIV risk. 

33. Refer the client to a source for or 
provide him/her with condoms and 
clean-needle exchange programs. 

34. Involve the client in peer educa-
tion models to help him/her learn 
or educate others about HIV and 
other STD concerns; role-play as-
sertiveness regarding implement-
ing safer sex practices and other 
defenses for personal safety.  

35. Include the client’s partner in 
outreach efforts regarding HIV 
and STD education. 

16. Caretakers verbalize the degree 
of emotional strain that is related 
to providing care to the client 
with a comorbid health concern. 
(5, 36) 

 5. After obtaining a proper release of 
information, provide family, 
friends, and others with informa-
tion regarding the client’s medical 
needs; encourage them to provide 
emotional support and positive re-
inforcement for the client’s adher-
ence to medical treatment. 

36. Observe the family and the care-
givers for frustrations that may 
reduce their ability to interact ef-
fectively with the client; provide 
them with opportunities for vent-
ing their feelings. 

17. Caretakers report reduced stress 
that is related to providing care 
to the client with a comorbid 
health concern. (37, 38, 39) 

37. Refer the caregivers to a support 
group for those who are affected 
by another’s mental illness. 

38. Teach the caregivers stress reduc-
tion techniques, such as muscle 
relaxation, abdominal breathing, 
and safe-place imagery. 
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39. Refer the client to a respite pro-

gram to provide a brief rest 
from the demands of caring for 
a mentally ill patient. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 293.0 Delirium Due to . . . [General Medical  

Condition] 
 294.1x Dementia Due to . . . [General Medical  

Condition] 
 294.0 Amnestic Disorder Due to . . . [General 

 Medical Condition] 
 333.xx Neuroleptic-Related Syndromes 
 316 Psychological Factors Affecting Medical 

 Condition 
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HOMELESSNESS 

BEHAVIORAL DEFINITIONS 

 1. Has a history of living on the streets on a sporadic or long-term basis. 
 2. Does not maintain a permanent address for long periods of time. 
 3. Extensively utilizes shelters for the homeless, transitional housing, or 

other supported living placements. 
 4. Fails to make rent, mortgage, or utility payments, leading to a loss of resi-

dence. 
 5. Displays unusual behavior due to psychotic or other severe mental illness 

symptoms, resulting in eviction from residence. 
 6. Lacks knowledge regarding the basic skills that are needed to maintain a 

residence (e.g., cleaning, small repairs, budgeting). 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1.  Move from living on the street through a continuum of supported resi-
dential opportunities to a more stable independent residence. 

 2. Maintain a personal residence for an extended period of time. 
 3. Decrease dependence on transitional living programs or shelters for the 

homeless. 
 4. Accept and manage financial responsibilities as evidenced by paying bills 

on time. 
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 5. Decrease unusual behavior through stable medication use and supported 

by an increased level of motivation to stay healthy. 
 6. Understand basic residential skills, including budgeting, housecleaning, 

and social skills. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Stabilize the current homeless-
ness crisis. (1, 2, 3) 

 1. Refer the client to a local shelter 
for the homeless. 

 2. Coordinate funds for the client’s 
crisis residential placement (i.e., 
motel voucher or transitional 
program placement). 

 3. Facilitate the client’s placement at 
the home of a family member, 
friend, or peer. 

 2. Describe the history of the 
homelessness. (4) 

 4. Request that the client describe 
his/her history of successful and 
problematic residential situations; 
utilize a time line of residences, 
periods of homelessness, and use 
of transitional housing; process 
the factors contributing to his/her 
lifestyle. 

 3. Verbalize feelings regarding 
homelessness and the attempts to 
obtain and maintain residence.  
(5, 6, 7, 8) 

 5. Assist the client in identifying 
feelings associated with the home-
less situation; provide the client 
with support and understanding 
regarding emotional concerns, ac-
knowledging the natural emotions 
of frustration, discouragement, 
and embarrassment. 
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 6. Explore possible fears associated 
with seeking a permanent resi-
dence, including fear of rejec-
tion, embarrassment, or failure. 

 7. Provide the client with realistic 
feedback regarding his/her para-
noia or other irrational delusions. 

 8. Encourage the client to maintain 
important relationships at the home-
less shelter when he/she moves to a 
more independent status. 

 4. Identify and resolve the barriers 
to maintaining long-term  
housing. (9, 10, 11) 

 9. Assist the client in identifying 
and resolving specific barriers to 
maintaining housing (e.g., fi-
nances, fears, lack of understand-
ing of available alternatives, etc.). 

10. Educate the client about the 
available options regarding the 
continuum of supports and 
services that are available, and 
help the client to develop a list 
of pros and cons for each of the 
housing options; give structure 
for making his/her own decision 
regarding housing. 

11. Assist the client in negotiating the 
application process for desired 
housing programs. 

 5. Consistently use psychotropic 
medication to stabilize the psy-
chotic and other severe mental 
illness symptoms that interfere 
with maintaining a personal  
residence. (12, 13, 14) 

12. Arrange for a psychiatric evalua-
tion and for a prescription for psy-
chotropic medication, if necessary. 

13. Educate the client about the use, 
possible side effects, and expected 
benefits of medication; monitor the 
client’s medication compliance. 

 14. Monitor side effects of the medica-
tion with the client and inform the 
medical staff. 

 6. Establish a mode of access to 
necessary medications despite the 
lack of a permanent residence or 
storage capacity. (15, 16, 17) 

15. Store medications for the client in 
a safe, easily accessible facility. 
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16. Provide the homeless client with 

smaller immediate supplies of 
medication. 

17. Rent a secure storage space  
(e.g., locker or mailbox) in 
which the client may store  
necessary medications. 

 7. Cooperate with behavioral, cog-
nitive, and medical evaluations 
to assess readiness for independ-
ent living. (18, 19, 20) 

18. Assess the client for safety to 
himself/herself and to others. 

19. Administer or refer the client for 
assessment of intellectual abilities 
as related to basic skills to main-
tain a home. 

20. Arrange for a full medical 
evaluation to determine the cli-
ent’s physical care needs. 

 8. Obtain funding for residence.  
(21, 22) 

21. Assist the client with obtaining gen-
eral entitlements, as well as specific 
subsidies that are available for as-
sisting mentally ill individuals 
with housing. 

22. Encourage and assist the client with 
obtaining regular employment to 
increase income that will defray 
housing costs (see the Employment 
Problems chapter in this Planner). 

 9. Implement a budget and banking 
routine to facilitate the regular 
payment of rent or mortgage.  
(23, 24, 25) 

23. Assist the client in developing a 
budget for the payment of rent or 
mortgage (see the Financial 
Needs chapter in this Planner). 

24. Assist the client in obtaining a 
low-interest, no-fee bank account 
with a participating bank. 

25. Arrange for the client’s access 
to emergency funds for pay-
ment of rent, mortgage, or utili-
ties to prevent eviction. 

10. Move from a more restrictive to a 
less restrictive housing setting.  
(26, 27, 28) 

26. Contact a discharge-planning 
coordinator of a state inpatient or 
a community psychiatric setting 
as early as possible in the client’s 
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treatment to coordinate discharge 
planning regarding housing. 

27. Meet regularly with the incarcer-
ated client to develop housing 
plans for after release. 

28. Coordinate ample visitation to a 
new, less restrictive setting for the 
client to become acquainted with 
the setting; be readily available to 
the client for questions and reas-
surance. 

11. Terminate substance abuse, 
which interferes with the ability 
to maintain housing. (29, 30, 31) 

29. Refer to AA, NA, or other sub-
stance abuse treatment options 
(see the Chemical Dependence 
chapter in this Planner). 

30. Refer the client to a drug-free 
housing program. 

31. Arrange for a referral to a  
coordinated mental health and 
substance abuse services (i.e.,  
co-occurring capable) within a 
residential program or setting. 

12. Obtain support from family and 
peers to maintain housing.  
(32, 33, 34) 

32. Encourage family members and 
friends to support and teach the 
client and to monitor his/her pro-
gress regarding basic living 
needs, medication administration, 
and financial management. 

33. Refer the client to a support 
group for individuals with 
chronic mental illness. 

34. Match the client with a mentor 
who has already successfully 
moved from homelessness to a 
stable living environment. 

13. Demonstrate basic skills for run-
ning and maintaining a home or 
apartment. (23, 35, 36, 37) 

23. Assist the client in developing a 
budget for the payment of rent or 
mortgage (see the Financial 
Needs chapter in this Planner). 

35. Teach the client basic housekeep-
ing skills (e.g., see Mary Ellen’s 
Complete Home Reference Book 
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by Pinkham and Burg, The 
Cleaning Encyclopedia: Your A 
to Z Illustrated Guide to Cleaning 
Like the Pros by Aslett, or the Ac-
tivities of Daily Living [ADL] 
chapter in this Planner). 

36. Refer the client to a structured pro-
gram (within a continuum) to ob-
tain hands-on training in basic 
skills for transitioning to more in-
dependent care (see the Independ-
ent Activities of Daily Living 
[IADL] chapter in this Planner). 

37. Obtain visiting homemaker assis-
tance for the client who is not  
capable of doing such house-
keeping activities. 

14. Develop plans to manage crises 
that could lead to destabilization 
and threaten residential status.  
(38, 39) 

38. Meet regularly with the housing 
manager to train about mental ill-
ness issues and the client’s rights, 
to mitigate the client’s problematic 
behaviors, and to assist in rent re-
views and dwelling inspections; 
remind the housing manager 
about how to contact agency staff 
should emergencies arise. 

 39. Provide the client with an emer-
gency health information card, in-
cluding individualized information 
about who to call when in a crisis 
situation, including the case man-
ager and physicians. 

15. Reestablish residential housing 
quickly after recovering from 
decompensation. (26, 40) 

26. Contact a discharge-planning 
coordinator of a state inpatient or 
a community psychiatric setting 
as early as possible in the client’s 
treatment to coordinate discharge 
planning regarding housing. 

40. Coordinate funds to maintain a 
client’s residence when he/she is 
hospitalized or otherwise briefly 
loses eligibility for SSI benefits. 
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16. Verbalize an understanding of 
legal rights that are related to 
housing for the mentally  
disabled. (41, 42, 43) 

 41. Train the client about his/her rights, 
as related to the Americans with 
Disabilities Act (ADA), including 
reasonable accommodations that 
must be made for him/her. 

42. Educate the client about a ten-
ant’s rights (e.g., see Renter’s 
Rights by Portman and Stewart). 

43. Coordinate contact with legal as-
sistance programs if the client’s 
rights continue to be violated. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 V62.89 Phase of Life Problem 
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INDEPENDENT ACTIVITIES OF  
DAILY LIVING (IADL) 

BEHAVIORAL DEFINITIONS 

 1. Lacks access to, experience with, or functioning relative to independent 
activities of daily living (IADLs; e.g., transportation, banking, shopping, 
use of community services, or other skills that are necessary for living 
more independently). 

 2. Reports anxiety regarding increasing IADLs. 
 3. Lacks knowledge of community resources. 
 4. Fails to respond appropriately in emergency situations. 
 5. Paranoia, psychosis, or other severe and persistent mental illness symp-

toms affects ability to use community resources independently. 
 6. Lacks familiarity with resources such as banking, stores, and other services. 
 7. Lacks attention to and organization of personal responsibilities, resulting 

in unpaid bills and unkept appointments. 
 8. Fails to access community resources such as worship centers, libraries, 

recreational areas, or businesses. 
 9. Experiences external restrictions placed on access to community resources 

due to bizarre behaviors. 
10. Has a history of others taking responsibility for performing IADLs for 

him/her. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1.  Increased knowledge and consistent use of community resources. 
 2. Timely, appropriate, and safe responses to emergency situations. 
 3. Positive relationships with community resource providers. 
 4. Management of severe and persistent mental illness symptoms so as not to 

disturb others in the community. 
 5. Increased organization of and attention to daily routines, resulting in per-

sonal responsibilities being fulfilled. 
 6. Takes responsibility for IADLs to level of own potential and develops 

resources for help from others. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe current functioning in 
performing IADLs. (1) 

 1. Assist the client in preparing an 
inventory of his/her positive and 
negative experiences with at-
tempting to perform IADLs. 

 2. Identify the barriers to increasing 
IADLs. (2, 3) 

 2. Examine the problematic IADL 
areas with the client to identify 
any patterns of behavior or cog-
nitions that cause the failure at 
independent functioning. 

 3. Acquire the proper permission to 
release information, and obtain 
feedback from family members, 
friends, and caregivers about the 
client’s performance of IADLs. 

 3. Prioritize IADL areas upon 
which to focus effort and im-
prove functioning. (4) 

 4. Ask the client to identify, de-
scribe, and prioritize those IADLs 
that are desired but not present in 
the current repertoire. 
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 4. Identify any cognitive barriers to 

IADL success. (5) 
 5. Refer the client for an assessment 

of cognitive abilities and deficits. 

 5. Participate in a remediation pro-
gram to teach IADL skills. (6) 

 6. Recommend remediating pro-
grams to the client, such as skill-
building groups, token economies, 
or behavior-shaping programs that 
are focused on removing deficits 
to IADL performance. 

 6. Increase the frequency and ap-
propriateness of social interac-
tion. (7, 8) 

 7. Explore the client’s anxiety regard-
ing social contacts and increasing 
independence. 

 8. Assist the client in learning the skills 
that are necessary for appropriate 
social behavior (see the Social Skills 
Deficits chapter in this Planner); 
providing positive feedback and 
encouragement for his/her attempts 
to increase social interaction. 

 7. Develop and implement a regu-
lar schedule for performance of 
routine IADLs. (9) 

 9. Aid the client in developing a spe-
cific schedule for completing 
IADLs (e.g., arrange finances on 
Monday morning, go to the gro-
cery store on Tuesday); remind 
the client about situations in which 
he/she should break from his/her 
established routine (e.g., do the 
banking on a different day due to 
a holiday, or do the weekly clean-
ing one day earlier to attend a de-
sired social function). 

 8. Acknowledge IADL deficits as a 
symptom of mental illness being 
inadequately controlled or treated.  
(10, 11) 

 10. Educate the client about the ex-
pected or common symptoms of 
his/her mental illness (e.g., manic 
excitement behaviors or negative 
symptoms of schizophrenia), 
which may negatively impact basic 
IADL functioning. 

11. Reflect or interpret poor perform-
ance in IADLs as an indicator of 
psychiatric decompensation; share 
these observations with the client, 
the caregivers, and the medical staff. 
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 9. Stabilize, through the use of psy-
chotropic medications, psychotic 
and other severe and persistent 
mental illness symptoms that in-
terfere with IADLs. (12, 13, 14) 

12. Arrange for an evaluation of the 
client by a physician for a prescrip-
tion for psychotropic medication. 

13. Educate the client about the 
proper use, expected benefits, 
and possible side effects of psy-
chotropic medication. 

14. Monitor the client for compli-
ance, effectiveness, and possible 
side effects with psychotropic 
medication that is prescribed; re-
port any significant develop-
ments to the medical staff. 

10. Obtain and take prescribed medi-
cations on a regular basis.  
(13, 14, 15, 16, 17) 

13. Educate the client about the 
proper use, expected benefits, 
and possible side effects of psy-
chotropic medication. 

14. Monitor the client for compli-
ance, effectiveness and possible 
side effects with psychotropic 
medication that is prescribed; re-
port any significant develop-
ments to the medical staff. 

15. Review and model procedures for 
the procurement of medications. 

16. Develop an agreement with the 
client regarding the level of re-
sponsibility and independence 
that he/she must display to trigger 
a decrease in the clinician’s 
monitoring of medications. 

17. Coordinate an agreement between 
the client, the pharmacist, and the 
clinician regarding circumstances 
that would trigger the transfer of 
medication monitoring back to the 
clinician (e.g., client’s failure to 
pick up monthly prescription, cli-
ent trying to refill a prescription 
too soon). 

11. Obtain the necessary transporta-
tion to work, medical appoint-

18. Brainstorm possible transporta-
tion resources with the client 
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ments, leisure opportunities, or 
other desired destinations. (18) 

(e.g., public transportation, per-
sonal vehicle, agency resources, 
friends and family, walking, bi-
cycling); encourage and rein-
force the client’s independent use 
of these transportation resources. 

12. Use public transportation in a 
safe, socially appropriate, effi-
cient manner. (19, 20, 21) 

19. Familiarize the client with avail-
able public transportation options 
through discussion, written 
schedules, and accompanied use 
of community services; empha-
size typical expectations for using 
public transportation, including 
payment, time schedule, and so-
cial norms for behavior. 

20. Predict possible influences that the 
client’s severe and persistent men-
tal illness symptoms may have on 
his/her ability to use community 
services; help the client brainstorm 
techniques to decrease these 
symptom effects (e.g., medication 
compliance, relaxation techniques, 
escape/avoidance plans, graduated 
steps to independence). 

21. Ride with the client to various 
destinations on public transporta-
tion until he/she is adequately 
comfortable with doing so alone. 

13. Identify, attain, and manage 
adequate sources of financial in-
come. (22) 

22. Assist the client in identifying 
and attaining adequate sources of 
income; develop a budget with 
the client that is based on re-
sources and needs (see the Em-
ployment Problems and Financial 
Needs chapters in this Planner). 

14. Use banking resources to facili-
tate financial independence.  
(20, 23, 24, 25, 26) 

20. Predict possible influences that the 
client’s severe and persistent men-
tal illness symptoms may have on 
his/her ability to use community 
services; help the client brainstorm 
techniques to decrease these 
symptom effects (e.g., medication 
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compliance, relaxation techniques, 
escape/avoidance plans, graduated 
steps to independence). 

23. Review the procedures for and 
the advantages of using the bank-
ing system to assist the client with 
IADLs, including increased secu-
rity, financial organization, and 
convenience for paying bills; 
caution the client about the haz-
ards that are related to banking 
(e.g., credit debt, overdrawn 
checking account charges). 

24. Coordinate a helping relationship 
between specific bank staff and the 
client; with a proper permission to 
release information, provide in-
formation to the bank staff about 
the client’s needs and disabilities. 

25. Encourage the client to use a spe-
cific staff at a specific bank branch 
to develop a more personal and 
understanding relationship. 

26. Coordinate an agreement be-
tween the client, a specified 
bank staff, and a clinician re-
garding the circumstances un-
der which the clinician should 
be notified (e.g., manic client 
attempts to withdraw his/her en-
tire savings account). 

15. Utilize the services of a choice of 
retail stores in the community. 
(27, 28, 29) 

27. Familiarize the client with retail 
store resources that are available 
in his/her area through a review 
of newspaper advertisements and 
a tour of the business districts in 
the community. 

28. Role-play situations that com-
monly occur while shopping at 
a store (e.g., asking for assis-
tance, declining a pushy sales-
person, returning a defective 
item); provide the client with 
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feedback about his/her func-
tioning in these situations. 

29. Go with the client to retail busi-
nesses at which he/she is uncom-
fortable or uncertain, gradually 
decreasing support. 

16. Assert self to protect own rights 
against discriminatory barriers to 
community resources. (30, 31) 

30. Support the client in his/her as-
sertive response to instances of 
discrimination due to mental ill-
ness symptoms; advocate for or 
with the client, as needed.  

31. Link the client to advocacy and 
support groups that will assist in 
developing open access for the 
client to community businesses 
and services. 

17. Identify and process (negative) 
emotional responses to emer-
gency service professionals. (32) 

 32. Explore the client’s prior contact 
with emergency response profes-
sionals; review any situations in 
which emergency response staff 
were required to coerce the client 
(e.g., a prior involuntary hospitali-
zation), as well as when the client 
may have manipulated emergency 
response staff (e.g., threatened 
harm to himself/herself for some 
secondary gain such as obtaining 
food or a place to sleep). 

18. Use emergency service profes-
sionals effectively. (33, 34, 35) 

33. Develop a list of specific emer-
gency response professionals who 
respond effectively to mentally ill 
individuals (e.g., a police unit 
mental health liaison or a specific 
nurse/orderly at the emergency 
room); direct the client to seek out 
that professional when he/she con-
tacts that agency or facility. Main-
tain regular contact with the 
identified professionals. 

 34. Provide 24-hour crisis consultation 
to all emergency response  
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professionals to assist in responding 
to the client’s use of emergency 
systems. 

35. Teach the client the appropriate 
use of specific emergency service 
professionals, including their re-
sponsibilities and limitations; 
brainstorm alternative resources 
that are available to the client for 
use instead of “nuisance” calls to 
emergency response staff (e.g., 
contact a crisis line for psychotic 
symptom development, contact a 
support group member when 
lonely instead of going to the 
emergency room, contact family 
first if feeling ill). 

19. Resolve problems with specific 
community businesses or service 
providers who have issued re-
strictions on access due to past 
inappropriate behavior. (30, 36) 

30. Support the client in his/her as-
sertive response to instances of 
discrimination due to mental ill-
ness symptoms; advocate for or 
with the client, as needed.  

36. Discuss the need for making 
amends to businesses or service 
providers who have been affected 
by the client’s past inappropriate 
behavior; brainstorm with the cli-
ent about the form of restitution 
(an apology, a service provided, 
or financial reimbursement). 

20. Request assistance from others 
when attempting to implement 
IADLs. (37, 38) 

 37. Ask the client to identify a list of 
personal resources that he/she can 
use for assistance in carrying out 
IADLs (e.g., family and friends, 
support group members,  
neighbors). 

38. Role-play how to approach 
strangers for basic assistance 
(e.g., asking for directions), pro-
viding feedback to the client 
about his/her approach, personal 
hygiene or dress, and how ap-
pearance and manner affect the 
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stranger’s comfort level (see the 
Activities of Daily Living [ADL] 
and Social Skills Deficits chapters 
in this Planner). 

21. Agree to implement a specific 
plan to use when decompensat-
ing or when in crisis, relative to 
IADLs. (39) 

39. Assist the client in developing a 
written plan with telephone num-
bers of resources and clinical 
assistance for use when he/she is 
at risk of decompensation. 

22. Increase involvement in recrea-
tional activities. (40, 41, 42, 43) 

40. Refer the client to an activity 
therapist for an assessment of rec-
reational needs, skills, and oppor-
tunities. 

41. Assist the client in identifying a 
variety of recreational activities 
in which he/she might be inter-
ested; provide the client with in-
formation that is related to the 
accessibility of these activities. 

42. Shadow the client to provide sup-
port while he/she attends chosen 
activities, allowing him/her to de-
termine how closely the clinician is 
involved to decrease stigma and to 
increase independent functioning. 

43. Coordinate a mentor program so 
the client can have an identified 
individual who assists him/her in 
becoming comfortable with the 
recreational/social setting. 

23. Participate in spiritual activities. 
(44, 45) 

44. Explore the client’s interest in 
involvement in spiritual activities, 
acknowledging the potential for 
his/her confusion regarding spiri-
tual messages and imagery; assist 
in differentiating between spiri-
tual concerns and symptoms of 
mental illness. 

45. Coordinate the client’s attendance 
at his/her preferred place of  
worship. 
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 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
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INTIMATE RELATIONSHIP CONFLICTS 

BEHAVIORAL DEFINITIONS 

 1. Displays indifference to the emotional needs of the partner. 
 2. Distrusts partner due to paranoia or other severe and persistent mental 

illness symptoms. 
 3. Increased levels of stress in the relationship due to the effects of erratic 

behavior (e.g., legal problems, impulsive spending, inability to work). 
 4. Has experienced a pattern of repeated separations and/or divorce or dis-

continuation of relationships due to personal deficiencies in problem 
solving, social skills, or assertion. 

 5. Has a history of impulsive sexual involvement outside of the committed 
relationship. 

 6. Increased spousal discontent with the changes in the relationship due to 
the severe and persistent mental illness symptoms. 

 7. Has a history of violent or abusive interactions with partners. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1.  Decrease the severe and persistent mental illness symptoms that affect the 
relationship. 

 2. Develop a more trusting relationship with partner. 
 3. Develop techniques for reducing stress in the relationship. 
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 4. Preserve fidelity within the relationship by discontinuing impulsive sexual 
acting out. 

 5. Process changes in the relationship that have occurred as a result of the 
chronic mental illness. 

 6. Resolve problems without verbal or physical abuse. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history of intimate 
relationship concerns. (1, 2, 3) 

 1. Explore the client’s history of 
intimate relationships, including 
positive and negative outcomes. 

 2. Use a graphic display, such as a 
time line, to display the client’s 
history of intimate relationship 
concerns; help him/her identify 
additional key portions of the 
time line, such as the onset of 
symptoms or treatment. 

 3. Obtain feedback from the client’s 
partner and the extended family 
about the client’s history of rela-
tionship successes and problems. 

 2. Identify the status of the current 
relationship. (3, 4, 5) 

 3. Obtain feedback from the cli-
ent’s partner and the extended 
family about the client’s history 
of relationship successes and 
problems. 

 4. Request that the client identify 
successes and challenges in 
his/her current relationship. 

 5. Coordinate the administration of 
marital satisfaction surveys (e.g., 
The Marital Satisfaction Inventory 
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by Snyder or The Marital Status 
Inventory by Weiss and Correto); 
provide feedback of the survey 
results. 

 3. Partner and client acknowledge 
how the severe and persistent 
mental illness symptoms affect 
the relationship. (6, 7) 

 6. Educate the client and his/her 
partner about the common symp-
toms of the client’s mental illness; 
recommend books for further in-
formation (e.g., Schizophrenia: 
The Facts by Tsuang and Far-
aone; or Bipolar Disorder: A 
Guide for Patients and Families 
by Mondimore). Emphasize the 
fact that neither the family nor 
the partner are the cause of the 
client’s mental illness. 

 7. Request that the client (and part-
ner) identify at least two ways in 
which the relationship has been 
affected by the severe and persis-
tent mental illness symptoms. 

 4. Cooperate with a referral to a 
physician for a psychotropic 
medication evaluation. (8) 

 8. Arrange for an evaluation by a 
physician for a prescription for 
psychotropic medication. 

 5. Report a decrease in mental ill-
ness symptoms that affect the re-
lationship through the regular 
use of psychiatric medications. 
(9, 10) 

 9. Educate the client (and his/her 
significant other) about the use, 
expected benefits, and possible 
side effects of the medication. 

10. Monitor the client’s medication 
compliance, effectiveness, and side 
effects, including feedback from 
the partner; report any significant 
developments to the medical staff. 

 6. Enlist and cooperate with partner 
support in monitoring the medi-
cation prescription compliance.  
(9, 11) 

 9. Educate the client (and his/her 
significant other) about the use, 
expected benefits, and possible 
side effects of the medication. 

11. Coordinate an agreement with the 
client and his/her partner about the 
responsibility for administration 
and monitoring of the medication, 
including specific plans for the 
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circumstances under which control 
of the medication will be returned 
to the client (e.g., extended period 
of time in remission). 

 7. Partner to verbalize an under-
standing of techniques for cop-
ing with severe and persistent 
mental illness symptoms in a 
loved one. (6, 12, 13) 

 6. Educate the client and his/her 
partner about the common symp-
toms of the client’s mental illness; 
recommend books for further in-
formation (e.g., Schizophrenia: 
The Facts by Tsuang and Far-
aone; or Bipolar Disorder: A 
Guide for Patients and Families 
by Mondimore). Emphasize the 
fact that neither the family nor 
the partner are the cause of the 
client’s mental illness. 

12. Assign the client’s partner to read 
books on coping with a loved one 
who has a severe and persistent 
mental illness (e.g., When Some-
one You Love Has a Mental Illness 
by Woolis; Surviving Schizophre-
nia: A Manual for Families, Con-
sumers, and Providers by Torrey; 
or Bipolar Puzzle Solution: A 
Mental Health Client’s Perspective 
by Court and Nelson). 

 13.Teach the client’s partner specific 
techniques through didactic oppor-
tunities, discussion, and role-
playing to help manage the client 
when he/she is agitated, psychotic, 
or manic (e.g., maintaining a calm 
demeanor, providing basic direc-
tives, redirection; see the Psychosis 
or Mania/Hypomania chapters in 
this Planner). 

 8. Partner to share his/her feelings 
related to the client’s mental ill-
ness symptoms. (14, 15) 

14. Process the partner’s emotional 
reaction to the client’s onset or 
recurrence of severe and persis-
tent mental illness. 

15. Reassure the client’s partner about 
how accessible a clinician will be 
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for consultation, questions, or sup-
port, including 24-hour crisis line 
when the clinician is not available. 

 9. Partner to list relationships, ac-
tivities, and interests outside of 
those with the client that provide 
some diversion, respite, and bal-
ance to life. (16) 

16. Emphasize the need for the part-
ner and all family members to 
have interests outside of the men-
tal illness concerns that the client 
may present. 

10. Partner to attend a support group 
for the family and friends of in-
dividuals with severe mental ill-
ness. (17) 

17. Refer the client’s partner to a 
support group for the family and 
friends of the mentally ill. 

11. Express feelings about the onset 
of severe mental illness symp-
toms. (18) 

18. Assist the client in expressing 
his/her feelings regarding experi-
encing severe and persistent men-
tal illness symptoms and how 
these affect the relationship. 

12. Implement newly acquired 
communication skills in the rela-
tionship. (19, 20) 

19. Facilitate conjoint sessions with 
the client’s partner, focusing on 
increasing relational communica-
tion and learning problem-
solving skills. 

20. Teach the client and his/her part-
ner specific skills for communi-
cation, such as expressing 
specific positive and negative 
emotions, making requests, 
communicating information 
clearly, giving “I messages,” and 
implementing active listening. 

13. Partner and the client to verbal-
ize increased trust in the relation-
ship. (21, 22, 23) 

21. Focus the client and his/her part-
ner on identifying trust issues that 
are attributable to mental illness 
symptoms such as paranoia or 
mania; emphasize the nonvoli-
tional aspects of these symptoms. 

22. Explore each partner’s fears re-
garding getting too close and 
feeling vulnerable to hurt, rejec-
tion, or abandonment. 

23. Request that the client and 
his/her partner identify specific 
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areas in which they have expe-
rienced increased trust; focus on 
ways to generalize this trust into 
other areas. 

14. Identify role changes in the rela-
tionship that are due to mental 
illness. (24, 25, 26) 

24. Request that the client and his/her 
partner identify the changes that 
have occurred in the relationship 
due to the client’s mental illness 
symptoms. 

25. Challenge the couple to identify 
the ways in which power and 
control can be shared despite 
mental illness symptoms (e.g., 
develop advanced directives re-
garding treatment expectations, 
returning responsibilities to the 
mentally ill partner during peri-
ods of stabilization). 

26. Legitimize the client’s and part-
ner’s need to mourn the loss of 
functioning in the relationship, or 
the changes that have occurred 
due to the severe and persistent 
mental illness symptoms. 

15. Terminate substance use or 
abuse. (27, 28) 

27. Explore the role of substance 
abuse as a potentiating factor for 
the client’s severe and persistent 
mental illness symptoms, as well 
as relationship problems. 

28. Coordinate providing the client 
with integrated substance abuse 
and mental health treatment (see 
the Chemical Dependence chap-
ter in this Planner). 

16. Client and partner to identify the 
level of closeness/distance de-
sired in the relationship, and how 
this may vary due to symptoms.  
(22, 29, 30) 

22. Explore each partner’s fears re-
garding getting too close and 
feeling vulnerable to hurt, rejec-
tion, or abandonment. 

29. Facilitate a discussion of the factors 
that contribute to the desire for 
closeness or distance/safety; ac-
knowledge the normal need for the 
client’s partner to have a waiting 
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period after the client’s symptoms 
have abated prior to resuming 
normal levels of trust, interaction, 
sexual activity, and so forth. 

30. Emphasize to the client the con-
cept of the sexual relationship be-
ing a mirror of the rest of the 
relationship, and the need for 
positive emotional interaction 
prior to sexual involvement. 

17. Increase sexual functioning  
by eliminating physiological  
problems. (31) 

31. Refer the client to a physician for 
a complete physical examination 
to rule out or to identify any 
physiological or medication-
related barriers to sexual func-
tioning; coordinate follow-up 
and provision of information to 
the treating psychiatrist. 

18. Improve personal appearance 
related to sexual arousal. (32) 

32. Focus the client on physical ap-
pearance and personal hygiene 
needs as a sexual arousal issue for 
his/her partner (see the Activities 
of Daily Living [ADL] chapter in 
this Planner). 

19. Partner and the client gain in-
creased understanding and in-
sight into human sexuality. (33) 

 33. Direct the client and his/her inti-
mate partner to read books on hu-
man sexual functioning (e.g., The 
New Joy of Sex by Comfort and 
Marcus; or The Reader’s Digest 
Guide to Love and Sex by Roberts 
and Padgett-Yawn) and/or to watch 
sex educational videos (e.g., Better 
Sex Videos by the Sinclair  
Institute). 

20. Acknowledge a history of sexual 
acting out and the negative effect 
it has had on the relationship 
with this partner. (34, 35) 

34. Identify the history of (impulsive) 
sexual acting out and the effect it 
has had in the relationship; proc-
ess the partner’s emotions related 
to the client’s history of infidelity. 

35. Assist the manic or impulsive cli-
ent in managing symptoms (see 
the Mania/Hypomania chapter in 
this Planner). 
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21. Verbalize an agreement on ap-
propriate sexual, emotional, and 
social boundaries with others. 
(36) 

36. Assist the partners in developing 
a clear set of boundaries for sex-
ual, emotional, and social contact 
with others. 

22. Implement anger control tech-
niques. (37) 

37. Teach the client about anger con-
trol techniques, including a time-
out signal to be used when either 
partner becomes fearful that 
abuse may occur to anyone in the 
family (see the Anger Manage-
ment chapter in this Planner). 

23. Agree to a safety plan to pre-
vent any future abuse of fam-
ily members. (38) 

38. Develop safety plans, including 
when public safety officers 
should be contacted, or how to 
utilize domestic violence services. 

24. Generate mutually agreeable 
strategies for parenting.  
(39, 40, 41) 

39. Assist the couple in identifying 
how mental illness symptoms af-
fect the children in the relation-
ship (e.g., confusion, 
embarrassment, caretaking). 

40. Educate the parents about effective 
child-rearing practices (e.g., see 1-
2-3 Magic: Effective Discipline for 
Children 2–12, 3rd ed. by Phelan). 

41. Facilitate an agreement regarding 
acceptable parenting practices, 
which should include issues such 
as discipline and rewards, or 
when the partner should become 
involved (see the Parenting chap-
ter in this Planner). 

25. Report a decrease in marital 
stress due to stabilizing financial 
concerns. (42, 43) 

42. Assist the client in obtaining work 
(see the Employment Problems 
chapter in this Planner) or other 
sources of income, such as disabil-
ity payments (see the Financial 
Needs chapter in this Planner). 

43. Refer the client and his/her inti-
mate partner for credit counsel-
ing or other budgeting assistance. 
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26. Process emotions regarding the 

end of a relationship. (44) 
44. Encourage the client to express 

his/her emotions regarding the loss 
of a relationship; encourage read-
ing such books as How to Survive 
the Loss of a Love by Colgrove, 
Bloomfield, and McWilliams. 

27. Attend a divorce support group. 
(45) 

45. Refer the client to a support 
group for individuals going 
through a divorce. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 V61.10 Partner Relational Problem 
 V61.9 Relational Problem Related to a Mental Disorder 
 V62.81 Relational Problem NOS 
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LEGAL CONCERNS 

BEHAVIORAL DEFINITIONS 

 1. Demonstrates a pattern of illegal behavior, including theft, assault, disor-
derly conduct, or threats to others. 

 2. Has a history of arrests, convictions, and incarceration due to illegal be-
haviors. 

 3. Has current legal involvement, including pending charges, incarceration, 
or probation/parole oversight. 

 4. Has difficulty functioning in a corrections setting due to paranoia, mania, 
or other severe and persistent mental illness symptoms. 

 5. Is vulnerable to attack or manipulation by others while incarcerated due 
to mental illness. 

 6. Has a record of illegal behaviors related to substance use or abuse (e.g., 
drunk driving, drug possession). 

 7. Guardianship is dictated by the courts. 
 8. Clinicians, family members, or others are pursuing the court to name a 

legal guardian.  
 9. Presents with an imminent threat of harm to self or others due to mental 

illness symptoms, resulting in involuntary court-ordered hospitalization. 
10. Has a need for legal representation due to arrests, involuntary hospitaliza-

tion, guardianship procedures, or advocacy. 
11. Basic personal rights have been lost due to a lack of advocacy. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1. Terminate illegal behaviors by utilizing legal means to meet needs. 
 2. Decrease inappropriate arrest or incarceration due to behaviors that are 

related to mental health symptoms. 
 3. Accept responsibility for decisions or behaviors that have resulted in ar-

rest, arraignment, or trial. 
 4. Obtain competent, caring legal representation that is knowledgeable about 

mental illness issues for criminal, civil, or probate matters. 
 5. Decrease mental illness symptoms and/or substance abuse, which prompt 

illegal activity or involuntary hospitalization. 
 6. Obtain the least restrictive, most appropriate guardianship status. 
 7. Maintain safety while incarcerated. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the behaviors or symp-
toms that have led to legal in-
volvement. (1, 2, 3, 4) 

 1. Request that the client identify 
his/her history of illegal behaviors 
and the legal system’s responses. 

 2. Review a copy of the client’s 
guardianship stipulations with 
him/her, and why they are in place. 

 3. Obtain information about the cli-
ent’s criminal charges and history 
from other sources (e.g., police or 
attorney reports and court docu-
ments); compare the record with 
his/her disclosed history, inquiring 
about discrepancies. 

 4. Assess the client for a pattern of 
antisocial behavior. 

 2. Identify current criminal charges 
and legal needs. (3, 5) 

 3. Obtain information about the cli-
ent’s criminal charges and history 
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from other sources (e.g., police or 
attorney reports and court docu-
ments); compare the record with 
his/her disclosed history, inquiring 
about discrepancies. 

 5. Assist the client in making deci-
sions about the need for legal 
representation; refer the client to 
an attorney, if necessary. 

 3. Verbalize an understanding of 
the legal system as it relates to 
current legal or criminal charges. 
(6, 7) 

 6. Review the basic legal proceedings 
and the people who are involved 
in a court hearing; quiz the client 
about the role of each person to 
test his/her understanding. 

 7. Display the steps in a criminal 
proceeding graphically, identify-
ing the reason for each step in the 
process (e.g., investigation, ar-
rest, arraignment, pretrial confer-
ences, trial, and sentencing). 

 4. Participate in a complete forensic 
evaluation to assess criminal re-
sponsibility/safety. (8) 

 8. Advocate with the court for and/or 
arrange for a complete psycho-
logical assessment of the client’s 
functioning, including intellectual, 
cognitive, and personality testing, 
to assess the client’s understanding 
of criminal behaviors. 

 5. Present a positive impression in 
the court setting. (9, 10, 11) 

  9. Coach the client in preparation 
for court hearings, such as doing 
personal grooming, clothing se-
lection, and gathering appropri-
ate documentation. 

10. Review normal conventions in a 
court setting with the client (e.g., 
referring to the judge as “Your 
Honor,” standing when the judge 
enters, and waiting for the appro-
priate time to speak) and instruct 
the client about how to be a good 
witness (e.g., tell the truth, only an-
swer the question asked, be pre-
pared for an opposing attorney to 
try to increase his/her anxiety). 
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11. Role-play a court hearing, empha-
sizing the progression of the hear-
ing, typical conventions in the 
courtroom, and being a witness. 

 6. Participate in an evaluation by  
a physician as to the need for 
medication to treat severe and 
persistent mental illness  
symptoms. (12, 13) 

12. Refer the client to a physician or a 
psychiatrist for an evaluation of the 
need for psychiatric medication. 

13. Educate the client about the use 
and expected benefits of psycho-
tropic medications. 

 7. Report side effects and effective-
ness of psychotropic medications 
to the appropriate professional. 
(14, 15) 

14. Monitor the client’s medication 
compliance and effectiveness. 

15. Review the side effects of the 
psychotropic medications the cli-
ent is experiencing and commu-
nicate these to the medical staff. 

 8. Successfully complete jail  
sentence. (16, 17, 18, 19) 

16. With the client’s permission, ad-
vise the jail staff or a jail mental 
health liason about the client’s 
mental illness symptoms; provide 
the jail staff with information and 
training regarding how to work 
with the client. 

17. Advocate with the court and the 
jail system for alternative sen-
tencing/housing options for the 
client as a mentally ill offender 
who is unable to cope with the 
typical jail setting (e.g., tether, a 
mental health unit of the jail). 

18. Assist the client in developing an 
understanding of how his/her 
mental illness symptoms may in-
teract with incarceration (e.g., in-
creased paranoia, more acute 
anxiety, or difficulty managing 
mania). 

19. Monitor the provision of medica-
tion in the corrections setting; ad-
vise the jail staff of the potential 
side effects that they should be 
monitoring, as well as the potential 
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danger resulting from neglecting 
the client’s medications. 

 9. Remain safe while incarcerated. 
(20, 21) 

20. Review personal safety considera-
tions with the client while he/she is 
incarcerated (e.g., how other in-
mates may treat him/her, how to 
get help if threatened or assaulted, 
how to respond to others). 

21. Assist the client in identifying 
assertive, nonviolent responses to 
potentially hostile individuals in a 
jail setting. 

10. Successfully complete probation 
or other sentencing requirements 
that have been set forth by the 
court. (22, 23, 24) 

22. Monitor, facilitate, and encour-
age the client to keep appoint-
ments with the court officers. 

23. Attend probation meetings with 
the client on an intermittent basis 
to facilitate communication; edu-
cate the probation staff about the 
client’s strengths and limitations. 

24. Support or facilitate the client’s 
involvement in court-mandated 
activities to adhere to probation 
requirements (e.g., mental health 
treatment, job procurement, stable 
residence, community service). 

11. Family and support system assist 
the client through the legal  
system. (25, 26) 

25. Educate the client’s family, 
friends, and caregivers about the 
legal system, including allowing 
the client to experience the ap-
propriate legal ramification of 
his/her inappropriate behavior 
(i.e., incarceration if the client 
was not actively psychotic and 
mandatory hospitalization if psy-
chosis is uncontrolled). 

26. Challenge the client’s support sys-
tem to remain in contact with the 
client, despite his/her incarceration. 

12. Take responsibility for illegal 
behaviors. (27, 28) 

27. Request that the client identify 
ways in which his/her illegal be-
haviors have affected others; help 
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the client to empathize by identi-
fying his/her own emotional re-
sponses to prior experiences of 
being victimized. 

28. Encourage the client to provide 
restitution to those whom he/she 
has victimized (e.g., financial reim-
bursement or community service). 

13. Decrease mental illness symp-
toms that contribute to illegal 
behavior. (14, 29, 30) 

14. Monitor the client’s medication 
compliance and effectiveness. 

29. Assist the client in developing an 
understanding of how his/her 
mental illness symptoms contrib-
ute to illegal behaviors. 

30. Refer the client to individual, 
group, or marital therapy to assist 
in developing alternatives to act-
ing out when facing stressful 
circumstances. 

14. Terminate substance use or 
abuse. (31) 

31. Coordinate a substance abuse 
evaluation with an individ-
ual/agency that is familiar with 
chronic mental illness concerns; 
facilitate coordinated mental 
health/substance abuse treatment 
(see the Chemical Dependence 
chapter in this Planner). 

15. Participate in a psychological 
evaluation regarding guardian-
ship. (32) 

32. Coordinate a psychological 
evaluation to facilitate a guardi-
anship hearing, including an as-
sessment of functional decision-
making abilities (e.g., regarding 
treatment, finances). 

16. Obtain the least restrictive, le-
gally necessary guardianship.  
(33, 34, 35) 

33. Assist the family members or 
other parties in obtaining guardi-
anship of the client to increase 
supervision and monitoring of 
his/her behavior and treatment. 

34. Educate the potential guardian 
about person-centered planning 
and the ability of mentally ill 
people to manage many aspects 
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of their lives despite serious and 
persistent symptoms. 

35. Advocate for the client against 
unnecessary or overly restrictive 
guardianship orders or practices. 

17. Execute a treatment order and a 
last will and testament. (36, 37) 

36. Assist the client in developing a 
written description of his/her 
wishes for treatment, emergency 
contact, medication needs, and 
other issues should he/she de-
compensate and become unable 
legally to make such decisions. 

37. Discuss the client’s wishes for 
end-of-life issues, including fu-
neral arrangements, estate disper-
sal, and financial needs. 

18. Verbalize an understanding of all 
legal rights and responsibilities 
regarding treatment. (38, 39) 

38. Focus the client on his/her re-
sponsibilities regarding treat-
ment (e.g., attendance at 
appointments, providing the 
clinician with accurate informa-
tion, confidentiality regarding 
other patients in treatment). 

39. Advocate for the client with other 
clinicians, family members, and 
legal personnel to adhere to the 
client’s rights. 

 

 .    .   

        

 .    .   

        

 .    .   
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DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.10 Schizophrenia, Disorganized Type 
 295.20 Schizophrenia, Catatonic Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 304.20 Cocaine Dependence 
 303.90 Alcohol Dependence 
 312.32 Kleptomania 
 V71.01 Adult Antisocial Behavior 
      
      
Axis II: 301.7 Antisocial Personality Disorder 
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MANIA OR HYPOMANIA 

BEHAVIORAL DEFINITIONS 

 1. Demonstrates loquaciousness or pressured speech. 
 2. Reports flight of ideas or thoughts racing. 
 3. Verbalizes delusional, grandiose, or persecutory beliefs. 
 4. Displays a decreased need for sleep. 
 5. Exhibits psychomotor agitation, restlessness, or agitation. 
 6. Exacerbated loss of natural inhibitions leads to impulsive, self-gratifying 

behaviors, regardless of the consequences to self or others (e.g., buying 
sprees, substance abuse). 

 7. Exhibits an expansive, variable mood that leads to impatience, irritability, 
anger, or assaultiveness when thwarted or confronted. 

 8. Fails to follow through on projects or promises due to an inability to or-
ganize activity in a goal-directed manner. 

 9. Shows a disregard for social mores (e.g., public nudity, erratic driving). 
10. Engages in bizarre dress or grooming patterns. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Reduce psychological energy and return to normal levels of activity, 
good judgment, stable mood, and goal-directed behavior. 

 2. Reduce agitation, impulsivity, and pressured speech while achieving sensitiv-
ity to the consequences of behavior and having more realistic expectations. 



142  THE SEVERE AND PERSISTENT MENTAL ILLNESS TREATMENT PLANNER 

 
 3. Achieve controlled behavior, moderated mood, and more deliberative 

speech and thought processes. 
 4. Achieve a more reality-based orientation. 
 5. Stabilize sleeping pattern and appetite. 
 6. Increase goal-directed behaviors. 
 7. Develop an increased understanding of severe and persistent mental ill-

ness symptoms, as well as an understanding of the indicators of and the 
triggers for decompensation. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe mood state, energy 
level, amount of control over 
thoughts, and sleeping pattern. 
(1, 2) 

 1. Assess the client for classic signs 
of mania: pressured speech, 
impulsive behavior, euphoric 
mood, flight of ideas, reduced 
need for sleep, inflated self-
esteem, and high energy. 

 2. Assess the client’s level of elation: 
hypomanic, manic, or psychotic. 

 2. Agree to placement in an envi-
ronment that ensures safety to 
self and others. (3, 4) 

 3. Perform an assessment of the cli-
ent’s ability to remain safe in the 
community, including level of 
manic behavior, impulsivity, 
natural and programmatic sup-
ports, and access to potentially 
unsafe situations. 

 4. Arrange for admission into a cri-
sis residential unit or psychiatric 
hospital if the client is judged to 
be at imminent risk of harm to 
himself/herself or to others. 
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 3. Maintain community placement 
while managing manic episode.  
(5, 6, 7) 

 5. Develop a short-term, round-the-
clock crisis plan, including mul-
tiple caregivers, psychiatric in-
volvement, and crisis assistance, 
to maintain the client within the 
community.

 6. Remove potentially dangerous 
items, such as sharp objects, weap-
ons, and access to motor vehicles. 

 7. Provide the client with a calm 
setting, including low lighting, 
decreased stimulation (e.g., 
soothing music), and a direct, but 
nonargumentative, approach. 

 4. Cooperate with psychiatric evalua-
tion as to the need for medication 
and/or hospitalization to stabilize 
mood and energy. (8, 9) 

 8. Arrange for a psychiatric evalua-
tion of the client for pharma-
cotherapy (e.g., lithium carbonate, 
Depakote, Lamictil).    

 9. Monitor the client’s reaction to  
the psychotropic medication  
(e.g., compliance, side effects, 
and effectiveness) and intervene 
accordingly.  

 5. Achieve a level of symptom sta-
bility that allows for meaningful 
participation in psychotherapy. 
(10) 

10. Monitor the client’s symptom 
improvement toward stabilization 
sufficient to allow participation in 
psychotherapy.  

 6. Participate in family therapy, or 
individual therapy if family is  
unavailable. (11) 

11. Conduct family-focused treatment 
with the client and significant oth-
ers, or adapt the model to individ-
ual therapy if family therapy is not 
possible (see Bipolar Disorder: 
A Family-Focused Treatment  
Approach by Miklowitz and  
Goldstein).  

 7. Complete psychological testing 
to assess communication patterns  
 

12. Arrange for the administration of 
an objective assessment instrument  
 

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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within the family or with signifi-
cant others. (12) 

for evaluating communication pat-
terns with family/significant others, 
particularly expressed emotion 
(e.g., Perceived Criticism Scale by 
Hooley and Teasdale); evaluate re-
sults and process feedback with the 
client and family.  

 8. Verbalize an understanding of 
the causes for, symptoms of, and 
treatment of manic, hypomanic, 
mixed, and/or depressive epi-
sodes. (13, 14, 15) 

13. Teach the client, family, and rele-
vant others, using all modalities 
necessary, about the signs, symp-
toms, and phasic relapsing nature 
of the client’s mood episodes; des-
tigmatize and normalize.  

14. Teach the client a stress diathesis 
model of bipolar disorder that 
emphasizes the strong role of a 
biological predispoisition to 
mood episodes that is vulnerable 
to stresses that are managable.  

15. Provide the client with a rationale 
for treatment involving ongoing 
medication and psychosocial 
treatment to recognize, manage, 
and reduce biological and psy-
chological vulnerabilities that 
could precipitate relapse.  

 9. Identify and manage sources of 
stress that increase the risk of  
relapse. (16) 

16. Identify the client’s sources of 
stress/triggers of potential relapse 
(e.g., negative events, cognitive in-
terpretations, aversive communica-
tion, poor sleep hygiene, 
medication noncompliance); use 
cognitive and behavioral tech-
niques to address as needed (e.g., 
Cognitive-Behavioral Therapy for 
the Management of Bipolar Disor-
der by Otto and Reilly-
Harrington).  

10. Verbalize acceptance of the need 
to take psychotropic medication 
and commit to prescription  
compliance with blood level 
monitoring. (17, 18, 19) 

17. Use motivational approaches 
(e.g., Enhancing Motivation for 
Change in Substance Abuse by 
Miller) to enhance engagement in 
medication use and compliance; 
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teach him/her the risk for relapse 
when medication is discontinued, 
and work toward a commitment 
to prescription adherence.  

18. Assess factors (e.g., thoughts, 
feelings, stressors) that have pre-
cipitated the client’s prescription 
noncompliance; develop a plan 
for recognizing and addressing 
them (or assign “Why I Dislike 
Taking My Medication” in Adult  
Psychotherapy Homework  
Planner, 2nd ed. by Jongsma).  

19. Educate and encourage the client  
to stay compliant with necessary 
labs involved in regulating is/her 
education levels.  

11. Implement good sleep hygiene. 
(20) 

20. Teach the client about the impor-
tance of good sleep hygiene (or as-
sign “Sleep Pattern Record” in 
Adult Psychotherapy Homework 
Planner, 2nd ed. by Jongsma); as-
sess and intervene accordingly.  

12. Develop a “relapse drill” in 
which roles, responsibilities, and 
a course of action is agreed upon 
in the event that signs of relapse 
emerge. (21, 22) 

21. Educate the client and family 
about the client’s signs and 
symptoms of pending relapse.  

22. Help the client and family draw 
up a relapse drill detailing roles 
and responsibilities (e.g., who 
will call a meeting of the family 
to problem-solve potential re-
lapse; who will call physician, 
schedule a serum level to be 
taken, or emergency services, if 
needed); problem-solve obstacles 
and work toward a commitment 
to adherence with the plan.  

13. Client and family commit to re-
placing aversive communication 
with positive, honest, and re-
spectful communication.  
(23, 24, 25) 

23. Assess and educate the client and 
family about the role of aversive 
communication (e.g., high ex-
pressed emotion) in family dis-
tress and risk for the client’s 
manic relapse.  
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24. Use behavioral techniques (edu-

cation, modeling, role-playing, 
corrective feedback, and positive 
reinforcement) to teach commu-
nication skills including offer-
ring positive feedback, active 
listening, making positive re-
quests of others for behavior 
change, and giving negative 
feedback in an honest and re-
spectful manner.  

25. Assign the client and family 
homework exercises to use and 
record use of newly learned 
communication skills; process  
results in session.  

14. Maintain a reality-based  
orientation. (26) 

26. Use cognitive therapy approaches 
to help the client differentiate be-
tween real and imagined, actual and 
exaggerated losses, abilities, expec-
tations, and the like (see Cognitive-
Behavioral Therapy for the Man-
agement of Bipolar Disorder by 
Otto and Reilly-Harrington).  

15. Terminate self-destructive be-
haviors such as promiscuity, sub-
stance abuse, and the expression 
of overt hostility or aggression. 
(27, 28, 29, 30) 

27. Confront the client’s grandiosity 
and demandingness gradually,  
but firmly.  

28. Refocus the client consistently 
onto the effects of his/her actions, 
emphasizing the impulsive nature 
of manic/hypomanic episodes 
and his/her need to identify these 
symptoms as early as possible.  

29. Increase the client’s sensitivity to 
the effects of his/her behavior 
through the use of role-playing, 
role reversal, and behavioral  
rehearsal.  

30. Identify and confront un-
healthy, impulsive, or manic 
behaviors that occur during 
contacts with the clinician, en-
forcing clear rules and roles in 
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the relationship, as well as im-
mediate, short-term conse-
quences for breaking such 
boundaries.  

16. Client and family implement a 
problem-solving approach to 
addressing current conflicts.  
(31, 32, 33) 

31. Assist the client and family in 
identifying conflicts that can be 
addressed with problem-solving 
techniques.  

32. Use behavioral techniques (educa-
tion, modeling, role-playing, cor-
rective feedback, and positive 
reinforcement) to teach the client 
and family problem-solving skills 
including defining the problem 
constructively and specifically, 
brainstorming options, evaluating 
options, choosing options and im-
plementing a plan, evaluating the 
results, and reevaluating the 
plan.  

33. Assign the client and family 
homework exercises to use and 
record use of newly learned 
problem-solving skills (or as-
sign “Plan Before Acting” in 
Adult Psychotherapy Homework 
Planner, 2nd ed. by Jongsma); 
process results in session.  

17. Report more control over im-
pulses and thoughts, and a 
slower thinking process.  
(34, 35, 36) 

34. Verbally reinforce the client’s 
slower speech and more deliber-
ate thought process.  

35. Reinforce increased control over 
hyperactivity and help the client 
set goals and limits on agitation; 
model and role-play increased 
behavioral control (or assign 
“Plan Before Acting” in Adult 
Psychotherapy Homework Plan-
ner, 2nd ed. by Jongsma).  

36. Monitor the client’s energy level 
and reinforce increased control 
over behavior, pressured speech, 
and expression of ideas.  
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18. Participate in periodic booster 

sessions. (37) 
37. Hold periodic “booster sessions” 

within the first few months after 
therapy to facilitate the client’s 
positive changes; problem-solve 
obstacles to improvement.  

19. Decrease or ameliorate the direct 
effects of hostile, promiscuous, 
or otherwise impulsive manic 
behaviors. (38, 39) 

38. Coordinate testing and follow-up 
treatment for sexually transmitted 
diseases or pregnancy (see the 
Sexuality Concerns chapter in 
this Planner). 

39. Assist the client in negotiating the 
criminal justice system (see the 
Legal Concerns chapter in this 
Planner). 

20. Reestablish relationships that 
have been broken due to the ef-
fects or consequences of severe 
and persistent mental illness 
symptoms. (40, 41) 

40. Assist the client in developing a 
list of relationships that have 
been affected by the client’s  
behavior. 

41. Provide feedback to the client 
about how his/her behaviors or 
verbal messages have an impact 
on others, encouraging healthier 
relationship skills (see the Social 
Skills Deficits chapter in this 
Planner). 

21. Increase understanding of bipo-
lar illness by reading a book on 
the disorder. (42) 

42. Ask the client to read a book on 
Bipolar Disorder (e.g., The Bipo-
lar Disorder Survival Guide by 
Miklowitz). 

 

 .    .   

        

 .    .   

        

 .    .   
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DIAGNOSTIC SUGGESTIONS 

Axis I: 296.xx Bipolar I Disorder 
 298.89 Bipolar II Disorder 
 301.13 Cyclothymic Disorder 
 295.70 Schizoaffective Disorder 
 296.80 Bipolar Disorder NOS 
 310.1 Personality Change Due to . . . [General 

Medical Condition] 
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MEDICATION MANAGEMENT 

BEHAVIORAL DEFINITIONS 

 1. Fails to consistently take psychotropic medications as prescribed. 
 2. Medication interactions are causing negative side effects. 
 3. Verbalizes fears and dislike related to physical and/or emotional side effects 

of prescribed medications. 
 4. Fails to respond as expected to a prescribed medication regimen. 
 5. Lacks knowledge of medications’ usefulness and potential side effects. 
 6. Makes statements of an unwillingness to take prescribed medications. 
 7. Consumes alcohol or illicit drugs along with psychotropic medications. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Regular, consistent use of psychotropic medications at the prescribed dos-
age, frequency, and duration. 

 2. Decreased side effects of psychotropic medication through effective, 
timely regulation of dosage and type of medication  

 3. Increased understanding of the psychotropic medication dosage, the side 
effects, and the reasons for being prescribed.  

 4. Decreased frequency and intensity of psychotic and other severe mental 
illness symptoms. 

 5. Support network of family, clinicians, and caregivers assist in taking pre-
scribed medication. 
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SHORT-TERM 
OBJECTIVES   

THERAPEUTIC 
INTERVENTIONS 

 1. List all medications that are cur-
rently being prescribed and  
consumed. (1, 2, 3) 

 1. Request that the client identify all 
currently prescribed medications, 
including names, times adminis-
tered, and dosage. 

 2. Request that the client provide an 
honest, realistic description of 
his/her medication compliance; 
compare this with his/her medical 
chart. 

 3. Arrange for the client to obtain 
blood level tests to assess for medi-
cations expected to be present. 

 2. Describe thoughts and feelings 
about medication use and will-
ingness or unwillingness to ex-
plore personal use. (4) 

 4. Conduct motivational interview-
ing to assess the client’s stage of 
preparation for change; intervene 
accordingly, moving from build-
ing motivation, through strength-
ening commitment to change, to 
participation in treatment (see 
Motivational Interviewing by 
Miller and Rollnick).  

 3. Identify and replace misinforma-
tion and mistaken beliefs that 
support medication noncom-
pliance. (5, 6, 7, 8) 

 5. Request that the client identify 
the reason for the use of each 
medication; correct any misin-
formation regarding the medica-
tion’s expected effects, the 

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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acceptable dosage levels, and the 
possible side effects.  

 6. Request that the client describe 
fears that he/she may experience 
regarding the use of the medica-
tion; cognitively restructure these 
fears, correcting myths and misin-
formation while paying particular 
attention to the following com-
mon biases: underestimating bene-
fits of medication therapy, 
overestimating the threat posed by 
side effects, beliefs that medica-
tions are not necessary, beliefs that 
medication is harmful or part of a 
conspiracy, and beliefs that medi-
cation could change his/her per-
sonality or make him/her 
addicted.  

 7. Do “behavioral experiments” in 
which biased predictions about 
medication are tested against the 
client’s past, present, and/or future 
experience using the medication.  

 8. Reinforce the client’s positive, 
reality-based cognitive messages 
that enhance medication prescrip-
tion compliance.  

 4. Family members enroll in a 
multi-family group educational 
program for families of the men-
tally ill. (9) 

 9. Refer the family to a multifamily 
group psychoeducational pro-
gram (see Multifamily Groups in 
the Treatment of Severe Psychiat-
ric Disorders by McFarlane) to 
increase understanding of severe 
and persistent mental illness and 
the need for medication.  

 5. The client and family participate 
in a family-focused therapy. (10) 

10. Conduct or refer the client and 
family to a therapy based on the 
principles of family-focused 
treatment (e.g., see Bipolar Dis-
order: A Family-Focused Treat-
ment Approach by Miklowitz and 
Goldstein).  
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 6. Cooperate with a psychiatric 
evaluation. (11) 

11. Arrange for a psychiatric evalua-
tion to assess the client’s need for 
modification to his/her current psy-
chotropic medication regimen.  

 7. Report the side effects and the 
effectiveness of the medications 
to the appropriate  
professional(s). (12, 13) 

12. Review the potential side effects 
of the medication with the client 
and the medical staff.  

13. Obtain a written release of infor-
mation from the client to his/her 
primary physician or other health 
care providers to allow for inform-
ing them of the medications, side  
effects, and benefit that the client is  
experiencing.  

 8. Identify the financial resources for 
payment for medication. (14, 15) 

14. Assist the client in obtaining and 
maintaining employment (see 
the Employment Problems 
chapter in this Planner) or enti-
tlements (e.g., Medicaid, Social 
Security Disability). 

15. Coordinate the client’s access to 
free or low-cost medication pro-
grams through drug manufacturers 
or other resources, or the use of 
generic drugs, where appropriate. 

 9. Verbalize any thoughts of suicide. 
(16, 17, 18) 

16. Assess the client’s suicidal idea-
tion, taking into account the ex-
tent of ideation, the presence of a 
primary and a backup plan, past 
attempts, and family history. 

17. Remove potentially lethal medi-
cation from the client’s immedi-
ate access, if necessary. 

18. Refer the client to crisis residen-
tial placement or to a psychiatric 
hospital when it is assessed that 
he/she may not be able to control 
suicidal intent. 

10. Cooperate with in-depth diag-
nostic procedures to accurately 
assess symptoms and medication 
effectiveness. (19) 

19. Arrange for personality testing 
for the client or other objective 
diagnostic evaluations to assist in 
diagnosis. 
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11. Modify lifestyle to minimize the 

negative effects on medication 
effectiveness and side effects. 
(20) 

20. Arrange for the client to receive 
information about lifestyle habits 
(e.g., tobacco use, diet), that can 
be modified to decrease the side 
effects of the medication. 

12. Develop an increased ownership 
of the medication regimen. (21) 

21. Coordinate with the prescribing 
physician for the dosage to be 
within a certain range, when pos-
sible (e.g., 2 or 3 milligrams per 
day), to increase the client’s 
authority over his own regimen; 
encourage client consultation 
with his/her clinician in adjusting 
the variable dosages. 

13. Take the medications as adminis-
tered by a caregiver or a family 
member. (22, 23) 

22. Assess the client’s ability to prop-
erly self-administer medications 
and arrange for supervision, if 
necessary. 

23. After obtaining the proper release 
of information from the client, 
request assistance from family 
members, roommates, peers, or 
caregivers to administer the 
medications to the client. 

14. Take the medications responsibly 
on a single, day-to-day basis.  
(22, 24, 25) 

22. Assess the client’s ability to prop-
erly self-administer medications 
and arrange for supervision, if 
necessary. 

24. Arrange for daily medication 
drop-offs to the client, with in-
structions on which dosages to 
take at each time of day. 

25. Encourage the client to take his/her 
medications at a specific, consistent 
place and time every day. 

15. Take the medications responsibly 
on a week-to-week basis. (25, 26) 

25. Encourage the client to take his/her 
medications at a specific, consistent 
place and time every day. 

26. Arrange for prescriptions to be dis-
tributed in a multidose, compart-
mentalized daily medication box; 
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monitor the client for accurate us-
age of the pillbox. 

16. Take the medications responsibly 
on an ongoing, permanent basis. 
(27, 28) 

27. Monitor the client’s use of  
medications and accurate pill 
counts in pill bottles, on a  
sporadic basis. 

28. Coordinate for all of the client’s 
prescriptions (including nonpsy-
chiatric medications) to be ob-
tained from the same pharmacy. 

17. Accept assistance from family 
members, peers, and others re-
garding the medication usage.  
(29, 30, 31) 

29. Coordinate family or couples 
therapy to promote an under-
standing of the client’s illness and 
the impact of that illness on the 
client’s and the family’s needs. 

30. Train family members, peers, and 
others in the proper use and admini-
stration of medications, to encour-
age or reinforce the client when 
he/she complies, and to communi-
cate issues to the clinician(s). 

31. Coordinate family members in 
providing the client with transpor-
tation to the clinic or pharmacy. 

18. Express social concerns that are 
related to the medication usage. 
(32) 

32. Request that the client identify 
social concerns that he/she may 
experience regarding medication 
usage (e.g. stigmatization, loss of 
independence); process these 
concerns to resolution. 

19. Obtain a more simplified admini-
stration of the medications. (33) 

33. Advocate with a physician for less 
complicated dosing times for the 
client’s medications, including 
longer acting or time released. 

20. Describe the extent of alcohol or 
illicit drug use. (34) 

34. Explore and assess the client’s 
use of alcohol or illicit drugs. 

21. Terminate substance use or 
abuse. (35, 36) 

35. Provide the client with informa-
tion about the negative effects of 
substance abuse on his/her symp-
toms and the depotentiating ef-
fect of substances on his/her 
medications. 
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36. Refer the client for substance abuse 

treatment (see the Chemical De-
pendence chapter in this Planner). 

22. Verbalize positive feelings about 
the improvement that is resulting 
from the medication’s  
effectiveness. (37) 

37. Request that the client identify 
how the reduction in mental ill-
ness symptoms has improved 
his/her social or family system; 
reinforce functioning and con-
tinued medication usage.  

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 304.80 Polysubstance Dependence 
 V15.81 Noncompliance With Treatment 
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OBSESSIVE-COMPULSIVE  
DISORDER (OCD) 

BEHAVIORAL DEFINITIONS 

 1. Intrusive, recurrent and unwanted thoughts, images, or impulses that dis-
tress and/or interfere with the client’s daily routine, job performance, or 
social relationships. 

 2. Fails attempts to ignore or control these thoughts or impulses or neutralize 
them with other thoughts and actions. 

 3. Recognizes that obsessive thoughts are a product of his/her own mind. 
 4. Repetitive and/or excessive mental or behavioral actions are done to 

neutralize or prevent discomfort or some dreaded outcome. 
 5. Acknowledges repetitive behaviors as excessive and unreasonable. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Reduce the frequency, intensity, and duration of obsessions. 
 2. Reduce time involved with or interference from obsessions and compulsions. 
 3. Function daily at a consistent level with minimal interference from obses-

sions and compulsions. 
 4. Resolve key life conflicts and the emotional stress that fuels obsessive-

compulsive behavior patterns. 
 5. Let go of key thoughts, beliefs, and past life events in order to maximize 

time free from obsessions and compulsions. 
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 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history of anxiety 
symptoms. (1, 2) 

 1. Focus on developing a level of 
trust with the client; provide sup-
port and empathy to encourage 
the client to feel safe in express-
ing his/her OCD symptoms. 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
obsessions and compulsions (e.g., 
The Anxiety Disorders Interview 
Schedule for the DSM-IV by 
Brown, DiNardo, and Barlow). 

 2. Complete psychological tests de-
signed to assess and track the na-
ture and severity of obsessions 
and compulsions. (3) 

 3. Administer a measure of OCD to 
further assess its depth and 
breadth (e.g., The Yale-Brown 
Obsessive Compulsive Scale by 
Goodman and colleagues). 

 3. Obtain a complete physical 
evaluation to rule out medical 
and substance related etiologies 
for anxiety symptoms. (4, 5) 

 4. Refer the client to a general phy-
sician for a complete physical ex-
amination to evaluate for any 
organic basis for the anxiety. 

 5. Assist the client in following up 
on the recommendations from a 
physical evaluation, including 
medications, lab work, or spe-
cialty assessments. 

 4. Identify any foods, alcohol, or 
street drugs that could be trigger-
ing anxiety. (6, 7) 

 6. Review the client’s use of nonpre-
scription medications, psychoac-
tive chemicals (e.g., nicotine, 
caffeine, alcohol, or street drugs) 
and their relationship to symptoms; 
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refer to physician for further re-
view, if indicated. 

 7. Recommend the termination of 
consumption of substances that 
could trigger anxiety; refer for 
substance abuse evaluation or 
treatment, if indicated. 

 5. Differentiate between symptoms 
that are related to anxiety versus 
those that are related to severe 
and persistent mental illness.  
(2, 3, 8, 9, 10) 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
obsessions and compulsions (e.g., 
The Anxiety Disorders Interview 
Schedule for the DSM-IV by 
Brown, DiNardo, and Barlow). 

 3. Administer a measure of OCD to 
further assess its depth and 
breadth (e.g., The Yale-Brown 
Obsessive Compulsive Scale by 
Goodman and colleagues). 

 8. Help the client differentiate 
symptoms that are a direct effect 
of his/her severe and persistent 
mental illness (e.g., a product of 
delusion), as opposed to a sepa-
rate diagnosis of an anxiety  
disorder. 

 9. Acknowledge that both real and 
delusional experiences can cause 
anxiety, providing support to the 
client. 

10. Utilizing a description of anxiety 
symptoms such as that found in 
Bourne’s The Anxiety and Pho-
bia Workbook, help the client to 
identify with a specific diagnostic 
classification. 

 6. Cooperate with a medication 
evaluation. (11) 

11. Refer the client to a physician for 
an evaluation as to the need for 
psychotropic medication.     
 
 

 indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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 7. Report a decrease in anxiety 

symptoms through regular use of 
psychotropic medication. (12, 13) 

12. Educate the client about the use 
and expected benefits of the 
medication.  

13. Monitor the client’s medication 
compliance, adverse events, and 
effectiveness; reinforce consistent 
use of effective medication.  

 8. Participate in small group expo-
sure and ritual prevention ther-
apy for obsessions and 
compulsions. (14) 

14. Enroll the client in intensive 
(e.g., daily) or nonintensive (e.g., 
weekly) small (closed enroll-
ment) group exposure and ritual 
prevention therapy for OCD (see 
Obsessive-Compulsive Disorder 
by Foa and Franklin).  

 9. Verbalize an understanding of 
the rationale for treatment of 
OCD. (15, 16) 

15. Assign the client to read psycho-
educational chapters of books or 
treatment manuals on the rationale 
for exposure and ritual prevention 
therapy and/or cognitive restruc-
turing for OCD (e.g., Mastery of 
Obsessive-Compulsive Disorder by 
Kozak and Foa; or Stop Obsessing 
by Foa and Wilson.)  

16. Discuss how treatment serves as an 
arena to desensitize learned fear, 
reality test obsessional fears and 
underlying beliefs, and build con-
fidence in managing fears without 
compulsions (see Mastery of  
Obsessive-Compulsive Disorder  
by Kozak and Foa).  

10. Identify and replace biased, fear-
ful self-talk and beliefs. (17) 

 17. Explore the client’s schema and 
self-talk that mediate his/her obses-
sional fears and compulsive behav-
ior; assist him/her in generating 
thoughts that correct for the biases; 
use behavioral experiments to test 
fearful versus alternative predic-
tions (see Mastery of Obsessive-
Compulsive Disorder by Kozak and 
Foa; or Obsessive-Compulsive Dis-
order by Salkovskis and Kirk).  
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11. Implement the use of the 
“thought-stopping” technique in 
conjunction with other “self-
talk” work to reduce the fre-
quency of obsessive thoughts. 
(18, 19) 

18. Teach the client to interrupt ob-
sessive thoughts using the 
“thought-stopping” technique of 
shouting STOP to himself/herself 
silently while picturing a red traf-
fic signal and then thinking about 
a calming scene.  

19. Assign the client to implement 
the “thought-stopping” technique 
on a daily basis between sessions 
(or assign “Making Use of the 
Thought-Stopping Technique” in 
Adult Psychotherapy Homework 
Planner, 2nd ed. by Jongsma); 
review implementation, reinforc-
ing success, and redirecting for 
failure.  

12. Undergo repeated imaginal ex-
posure to feared external and/or 
internal cues. (20, 21, 22) 

20. Assess the nature of any external 
cues (e.g., persons, objects, situa-
tions) and internal cues (e.g., 
thoughts, images, impulses) that 
precipitate the client’s obsessions 
and compulsions.  

21. Direct and assist the client in con-
struction of a hierarchy of his/her 
feared internal and external fear 
cues.  

22. Select initial imaginal exposures to 
the internal and/or external OCD 
cues that have a high likelihood of 
being a successful experience for 
the client: do cognitive restructur-
ing within and after the exposure 
(see Mastery of Obsessive-
Compulsive Disorder by Kozak 
and Foa; or Treatment of  
Obsessive-Compulsive Disorder by 
McGinn and Sanderson).  

13. Complete homework assign-
ments involving in vivo exposure 
to feared external and/or internal 
cues. (23) 

23. Assign the client a homework ex-
ercise in which he/she repeats the 
exposure to the internal and/or ex-
ternal OCD cues using restructured 
cognitions between sessions and 
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records responses (or assign “Re-
ducing the Strength of Compulsive 
Behaviors” in Adult Psychotherapy 
Homework Planner, 2nd ed. by 
Jongsma); review during next ses-
sion, reinforcing success and pro-
viding corrective feedback toward 
improvement (see Mastery of  
Obsessive-Compulsive Disorder by 
Kozak and Foa).  

14. Implement relapse prevention 
strategies for managing possible 
future anxiety symptoms.  
(24, 25, 26, 27) 

24. Discuss with the client the distinc-
tion between a lapse and relapse, 
associating a lapse with an initial 
and reversible return of symp-
toms, fear, or urges to avoid and 
relapse with the decision to return 
to fearful and avoidant patterns.  

25. Identify and rehearse with the 
client the management of future 
situations or circumstances in 
which lapses could occur.  

26. Instruct the client to routinely use 
strategies learned in therapy (e.g., 
continued exposure to previously 
feared external or internal cues 
that arise) to prevent relapse into 
obsessive-compulsive patterns.  

27. Schedule periodic maintenance 
sessions to help the client main-
tain therapeutic gains and adjust 
to life without OCD (see Hiss, 
Foa, and Kozak, [1994] for a de-
scription of relapse prevention 
strategies for OCD).  

15. Include significant others in facili-
tating implementation of new 
anxiety reduction techniques. (28) 

28. Enlist the help of the client’s sup-
port system in implementing and 
maintaining their therapeutic gains. 

16. Identify key life conflicts that 
raise anxiety. (29)  

29. Explore the client’s life circum-
stances to help identify key unre-
solved conflicts. 

17. Verbalize and clarify feelings con-
nected to key life conflicts. (30) 

30. Encourage, support, and assist 
the client in identifying and ex-
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pressing feelings related to key 
unresolved life issues. 

18. Implement the Ericksonian task 
designed to interfere with OCD. 
(31) 

31. Develop and assign an Ericksonian 
task (e.g., if obsessed with a loss, 
give the client the task to visit, send 
a card, or bring flowers to some-
one who has lost someone) to the 
client that is centered on the obses-
sion or compulsion and assess the 
results with the client. 

19. Develop and implement a daily 
ritual that interrupts the current 
pattern of compulsions. (32) 

32. Help the client create and imple-
ment a ritual (e.g., find a task that 
the client finds necessary but 
very unpleasant, and have 
him/her do this task each time 
he/she finds thoughts becoming 
obsessive); follow up with the 
client on the outcome of its im-
plementation and make and nec-
essary adjustments. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 300.3 Obsessive-Compulsive Disorder 
 300.00 Anxiety Disorder NOS 
 296.xx Major Depressive Disorder 
      
      
   
Axis II: 301.4 Obsessive-Compulsive Personality Disorder 
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PANIC/AGORAPHOBIA 

BEHAVIORAL DEFINITIONS 

 1. Complains of unexpected, sudden, debilitating panic symptoms (e.g., 
shallow breathing, sweating, heart racing or pounding, dizziness, deper-
sonalization or derealization, trembling, chest tightness, fear of dying or 
losing control, nausea) that have occurred repeatedly resulting in persist-
ing concern about having additional attacks.  

 2. Demonstrates marked avoidance of activities or environments due to fear 
of triggering intense panic symptoms, resulting in interference with nor-
mal routine. 

 3. Acknowledges a persistence of fear in spite of the recognition that the 
fear is unreasonable. 

 4. Increasingly isolates self due to fear of traveling or leaving a “safe envi-
ronment” such as home. 

 5. Avoids public places or environments with large groups of people such as 
malls or big stores. 

 6. Displays no evidence of agoraphobia. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Reduce the frequency, intensity, and duration of panic attacks. 
 2. Reduce the fear that panic symptoms will recur without the ability to 

manage them. 
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 3. Reduce the fear of triggering panic and eliminate avoidance of activities 
and environments thought to trigger panic. 

 4. Increase comfort in freely leaving home and being in a public environment. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history of anxiety 
symptoms. (1, 2, 3) 

 1. Focus on developing a level of 
trust with the client; provide sup-
port and empathy to encourage 
the client to feel safe in express-
ing his/her panic symptoms. 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
panic symptoms, fear, and avoid-
ance (e.g., The Anxiety Disorders 
Interview Schedule for the DSM-IV 
by Brown, DiNardo, and Barlow). 

 3. Assess the nature of any stimulus, 
thoughts, or situations that 
precipitate the client’s panic. 

 2. Complete psychological tests  
designed to assess the depth  
of agoraphobia and anxiety  
sensitivity. (4, 5) 

 4. Administer a fear survey to fur-
ther assess the depth and breadth 
of agoraphobic responses (e.g., 
The Mobility Inventory for Ago-
raphobia by Chambless, Caputo, 
Jasin, Gracel, and Williams). 

 5. Administer a measure of fear of 
anxiety symptoms to further as-
sess its depth and breadth (e.g., 
The Anxiety Sensitivity Index by 
Reiss, Peterson, and Gursky). 
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 3. Obtain a complete physical 

evaluation to rule out medical 
and substance-related etiologies 
for anxiety symptoms. (6, 7) 

 6. Refer the client to a general phy-
sician for a complete physical ex-
amination to evaluate for any 
organic basis for the anxiety. 

 7. Assist the client in following up 
on the recommendations from a 
physical evaluation, including 
medications, lab work, or spe-
cialty assessments. 

 4. Identify any foods, alcohol, or 
street drugs that could be trigger-
ing anxiety. (8, 9) 

 8. Review the client’s use of non-
prescription medications, 
psychoactive chemicals (e.g., 
nicotine, caffeine, alcohol abuse, 
street drugs) and their relation-
ship to symptoms. 

 9. Recommend the termination of 
consumption of substances that 
could trigger anxiety; refer for 
substance abuse evaluation or 
treatment if indicated. 

 5. Differentiate between symptoms 
that are related to anxiety versus 
those that are related to severe 
and persistent mental illness.  
(2, 3, 10, 11, 12) 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
panic symptoms, fear, and avoid-
ance (e.g., The Anxiety Disorders 
Interview Schedule for the DSM-IV 
by Brown, DiNardo, and Barlow). 

 3. Assess the nature of any stimulus, 
thoughts, or situations that 
precipitate the client’s panic. 

10. Help the client differentiate symp-
toms that are a direct effect of 
his/her severe and persistent mental 
illness (e.g., a product of delusion), 
as opposed to a separate diagnosis 
of an anxiety disorder. 

11. Acknowledge that both real and 
delusional experiences can cause 
anxiety, providing support to the 
client. 

12. Utilizing a description of anxiety 
symptoms such as that found in 
Bourne’s The Anxiety and  
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Phobia Workbook, help the client 
to identify with a specific diag-
nostic classification. 

 6. Cooperate with a medication 
evaluation. (13) 

13. Refer the client to a physician for 
an evaluation as to the need for 
psychotropic medications.  

 7. Report a decrease in anxiety symp-
toms through regular use of psy-
chotropic medications. (14, 15) 

14. Educate the client about the use 
and expected benefits of the 
medication.  

15. Monitor the client’s medication 
compliance, adverse events, and 
effectiveness; reinforce consistent 
use of effective medication.  

 8. Verbalize an accurate under-
standing of panic attacks and 
agoraphobia. (16, 17) 

16. Discuss how panic attacks are 
false alarms of danger, not medi-
cally dangerous, not a sign of 
weakness or craziness, common, 
but often lead to fear and unnec-
essary avoidance.  

17. Assign the client to read psycho-
educational chapters of books or 
treatment manuals on panic dis-
orders and agoraphobia (e.g., 
Mastery of Your Anxiety and 
Panic by Craske and Barlow; or 
Don’t Panic: Taking Control of 
Anxiety Attacks by Wilson).  

 9. Verbalize an understanding of 
the rationale for treatment of 
panic. (18, 19) 

18. Educate the client as to how  
exposure serves as an arena to 
desensitize learned fear, build 
confidence, and feel safer by 
building a new history of success 
experiences.  

19. Assign the client to read about  
exposure-based therapy in chapters 
of books or treatment manuals on 
panic disorders and agoraphobia 
(e.g., Mastery of Your Anxiety and 

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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Panic by Craske and Barlow; or 
Living with Fear by Marks).  

10. Implement calming and coping 
strategies to reduce overall anxi-
ety and to manage panic  
symptoms. (20, 21, 22) 

20. Teach the client progressive mus-
cle relaxation as a daily exercise 
for general relaxation and train 
him/her in the use of coping 
strategies (e.g., staying focused 
on behavioral goals, muscular re-
laxation, evenly paced dia-
phragmatic breathing, positive 
self-talk) to manage symptom  
attacks.  

21. Teach the client to keep focus on 
external stimuli and behavioral 
responsibilities during panic 
rather than being preoccupied 
with internal focus on physio-
logical changes.  

22. Assign the client to read about 
progressive muscle relaxation and 
paced diaphragmatic breathing in 
books or treatment manuals on 
panic disorder and agoraphobia 
(e.g., Mastery of Your Anxiety and 
Panic by Craske and Barlow).  

11. Practice positive self-talk that 
builds confidence in the ability 
to endure anxiety symptoms 
without serious consequences.  
(23, 24) 

23. Consistently reassure the client of 
no connection between panic 
symptoms and heart attack, loss of 
control over behavior, or serious 
mental illness (“going crazy”).  

24. Use modeling and behavioral 
rehearsal to train the client in 
positive self-talk that reassures 
him/her of the ability to endure 
anxiety symptoms without seri-
ous consequences.  

12. Identify, challenge, and replace 
biased, fearful self-talk that ex-
acerbates panic symptoms with 
reality-based, positive self-talk.  
(25, 26, 27) 

25. Explore the client’s schema and 
self-talk that mediate his/her fear 
response, challenge the biases; as-
sist him/her in replacing the dis-
torted messages with self-talk  
that does not overestimate the  
likelihood of catastrophic out-
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comes, nor underestimate the  
ability to cope with panic  
symptoms.  

26. Assign the client to read about 
cognitive restructuring in books 
or treatment manuals on panic 
disorder and agoraphobia (e.g., 
Mastery of Your Anxiety and 
Panic by Craske and Barlow).  

27. Assign the client a homework 
exercise in which he/she identi-
fies fearful self-talk and creates 
reality-based alternatives; review 
and reinforce success, providing 
corrective feedback for failure 
(see 10 Simple Solutions to Panic 
by Antony and McCabe; or Mas-
tery of Your Anxiety and Panic 
by Craske and Barlow).  

13. Participate in gradual, repeated 
exposure to feared physical sen-
sations until they are no longer 
frightening to experience.   
(28, 29, 30) 

28. Teach the client a sensation expo-
sure technique in which he/she 
generates feared physical sensa-
tions through exercise (e.g., 
breathes rapidly until slightly 
lightheaded, spins in chair briefly 
until slightly dizzy), then uses cop-
ing strategies (e.g., staying focused 
on behavioral goals, muscular re-
laxation, evenly paced diaphrag-
matic breathing, positive self-talk) 
to calm himself/herself down; re-
peat exercise until anxiety wanes 
(see 10 Simple Solutions to Panic 
by Antony and McCabe; or Mas-
tery of Your Anxiety and Panic: 
Therapist Guide by Craske and 
Barlow).  

29. Assign the client to read about 
sensation (interoceptive) exposure 
in books or treatment manuals on 
panic disorder and agoraphobia 
(e.g., Mastery of Your Anxiety and 
Panic by Craske and Barlow; 10  
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Simple Solutions to Panic by  
Antony and McCabe).  

30. Assign the client a homework 
exercise in which he/she does 
sensation exposures and records 
the experience (e.g., Mastery of  
Your Anxiety and Panic by 
Craske and Barlow; or 10 Simple 
Solutions to Panic by Antony 
and McCabe); review and rein-
force success, providing correc-
tive feedback for failure.  

14. Participate in gradual repeated 
exposure to feared or avoided 
situations in which an agorapho-
bic symptom attack and its nega-
tive consequences are feared.  
(31, 32, 33, 34) 

31. Direct and assist the client in con-
struction of a hierarchy of anxiety-
producing situations associated 
with the phobic response.  

32. Select initial exposures that have 
a high likelihood of being a suc-
cessful experience for the client; 
develop a plan for managing the 
symptoms and rehearse the plan 
in imagination.  

33. Assign the client to read about 
situational (exteroceptive) expo-
sure in books or treatment manu-
als on panic disorder and 
agoraphobia (e.g., Mastery of 
Your Anxiety and Panic by 
Craske and Barlow; or Living 
With Fear by Marks).  

34. Assign the client a homework exer-
cise in which he/she does situational 
exposures and records responses 
(e.g., Mastery of Your Anxiety and 
Panic by Craske and Barlow; or 10 
Simple Solutions to Panic by  
Antony and McCabe); review and  
reinforce success, providing cor-
rective feedback for failure.  

15. Implement relapse prevention 
strategies for managing possible  
 

35. Discuss with the client the distinc-
tion between a lapse and relapse,  
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future anxiety symptoms.  
(35, 36, 37, 38) 

associating a lapse with an initial 
and reversible return of symptoms, 
fear, or urges to avoid and relapse 
with the decision to return to fear-
ful and avoidant patterns.  

36. Identify and rehearse with the 
client the management of future 
situations or circumstances in 
which lapses could occur.  

37. Instruct the client to routinely use 
strategies learned in therapy (e.g., 
cognitive restructuring, expo-
sure), building them into his/her 
life as much as possible.  

38. Develop a “coping card” on 
which coping strategies and other 
important information (e.g., “pace 
your breathing,” “focus on the 
task at hand,” “you can manage 
it,” “it will go away”) are written 
for the client’s later use.  

16. Verbalize the costs and benefits 
of remaining fearful and 
avoidant. (39) 

39. Probe for the presence of secon-
dary gain that reinforces the cli-
ent’s panic symptoms through 
escape or avoidance mechanisms; 
challenge the client to remain in 
feared situations and to use cop-
ing skills to endure. 

17. Verbalize the separate realities of 
the irrationally feared object or 
situation and the emotionally 
painful experience from the past 
that has been evoked by the 
phobic stimulus. (40, 41) 

40. Clarify and differentiate between 
the client’s current irrational fear 
and past emotional pain. 

41. Encourage the client’s sharing of 
feelings associated with past trau-
mas through active listening, 
positive regard, and questioning. 

18. Commit self to not allowing panic 
symptoms to take control of life 
and lead to a consistent avoidance 
of normal responsibilities. (42) 

42. Support the client in following 
through with work, family, and so-
cial activities rather than escaping or 
avoiding them to focus on panic. 

19. Include significant others in facili-
tating implementation of new 
anxiety reduction techniques. (43) 

43. Enlist the help of the client’s sup-
port system in implementing 
anxiety reduction techniques. 
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20. Return for a follow-up session to 

track progress, reinforce gains, 
and problem-solve barriers. (44) 

44. Schedule a booster session for the 
client one to three months after 
therapy ends. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 300.01 Panic Disorder Without Agoraphobia 
 300.21 Panic Disorder With Agoraphobia 
 300.22 Agoraphobia Without History of Panic Disorder 
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PARANOIA 

BEHAVIORAL DEFINITIONS 

 1. Describes fixed persecutory delusions regarding others, their intentions, 
and possible harm. 

 2. Demonstrates extreme and consistent distrust of others without sufficient 
basis. 

 3. Verbalizes expectations of being exploited or harmed by others. 
 4. Misinterprets benign events as having a threatening personal significance. 
 5. Describes auditory or visual hallucinations suggesting harm, threats to 

safety, or disloyalty. 
 6. Avoids others out of fear of being hurt or taken advantage of. 
 7. Is easily offended, with angry, defensive responses. 
 8. Is resistant to treatment due to irrational persecutory beliefs (e.g., medica-

tion is poison, the clinician is an enemy). 
 9. Has the potential for being violent as a defensive reaction to delusional or 

hallucinatory content of some person or agency being a threat to self or 
others. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Reestablish and maintain reality-based orientation that is free from bi-
zarre, suspicious thoughts or beliefs. 
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 2. Show more trust in others by speaking positively of them and reporting 

comfort in socializing. 
 3. Develop realistic expectations of safety and risks that are related to inter-

action with others. 
 4. Learn coping skills to reduce effects of hallucinations or delusions. 
 5. Develop trustful relationships at work, at home, and in the community. 
 6. Reduce the level of vigilance around others. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history, nature, and 
extent of paranoid ideation, pos-
sible triggers for it, and coping 
methods. (1, 2, 3, 4, 5) 

 1. Request that the client identify 
his/her history of persecutory 
hallucinations, delusions, or other 
paranoid symptoms. 

 2. Explore the nature and depth of the 
client’s current feelings or ideas of 
paranoia. 

 3. Conduct an Antecedent and Cop-
ing Interview (ACI) in which 
emotional and behavioral reac-
tions, coping strategies, and other 
relevant consequences are as-
sessed for each symptom related 
to paranoid ideation (see The Use 
of Coping Strategies and Self-
Regulation in the Treatment of 
Psychosis by Tarrier). 

 4. Arrange for psychological testing 
to assess the extent and severity 
of paranoid symptoms. 

 5. Obtain information about the cli-
ent’s paranoid statements or 
behaviors from family members, 
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police, guardian, or others who 
are familiar with the client. 

 2. Stabilize the current acute para-
noid episode. (6, 7, 8, 9, 10) 

 6. Assess the client’s immediate abil-
ity to maintain reality orientation 
and to not be a threat to the safety 
of himself/herself and others. 

 7. Provide the client with direct, basic 
instructions and with firm reassur-
ances of his/her safety, confidenti-
ality, and level of control. 

 8. Refer the client for immediate 
evaluation by a psychiatrist 
regarding psychotic symptoms 
and the need for psychiatric 
hospitalization. 

 9. Coordinate voluntary or involun-
tary psychiatric hospitalization if 
the client is so out of touch with 
reality as to pose a threat to him-
self/herself or others. 

10. Arrange for the client to remain 
in a stable, supervised situation, 
including crisis adult foster care 
(AFC) placement or a friend/ 
family member’s home at least 
until the acute psychotic episode 
is stabilized. 

 3. Demonstrate a trusting relation-
ship with a clinician by disclos-
ing feelings and beliefs.  
(11, 12, 13, 14) 

11. Provide the client with empathic 
listening, displaying respect by 
accepting him/her, despite his/her 
angry or delusional presentation, 
but do not confirm the paranoid 
delusion. 

 12. Demonstrate a calm demeanor 
when the client discloses bizarre or 
antagonistic beliefs, to decrease 
his/her fear of rejection. 

 13. Reflect that the client’s presenta-
tion, posture, and facial expression 
indicate intense emotion; show em-
pathy for the client who is experi-
encing significant distress. 
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 14. Ask the client open-ended ques-
tions about some of his/her delu-
sions or paranoid beliefs; refrain 
from arguing with the client about 
the validity of his/her beliefs. 

 4. Cooperate with a physician’s 
evaluation for medical or or-
ganic causes of paranoia.  
(15, 16, 17) 

15. Refer the client for a complete 
physical evaluation to rule out or 
treat medical or organic causes 
for the client’s paranoia. 

16. Refer the client for an assessment 
of sensory loss (e.g., vision or 
hearing). 

17. Coordinate the client’s follow-up 
on evaluation concerns, such as 
prescriptions, lab work, or spe-
cialized assessments. 

 5. Comply with a neuropsychologi-
cal assessment to rule out organic 
etiology as a basis for paranoid 
ideation. (18) 

 18. Refer the client for a neuropsy-
chological assessment to rule out 
cognitive disorders such as de-
mentia as the cause for  
paranoia. 

 6. Describe the frequency and 
amount of alcohol or street drug 
use. (19) 

19. Assess the client’s nature and de-
gree of substance use and the ef-
fect that this may have on his/her 
reality orientation and paranoia. 

 7. Consent to treatment for sub-
stance abuse. (20) 

20. Refer or treat the client for sub-
stance abuse (see the Chemical De-
pendence chapter in this Planner). 

 8. Agree to participate in a medica-
tion treatment for paranoid  
thinking. (21) 

21. Gently work to help the client 
understand that his/her delusional 
persecutory beliefs are based in a 
mental illness, not in reality; edu-
cate the client about the potential 
benefit of medication treatment 
for his/her mental illness.     

 9. Cooperate with a referral to a 
psychiatrist for an evaluation and  
 

22. Refer the client to a physician or 
a psychiatrist for an evaluation of  
 

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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take medication as prescribed.  
(22, 23, 24) 

the need for psychiatric medica-
tion; facilitate the prescription be-
ing filled.  

23. Educate the client about the use 
and expected benefits of the 
medication; take time to assure 
the client of the medication’s 
level of safety.  

24. Monitor the client’s medication 
compliance and its effectiveness.  

10. Report on the side effects and 
effectiveness of the medications. 
(25, 26) 

25. Arrange for direct, supervised ad-
ministration of the medication and 
the use of liquid forms of medica-
tion to ensure regular adherence to 
the medication regimen.  

26. Review the side effects of the 
medications with the client and 
the medical staff to identify pos-
sible tardive dyskinesia or other 
negative side effects.  

11. Report a decrease in tardive dy-
skinesia symptoms. (27, 28) 

27. Advocate with a physician/ 
psychiatrist for an adjustment in 
the medications to reduce or to 
eliminate tardive dyskinesia.  

28. Arrange for a regular assessment 
of the client’s tardive symptoms, 
using the client, the staff, or a 
personal observation and/or an 
objective measurement scale 
(e.g., the Abnormal Involuntary 
Movement Scale [AIMS]).  

12. Verbalize a willingness to partici-
pate in a therapy exploring para-
noid thinking. (29, 30) 

29. Refer or provide cognitive be-
havioral therapy to the client in-
volving education, skills training, 
cognitive restructuring, and be-
havioral experiments (see Treat-
ing Complex Cases by Tarrier, 
Wells, and Haddock).  

30. Teach the client how cognitive 
restructuring and behavioral 
experiments are used as a means 
to reality-test delusional thoughts, 
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decrease fears, develop personal 
skills, and build confidence.  

13. Identify and challenge delusional 
beliefs and generate reality-based 
alternatives. (31, 32) 

31. Explore the client’s schema and 
self-talk that mediate his/her 
paranoid thoughts, help him/her 
challenge the biases; assist 
him/her in generating alternative 
appraisals that correct for the  
biases and that are testable  
predictions.  

32. Assign the client a homework 
exercise (e.g., “Check Suspicions 
Against Reality” in Adult Psycho-
therapy Homework Planner, 2nd 
ed. by Jongsma) in which he/she 
identifies a few biased beliefs and 
creates reality-based alternatives; 
review and reinforce success, 
providing corrective feedback 
toward improving this skill.  

14. Participate in exercises designed 
to test predictions made regard-
ing paranoid beliefs both within 
therapy sessions and outside 
them. (33, 34) 

33. Identify activities the client could 
engage in to test his/her paranoid 
predictions against reality-based 
alternatives.  

34. Select initial behavioral experi-
ments that have a high likelihood 
of being a successful experience 
for the client; do cognitive re-
structuring within and after the 
exercise, reinforcing successes 
and problem-solving obstacles.  

15. Learn and implement calming 
and coping strategies to manage 
anxiety during times when be-
liefs may be challenged or tested. 
(35) 

35. Teach the client relaxation and 
calming skills (e.g., attentional 
focusing skills, muscular relaxa-
tion, evenly paced diaphragmatic 
breathing) to manage anxiety 
symptoms.  

16. Learn and implement social skills 
to reduce anxiety and build con-
fidence in social interactions.  
(36, 37, 38, 39, 40) 

36. Use instruction, modeling, and 
role-playing to build the client’s 
general social and/or communi-
cation skills, as needed.  
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37. Assign the client to read about 
general social and/or communi-
cation skills in books or treatment 
manuals on building social skills 
(e.g., Your Perfect Right by Al-
berti and Emmons; Conversa-
tionally Speaking by Garner).  

38. Coordinate the client’s gradual 
involvement in community ac-
tivities, volunteering, and other 
externally focused activities.  

39. Encourage the client to increase 
his/her involvement in social re-
lationships; reinforce the client’s 
attempts in this area.  

 40. Attend social/recreational events 
with the client, allowing him/her to 
have control over the level of con-
tact or support from the clinician 
during the outing (see the Social 
Skills Deficits or Recreational Defi-
cits chapters in this Planner).  

17. Family, friends, and caregivers 
respond calmly and firmly to the 
client’s psychotic behaviors.  
(41, 42) 

41. Educate the client’s family, 
friends, and caregivers about the 
symptoms of mental illness, em-
phasizing the nonvolitional as-
pects of the symptoms.  

42. Utilize modeling and role-
playing to teach the family, 
friends, and caregivers how to 
give calm, assertive responses to 
paranoid behaviors, cautioning 
against challenging too vigor-
ously, and supporting reality-
based beliefs.  

18. Report a decrease in the stress 
level as a contributing factor to 
paranoid ideation. (43, 44, 45) 

43. Probe for recent and future stres-
sors that may trigger a psychotic 
episode; explore the feelings sur-
rounding the stressor that triggered 
the psychotic episode.  

 44. Teach or refer the client for training 
in stress management skills, such as 
utilizing assertiveness, problem- 
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solving, and relaxation-inducing 
techniques (see the Social Skills 
Deficits chapter in this Planner).  

 45. Assist the client in reducing threat in 
the environment (e.g., finding a 
safer place to live, arranging for 
regular visits from the caseworker, 
arranging for family members to 
call more frequently).  

19. Attend a support group for indi-
viduals with severe and persistent 
mental illness. (46) 

46. Refer the client to a support 
group for individuals with severe 
and persistent mental illness.  

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 298.9 Psychotic Disorder NOS 
 300.01 Panic Disorder Without Agoraphobia 
 300.21 Panic Disorder With Agoraphobia 
 300.3 Obsessive-Compulsive Disorder 
 309.81 Posttraumatic Stress Disorder 
      
      
   
Axis II: 301.0 Paranoid Personality Disorder 
 301.22 Schizotypal Personality Disorder 
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PARENTING 

BEHAVIORAL DEFINITIONS 

 1. Severe and persistent mental illness symptoms affect interactions with the 
child. 

 2. Loss of custody of the child due to safety concerns or inability to care for 
the child. 

 3. Lacks interest in the child’s activities. 
 4. Has difficulty coping with the day-to-day stressors of parenting. 
 5. Disagrees with spouse or significant other regarding child-rearing practices. 
 6. Interference by the extended family due to concerns about the child’s welfare. 
 7. The child takes advantage of the parent’s ineffectiveness, which is related 

to severe and persistent mental illness symptoms. 
 8. The child experiences shame, embarrassment, or confusion due to the 

parent’s mental illness symptoms. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1.  Decrease the intensity, the frequency, and the duration of severe and per-
sistent mental illness symptoms and their impact on parenting responsi-
bilities. 

 2. Obtain the least restrictive, but safe and healthy, custody arrangement for 
the child. 

 3. Increase interest and involvement in the day-to-day activities of the child. 
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 4. Develop the skills that are needed to cope with the natural stressors of 

parenting. 
 5. Negotiate an agreement with the spouse regarding the implementation of 

joint parenting strategies. 
 6. Develop a supportive connection with the extended family as an aid to 

parenting. 
 7. Child accepts and expresses his/her feelings about the parent’s mental illness. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVE 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history of parenting 
conflicts. (1, 2, 3) 

 1. Explore the client’s history of 
parenting concerns. 

 2. Develop a genogram or family 
tree to graphically display the 
various patterns and relationships 
within the family. 

 3. Develop a time line of important 
events regarding parenting (e.g., 
births, relationships beginning or 
ending, loss or return of custody/ 
visitation). Compare these events 
with milestones that are related to 
the illness (e.g., onset of symp-
toms, hospitalizations). Process 
with the client. 

 2. Describe the current challenges 
and successes regarding parenting. 
(4, 5) 

 4. Ask the client (and his/her partner) to 
review current concerns and suc-
cesses regarding parenting, including 
the child’s challenging behaviors, the 
approach taken with the child, and 
legal concerns (e.g., custody/ 
visitation issues or Children’s Protec-
tive Services involvement). 
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 5. Refer the client for psychological 
testing to evaluate his/her ability 
to bond emotionally with the child 
with appropriate boundaries. 

 3. Verbalize an understanding of 
the connection between the men-
tal illness symptoms and the 
struggles of parenting. (6, 7, 8) 

 6. Educate the client (and his/her 
family/support system) about the 
symptoms of his/her mental ill-
ness by describing the specific 
disorder(s) and symptoms. An-
swer questions that the client and 
his/her family may have. 

 7. Refer the client and his/her fam-
ily to books that provide infor-
mation regarding the etiology, 
symptoms, and treatment of se-
vere and persistent mental illness 
(e.g., Schizophrenia: The Facts 
by Tsuang and Faraone; or Bipo-
lar Disorder: A Guide for Pa-
tients and Families by 
Mondimore). 

 8. Discuss the client’s personal ex-
perience of severe and persistent 
mental illness symptoms and how 
these have affected his/her ability 
to parent effectively. 

 4. Cooperate with a physician 
evaluation for psychotropic 
medication. (9) 

  9. Arrange for an evaluation by a 
physician for a prescription for 
psychotropic medication. 

 5. Report a decrease in mental illness 
symptoms through the regular use 
of psychotropic medications.  
(10, 11) 

10. Educate the client about and 
monitor the use and expected 
benefits of the medication. 

11. Assist in obtaining day care for 
the client’s children during 
his/her appointments for mental 
illness treatment. 

 6. Report the side effects and effec-
tiveness of the medications to the 
appropriate professional. (12) 

12. Review the side effects of the 
medications with the client and 
the medical staff to identify pos-
sible side effects or the con-
founding influence of 
polypharmacy. 
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 7. Attend classes that are focused 

on teaching effective parenting 
techniques. (13) 

13. Refer the client to a parenting 
class. 

 8. Implement new skills for  
parenting. (14, 15) 

14. Assign the client readings from 
books that provide guidance on 
effective parenting methods (e.g., 
1-2-3 Magic: Effective Discipline 
for Children 2–12, 2nd ed. by 
Phelan, Parenting Teens with 
Love and Logic: Preparing Ado-
lescents for Responsible Adult-
hood by Cline and Fay, or 
Positive Parenting From A to Z 
by Joslin). 

15. Use role-playing, modeling, and 
behavioral rehearsal to help the 
client practice implementation of 
the client’s most important par-
enting skills. 

 9. Develop and implement a mutu-
ally agreeable plan for parenting 
with the partner. (16, 17) 

16. Coordinate a conjoint session with 
the client’s spouse/significant other 
to develop mutually acceptable 
plans for parenting of the child. 
Focus this meeting on the types  
of approaches to be used with  
the child. 

17. Define intervals with the client at 
which to review the parenting 
plan that has been developed. 

10. Identify the impact of the mental 
illness symptoms on parenting 
interactions with the child.  
(18, 19) 

18. Explore with the client (and his/her 
significant other) those areas in 
which the client’s mental illness 
symptoms may affect interactions 
with the child (e.g., transporting 
the child when manic, or meeting 
with the child’s teacher when 
paranoia is not well controlled). 
Confront the client’s denial of 
mental illness symptoms. 

19. Assist the client (and his/her sig-
nificant other) in developing 
contingency plans for areas in 
which the client’s mental illness 
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symptoms may affect interactions 
with the child (e.g., the partner 
confiscates the car keys when 
he/she believes that the client is 
becoming manic). 

11. Develop relief plans for stressful 
parenting situations or for peri-
ods of increased symptomology.  
(20, 21, 22) 

20. Direct the client (and his/her sig-
nificant other) to develop a list-
ing of family members and other 
individuals who can provide 
short-term supervision to the cli-
ent’s child when the client is feel-
ing overwhelmed by his/her 
parenting responsibilities. 

21. Enlist the assistance of the ex-
tended family in providing long-
term supervision and parenting to 
the child during acute phases of 
the client’s mental illness. 

22. Coordinate access to funds that are 
available for respite services to pro-
vide the client with short- or long-
term periods of relief from the addi-
tional stress of parenting, or to 
spend time alone with one child. 

12. Identify specific ways of display-
ing an increased interest in the 
child’s needs and activities. (23) 

23. Suggest to the client that he/she 
set specific times to spend alone 
with each child. Encourage the 
client to treat this as a priority 
while still being flexible enough 
to reschedule if his/her mental 
illness symptoms are more acute. 

13. Implement relaxation techniques 
and other stress relievers to de-
crease the normal strain of par-
enting and homemaking. (24, 25) 

 24. Teach the client deep muscle re-
laxation and deep breathing tech-
niques (e.g., see The Relaxation 
and Stress Reduction Workbook, 
6th ed. by Davis, Eshelman, and 
McKay). 

25. Help the client brainstorm diver-
sionary activities (e.g., going for 
a walk, calling a friend, a hobby) 
that can relieve parenting stress. 

14. Child verbalizes an increased 
understanding of the parent’s 

26. Coordinate individual and con-
joint sessions for the child to ask 
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mental illness.  
(26, 27, 28) 

questions that are related to the 
client’s mental illness symptoms. 
Respond to the child’s questions 
at an age-appropriate level. 

27. Provide the child with age-
appropriate written information 
about his/her parent’s mental ill-
ness (e.g., When Parents Have 
Problems: A Book for Teens and 
Older Children with an Abusive, 
Alcoholic, or Mentally Ill Parent 
by Miller). 

28. Coach the client about how to 
discuss his/her mental illness con-
cerns in a manner in which the 
child can understand. 

15. Child expresses feelings about 
and accepts the parent’s mental 
illness, without rejection of the 
parent. (28, 29, 30) 

28. Coach the client about how to 
discuss his/her mental illness con-
cerns in a manner in which the 
child can understand. 

29. Explore with the child his/her 
feelings that are associated with 
the client’s mental illness; explore 
those times when the symptoms 
have had a painful impact on the 
child’s life. 

30. Reinforce the need for the client to 
accept, without judgment, the feel-
ings that the child experiences; re-
assure the client that these feelings 
are not a personal attack. 

16. Child attends an age-appropriate 
support group for family mem-
bers of an individual with a se-
vere mental illness. (31) 

31. Refer the child to either a multi-
family support group or an age-
appropriate support group for 
family members of an individual 
with a mental illness. 

17. Child identifies accommodations 
that he/she can make that are due 
to the parent’s mental illness. 
(32) 

32. Assist the client and the child in 
identifying mild accommodations 
that can be made to increase func-
tioning in the relationship (e.g., the 
adolescent will get ready for school  
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on his/her own when the client’s 
sleep pattern is erratic). 

18. Child identifies healthy ways of 
reacting to peer teasing regard-
ing the parent’s mental illness. 
(33) 

33. Brainstorm with the client’s child 
about how to respond to teasing 
or other interference from peers 
that is relative to the parent’s 
mental illness symptoms (e.g., 
ignoring teasing, report problems 
to an adult). 

19. Identify decompensation signs, 
which indicate an inability to 
parent effectively. (34, 35) 

34. Enlist the client’s assistance in 
developing a description of the 
level of decompensation at which 
he/she would see himself/herself 
as temporarily unable to function 
as a parent. 

35. Assist the client in understanding 
the general guidelines under 
which the court or Children’s 
Protective Services unit will op-
erate (whether he/she agrees or 
disagrees with these guidelines). 

20. Obtain the least restrictive cus-
tody and visitation arrangement 
while considering the child’s 
safety and emotional needs.  
(36, 37) 

36. Assist the client in understanding 
and working through the multi-
ple, intricate steps that occur dur-
ing a custody or protective 
services case. Attend hearings as 
is necessary to provide emotional 
support to the client. 

37. Refer the client to an attorney as 
is necessary. 

21. Develop a working relationship 
with the estranged former part-
ner/parent of the child. (38, 39) 

38. Explore the degree of coopera-
tive parenting that occurs with 
the client’s former spouse; em-
phasize the need for this relation-
ship to be a “working” 
relationship, focusing on the mu-
tual job of raising the child. 
Friendship or other emotional 
needs should be sought elsewhere 
if this confounds working to-
gether in the best interests of the 
children. 
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39. With a proper release of informa-

tion, keep the estranged spouse 
informed of the client’s general 
level of functioning, as it relates to 
his/her ability to care for the child. 

22. Make and implement decisions 
regarding whether to voluntarily 
give up full or partial custody of 
the child. (40, 41, 42) 

40. Discourage the client from mak-
ing any long-term, major life de-
cisions during an acute phase of 
his/her illness. 

41. Help the client identify the pros 
and cons of giving up custody. 
Be sure not to endorse one choice 
or another, but listen empathi-
cally as the client talks about is-
sues in this area. Acknowledge 
the severe pain that making this 
decision may evoke. 

42. Refer the client for grief counsel-
ing if he/she should decide to 
give up custody of the child. 

23. Make informed decisions about 
having children. (43) 

43. Focus the client and his/her intimate 
partner onto the pros and cons of 
the choice to have children. 

 

 .    .   

        

 .    .   

        

 .    .   

        

 
DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
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 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 V61.21 Physical Abuse or Neglect of a Child 
 V61.20 Parent-Child Relational Problem 
      
      
   
 



190 
 

POSTTRAUMATIC STRESS  
DISORDER (PTSD) 

BEHAVIORAL DEFINITIONS 

 1. Exposure to actual or threatened death or serious injury that resulted in an 
intense emotional response of fear, helplessness, or horror. 

 2. Intrusive, distressing thoughts or images that recall the traumatic event. 
 3. Disturbing dreams associated with the traumatic event. 
 4. A sense that the event is reoccurring, as in illusions or flashbacks. 
 5. Intense distress when exposed to reminders of the traumatic event. 
 6. Physiological reactivity when exposed to internal or external cues that 

symbolize the traumatic event. 
 7. Avoidance of thoughts, feelings, or conversations about the traumatic event. 
 8. Avoidance of activity, places, or people associated with the traumatic event. 
 9. Inability to recall some important aspect of the traumatic event. 
10. Lack of interest and participation in significant activities. 
11. A sense of detachment from others. 
12. Inability to experience the full range of emotions, including love. 
13. A pessimistic, fatalistic attitude regarding the future. 
14. Sleep disturbance. 
15. Irritability. 
16. Lack of concentration. 
17. Hypervigilance. 
18. Exaggerated startle response. 
19. Sad or guilty affect and other signs of depression. 
20. Alcohol and/or drug abuse. 
21. Suicidal thoughts. 
22. A pattern of interpersonal conflict, especially in intimate relationships. 
23. Verbally and/or physically violent threats of behavior. 
24. Inability to maintain employment due to supervisor/coworker conflict or 

anxiety symptoms. 
25. Symptoms have been present for more than one month. 
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 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Reduce the negative impact that the traumatic event has had on many as-
pects of life and return to the pretrauma level of functioning. 

 2. Develop and implement effective coping skills to carry out normal re-
sponsibilities and participate constructively in relationships. 

 3. Recall the traumatic event without becoming overwhelmed with negative 
thoughts, feelings, or urges. 

 4. Terminate the destructive behaviors that serve to maintain escape and de-
nial while implementing behaviors that promote healing, acceptance of 
the past events, and responsible living. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history and nature 
of PTSD symptoms. (1, 2) 

 1. Establish rapport with the client 
toward building a therapeutic  
alliance. 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
PTSD symptoms and their impact 
on functioning (e.g., The Anxiety 
Disorders Interview Schedule for 
the DSM-IV by Brown, DiNardo, 
and Barlow). 
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 2. Complete psychological tests de-

signed to assess and/or track the 
nature and severity of PTSD 
symptoms. (3) 

 3. Administer or refer the client for 
administration of psychological 
testing to assess for the presence 
and strength of PTSD symptoms 
(e.g., MMPI-2, Impact of Events 
Scale, PTSD Symptom Scale, or 
Mississippi Scale for Combat-
Related PTSD). 

 3. Differentiate between symptoms 
that are related to anxiety versus 
those that are related to severe 
and persistent mental illness.  
(2, 4, 5, 6, 7) 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
PTSD symptoms and their impact 
on functioning (e.g., The Anxiety 
Disorders Interview Schedule for 
the DSM-IV by Brown, DiNardo, 
and Barlow). 

 4. Assess the nature of any stimulus, 
thoughts, or situations that pre-
cipitate the client’s specific fears 
and avoidance. 

 5. Help the client differentiate symp-
toms that are a direct effect of 
his/her severe and persistent men-
tal illness (e.g., a product of delu-
sion), as opposed to a separate 
diagnosis of an anxiety disorder. 

 6. Acknowledge that both real and 
delusional experiences can cause 
anxiety, providing support to the 
client. 

 7. Utilizing a description of PTSD, 
such as that found in Overcoming 
Post-Traumatic Stress Disorder 
by Smyth, help the client to iden-
tify with recovery from trauma. 

 4. Describe the traumatic event in 
as much detail as possible. (8) 

 8. Gently and sensitively explore the 
client’s recollection of the facts of 
the traumatic incident(s) and 
his/her cognitive, behavioral, and 
emotional reactions at the time. 

 5. Verbalize the symptoms of de-
pression, including any suicidal 
ideation. (9) 

 9. Assess the client’s depth of de-
pression and suicide potential and 
treat appropriately, taking the 
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necessary safety precautions as 
indicated (see the Depression and 
Suicidal Ideation chapters in this 
Planner). 

 6. Describe the amount, frequency, 
and history of substance abuse. 
(10, 11, 12) 

10. Gather a complete drug/alcohol 
use history, including the amount 
and pattern of use. 

11. Request that family, peers, and 
other treatment staff provide ad-
ditional information regarding 
the client’s substance use history. 

12. Administer the Alcohol Severity 
Index and process the findings 
with the client. 

 7. Verbalize a recognition that 
mood-altering chemicals were 
used as the primary coping 
mechanism to escape from stress 
or pain, and that their use re-
sulted in negative consequences. 
(13, 14) 

13. Use the biopsychosocial history 
to help the client understand the 
familial, emotional, and social 
factors that contributed to the 
development of chemical  
dependence. 

14. Refer the client for treatment for 
chemical dependence (see the 
Chemical Dependence chapter in 
this Planner). 

 8. Cooperate with an evaluation by 
a physician for psychotropic 
medication. (15, 16) 

15. Assess the client’s need for medi-
cation (e.g., selective serotonin 
reuptake inhibitors) and arrange 
for prescription, if appropriate.   

16. Monitor and evaluate the client’s 
psychotropic medication pre-
scription compliance and the ef-
fectiveness of the medication on 
his/her level of functioning.  

 9. Verbalize an accurate under-
standing of PTSD and how it  
develops. (17, 18) 

17. Educate about how PTSD results 
from exposure to trauma, and re-
sults in intrusive recollection, 
unwarranted fears, anxiety, and a 
vulnerability to others negative 
emotions such as shame, anger, 
and guilt.  

18. Assign the client to read psycho-
educational chapters of books or 

 indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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treatment manuals on PTSD that 
explain its features, development, 
and treatment (e.g., Finding Life 
Beyond Trauma by Follette and 
Pistorello).  

10. Verbalize an understanding of 
the rationale for treatment of 
PTSD. (18, 19) 

18. Assign the client to read psycho-
educational chapters of books or 
treatment manuals on PTSD that 
explain its features, development, 
and treatment (e.g., Finding Life 
Beyond Trauma by Follette and 
Pistorello).   

19. Educate about how coping skills, 
cognitive restructuring and expo-
sure help build confidence, de-
sensitize and overcome fears, and 
facilitate seeing one’s self, others, 
and the world in a less fearful 
and/or depressing way.  

11. Learn and implement calming 
and coping strategies to manage 
challenging situations related to 
trauma. (20, 21) 

20. Assign the client to read about 
stress inoculation, cognitive re-
structuring, and/or exposure-
based therapy in chapters of 
books or treatment manuals on 
PTSD (e.g., Overcoming Post-
Traumatic Stress Disorder by 
Smyth).  

21. Teach the client strategies from 
Stress Inoculation Training such 
as relaxation, breathing control, 
covert modeling (e.g., imagin-
ing the successful use of the 
strategies), and/or role-playing 
(e.g., with therapist or trusted 
other) for managing fears until 
a sense of mastery is evident 
(see Clinical Handbook/  
Practical  Therapist Manual for 
Assessing and Treating Adults 
with PTSD by Meichenbaum).  

12. Acknowledge the need to im-
plement anger control tech-
niques; learn and implement 

22. Assess the client for instances  
of poor anger management that 
have led to threats or actual  
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anger management techniques. 
(22, 23) 

violence that caused damage  
to property and/or injury to  
people.  

23. Teach the client anger manage-
ment techniques (see the Anger 
Management chapter in this 
Planner).  

13. Implement a regular exercise 
regimen as a stress release  
technique. (24, 25) 

24. Develop and encourage a rou-
tine of physical exercise for the 
client.  

25. Recommend that the client read 
and implement programs from 
Exercising Your Way to Better 
Mental Health (Leith).  

14. Sleep without being disturbed by 
dreams of the trauma. (26) 

26. Monitor the client’s sleep pattern 
and encourage use of relaxation, 
positive imagery, and sleep hy-
giene as aids to sleep.  

15. Identify, challenge, and replace 
biased, fearful self-talk with  
reality-based, positive self-talk.  
(27, 28, 29) 

27. Explore the client’s schema and 
self-talk that mediate his/her 
trauma-related fears; identify 
and challenge biases; assist 
him/her in generating appraisals 
that correct for the biases and 
build confidence.  

28. Assign the client to read about 
cognitive restructuring and expo-
sure therapy in books or treat-
ment manuals on PTSD anxiety 
(e.g., Overcoming Post-
Traumatic Stress Disorder by 
Smyth).  

29. Assign the client a homework 
exercise in which he/she identi-
fies fearful self-talk and creates 
reality-based alternatives; re-
view and reinforce success, 
providing corrective feedback 
for failure (e.g., Overcoming 
Post-Traumatic Stress Disorder 
by Smyth).  
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16. Participate in imaginal and in 

vivo exposure to trauma-related 
memories until talking or think-
ing about the trauma does not 
cause marked distress.  
(30, 31, 32, 33) 

30. Direct and assist the client in con-
structing a hierarchy of feared 
and avoided trauma-related  
stimuli.  

31. Assign the client a homework 
exercise in which he/she does an 
exposure exercise and records re-
sponses (see Overcoming Post-
Traumatic Stress Disorder by 
Smyth; or Posttraumatic Stress 
Disorder by Resick and Cal-
houn); review and reinforce pro-
gress, problem-solve obstacles.  

32. Have the client undergo imaginal 
exposure to the trauma by having 
him/her describe a traumatic  
experience at an increasing, but  
client-chosen level of detail; repeat 
until associated anxiety reduces 
and stabilizes; record the session; 
have the client listen to it between 
sessions (see Overcoming Post-
Traumatic Stress Disorder by 
Smyth; or Posttraumatic Stress 
Disorder by Resick and Calhoun); 
review and reinforce progress, 
problem-solve obstacles.  

33. Assign the client to read about 
exposure in books or treatment 
manuals on PTSD (e.g., see Over-
coming Post-Traumatic Stress Dis-
order by Smyth or Reclaiming 
Your Life After Rape by Rothbaum 
and Foa).  

17. Learn and implement “thought- 
stopping” to manage intrusive 
unwanted thoughts. (34) 

34. Teach the client “thought-
stopping” in which he/she inter-
nally voices the word STOP 
and/or imagines something repre-
senting the concept of stopping 
(e.g., a stop sign or light) imme-
diately upon noticing unwanted 
trauma or otherwise negative 
unwanted thoughts.  
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18. Learn and implement guided 
self-dialogue to manage 
thoughts, feelings, and urges 
brought on by encounters with 
trauma-related stimuli. (35) 

35. Teach the client a guided self-
dialogue procedure in which 
he/she learns to recognize mal-
adaptive self-talk, challenges its bi-
ases, copes with engendered 
feelings, overcomes avoidance, 
and reinforces his/her accom-
plishments (see Posttraumatic 
Stress Disorder by Resick and Cal-
houn); review and reinforce pro-
gress, problem-solve obstacles.  

19. Cooperate with eye movement 
desensitization and reprocessing 
(EMDR) technique to reduce 
emotional reaction to the trau-
matic event. (36) 

36. Utilize EMDR technique to re-
duce the client’s emotional reac-
tivity to the traumatic event.  

20. Implement relapse prevention 
strategies for managing possible 
future trauma-related symptoms. 
(37, 38, 39, 40) 

37. Educate the client about the distinc-
tion between a lapse and relapse, 
associating a lapse with an initial 
and reversible return of symptoms, 
fear, or urges to avoid and relapse 
with the decision to return to fear-
ful and avoidant patterns.  

38. Identify and rehearse with the 
client the management of future 
situations or circumstances in 
which lapses could occur.  

39. Instruct the client to routinely use 
strategies learned in therapy (e.g., 
using cognitive restructuring, so-
cial skills, exposure) while build-
ing social interactions and 
relationships.  

40. Develop a “coping card” or other 
reminder on which coping strate-
gies and other important infor-
mation (e.g., “pace your 
breathing,” “focus on the task at 
hand,” “you can manage it,” “it 
will go away”) are recorded for 
the client’s later use.  

21. Participate in conjoint and/or 
family therapy sessions. (41) 

41. Conduct family and conjoint ses-
sions to facilitate healing of hurt 
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caused by the client’s symptoms 
of PTSD. 

22. Participate in group therapy ses-
sions focused on PTSD. (42)  

42. Refer the client to or conduct 
group therapy where the focus is 
on sharing traumatic events and 
their effects with other PTSD 
survivors toward the goal of  
recovery. 

23. Verbalize hopeful and positive 
statements regarding the future. 
(43) 

43. Reinforce the client’s positive, 
reality-based cognitive messages 
that enhance self-confidence and 
increase adaptive action. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 309.81 Posttraumatic Stress Disorder 
 300.14 Dissociative Identity Disorder 
 300.6 Depersonalization Disorder 
 300.15 Dissociative Disorder NOS 
 995.54 Physical Abuse of Child, Victim 
 995.81 Physical Abuse of Adult, Victim 
 995.53 Sexual Abuse of Child, Victim 
 995.83 Sexual Abuse of Adult, Victim 
 308.3 Acute Stress Disorder 
 304.80 Polysubstance Dependence 
 305.00 Alcohol Abuse 
 303.90 Alcohol Dependence 
 304.30 Cannabis Dependence 
 304.20 Cocaine Dependence 
 304.00 Opioid Dependence 
 296.xx Major Depressive Disorder 
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Axis II: 301.83 Borderline Personality Disorder 
 301.9 Personality Disorder NOS 
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PSYCHOSIS 

BEHAVIORAL DEFINITIONS 

 1. Verbalizes bizarre content of thought (delusions of grandeur, persecution, 
reference, influence, control, somatic sensations, or infidelity). 

 2. Demonstrates abnormal speech patterns including tangential replies, inco-
herence, perseveration, and moving quickly from subject to subject. 

 3. Describes perceptual disturbance or hallucinations (auditory, visual, tac-
tile, or olfactory). 

 4. Exhibits disorganized behavior, such as confusion, severe lack of goal 
direction, impulsiveness, or repetitive behaviors. 

 5. Expresses paranoid thoughts and exhibits paranoid reactions, including 
extreme distrust, fear, and apprehension. 

 6. Exhibits psychomotor abnormalities such as a marked decrease in reactiv-
ity to environment; catatonic patterns such as stupor, rigidity, excitement, 
posturing, or negativism as well as unusual mannerisms or grimacing. 

 7. Displays extreme agitation, including a high degree of irritability, anger, 
unpredictability, or impulsive physical acting out. 

 8. Exhibits bizarre dress or grooming. 
 9. Demonstrates disturbed affect (blunted, none, flattened, or inappropriate). 
10. Demonstrates relationship withdrawal (withdrawal from involvement with 

the external world and preoccupation with egocentric ideas and fantasies, 
feelings of alienation). 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1. Control or eliminate active psychotic symptoms so that supervised 
functioning is positive and medication is taken consistently. 

 2. Increase goal-directed behaviors. 
 3. Focus thoughts on reality. 
 4. Normalize speech patterns, which can be evidenced by coherent state-

ments, attentions to social cues, and remaining on task. 
 5. Interact with others without defensiveness or anger. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history and the  
current status of psychotic  
symptoms. (1, 2, 3, 4, 5) 

 1. Approach an acutely psychotic 
client in a calm, confident, open, 
direct, yet soothing manner (e.g., 
approach slowly, face toward the 
client with open body language, 
speak slowly and clearly). 

 2. Request that the client identify 
his/her history of hallucinations, 
delusions, or other psychotic 
symptoms. 

 3.  Ask the client about his/her current 
psychotic symptoms. 

 4. Coordinate psychological testing to 
assess the extent and the severity of 
the client’s psychotic symptoms. 

 5. Request that a family member pro-
vide information about the client’s 
history of psychotic behaviors. 

 2. Cooperate with services focused 
on stabilizing the current acute 
psychotic episode. (6, 7, 8, 9) 

 6. Refer the client for an immediate 
evaluation by a psychiatrist regard-
ing his/her psychotic symptoms 
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and a possible prescription for an-
tipsychotic medication. 

 7. Coordinate voluntary or involun-
tary psychiatric hospitalization if the 
client is a threat to himself/herself or 
others and/or is unable to provide 
for his/her own basic needs. 

 8. Arrange for the client to remain 
in a stable, supervised situation 
(e.g., crisis adult foster care 
[AFC] placement or a 
friend/family member’s home). 

 9. Coordinate mobile crisis response 
services (e.g., physical exam, 
psychiatric evaluation, medica-
tion access, triage to inpatient 
care) in the client’s home envi-
ronment (including jail, personal 
residence, homeless shelter, or 
street setting). 

 3. Decrease the suicide risk or the 
potential thereof. (7, 10, 11) 

 7. Coordinate voluntary or involun-
tary psychiatric hospitalization if the 
client is a threat to himself/herself or 
others and/or is unable to provide 
for his/her own basic needs. 

10. Perform a suicide assessment and 
take all necessary precautionary 
steps, if necessary. 

11. Remove potentially hazardous 
materials, such as firearms or ex-
cess medication, if indicated. 

 4. Obtain immediate, temporary 
support or supervision from 
friends, peers, or family  
members. (8, 12 13) 

 8. Arrange for the client to remain 
in a stable, supervised situation 
(e.g., crisis adult foster care 
[AFC] placement or a friend’s/ 
family member’s home). 

12. Develop a crisis plan to provide 
supervision and support to the 
client on an intensive basis. 

13. Coordinate access to round-the-
clock, professional consultation 
(e.g., a 24-hour professionally 
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staffed crisis line) to caregivers 
and the client. 

 5. Reorient self to place and time. 
(14, 15, 16, 17) 

14. Provide both visual and verbal 
cues to focus on reality (e.g., 
write the date, time, and place in 
a clearly visible area). 

15. Place a wristband on the client’s 
arm with the date, place, and name. 

16. Focus on real events in basic, 
concrete terms. 

17. Reinforce the appropriate focus 
on reality, gradually returning the 
client to a less restrictive environ-
ment and decreased supervision. 

 6. Report a decrease in psychotic 
symptoms through the consistent 
use of psychotropic medications. 
(6, 18, 19, 20) 

 6. Refer the client for an immediate 
evaluation by a psychiatrist regard-
ing his/her psychotic symptoms 
and a possible prescription for 
antipsychotic medication.     

18. Consult with the treating physi-
cian regarding sleep-inducing 
medications to provide the client 
and the caregivers time to re-
group, relative to the current 
psychotic episode.  

19. Educate the client about the use 
and expected benefits of psycho-
tropic medications.  

20. Monitor the client’s medication 
compliance and effectiveness.  

 7. Report on the side effects and the 
effectiveness of the medications. 
(21, 22) 

21. Review the side effects of the 
medications with both the client 
and the medical staff to identify 
the possible confounding influ-
ence of polypharmacy.  

22. Monitor the client for side effects 
of long-term use of neuroleptic 

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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medications (e.g., tardive dyski-
nesia, muscle rigidity, dystonia, 
metabolic effects such as weight 
gain).  

 8. Family, friends, and caregivers 
demonstrate techniques to cope 
with the client’s psychotic be-
haviors. (23, 24, 25) 

23. Educate the client’s family, 
friends, and caregivers about the 
symptoms of mental illness, par-
ticularly the nonvolitional aspects 
of the symptoms and methods for 
addressing them.  

24. Role-play calm, adaptive re-
sponses to psychotic behaviors 
with the client’s family, friends, 
and caregivers; train support per-
sons to provide direct, nonreac-
tive, calm responses to the client’s 
psychotic behaviors rather than 
arguing about reality.  

25. Refer the family to a single- or 
multigroup family psychoeduca-
tional program (see Multifamily 
Groups in the Treatment of Se-
vere Psychiatric Disorders by  
McFarlane).  

 9. Identify and understand the role 
of internal and environmental 
triggers of psychotic symptoms.  
(26, 27) 

26. Help the client identify specific 
behaviors, situations, and feelings 
that serve as a context for symp-
tom exacerbations.  

27. Help the client identify his/her 
emotional reactions and other 
consequences of psychotic 
symptoms toward the goal in-
creasing his/her understanding 
of factors that may be maintain-
ing symptoms (e.g., withdrawal 
leading to isolation and loneli-
ness; paranoid accusations lead-
ing to negative reactions of 
others that falsely support the 
delusion).  

10. Identify current strategies used to 
cope with symptoms (28) 

28. Assess adaptive and maladaptive 
strategies, including deficit  
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strategies, that the client is using to 
cope with psychotic symptoms.  

11. Learn and implement cognitive 
behavioral strategies that increase 
resistance to subsequent psychotic 
episodes. (29, 30, 31, 32, 33) 

29. Provide or refer the client to a 
therapy that tailors cognitive be-
havioral strategies to help the cli-
ent learn coping and 
compensation strategies for man-
aging psychotic symptoms (see 
Treating Complex Cases: The 
Cogntive Behavioral Therapy 
Approach by Tarrier, Wells, and 
Haddock).  

30. Desensitize the client’s fear of 
his/her hallucinations by allowing 
or encouraging him/her to talk 
about them, their frequency, their 
intensity, and their meaning (or 
assign “What Do You Hear and 
See?” in Adult Psychotherapy 
Homework Planner, 2nd ed. by 
Jongsma).  

31. Use education, modeling, role-
play, reinforcement, and other 
cognitive behavioral strategies to 
teach the client coping and com-
pensation strategies for managing 
psychotic symptoms (e.g., calming 
techniques; attention switching and 
narrowing; realistic self-talk; realis-
tic attribution of the source of the 
symptom; and increased adaptive 
personal and social activity).  

32. Teach the client adaptive com-
munication and social skills (see 
the Social Skills Deficits chapter 
in this Planner).  

33. Prescribe in-session and homework 
assignments that allow the client to 
practice new skills, reality test and 
challenge his/her maladaptive be-
liefs, and consolidate a new ap-
proach to managing symptoms; 
process the exercises in session.  



206  THE SEVERE AND PERSISTENT MENTAL ILLNESS TREATMENT PLANNER 

 
12. Verbalize an undestanding of 

how personal stress can lead to 
decompensation, how to identify 
it, and how to manage it.  
(34, 35, 36, 37) 

34. Help the client identify emotional 
indicators of stress (e.g., anx-
iousness, uncertainty, anger), and 
how they affect his/her symptoms 
and functioning.  

 35. Help the client identify physical 
indicators of stress (e.g., tense mus-
cles, headaches, psychomotor agi-
tation) and how they affect his/her 
symptoms and functioning.  

36. Teach the client stress manage-
ment strategies such as relaxation, 
positive self-talk, problem solv-
ing, communication skills, and 
lifestyle management considera-
tions to help manage stress.  

 37. Refer the client to an activity thera-
pist for stress reduction activities 
(e.g., exercise programs, hobbies, 
or social clubs).  

13. Identify the early warning signs 
of symptom exacerbation and 
decompensation. (38, 39) 

38. Request that the client identify 
symptoms that indicate that 
he/she is decompensating (e.g., 
confused thoughts, hallucina-
tions, delusions, irrational fear, 
withdrawal).  

39. Train the family, friends, and  
caregivers about the client’s list  
of decompensation indicators  
so they can take appropriate ac-
tion to get professional services 
for the client.  

14. Decrease substance abuse as a 
precipitating trigger. (40, 41) 

40. Encourage the client to discon-
tinue substance use, including 
drugs, alcohol, nicotine, and caf-
feine (see the Chemical Depend-
ence chapter in this Planner).  

41. Refer the client to a substance 
abuse treatment program.  

15. Caregivers, friends, and family 
members report reduced stress re-
garding the client’s behavior. (42) 

42. Teach problem solving, respite 
care, and assertiveness skills to as-
sist caregivers in meeting their own 
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needs when they feel overly 
stressed by the client’s psychosis.  

16. Verbalize the acceptance of men-
tal illness and decreased feelings 
of stigmatization. (43, 44) 

43. Encourage the client to express 
his/her feelings related to accep-
tance of the mental illness.  

44. Explain the nature of the psy-
chotic process, its biochemical 
component, and its confusing  
effect on rational thought.  

17. Attend a support group for others 
with severe mental illness. (45) 

45. Refer the client to a support 
group for individuals with a 
mental illness with the goal of 
helping consolidate his/her new 
approach to recovery.  

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.20 Schizophrenia, Catatonic Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 293.xx Psychotic Disorder Due to . . . [General Medical 

Condition] 
 298.9 Psychotic Disorder NOS 
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RECREATIONAL DEFICITS 

BEHAVIORAL DEFINITIONS 

 1. Lacks involvement in recreational activities. 
 2. Lacks interest in leisure activities. 
 3. Has limited knowledge of recreational opportunities due to inexperience. 
 4. Embarrassment, frustration, or agitation act as a barrier to involvement in 

recreational activities. 
 5. Mental illness symptoms disrupt involvement in recreational opportunities. 
 6. Discrimination due to mental illness symptoms prohibits involvement in 

community activities. 
 7. Medication has a negative influence on coordination or other skills that 

are necessary for some recreational activities (e.g., sports). 
 8. Lacks invitations to recreational activities due to limited social contacts. 
 9. Unable to pay for or obtain transportation to recreational activities. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Increase involvement in recreational activities. 
 2. Learn about general recreational opportunities. 
 3. Gain proficiency in the skills that are necessary for involvement in chosen 

recreational areas. 
 4. Decrease the effects of severe and persistent mental illness symptoms on 

recreational activities. 
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 5. Increase assertiveness about the right to be involved in desired recrea-
tional areas. 

 6. Limit side effects of medications, increasing the ability to be involved in 
physical activities. 

 7. Develop social contacts with whom to share recreational activities. 
 8. Obtain funds, transportation, or other prerequisites for recreational activities. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history of recrea-
tional involvement. (1, 2) 

 1. Request that the client describe 
his/her history of participation in 
recreational activities. 

 2. Develop a graphic display, such as 
a time line, to show the history of 
the client’s recreational involve-
ment, as well as milestones that are 
related to severe and persistent 
mental illness (e.g., onset of 
symptoms, hospitalizations, be-
ginning of treatment). 

 2. Identify the scope and nature of 
the effects of the mental illness 
symptoms on recreational pur-
suits. (2, 3, 4, 5) 

 2. Develop a graphic display, such as 
a time line, to show the history of 
the client’s recreational involve-
ment, as well as milestones that are 
related to severe and persistent 
mental illness (e.g., onset of symp-
toms, hospitalizations, beginning 
of treatment). 

 3. Educate the client on the symptoms 
of his/her mental illness, through 
informal question-and-answer ses-
sions, or through referral to texts 
such as Schizophrenia: The Facts 
by Tsuang and Faraone or Bipolar 
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Disorder: A Guide for Patients and 
Families by Mondimore. 

 4. Help the client make the connec-
tion between mental illness symp-
toms and social/recreational 
problems (e.g., paranoia prohibits 
involvement in group activities, 
mania confuses or puts others off). 

 5. Help the client identify the recrea-
tion areas in which he/she has had 
little experience due to severe and 
persistent mental illness symptoms. 

 3. Cooperate with a referral to a 
physician for a psychotropic 
medication evaluation. (6) 

 6. Refer the client for an evaluation 
by a physician regarding the need 
for psychotropic medications. 

 4. Report a decrease in the effects 
of the mental illness symptoms 
through the regular use of 
psychotropic medications.  
(6, 7, 8) 

 6. Refer the client for an evaluation 
by a physician regarding the need 
for psychotropic medications. 

 7. Educate the client about the use 
and the expected benefits of the 
medication. 

  8. Monitor the client’s medication 
compliance, effectiveness, and 
side effects. 

 5. Report the side effects and effec-
tiveness of the medications to the 
appropriate professional. (7, 8, 9) 

 7. Educate the client about the use 
and the expected benefits of the 
medication. 

  8. Monitor the client’s medication 
compliance, effectiveness, and 
side effects. 

  9. Acknowledge the manner in 
which the side effects of the medi-
cations may inhibit the client’s in-
volvement in some recreational 
activities (e.g., slowed reaction 
time decreases motor dexterity); 
confer with the prescribing physi-
cian regarding a possible change 
in the client’s medication regimen. 

 6. Identify past and current prefer-
ences for leisure activities. (10) 

10. Refer the client to an activity or 
recreational therapist for an  
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assessment of his/her current in-
terests and abilities that are rela-
tive to leisure interests. 

 7. Sample a wide range of leisure 
activities by participating in a vari-
ety of recreational activities.  
(10, 11, 12) 

10. Refer the client to an activity or 
recreational therapist for an as-
sessment of his/her current inter-
ests and abilities that are relative 
to leisure interests. 

11. Contract with the client to pursue 
a short-term involvement with a 
variety of activities; emphasize 
the need to explore several dif-
ferent areas to develop interests. 

 12. Develop a schedule of activities that 
samples a broad range of types of 
activities, settings, length of time, 
level of involvement, cultural 
needs, and social contact. 

 8. Identify preferences for new rec-
reational activities that have been 
explored. (13) 

13. Review the sampling of activities 
on a regular basis, inquiring 
about the client’s preferences. 

 9. Identify the emotional barriers to 
increased involvement in leisure 
activities. (14, 15) 

14. Explore the client’s reactions to 
difficult social experiences in the 
past; help the client to identify 
specific emotions. 

15. Acknowledge the emotions that 
may be limiting the client’s will-
ingness to be involved in new ac-
tivities, including fear, 
embarrassment, or uncertainty. 

10. List social/recreational activities 
that are available within the  
community. (16, 17) 

16. Request that the client develop an 
inventory of activities that are 
available in the community. Re-
quest that he/she review informa-
tion from the local newspaper, 
telephone book, or magazines. 

17. Obtain additional resources for 
the client to review regarding the 
recreational activities that are 
available in the community (e.g., 
brochures from a local tourism 
board, current events calendars). 
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11. Obtain financial resources for 

recreational activities. (18, 19) 
18. Assist the client in developing a 

regular source of income (see the 
Financial Needs and Employment 
Problems chapters in this Planner). 

19. Facilitate the client’s access to 
funds from the agency or from 
community organizations for as-
sisting people with disabilities; 
seek out recreational businesses 
in the community for sponsor-
ship of the client’s involvement 
in recreational activities (e.g., 
free tickets or supplies). 

12. Increase access to remote recrea-
tional activities through the use 
of transportation that is provided 
by others. (20) 

 20. Coordinate the use of public trans-
portation or ride sharing with other 
clients or community members who 
are attending recreational events. 

13. Demonstrate new skills that are 
useful for participation in recrea-
tional activities. (21, 22, 23) 

21. Provide a leisure educator or a 
recreational therapist to teach the 
client the basic technical skills for 
participating in leisure activities. 

22. Provide the client with access to 
online services as a way to have 
increased social contact in a safer 
setting. 

23. Incorporate cooking and meal 
preparation as a portion of the 
recreational skills training as an 
added incentive for the comple-
tion of each training session. 

14. Attend a support group for indi-
viduals with severe and persistent 
mental illness. (24) 

24. Refer the client to a support 
group for people with severe and 
persistent mental illness. 

15. Implement newly learned social 
skills that are necessary for rec-
reational involvement with  
others. (24, 25, 26) 

24. Refer the client to a support 
group for people with severe and 
persistent mental illness. 

 25. Refer the client to individual 
therapy to help him/her learn  
social skills. 

26. Utilize role-playing, behavioral 
rehearsal, modeling, and role re-
versal techniques to help the client 
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understand the use of social skills 
(e.g., assertiveness, clear commu-
nication, handling anger). 

16. Caregivers use incidental learn-
ing techniques to teach the client 
social skills. (27) 

27. Train the caregivers/staff in the use 
of incidental learning techniques 
(e.g., teaching the client social and 
recreational skills during the course 
of everyday activities); monitor 
and reinforce the caregivers’ use of 
incidental learning. 

17. Initiate recreational activities 
during free time. (28, 29) 

 28. Provide the client with a listing of 
recreational activities in which 
he/she has indicated some interest; 
urge the client to utilize this listing 
to initiate activity during free times. 

 29. Provide the client and the caretak-
ers with a chart to monitor and 
track the involvement that the cli-
ent has had in various activities. 
Verbally reinforce the client’s in-
volvement in recreational activities. 

18. Report feeling more comfortable 
in new social or recreational  
activities. (30, 31) 

30. Attend recreational activities with 
the client to provide encouragement 
and support; allow the client to be 
in charge of the level of involve-
ment that the clinician maintains. 

31. Solicit volunteers from the client’s 
family and peers to attend recrea-
tional activities with him/her. 

19. Increase the frequency of en-
gagement in activities involving 
physical exercise and fitness. 
(32, 33) 

32. Refer the client to a physician for 
a complete physical examination 
to determine the client’s ability to 
participate in physical activities. 

33. Coordinate the client’s physical 
exercise involvement with others 
who have similar interests, in-
cluding the nondisabled popula-
tion, as well as others with severe 
and persistent mental illness. 

20. Increase involvement in social 
relationships. (34, 35) 

34. With the proper release of informa-
tion, provide information to non-
disabled peers about how to best 
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cope with their friend’s severe and 
persistent mental illness symptoms. 

35. Review periodically with the cli-
ent the successes and difficulties 
that he/she has experienced in so-
cial settings. 

21. Utilize relaxation techniques to 
manage stress while engaged in 
social/recreational activities. (36) 

36. Teach the client relaxation tech-
niques to be used in social situa-
tions to reduce stress (e.g., see 
The Relaxation and Stress Reduc-
tion Workbook, 6th ed. by Davis, 
Eshelman, and McKay). 

22. Gain freedom from other re-
sponsibilities to enjoy recrea-
tional activities. (37, 38) 

37. Coordinate the provision of res-
pite services to the client who has 
responsibility for children or 
other dependent individuals. 

38. Incorporate a recreational com-
ponent into the client’s day pro-
gramming or supported 
employment program. 

23. List the supportive resources that 
can be called on if abuse or dis-
crimination occurs as social hori-
zons expand. (39) 

39. Review the possible situations in 
which an individual with severe 
and persistent mental illness 
might be manipulated or abused. 
Remind the client of the support 
system that he/she has and should 
use if he/she is uncertain about 
treatment from others. 

24. Develop recreational habits that 
are not associated with substance 
use or abuse. (40) 

40. Emphasize to the client the need 
for developing social and recrea-
tional activities that are not re-
lated to the use of mood-altering 
substances. 

 

 .    .   

        

 .    .   

        

 .    .   
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DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.30 Schizophrenia, Paranoid Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.60 Schizophrenia, Residual Type 
 295.70 Schizoaffective Disorder 
 296.3x Major Depressive Disorder, Recurrent 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
     
     
   
Axis II: 301.0 Paranoid Personality Disorder 
 301.22 Schizotypal Personality Disorder 
 301.83 Borderline Personality Disorder 
 301.82 Avoidant Personality Disorder 
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SELF-DETERMINATION DEFICITS 

BEHAVIORAL DEFINITIONS 

 1. Lacks choice in daily life, school, residence, or vocation. 
 2. Has limited experience with making decisions. 
 3. Plans poorly for the near and the distant future, which results in difficult 

transitions. 
 4. Responsibilities and opportunities have decreased due to mental impair-

ments. 
 5. Agencies have been dictating the options/services that are available, limit-

ing the freedom of choice. 
 6. Lacks skills necessary for living independently. 
 7. Vocational and/or residential placement have failed due to a lack of appro-

priate decision-making skills and an inability to adjust to changing situations. 
 8. Lacks assertiveness, decision-making, and problem-solving skills result-

ing from caregivers overprotecting the client. 
 9. Treatment agency structure sets up barriers to the choice of services and 

providers. 
10. Client, family, caregivers, and clinicians lack the knowledge or the train-

ing in the concepts of self-determination. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1. Maximize available choices in all aspects of life. 
 2. Advocate assertively for own needs and preferences. 
 3. Increase understanding and identification of own needs and preferences. 
 4. Develop planning and goal-setting skills. 
 5. Caregivers consistently encourage and reinforce all of the client’s move-

ment toward his/her own decision making. 
 6. Gain access to integrated employment, social, and community opportunities. 
 7. Treatment agency revises structure to enhance the client’s attempts to be-

come more independent. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Client, caregivers, and family 
verbalize an understanding of 
the process and spirit of person-
centered planning and self-
determination. (1, 2, 3, 4) 

 1. Assess the client’s understanding 
of self-determination or person-
centered planning ideas. 

 2. Help the client and caregivers iden-
tify examples of self-determination 
in their own lives as well as in oth-
ers’; provide personal examples of 
how the clinician experiences self-
determination.  

 3. Invite the client and his/her fam-
ily and caregivers to agency 
trainings on person-centered 
planning and self-determination. 

 4. Encourage the client and his/her 
family and caregivers to discuss the 
use of self-determination principles 
relative to the client’s treatment, 
dreams, and desires. 
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 2. Participate in an assessment of 

the skills that will facilitate self-
determination. (5) 

 5. Assess the client’s strengths and 
weaknesses in self-determination 
(e.g., autonomy, self-regulation, 
psychological empowerment, self-
realization); share the findings 
from the client’s self-determination 
assessment, emphasizing his/her 
strengths and using the results to 
promote his/her involvement in 
planning future goals with the sup-
port of his/her family. 

 3. Develop a plan for a person-
centered planning meeting.  
(6, 7, 8, 9) 

 6. Facilitate the client developing an 
agenda for a person-centered 
planning meeting (e.g., what 
goals the client would like to 
achieve); provide the client with 
some examples of possible goals, 
but pursue his/her input. 

 7. Assist the client in inviting all of 
the individuals whom he/she 
would like to be present during the 
person-centered planning meeting 
(e.g., clinicians, family members, 
peers, advocates, friends); allow 
the client to choose the members, 
as well as how they are invited or 
exempted, and where the meeting 
is held; review the implications of 
not inviting a specific individual. 

 8. Request the client to choose a fa-
cilitator for his/her person-centered 
planning meeting; emphasize that 
this does not have to be a clinical 
person. 

 9. Allow the client to identify “off-
limits” topics (i.e., topics that he/she 
does not wish to be brought up at 
the person-centered planning meet-
ing). Prompt the client to identify a 
setting in which he/she would be 
willing to discuss those topics. 
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 4. Prepare for the person-centered 
planning meeting by clarifying 
own goals and barriers to those 
goals. (10, 11, 12) 

10. Assist the client in articulating 
his/her current daily life, relation-
ships, personal history, prefer-
ences, dreams, hopes and fears, 
community choices, and issues 
that are related to home, career, 
and health. 

11. Request that the client identify 
barriers that interfere with his/her 
stated desires; assist the client in 
identifying the kinds of support 
that are needed to attain future 
goals and dreams. 

12. Request that the client identify 
areas in which he/she would like 
to experience improvement (e.g., 
living situation, work setting, re-
lationships). 

 5. Participate in a person-centered 
planning meeting. (13, 14) 

13. Facilitator or client call the person-
centered planning meeting to or-
der, focusing the participants on 
the client and his/her desires and 
needs; participants should direct 
their comments to the client, rather 
than the clinician or the facilitator. 

 14. Ask the client to answer first, then 
the rest of the participants, in pos-
ing questions such as “Who is __?”, 
“What are __’s strengths and prob-
lems?”, “What supports, accom-
modations, or barriers exist?” 
and/or “What shall we put in the 
action plan for goals/objectives?” 

 6. Identify short- and long-term 
hopes, dreams, and desires.  
(15, 16) 

15. Assist the client in making a list of 
his/her short- and long-term goals. 
Request that the client identify 
his/her favorite three; ensure that 
continuity exists between short-
term and long-term goals and that 
those goals are objectively ob-
servable and obtainable in a rea-
sonable amount of time. 
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16. Assist the client in identifying 

and creating conditions that will 
facilitate the realization of his/her 
goals and desires (e.g., expand 
and deepen friendships, increase 
community participation, exer-
cise more control and choice in 
life, and develop competencies); 
identify creative solutions for 
breaking the existing barriers to 
identified goals. 

 7. Increase involvement in chosen 
recreational, social, employment, 
financial, and residential  
activities. (17, 18) 

17. Explore the client’s desires to par-
ticipate in a wide range of possible 
activities (e.g., social contacts, in-
dependent living, volunteer or 
work placement, service groups, 
church, or recreational events) that 
promote community integration 
and the development of self-
determination skills. 

18. Arrange for all significant people 
in the client’s life (e.g., family, 
advocates, community members, 
staff, agency personnel) to brain-
storm creative options for expan-
sion of the client’s personal 
choices and to commit to assist-
ing the client in attaining the 
identified goals. 

 8. Demonstrate the ability to make 
choices that are safe, responsible, 
informed, and not harmful to 
self or others. (17, 19, 20) 

17. Explore the client’s desires to par-
ticipate in a wide range of possible 
activities (e.g., social contacts, in-
dependent living, volunteer or 
work placement, service groups, 
church, or recreational events) that 
promote community integration 
and the development of self-
determination skills. 

19. Assess the client’s potential for 
making adverse choices; help the 
client understand the risk of the 
choices that may result in physi-
cal and/or mental harm.  
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20. Weigh the assessed risk-of-harm 
level against the client’s right to 
make his/her own choices; factor 
in the likelihood of short- or long-
term harm, physical or psycho-
logical harm, direct or indirect 
harm, and predictable or unpre-
dictable harm to himself/herself or 
others to obtain a reasonable de-
gree of freedom of choice (e.g., 
total independence with unre-
stricted choice or limited inde-
pendence with restricted options). 

 9. Choose service providers based 
on own preferences, needs, and 
financial resources. (21, 22, 23)  

21. Remind the client (or guardian) 
that he/she has a choice about the 
services provided, who provides 
them, and where he/she receives 
these services. 

22. Develop a listing or a network of 
providers for the client (or guard-
ian) to choose from, which may in-
clude the clinician’s own services. 

23. Provide the client with the cost of 
each individual service/provider 
who is available and appropriate 
for meeting his/her needs; allow 
the client (or guardian) to choose 
whatever services and providers 
that they see fit within their fi-
nancial resources. 

10. Service providers verbalize a 
recognition that the client has a 
choice of providers and must be 
given respectful, service-oriented 
treatment. (24) 

24. Focus the service providers on the 
need to provide customer service, 
and emphasize that the client has a 
choice of providers available 
(help the provider adopt a “We 
need them!” philosophy, rather 
than “They need us.”). 

11. Advocate for self, representing 
own best interest and exercising 
choices. (25, 26, 27) 

25. Help the client identify actual ex-
amples from his/her life when 
he/she has used decision-making 
skills such as gathering informa-
tion, weighing pros and cons, con-
sulting with others, and so forth. 
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26. Teach the client techniques for 

assertive self-advocacy, (e.g., see 
The Self-Advocacy Manual for 
Consumers by the Michigan Pro-
tection and Advocacy Service, 
Inc.; or The Self-Advocacy 
Workbook by Gardner); promote 
self-advocacy and leadership by 
providing practice opportunities 
whenever possible (e.g., with 
counselors, personal care sup-
port personnel, and residential 
supervisors). 

27. Teach the client the difference 
between passive, assertive, and 
aggressive behaviors; model as-
sertive, aggressive, and passive 
responses to the same situation, 
and request that the client iden-
tify the most effective style. 

12. Implement problem-solving 
techniques to resolve daily-life 
issues. (28) 

28. Teach the client problem-solving 
techniques (e.g., see Thinking It 
Through: Teaching a Problem-
Solving Strategy for Community 
Living by Foxx and Bittle); use 
role-playing, modeling, and 
journaling to reinforce these 
techniques. 

13. Express preferences and choices 
in all aspects of personal life. 
(26, 29, 30, 31) 

26. Teach the client techniques for 
assertive self-advocacy, (e.g., see 
The Self-Advocacy Manual for 
Consumers by the Michigan Pro-
tection and Advocacy Service, 
Inc., or The Self-Advocacy 
Workbook by Gardner); promote 
self-advocacy and leadership by 
providing practice opportunities 
whenever possible (e.g., with 
counselors, personal care sup-
port personnel, and residential 
supervisors). 

29. Assess the client’s responses to 
various activities and situations to 
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better understand his/her prefer-
ences (e.g., approach, verbaliza-
tions, gestures, affect). 

30. Stress to the family, caregivers, 
and support staff that the client 
should be provided opportunities 
to choose in all areas of his/her 
life (e.g., leisure, shopping, meal-
time, lifestyle, employment). 

31. Provide many learning opportuni-
ties and plan for self-determination 
skill generalization by expanding 
the range of situations to which the 
client responds, and by providing 
similarity between learning  
stimuli and the client’s natural  
environment. 

14. Review own behavior and assess 
whether it is focused on goal  
attainment. (32, 33) 

32. Review with the client his/her 
decisions, and encourage him/her 
to evaluate his/her own behavior 
to determine if it is compatible 
with the identified goals; assist 
the client in changing his/her be-
havior to obtain goals, as needed. 

33. Discuss with the client the rein-
forcers that he/she desires, pointing 
out that they can be independently 
attainable, contingent on the occur-
rence of his/her own predeter-
mined target behaviors. 

15. Develop cooperative relationships 
with peers, both with and without 
mental illness. (34, 35, 36) 

34. Teach the client social skills 
through didactic presentation and 
role-playing (e.g., basic conver-
sational skills, self-assertion, hon-
esty, truthfulness, and how to 
handle teasing) (see the Social 
Skills Deficits chapter in this 
Planner). 

35. Arrange for the client to utilize 
social skills in situations that 
he/she has identified as desirable; 
reinforce the client for taking risks 
in participating in social situations 



224  THE SEVERE AND PERSISTENT MENTAL ILLNESS TREATMENT PLANNER 

 
with people who have disabilities 
and with those who do not. 

36. With proper authorization to re-
lease information, provide feed-
back to the family and (non-
mentally ill) peers about how best 
to approach the client and his/her 
needs (e.g., equality, respect, re-
ciprocity of friendship). 

16. Increase participation in  
community-based opportunities 
for social, recreation, and voca-
tional activities. (37, 38) 

37. Teach the client about the avail-
ability, use of, and skills to access 
community resources (see the In-
dependent Activities of Daily 
Living [IADL] chapter in this 
Planner). 

38. Assist the client in obtaining em-
ployment, via a supported em-
ployment referral, or assisting 
with the preparation of a resume, 
job applications, and so forth (see 
the Employment Problems chap-
ter in this Planner). 

17. Family members support and rein-
force the client in making his/her 
own decisions. (39, 40, 41) 

39. Assist family members in identi-
fying the specific steps to pro-
mote the client’s decision 
making, problem solving, goal 
setting and attainment, as well as 
his/her self-awareness and 
knowledge in the home. 

40. Demonstrate to the family the 
many opportunities throughout 
the day that the client can use for 
exerting choices and preferences 
(e.g., meal choices, schedule for 
the day, clothing choices); en-
courage the family to foster in-
dependence by helping only 
when needed, permitting the cli-
ent to maximize his/her abilities. 

41. Emphasize with the family that 
the freedom to make choices, 
even harmful ones, is a freedom 
that most people value; encour-
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age the family to allow the client 
to assume responsibility for 
his/her own actions and the natu-
ral consequences, both positive 
and negative, that result. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.20 Schizophrenia, Catatonic Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
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SEXUALITY CONCERNS 

BEHAVIORAL DEFINITIONS 

 1. Has a history of sexual victimization due to the vulnerability that is caused 
by severe and persistent mental illness symptoms. 

 2. Reports bizarre sexual thoughts due to hallucinations, delusions, or other 
severe and persistent mental illness symptoms. 

 3. Engages in behavior that is high-risk for sexually transmitted diseases 
(STDs) due to a lack of understanding about healthy sexual behavior. 

 4. Engages in impulsive sexual acting out or hypersexuality. 
 5. Experiences sexual dysfunction due to the side effects of long-term psy-

chotropic medication use. 
 6. Has medical problems that are related to STDs. 
 7. Obtains inadequate prenatal care due to homelessness, confusion, or other 

effects of mental illness symptoms. 
 8. Experiences conflicts in sexual or romantic relationships due to bizarre 

behavior or other symptoms. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Increase resistance to sexual victimization. 
 2. Understand the effects of sexual behavior and increase the use of safer-

sex practices. 
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 3. Obtain the appropriate medical care that is related to the sexual behavior 
(e.g., prenatal care, birth control, STD treatment). 

 4. Decrease the severe and persistent mental illness symptoms that precipitate 
sexual acting out. 

 5. Return to a normal libido and sexual functioning relative to the medica-
tion usage. 

 6. Normalize sexual or romantic relationship that is less affected by the 
symptoms of mental illness. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Identify the possible areas of 
sexuality concerns. (1) 

 1. Explore the client’s history and 
medical records of sexual abuse, 
sexual dysfunction, deviant sex-
ual practices, or vulnerability to 
sexual victimization. 

 2. Verbalize the degree of comfort 
regarding discussing sexuality  
issues. (2) 

 2. Present to the client inquiries into 
sexuality issues in a tentative, 
open manner, due to the highly 
personal and emotional nature of 
such issues; emphasize the volun-
tary nature of working on these is-
sues, and that he/she is in control of 
how quickly or intensely these is-
sues are addressed. 

 3. Describe the details of sexuality 
concerns. (3, 4, 5, 6) 

 3. Request that the client identify 
the details of his/her history of 
sexual difficulties, dysfunction, 
or confusion. 

 4. With the proper consent to release 
information, obtain additional in-
formation about sexuality concerns  
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from the client’s spouse, partner, 
or other family members. 

 5. Assist the client in preparing a 
time line reviewing his/her his-
tory of sexual involvement; relate 
this history to his/her struggles 
with mental illness. 

 6. Focus the client on differentiating 
between the reality of the experi-
ence and the possible altered per-
ception of reality due to severe and 
persistent mental illness symptoms; 
assess the client’s reality testing. 

 4. Disclose the history of sexual 
abuse. (7, 8) 

 7. Educate the client about the defi-
nition of sexual abuse. 

 8. Ask the client to describe his/her 
history of sexual abuse. 

 5. Demonstrate a reduced emo-
tional response to prior sexual 
abuse. (9, 10, 11) 

 9. Review the common emotional, 
self-esteem, and relationship effects 
of sexual abuse with the client. 

10. Assign readings on surviving 
sexual abuse (e.g., The Courage 
to Heal: A Guide for Women Sur-
vivors of Child Sexual Abuse by 
Bass and Davis; Reach for the 
Rainbow: Advanced Healing for 
Survivors of Sexual Abuse by 
Finney; or assignments from The 
Courage to Heal Workbook: For 
Men and Women Survivors of 
Child Sexual Abuse by Davis) to 
assist the client in processing and 
understanding his/her feelings 
that are related to sexual abuse. 

11. Refer the client for ongoing psy-
chotherapy with a therapist who is 
knowledgeable about sexual con-
flicts and chronic mental illness. 

 6. Take steps to protect self from a 
continuation of current sexual 
victimization. (12, 13, 14, 15) 

12. Ask the client about specific cur-
rent situations in which he/she 
may be experiencing sexual as-
sault or abuse; report sexual vic-
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timization to the police or to an 
adult protective services agency, 
in accordance with agency guide-
lines and local legal requirements. 

13. Advocate for the client to obtain 
the needed supports that will re-
move him/her from an abusive 
situation (e.g., domestic violence 
shelter, protection order). 

14. Assist the client in stabilizing fi-
nancial and residential needs to 
decrease the likelihood of having 
to be dependent on a sexually or 
physically abusive partner (see 
the Homelessness and Financial 
Needs chapters in this Planner). 

15. Educate the client about self-
defense strategies, such as those 
described in Self-Defense: Steps 
to Success by Nelson. 

 7. Terminate sexually abusive or 
otherwise inappropriate behav-
iors toward others. (16) 

16. Provide feedback to the client on 
his/her sexually inappropriate, and 
possibly illegal, behavior and re-
fer the client to a sexual offender 
treatment group, if needed. 

 8. Verbalize an increased knowl-
edge about human sexuality. 
(17, 18) 

17. Educate the client about human 
sexuality through videotapes, 
books, and other literature (e.g., 
All About Sex: A Family Resource 
on Sex and Sexuality by Moglia 
and Knowles; or Sexual Health: 
Questions You Have . . . Answers 
You Need by Reitano and Ebel). 

18. Refer the client to a sex education 
group. 

 9. Take psychotropic medications 
consistently to decrease severe 
and persistent mental illness 
symptoms. (19, 20) 

19. Refer the client to a physician or a 
psychiatrist for an evaluation of the 
need for psychotropic medication. 

20. Educate the client about the use, 
expected benefits, and possible side 
effects of psychotropic medica-
tions; monitor his/her compliance, 
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medication effectiveness, and side-
effects, reporting significant devel-
opments to medical staff. 

10. Report an improved self-image 
as a result of improved activities 
of daily living (ADLs) or per-
sonal appearance. (21, 22) 

21. Advocate for the client, with a psy-
chiatrist, for the use of medications 
that reduce the likelihood of ex-
trapyramidal side effects (EPSs). 

22. Assist the client in increasing 
ADLs (see the Activities of Daily 
Living [ADL] and Independent 
Activities of Daily Living [IADL] 
chapters in this Planner). 

11. Report an improvement in social 
and romantic relationships.  
(23, 24) 

 23. Refer the client to a support group 
for mentally ill adults. 

24. Teach the client social skills that can 
be applied to a range of intimate re-
lationships (see the Social Skills 
Deficits chapter in this Planner). 

12. Partner reports a decrease in ten-
sion within the relationship and 
within the family unit.  
(4, 25, 26, 27, 28) 

 4. With the proper consent to release 
information, obtain additional in-
formation about sexuality concerns 
from the client’s spouse, partner, 
or other family members. 

25. Educate the client’s spouse/ 
partner about mental illness symp-
toms and their impact on intimacy. 

26. Assist the client’s spouse/partner in 
resolving family needs that are not 
related directly to the client’s men-
tal illness symptoms (e.g., day care 
needs for their children, transporta-
tion needs, medical help, etc.), but 
that are increasing the tension level 
within the marriage. 

27. Engage the client’s partner in an 
active role in the client’s treat-
ment (e.g., attending treatment 
meetings, providing feedback to 
the clinicians, managing medica-
tions) as allowed by the client. 

28. Refer the client and his/her part-
ner for conjoint therapy that is 
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related to ongoing problem areas, 
or to “inoculate” the relationship 
from future troubles. 

13. Identify sexual dysfunction  
concerns. (4, 29) 

 4. With the proper consent to re-
lease information, obtain addi-
tional information about 
sexuality concerns from the cli-
ent’s spouse, partner, or other 
family members. 

29. Review typical sexual needs that 
may have been neglected due to 
mental illness symptoms; ask spe-
cifically about sexual dysfunction 
symptoms. 

14. Resolve medical issues that in-
hibit sexual functioning.  
(30, 31, 32, 33) 

30. Review the sexual side effects of 
the medications with the client 
and the medical staff so that 
he/she can make an informed de-
cision about whether to use them. 

31. Refer the client for a complete 
medical evaluation that is espe-
cially focused on possible bio-
chemical causes for sexual 
dysfunction; coordinate the rec-
ommended follow-up, including 
prescribed lab tests, new medica-
tions, or specialty evaluations. 

32. Review sexual dysfunction con-
cerns with the prescribing physi-
cian. Advocate with the 
physician for a psychotropic 
medication regimen that mini-
mizes the impact on sexual li-
bido and sexual functioning. 

33. Assess the client carefully for de-
compensation, interpreting the 
sexual dysfunction as a precursor 
or a signal for crisis. 

15. Decrease the likelihood of con-
tracting STDs. (34, 35) 

34. Educate the client about STDs 
and how to avoid them (e.g., ab-
stinence, use of condoms); sug-
gest reading material on STDs  
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(e.g., Sexually Transmitted Dis-
eases: A Physician Tells You What 
You Need to Know by Marr). 

35. Provide the client with free con-
doms or refer him/her to an agency 
that provides them; teach the client 
about proper and timely use. 

16. Cooperate with an assessment 
and treatment for STDs. (36, 37) 

36. Refer the client to a public health 
facility or to a physician to test 
for or treat acquired immune de-
ficiency syndrome (AIDS) and 
other STDs. 

37. Refer the client who tests positive 
for the human immunodeficiency 
virus (HIV-positive) to an appro-
priate support group. 

17. List the pros and cons of parent-
hood. (38, 39) 

38. Review the possible motivations 
that are related to parenthood, 
which may be prominent with 
mentally ill individuals (e.g., a 
redefinition of the client’s self-
concept from a “mentally ill in-
dividual” to a “parent,” or a 
greater desire to maintain his/her 
psychological health). 

39. Focus the client on the stressors 
that are related to parenthood 
(e.g., financial burdens, increased 
responsibility) that may exacer-
bate mental illness symptoms. 

18. Use contraception consistently. 
(35, 40, 41) 

35. Provide the client with free con-
doms or refer him/her to an agency 
that provides them; teach the client 
about proper and timely use. 

40. Teach the client about the cor-
rect and effective use of con-
doms, birth control pills, and 
other contraceptives. 

41. Refer the client for birth control 
measures that are less likely to 
fail due to human error (e.g., 
Depo-Provera shots). 
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19. Verbalize a plan of reaction to 
possible pregnancy. (11, 42, 43) 

11. Refer the client for ongoing psy-
chotherapy with a therapist who 
is knowledgeable about sexual 
conflicts and chronic mental ill-
ness symptoms. 

42. Provide the client with informa-
tion regarding options that are 
available for reacting to preg-
nancy (e.g., abortion, release for 
adoption, keeping the baby). 

43. Educate the client about, and 
emphasize the critical need for, 
discontinuing alcohol or street 
drug use if it is possible that the 
client is pregnant; inform the cli-
ent’s prescribing physician im-
mediately if the client suspects 
that she might be pregnant. 

20. Verbalize an acceptance of self 
regardless of sexual identity.  
(11, 44, 45, 46) 

11. Refer the client for ongoing psy-
chotherapy with a therapist who 
is knowledgeable about sexual 
conflicts and chronic mental ill-
ness symptoms. 

44. Assist the client in identifying 
atypical sexual behavior, which is 
related to psychosis, mania, or 
other severe and persistent mental 
illness symptoms, as opposed to 
his/her typical sexual behavior or 
sexual orientation. 

 45. Validate the client’s experience of 
additional stigmatization or dis-
crimination that he/she may have 
experienced because of being men-
tally ill and gay/lesbian. Acknowl-
edge that the stressors may, 
indeed, exacerbate the symptoms; 
affirm the client’s worth, regard-
less of his/her sexual identity. 

46. Refer the client to a support 
group for those who are strug-
gling with sexual orientation is-
sues and mental illness concerns. 
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 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 293.xx Psychotic Disorder Due to . . . [General Medical 

Condition] 
 292.xx Substance-Induced Psychotic Disorder 
 302.71 Hypoactive Sexual Desire Disorder 
 302.79 Sexual Aversion Disorder 
 302.72 Sexual Arousal Disorder 
 302.7x Orgasmic Disorders 
 302.70 Sexual Dysfunction NOS 
 302.9 Sexual Disorder NOS 
 V61.1 Sexual Abuse of Adult 
 995.83 Sexual Abuse of Adult, Victim 
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SOCIAL ANXIETY 

BEHAVIORAL DEFINITIONS 

 1. Overall pattern of social anxiety, shyness, or timidity that presents itself in 
most social situations. 

 2. Hypersensitivity to the criticism or disapproval of others. 
 3. No close friends or confidants outside of first-degree relatives. 
 4. Avoidance of situations that require a degree of interpersonal contact. 
 5. Reluctant involvement in social situations out of fear of saying or doing 

something foolish or of becoming emotional in front of others. 
 6. Debilitating performance anxiety and/or avoidance of required social per-

formance demands. 
 7. Increased heart rate, sweating, dry mouth, muscle tension, and shakiness 

in social situations. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Interact socially without undue fear or anxiety. 
 2. Participate in social performance requirements without undue fear or 

anxiety. 
 3. Develop the essential social skills that will enhance the quality of relation-

ship life. 
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 4. Develop the ability to form relationships that will enhance recovery sup-

port system. 
 5. Reach a personal balance between solitary time and interpersonal interac-

tion with others. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history and nature 
of social fears and avoidance.  
(1, 2, 3) 

 1. Focus on developing a level of 
trust with the client. Provide sup-
port and empathy to encourage 
the client to feel safe in express-
ing his/her social anxiety. 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
social fears and avoidance (e.g., 
The Anxiety Disorders Interview 
Schedule for the DSM-IV by 
Brown, DiNardo, and Barlow). 

 3. Assess the nature of any stimulus, 
thoughts, or situations that pre-
cipitate the client’s social fear 
and/or avoidance. 

 2. Complete psychological tests de-
signed to assess the nature and 
severity of social anxiety and 
avoidance. (4) 

 4. Administer a measure of social 
anxiety to further assess the depth 
and breadth of social fears and 
avoidance (e.g., The Social In-
teraction Anxiety Scale and/or 
Social Phobia Scale by Mattick 
and Clarke). 

 3. Differentiate between symptoms 
that are related to anxiety versus 
those that are related to severe and 
 

 2. Assess the client’s frequency,  
intensity, duration, and history  
of social fears and avoidance 
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persistent mental illness.  
(2, 3, 5, 6, 7) 

(e.g., The Anxiety Disorders Inter-
view Schedule for the DSM-IV by 
Brown, DiNardo, and Barlow). 

 3. Assess the nature of any stimulus, 
thoughts, or situations that pre-
cipitate the client’s social fear 
and/or avoidance. 

 5. Help the client differentiate symp-
toms that are a direct effect of 
his/her severe and persistent mental 
illness (e.g., a product of delusion), 
as opposed to a separate diagnosis 
of an anxiety disorder. 

 6. Acknowledge that both real and 
delusional experiences can cause 
anxiety, providing support to the 
client. 

 7. Utilizing a description of anxiety 
symptoms such as that found in 
Bourne’s The Anxiety and Pho-
bia Workbook; help the client to 
identify with a specific diagnostic 
classification. 

 4. Cooperate with an evaluation by 
a physician for psychotropic 
medication. (8, 9) 

 8. Arrange for the client to be 
evaluated for a prescription of 
psychotropic medications.     

 9. Monitor the client for prescription 
compliance, side effects, and over-
all effectiveness of the medication; 
consult with the prescribing physi-
cian at regular intervals.  

 5. Participate in small group ther-
apy for social anxiety, or indi-
vidual therapy if the group is 
unavailable. (10) 

10. Enroll the client in a small 
(closed enrollment) group for so-
cial anxiety (see Turk, Heimberg 
and Hope), or individual therapy 
if a group cannot be formed.  

 6. Verbalize an accurate under-
standing of the vicious cycle of 

11. Educate the client about how social 
anxiety derives from cognitive  

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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social anxiety and avoidance.  
(11, 12) 

biases that overestimate negative 
evaluation by others, undervalue 
the self, distress, and often lead to 
unnecessary avoidance.  

12. Assign the client to read chapters 
of books or treatment manuals 
on social anxiety that reinforce 
in-session education on the cycle 
of social anxiety and avoidance, 
and the rationale for treatment 
(e.g., Overcoming Shyness and 
Social Phobia by Rapee; or 
Overcoming Social Anxiety and 
Shyness by Butler).  

 7. Verbalize an understanding of 
the rationale for treatment of so-
cial anxiety. (13, 14) 

13. Educate the client about how 
cognitive restructuring and expo-
sure serve as an arena to desensi-
tize learned fear, build social 
skills and confidence, and reality-
test biased thoughts.  

14. Assign the client to read about 
cognitive restructuring and  
exposure-based therapy in chap-
ters of books or treatment manuals 
on social anxiety (e.g., Managing 
Social Anxiety by Hope, Heim-
berg, Juster, and Turk; or Dying 
of Embarrassment by Markaway, 
Carmin, Pollard, and Flynn).  

 8. Learn and implement calming 
and coping strategies to manage 
anxiety symptoms during mo-
ments of social anxiety. (15, 16) 

15. Teach the client calming and at-
tentional focusing skills (e.g., 
staying focused externally and on 
behavioral goals, muscular re-
laxation, evenly paced dia-
phragmatic breathing, ride the 
wave of anxiety) to manage so-
cial anxiety symptoms.  

16. Assign the client to read about 
calming and coping strategies in 
books or treatment manuals on  
social anxiety (e.g., Overcoming 
Shyness and Social Phobia by 
Rapee).  
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 9. Identify, challenge, and replace 
biased, fearful self-talk with  
reality-based, positive self-talk.  
(17, 18, 19) 

17. Explore the client’s schema and 
self-talk that mediate his/her so-
cial fear response, challenge the 
biases; assist him/her in generat-
ing appraisals that correct for the 
biases and build confidence.  

18. Assign the client to read about 
cognitive restructuring in books 
or treatment manuals on social 
anxiety (e.g., The Shyness and 
Social Anxiety Workbook by  
Antony and Swinson).  

19. Assign the client a homework ex-
ercise in which he/she identifies 
fearful self-talk and creates real-
ity-based alternatives; review and 
reinforce success, providing cor-
rective feedback for failure (see 
“Restoring Socialization Comfort” 
in Adult Psychotherapy Homework 
Planner, 2nd ed. by Jongsma, The 
Shyness and Social Anxiety Work-
book by Antony and Swinson, or 
Overcoming Shyness and Social 
Phobia by Rapee).  

10. Undergo gradual repeated expo-
sure to feared social situations 
within individual or group ther-
apy sessions and review with 
group members and therapist.  
(20, 21, 22) 

20. Direct and assist the client in con-
struction of a hierarchy of anxiety-
producing situations associated 
with the phobic response.  

21. Select initial in vivo or role-played 
exposures that have a high likeli-
hood of being a successful experi-
ence for the client; do cognitive 
restructuring within and after the 
exposure, use behavioral strategies 
(e.g., modeling, rehearsal, social 
reinforcement) to facilitate the ex-
posure; review with the client and 
group members, if done in group 
(see Social Anxiety Disorder by 
Turk, Heimberg, and Hope).  

22. Assign the client to read about 
exposure in books or treatment 
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manuals on social anxiety (e.g., 
The Shyness and Social Anxiety 
Workbook by Antony and Swin-
son; or Overcoming Shyness and 
Social Phobia by Rapee).  

11. Undergo gradual repeated expo-
sure to feared social situations 
outside of individual or group 
therapy sessions. (23) 

23. Assign the client a homework 
exercise in which he/she does an 
exposure exercise and records re-
sponses (or assign “Gradually 
Reducing Your Phobic Fear” in 
Adult Psychotherapy Homework 
Planner, 2nd ed. by Jongsma; 
also see The Shyness and Social 
Anxiety Workbook by Antony 
and Swinson; or Overcoming 
Shyness and Social Phobia by 
Rapee); review and reinforce 
success, providing corrective 
feedback toward improvement.  

12. Learn and implement social skills 
to reduce anxiety and build con-
fidence in social interactions.  
(24, 25) 

24. Use instruction, modeling, and role-
playing to build the client’s general 
social and/or communication skills 
(see Social Effectiveness Therapy by 
Turner, Beidel, and Cooley).  

25. Assign the client to read about 
general social and/or communi-
cation skills in books or treatment 
manuals on building social skills 
(e.g., Your Perfect Right by Al-
berti and Emmons; or Conversa-
tionally Speaking by Garner).  

13. Implement relapse prevention 
strategies for managing possible 
future anxiety symptoms.  
(26, 27, 28, 29) 

26. Educate the client about the dis-
tinction between a lapse and re-
lapse, associating a lapse with an 
initial and reversible return of 
symptoms, fear, or urges to  
avoid and relapse with the deci-
sion to return to fearful and 
avoidant patterns.  

27. Identify and rehearse with the 
client the management of future 
situations or circumstances in 
which lapses could occur.  
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28. Instruct the client to routinely use 
strategies learned in therapy (e.g., 
using cognitive restructuring, so-
cial skills, and exposure) while 
building social interactions and 
relationships.  

29. Develop a “coping card” on 
which coping strategies and other 
important information (e.g., “pace 
your breathing,” “focus on the 
task at hand,” “you can manage 
it,” and “it will go away”) are 
written for the client’s later use.  

14. Explore past experiences that 
may be the source of low self-
esteem and social anxiety  
currently. (30, 31) 

30. Probe childhood experiences of 
criticism, abandonment, or abuse 
that would foster low self-esteem 
and shame; process these. 

31. Assign the client to read a book 
on shame (e.g., Healing the 
Shame That Binds You by Brad-
shaw or Facing Shame by Fos-
sum and Mason), and process 
key ideas. 

15. Verbally describe the defense 
mechanisms used to avoid close 
relationships. (32) 

32. Assist the client in identifying 
defense mechanisms that keep 
others at a distance and prevent 
him/her from developing trusting 
relationships; identify ways to 
minimize defensiveness. 

16. Return for a follow-up session to 
track progress, reinforce gains, 
and problem-solve barriers. (33) 

33. Schedule a follow-up or booster 
session for the client one to three 
months after therapy ends. 

 

 .    .   

        

 .    .   

        

 .    .   
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DIAGNOSTIC SUGGESTIONS 

Axis I: 300.23 Social Anxiety Disorder (Social Phobia) 
 300.4 Dysthymic Disorder 
 296.xx Major Depressive Disorder 
 300.7 Body Dysmorphic Disorder 
      
      
   
Axis II: 301.82 Avoidant Personality Disorder 
 301.0 Paranoid Personality Disorder 
 301.22 Schizotypal Personality Disorder 
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SOCIAL SKILLS DEFICITS 

BEHAVIORAL DEFINITIONS 

 1. Demonstrates repeated bizarre or other inappropriate social behaviors. 
 2. Has a history of repeated broken or conflicted relationships due to per-

sonal deficiencies in problem solving, maintaining a trusting relationship, 
or choosing abusive/dysfunctional partners/friends. 

 3. Exhibits a pattern of social shyness, anxiety, or timidity. 
 4. Displays rude, angry, oppositional, or demanding behaviors toward peers and 

others. 
 5. Reveals an inability to establish, nurture, and maintain meaningful inter-

personal relationships due to a failure to listen, support, communicate 
needs, or negotiate differences of opinion. 

 6. Estranged from others due to the negative effects of psychotic symptoms 
(i.e., hallucinations, delusions, manic phases) on social interactions. 

 7. Complains of loneliness, lost relationships, and a lack of friends or a so-
cial network to provide support during crises. 

 8. Shows a lack of assertiveness, difficulty resisting peer pressure, or a defi-
ciency in expressing needs or saying “no.” 

 9. Lacks experience with or an understanding of the social aspects of recrea-
tional/leisure activities. 

 .   

    

 .   

    

 .   
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LONG-TERM GOALS 

 1. Establish or reestablish mutually satisfying, important interpersonal 
relationships. 

 2. Understand how chronic mental illness symptoms impact social skills and 
relationships. 

 3. Accept the need for and the usefulness of increasing social skills abilities. 
 4. Develop basic social skills techniques such as communicating needs, mak-

ing requests, reading body language, and establishing eye contact. 
 5. Learn advanced social skill techniques such as assertiveness, active listen-

ing, and negotiation. 
 6. Family, friends, and caregivers develop realistic expectations about the 

client’s social capabilities. 

 .   

    

 .   

    

 .   

    

 
SHORT-TERM 
OBJECTIVES 

 
THERAPEUTIC 
INTERVENTIONS 

 1. Describe current social network. 
(1, 2) 

 1. Assist the client in preparing a 
list of all important relation-
ships, including friends, family, 
and treatment providers; inquire 
about expected relationships 
that are absent. 

 2. Develop a family genogram to 
assist the client in identifying im-
portant relationships in the family. 

 2. Describe various social interac-
tions with friends, family, 
aquaintences, and others, identi-
fying positives and negatives of 
those interactions. (3) 

 3. Thoroughly assess social skill 
strengths and weaknesses across 
several settings ranging from 
low to high in the demand for 
social skill. 

 3. Participate in an interview fo-
cused on assessing social skills 

 4. Conduct a semi-structured inter-
view of social skills with the client 
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and allow a friend or family 
member to be interview, if 
needed. (4, 5) 

and a person(s) familiar with him 
or her facilitated by the use of a 
standardized instrument such as the 
Social Behavior Schedule or the 
Social Adjustment Scale. 

 5. Differentiate among social skill 
deficits that are due to interference 
of existing skills by social anxiety, 
and social skills deficits that are 
symptoms of a more severe mental 
disorder (e.g., negative symptom 
of schizophrenia, manic behavior) 
and adapt treatment plan to address 
(see the Social Anxiety chapter or 
other chapters in this Planner rele-
vant to the disorder). 

 4. Cooperate with a cognitive as-
sessment. (6) 

 6. Assess the client’s cognitive ability 
via psychological testing such as the 
Weschler Adult Intelligence Scale, 
3rd ed. (WAIS-III) or The Wide 
Range Achievement Test, 3rd ed. 
(WRAT-3), and evaluate the impli-
cations for social skills learning. 

 5. Take the antipsychotic medica-
tion consistently as prescribed.  
(7, 8, 9, 10) 

 7. Educate the client about the ex-
pected or the common symptoms 
of his/her mental illness, which im-
pact upon social relationships (i.e., 
manic behaviors or negative symp-
toms of schizophrenia).  

 8. Arrange for a psychiatric evalua-
tion to assess the need for antip-
sychotic or other psychotropic 
medication, and arrange a pre-
scription, if appropriate.  

 9. Monitor the client’s use of the 
medications, their effectiveness, 
side effects, and compliance; in-
tervene as needed to help solve 
any problems.  

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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10. Assist the client in recognizing 

the positive impact of consistent 
use of the psychiatric medications 
on social interactions.  

 6. Verbalize an understanding of 
the reasons for learning new and 
improving existing social skills. 
(11) 

11. Provide a rationale for social 
skills training that communicates 
the benefits of improved social 
interactions and decreased nega-
tive social actions.  

 7. Participate in individual or group 
therapy focused on strengthen-
ing social skills. (12) 

12. Provide or refer the client to in-
dividual or, preferably, group 
social skills training that employs 
cognitive behavioral strategies 
(e.g., education, modeling, role-
play, practice, reinforcement, and 
generalization) to teach skills.  

 8. Learn and implement assertive 
communication skills. (13, 14) 

13. Assign the client reading material 
from books or treatment manuals 
consistent with the social skill be-
ing taught to facilitate his/her ad-
vancement through therapy (e.g., 
Your Perfect Right by Alberti and 
Emmons for assertiveness skills; 
Conversationally Speaking by 
Garner for conversational skills).  

14. Use education, modeling, role-
playing, practice, reinforce-
ment, and generalization strate-
gies to teach relevant assertive 
skills, or refer to an assertive-
ness training workshop that uses 
like methods.  

 9. Identify basic body language 
signals and state their meaning.  
(15, 16) 

15. Assist the client in identifying dif-
ferent body language messages 
from appropriate media sources 
(e.g., preselected photographs 
from magazines, family photos).  

16. Use education, modeling, role-
playing, practice, reinforcement, 
and generalization strategies to 
teach the client how to accurately 
interpret body language signals.  
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10. Increase the frequency of speak-
ing with appropriate eye contact 
in social situations. (17, 18) 

17. Discuss the client’s lack of eye 
contact, its consequences, and the 
benefits of improvement; engage 
the client in improving his/her 
eye contact.  

18. Use education, modeling, role-
playing, practice, reinforcement, 
and generalization strategies to 
teach the client use of eye contact 
when speaking with others.  

11. Learn and implement conversa-
tional skills. (19, 20, 21, 22) 

19. Give the client homework of de-
veloping a brief conversation list 
of topics in which he/she is inter-
ested, as well as topics in which 
others seem to be interested.  

20. Use role-playing to have the cli-
ent practice asking questions 
about areas of interest while 
modeling eye contact, noninter-
ruptive listening, and assertive-
ness in the process.  

21. Assign the client to practice using 
his/her new conversational skills 
in a few social situations; review 
successes and difficulties, gradu-
ally increasing the number and 
complexity of situations over 
time.  

22. Refer the client to a self-help or 
peer-led support group for indi-
viduals with chronic mental ill-
ness to provide a supportive 
environment and to continue the 
practice of conversation skills.  

12. Learn and implement calming 
and coping strategies to manage 
anxiety symptoms during mo-
ments of social anxiety. (23) 

23. Teach the client calming and at-
tentional focusing skills (e.g., 
staying focused externally and on 
behavioral goals, muscular re-
laxation, evenly paced dia-
phragmatic breathing, ride the 
wave of anxiety) to manage so-
cial anxiety symptoms.  
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13. Identify, challenge, and replace 

negative self-talk with accurate 
positive self-talk. (24, 25) 

24. Use cognitive therapy techniques 
to explore self-talk that interferes 
with successful social skill devel-
opment, challenge the biases; as-
sist the client in generating 
alternative appraisals that correct 
biases and build confidence.  

25. Assign the client a homework 
exercise in which he/she identi-
fies fearful self-talk and creates 
reality-based alternatives; review 
and reinforce success, providing 
corrective feedback for failure 
(see “Restoring Socialization 
Comfort” in Adult Psychotherapy 
Homework Planner, 2nd ed. by 
Jongsma).  

14. Verbalize an understanding of 
the impact of psychotic symp-
toms on social interactions.  
(26, 27, 28) 

26. Monitor and give feedback to the 
client about areas in which men-
tal illness symptoms may affect 
his/her thought process.  

27. Assist the client in developing 
support from others by identify-
ing trusted individuals who can 
provide feedback about the men-
tal illness symptoms’ effects on 
thoughts (e.g., delusions) and 
behavior (e.g., impulsiveness).  

28. Assign the client homework of 
asking for feedback from others in 
selected social situations; process 
the homework with the client.  

15. Report instances of verbally ac-
cepting and acknowledging 
praise from others. (29) 

29. Assign the client to be aware of 
and graciously acknowledge 
(without discounting) praise and 
compliments from others.  

16. Invite others to join in a group 
activity. (30) 

30. Role-play the client approaching 
others to ask them to be involved 
in a group activity.  

17. List group activities that would be 
enjoyable to share with family/ 
friends. (31) 

31. Assist the client in identifying 
mutually satisfying social activi-
ties for himself/herself and 
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friends/family members; assign 
engagement in these activities 
and review the experiences.  

18. Participate in community- or 
agency-sponsored social/  
recreational activities. (32) 

 32. Encourage and facilitate the cli-
ent’s involvement in community-
based or agency-sponsored  
social/recreational opportunities 
(e.g., bowling, exercise groups, 
church groups).  

19. Share instances of experiencing 
social discrimination based on 
mental illness. (33, 34) 

33. Reframe instances of discrimina-
tion toward the client in commu-
nity involvement as a fault of the 
discriminating individual or group, 
while acknowledging the hurt that 
the client may experience. 

34. Help the client identify previous 
rejections and process the pain 
that is related to these rejections. 

20. Practice making self-affirming 
statements daily. (35) 

 35. Use a positive self-affirmation tech-
nique (i.e., the client writes from 6 
to 10 positive statements about him-
self on 3-by-5-inch cards and re-
views them several times per day) 
to increase the client’s focus on 
his/her positive characteristics that 
may draw others toward him/her. 

21. Family members express their 
emotions related to the client’s 
social skills deficits and mental 
illness symptoms. (36, 37) 

36. Encourage the family members to 
identify and vent about the client’s 
past behavior and symptoms. 

37. Coordinate a family therapy ses-
sion to allow the family to kindly 
express concerns, emotions, and 
expectations directly to client. 

22. Family members increase posi-
tive support of the client to re-
duce stress and to decrease the 
exacerbation of the primary 
symptoms. (38, 39) 

38. After obtaining the proper release 
of information, answer family 
questions about the client’s men-
tal illness symptoms and abilities. 

39. Refer the client’s family members 
to a community-based support 
group for loved ones of chroni-
cally mentally ill individuals. 
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23. Identify important relationships 

that have been lost and that 
could possibly be reconciled.  
(40, 41) 

40. Review the client’s list of im-
portant relationships, processing 
which lost relationships could 
be salvaged, developed, or  
resurrected. 

41. Assist the client in identifying 
those who have been hurt in 
these previous relationships; urge 
the client to agree to apologize to 
these people. 

24. Apologize/make amends for 
previous behavior that has of-
fended others. (42) 

42. Coordinate a conjoint therapy 
session for the client making an  
apology/making amends. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 297.1 Delusional Disorder 
 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 V61.9 Relational Problem Related to a Mental Dis-

order 
 V62.81 Relational Problem NOS 
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SPECIFIC FEARS AND AVOIDANCE 

BEHAVIORAL DEFINITIONS 

 1. Describes a persistent and unreasonable fear of a specific object or situa-
tion that promotes avoidance behaviors because an encounter with the 
phobic stimulus provokes an immediate anxiety response. 

 2. Avoids the phobic stimulus/feared environment or endures it with dis-
tress, resulting in interference of normal routines. 

 3. Acknowledges a persistence of fear despite recognition that the fear is 
unreasonable. 

 4. Demonstrates no evidence of a panic disorder. 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Reduce fear of the specific stimulus object or situation that previously 
provoked phobic anxiety. 

 2. Reduce phobic avoidance of the specific object or situation, leading to 
comfort and independence in moving around in public environment. 

 3. Eliminate interference in normal routines and remove distress from feared 
object or situation. 
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 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES  

THERAPEUTIC 
INTERVENTIONS 

 1. Describe the history and nature 
of specific fears and avoidance.  
(1, 2, 3) 

 1. Focus on developing a level of 
trust with the client; provide sup-
port and empathy to encourage 
the client to feel safe in express-
ing his/her phobia. 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
phobic symptoms, fear, and 
avoidance (e.g., The Anxiety Dis-
orders Interview Schedule for the 
DSM-IV by Brown, DiNardo, and 
Barlow). 

 3. Assess the nature of any stimulus, 
thoughts, or situations that pre-
cipitate the client’s specific fears 
and avoidance. 

 2. Complete psychological tests de-
signed to assess the nature and 
severity of specific fears and 
avoidance. (4) 

 4. Administer a client-report meas-
ure (e.g., from Measures for Spe-
cific Phobia by Antony) to 
further assess the depth and 
breadth of phobic responses. 

 3. Differentiate between symptoms 
that are related to anxiety versus 
those that are related to severe 
and persistent mental illness.  
(2, 3, 5, 6, 7) 

 2. Assess the client’s frequency, in-
tensity, duration, and history of 
phobic symptoms, fear, and 
avoidance (e.g., The Anxiety Dis-
orders Interview Schedule for the 
DSM-IV by Brown, DiNardo, and 
Barlow). 
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 3. Assess the nature of any stimulus, 
thoughts, or situations that pre-
cipitate the client’s specific fears 
and avoidance. 

 5. Help the client differentiate symp-
toms that are a direct effect of 
his/her severe and persistent men-
tal illness (e.g., a product of delu-
sion), as opposed to a separate 
diagnosis of an anxiety disorder. 

 6. Acknowledge that both real and 
delusional experiences can cause 
anxiety, providing support to the 
client. 

 7. Utilizing a description of anxiety 
symptoms such as that found in 
Bourne’s The Anxiety and Pho-
bia Workbook, helps the client to 
identify with a specific diagnos-
tic classification. 

 4. Cooperate with an evaluation by 
a physician for psychotropic 
medication. (8, 9) 

 8. Arrange for the client to be 
evaluated for a prescription of 
psychotropic medications.   

 9. Monitor the client for prescription 
compliance, side effects, and over-
all effectiveness of the medication; 
consult with the prescribing physi-
cian at regular intervals.  

 5. Verbalize an accurate under-
standing of information about 
phobias and their treatment.  
(10, 11, 12) 

10. Educate the client about how pho-
bias are very common and a 
natural but misplaced expression 
of our fight or flight response, not 
a sign of weakness, but cause un-
necessary distress and disability.  

11. Educate the client about how pho-
bic fear is maintained by a phobic 
cycle of unwarranted fear and 
avoidance that precludes positive, 
corrective experiences with the 

indicates that the Objective/Intervention is consistent with those found in evidence-
based treatments. 
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feared object or situation, and how 
treatment breaks the cycle by en-
couraging these experiences (see 
Mastering Your Fears and Phobias: 
Therapist Guide by Craske, Antony 
and Barlow; or Specific Phobias by 
Bruce and Sanderson).  

12. Assign the client to read psycho-
educational chapters of books or 
treatment manuals on specific 
phobias (e.g., Mastering Your 
Fears and Phobias: Workbook 
by Antony, Craske, and Barlow; 
or The Anxiety and Phobia Work-
book by Bourne).  

 6. Verbalize an understanding of the 
cognitive, physiological, and be-
havioral components of anxiety 
and its treatment. (12, 13, 14) 

12. Assign the client to read psycho-
educational chapters of books or 
treatment manuals on specific 
phobias (e.g., Mastering Your 
Fears and Phobias: Workbook 
by Antony, Craske, and Barlow; 
or The Anxiety and Phobia Work-
book by Bourne).  

13. Discuss how phobias involve per-
ceiving unrealistic threats, bodily 
expressions of fear, and avoidance 
of what is threatening that interact 
to maintain the problem (see Mas-
tering Your Fears and Phobias: 
Therapist Guide by Craske, Antony, 
and Barlow; or Specific Phobias by 
Bruce and Sanderson).  

14. Discuss how exposure serves as an 
arena to desensitize learned fear, 
build confidence, and feel safer 
by building a new history of suc-
cess experiences (see Mastering 
Your Fears and Phobias: Thera-
pist Guide by Craske, Antony, and 
Barlow; or Specific Phobias by 
Bruce and Sanderson).  

 7. Learn and implement calming 
skills to reduce and manage 

15. Teach the client anxiety manage-
ment skills (e.g., staying focused 
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anxiety symptoms that may 
emerge during encounters with 
phobic objects or situations.  
(15, 16, 17, 18) 

on behavioral goals, muscular re-
laxation, evenly paced diaphrag-
matic breathing, positive self-talk) 
to address anxiety symptoms that 
may emerge during encounters 
with phobic objects or situations.  

16. Assign the client to read psycho-
educational chapters of books or 
treatment manuals describing 
calming strategies (e.g., Master-
ing Your Fears and Phobias: 
Workbook by Antony, Craske, 
and Barlow).  

17. Assign the client a homework 
exercise in which he/she practices 
daily calming skills; review and 
reinforce success, providing cor-
rective feedback for failure.  

18. Use biofeedback techniques to 
facilitate the client’s success at 
learning calming skills.  

 8. Learn and implement applied 
tension skills. (19, 20) 

19. Teach the client applied tension 
in which he/she tenses neck and 
upper torso muscles to curtail 
blood flow out of the brain to 
help prevent fainting during en-
counters with phobic objects or 
situations involving blood, injec-
tion, or injury (see “Applied ten-
sion, exposure in vivo, and 
tension-only in the treatment of 
blood phobia” in Behaviour Re-
search and Therapy by Ost, Fel-
lenius, and Sterner).  

20. Assign the client a homework ex-
ercise in which he/she practices 
daily applied tension skills; review 
and reinforce success, providing 
corrective feedback for failure.  

 9. Identify, challenge, and replace 
biased, fearful self-talk with 
positive, realistic, and empower-
ing self-talk. (21, 22, 23, 24) 

21. Explore the client’s schema and 
self-talk that mediate his/her fear 
response; challenge the biases;  
assist him/her in replacing the 
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distorted messages with reality- 
based, positive self-talk.  

 22. Assign the client to read about 
cognitive restructuring in books or 
treatment manuals on panic disor-
der and agoraphobia (e.g., Master-
ing Your Fears and Phobias: 
Workbook by Antony, Craske, and 
Barlow; or The Anxiety and Phobia 
Workbook by Bourne).  

23. Assign the client a homework 
exercise in which he/she identi-
fies fearful self-talk and creates 
reality-based alternatives (or as-
sign “Journal and Replace Self-
Defeating Thoughts” in Adult 
Psychotherapy Homework Plan-
ner, 2nd ed. by Jongsma); review 
and reinforce success, providing 
corrective feedback for failure.  

24. Use behavioral techniques (e.g., 
modeling, corrective feedback, 
imaginal rehearsal, social rein-
forcement) to train the client in 
positive self-talk that prepares 
him/her to endure anxiety  
symptoms without serious  
consequences.  

10. Undergo repeated exposure to 
feared or avoided phobic objects 
or situations. (25, 26, 27, 28) 

25. Direct and assist the client in con-
struction of a hierarchy of anxiety-
producing situations associated 
with the phobic response.  

26. Select initial exposures that have a 
high likelihood of being a success-
ful experience for the client; de-
velop a plan for managing the 
symptoms and rehearse the plan.  

27. Assign the client to read about 
situational exposure in books or 
treatment manuals on specific 
phobias (e.g., Mastering Your 
Fears and Phobias: Workbook  
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by Antony, Craske, and Barlow; 
or Living with Fear by Marks).  

28. Assign the client a homework ex-
ercise in which he/she does situ-
ational exposures and records 
responses (see “Gradually Reduc-
ing Your Phobic Fear” in Adult 
Psychotherapy Homework Planner, 
2nd ed. by Jongsma); Mastering 
Your Fears and Phobias: Work-
book by Antony, Craske, and  
Barlow; or Living with Fear by 
Marks); review and reinforce suc-
cess or provide corrective feed-
back toward improvement.  

11. Implement relapse prevention 
strategies for managing possible 
future anxiety symptoms.  
(29, 30, 31, 32) 

29. Educate the client about the distinc-
tion between a lapse and relapse, 
associating a lapse with a tempo-
rary and reversible return of symp-
toms, fear, or urges to avoid, and 
relapse with the decision to return 
to fearful and avoidant patterns.  

30. Identify and rehearse with the 
client the management of future 
situations or circumstances in 
which lapses could occur.  

31. Instruct the client to routinely use 
strategies learned in therapy (e.g., 
cognitive restructuring, expo-
sure), building them into his/her 
life as much as possible.  

32. Develop a “coping card” on which 
coping strategies and other impor-
tant information (e.g., “You’re 
safe,” “pace your breathing,” “fo-
cus on the task at hand,” “you can 
manage it,” “stay in the situation,” 
“let the anxiety pass”) are written 
for the client’s later use.  

12. Verbalize the costs and benefits 
of remaining fearful and 
avoidant. (33) 

33. Probe for the presence of secon-
dary gain that reinforces the cli-
ent’s phobic actions through 
escape or avoidance mechanisms. 
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13. Verbalize the separate realities of 

the irrationally feared object or 
situation and the emotionally 
painful experience from the past 
that has been evoked by the 
phobic stimulus. (34, 35) 

34. Clarify and differentiate between 
the client’s current irrational fear 
and past emotional pain. 

35. Encourage the client’s sharing of 
feelings associated with past trau-
mas through active listening, 
positive regard, and questioning. 

14. Commit self to not allowing pho-
bic fear to take control of life 
and lead to a consistent avoid-
ance of normal responsibilities 
and activities. (36, 37) 

36. Support the client in following 
through with work, family, and 
social activities rather than escap-
ing or avoiding them. 

37. Ask the client to list several ways 
his/her life will be more satisfying 
or fulfilling as he/she manages 
his/her symptoms of panic and 
continues normal responsibilities. 

15. Return for a follow-up session to 
track progress, reinforce gains, 
and problem-solve barriers. (38) 

38. Schedule a booster session for the 
client one to three months after 
therapy ends. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 300.29 Specific Phobia 
      
      
   
 



SUICIDAL IDEATION 

BEHAVIORAL DEFINITIONS 

 1. Reports recurrent thoughts or preoccupations with death. 
 2. Acknowledges auditory command hallucinations that direct harm to him-

self/herself. 
 3. Verbalizes recurrent ongoing suicidal ideation without any specific plans. 
 4. Describes ongoing suicidal ideation with a specific plan. 
 5. Has made a recent suicide attempt. 
 6. Has a history of suicide attempts that have required hospitalization or 

other direct intervention. 
 7. Has a positive family history for suicide or affective disorder. 
 8. Demonstrates extreme impulsivity due to mania, psychosis, or other se-

vere and persistent mental illness symptoms. 
 9. Reports a significant increase in depressive symptoms (e.g., a bleak, hope-

less attitude toward life), coupled with a recent increase in severe stressors 
(e.g., loss of a loved one, relationship problems, loss of a job/home). 

 .   

    

 .   

    

 .   

    

LONG-TERM GOALS 

 1. Stabilize the current suicidal crisis. 
 2. Terminate suicidal ideation. 
 3. Reestablish reality orientation. 
 4. Improve coping skills for crisis stressors. 
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 5. Decrease severe stressors. 
 6. Reestablish a sense of hope for self and for the future. 
 7. Decrease affective disorder or other severe and persistent mental illness symp-

toms, returning to highest previous level of functioning. 

 .   

    

 .   

    

 .   

    

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC 
INTERVENTIONS 

 1. Verbalize the current level of 
suicidal intent. (1, 2, 3, 4, 5) 

 1. Question the client directly and 
openly about the presence of sui-
cidal ideation. 

 2. Perform a risk assessment of the 
suicidal ideation (see The Suicide 
and Homicide Risk Assessment 
and Prevention Treatment Planner 
by Klott and Jongsma), including 
the nature of the client’s suicidal 
statement, specific plans, access to 
the means of suicide, and the de-
gree of hope for the future. Focus 
on his/her statements rather than 
(flattened) affect, which may be 
influenced by other symptoms of 
his/her mental illness. 

 3. Arrange for psychological test-
ing, including a test specifically 
designed to assess suicide lethal-
ity (e.g., the Suicide Probability 
Scale or the Beck Scale for Sui-
cide Ideation). 

 4. Request feedback from family 
members, friends, or caregivers 
about the client’s suicidal idea-
tion and symptom intensity. 
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 5. Obtain clinical supervision or 
feedback from clinical peers re-
garding a necessary safety reac-
tion to the client’s current 
suicidal status. 

 2. Cooperate with a hospital and/or 
residential care if the urge for 
suicide is not controllable. (6, 7) 

 6. Obtain immediate emergency 
medical care for any suicide  
attempt. 

 7. Coordinate an admission to a psy-
chiatric hospital or a crisis residen-
tial program which has a 24-hour, 
trained staff; petition the appro-
priate court or legal entity to in-
voluntarily admit the client to a 
psychiatric unit, if needed. 

 3. Cooperate with a crisis care plan 
that includes 24-hour supervi-
sion by friends and/or family 
members. (8) 

 8. Develop and implement a crisis 
care plan, including supervision 
from caretakers, friends, and 
family; obtain an agreement from 
the client about his/her willing-
ness to proceed with the crisis 
care plan. 

 4. Family/caregivers decrease lethal 
means that are available to the 
client. (9, 10) 

  9. Advise the family/caregivers to 
remove lethal means from the cli-
ent’s access (i.e., take away fire-
arms, knives, poisons, or other 
chemicals). 

10. Recommend that the family/  
caregivers limit the amount of 
available medication to a less-
than-lethal or harmful dose; dis-
pense daily if necessary (see the 
Independent Activities of Daily 
Living [IADL] or Medication 
Management chapters in this 
Planner). 

 5. Verbalize a commitment to a sui-
cide prevention contract. (11) 

11. Write out a suicide prevention 
contract, including the commit-
ment to contact the clinician or a 
24-hour, professionally staffed 
crisis hotline. Explain, verbally 
and in writing, where the client  
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or the caregivers should call or 
go to if the suicidal ideation per-
sists or increases. 

 6. Verbalize hopeful statements re-
garding the future. (12) 

12. Provide verbal reinforcement to 
the client for a more positive focus, 
hopeful statements, and so on. 

 7. Agree to structure time with spe-
cific tasks and goals for the im-
mediate future that confirm a 
desire to live. (13, 14) 

13. Direct the client in developing 
structure to his/her time, schedul-
ing the next several hours or days. 

14. Remind the client to focus on the 
portion of himself/herself that 
wants to go on living; point out 
that the client’s interaction with 
the clinician is evidence that a 
part of him/her wants to live. 

 8. Verbalize an understanding that 
suicide is not a constructive solu-
tion to current stressors.  
(15, 16, 17, 18) 

15. Normalize the client’s thoughts 
of suicide in the context of cur-
rent problem areas; validate the 
connection between suicidal 
thoughts and emotional pain. 

16. Talk openly and honestly about 
the client’s suicidal concerns, fo-
cusing on suicide as being a per-
manent solution (with devastating 
side effects) to what is often a tem-
porary problem or emotional state. 

17. Discourage the client from sim-
ply disregarding or denying sui-
cidal ideation, reminding him/her 
that this approach generally in-
creases the suicidal thoughts. 

18. Acknowledge the fact that the 
client is ultimately in control of 
his/her suicidal activity, rein-
forcing the idea of suicide as an 
inadequate solution to stressors 
that the client temporarily views 
as intolerable. 

 9. Caretakers, friends, and family 
members provide support and 
supervision to the client.  
(8, 19, 20, 21) 

 8. Develop and implement a crisis 
care plan, including supervision 
from caretakers, friends, and 
family; obtain an agreement from 
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the client about his/her willing-
ness to proceed with the crisis 
care plan. 

19. Provide the client’s caretakers, 
friends, and family members with 
information about available treat-
ment options; give feedback to 
family members based on their 
concerns. 

20. With the appropriate permission 
to release information (or without 
permission if the crisis meets the 
legal requirement for breaking 
confidentiality to preserve life), 
give the client’s caretakers, 
friends, and family members in-
formation about his/her specific 
suicidal ideation/ concerns. 

21. Direct the family or the caretak-
ers to structure the environment 
to reduce the level of stimulation 
to the agitated or psychotic client 
and to reassure him/her of their 
caring. 

10. Participate in an evaluation by a 
physician as to the need for 
medication to treat depression or 
psychosis and take medications 
as prescribed. (22, 23, 24) 

22. Refer the client to a physician or a 
psychiatrist for an evaluation of the 
need for psychiatric medication.  

23. Educate the client about the use 
and the expected benefits of psy-
chotropic medications; monitor 
his/her medication compliance 
and effectiveness.  

24. Review the potential side effects of 
the medications with the client and 
report any significant incidents of 
side effects to the medical staff. 

11. Identify the stressors that led to 
decompensation and suicidal  
ideation. (25) 

25. Request that the client identify life 
circumstances that have contrib-
uted to suicidal ideation (e.g., the 
loss of a job or a relationship, 
problems getting along with  
others, hallucinations/delusions). 
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12. Process the emotions that are re-

lated to the stressors that contrib-
ute to suicidal ideation. (26, 27) 

26. Inquire about feelings of 
hopelessness, anger, frustration, 
or sadness, which may be 
contributing to suicidal ideation; 
encourage the client to vent these 
and other emotions in a positive 
manner. 

27. Encourage the client to identify 
the hallucinations and delusions 
as a symptom of his/her mental 
illness, reminding him/her that 
the emotional reaction that 
he/she experiences due to the 
hallucinations/delusions is not 
reality-based. 

13. Verbalize a willingness to toler-
ate the pain of passing negative  
emotions. (28, 29) 

28. Assist the client in labeling the 
suicidal behavior as an avoidance 
of emotional pain; focus the client 
on the passing nature of his/her 
emotions, and the probability of 
not having the negative emotions 
at some point in the future. 

29. Assist the client in externalizing 
suicidal ideation, emphasizing the 
use of suicidal impulses as a 
“warning sign” that other issues 
need to be addressed. 

14. Verbalize a distinction between 
psychotic hallucinations/ 
delusions and reality.  
(27, 30,  31, 32) 

27. Encourage the client to identify 
the hallucinations and delusions 
as a symptom of his/her mental 
illness, reminding him/her that 
the emotional reaction that 
he/she experiences due to the 
hallucinations/delusions is not 
reality-based. 

30. Provide directives to the client in 
clear, straightforward terms, 
avoiding philosophical discus-
sions or “why” questions. 

31. Assist the client in identifying the 
hallucinations and the delusions 
that prompt suicidal gestures. 
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32. Explore coping skills and other 
interventions (e.g., reducing ex-
ternal stressors, implementing 
distraction techniques, seeking 
out reality checking with care-
givers), which will assist in de-
creasing psychotic thinking (see 
the Psychosis chapter in this 
Planner). 

15. Report an increase in healthy 
thinking patterns replacing suici-
dal ideation. (33, 34) 

33. Help the client identify healthy 
coping practices that support 
more optimistic, upbeat thinking 
patterns (e.g., expressing emo-
tions, social involvement, hob-
bies, or exercise). 

34. Monitor the client more closely for 
suicidal activity if his/her mood 
suddenly shifts from depressed and 
withdrawn to serene and at ease 
with previously overwhelming 
problems (e.g., he/she has decided 
to pursue a suicide attempt rather 
than to fight the stressors). 

16. Identify specific, positive reasons 
to go on living. (35, 36, 37) 

35. When the client is in a stable pe-
riod, request that he/she write a 
letter to himself/herself regarding 
how positive and healthy his/her 
life can be. Read this with the cli-
ent when he/she has decompen-
sated to a suicidal state. 

36. Focus the client on the positive 
aspects of his/her life; ask 
him/her to provide a list of rea-
sons to go on living. 

37. Request that the client take the 
Reasons for Staying Alive When 
You Are Thinking of Killing Your-
self: Reasons for Living Scale by 
Linehan and Goodstein. 

17. Attend and participate in support 
and advocacy groups with other 
seriously mentally ill people. (38) 

38. Refer the client to a support 
group or advocacy group for in-
dividuals with mental illness. 
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18. Acknowledge substance abuse as a 

precipitating factor in decompen-
sation and suicidal ideation. (39) 

39. Assess the client for substance 
abuse and refer him/her to a sub-
stance abuse treatment program if 
necessary (see the Chemical De-
pendence chapter in this Planner). 

19. Implement problem-solving skills 
to resolve stressful conflicts. (40) 

40. Teach and reinforce problem-
solving skills through modeling 
and didactic training (e.g., focus 
on the positive, utilize negotiation, 
evaluate the pros and cons of al-
ternatives, practice assertiveness). 

20. Demonstrate improved social 
skills that can be used to build re-
lationships and to reduce isolation. 
(41) 

41. Using modeling, role-playing, and 
behavioral rehearsal to teach the 
client personal social skills or refer 
him/her to social skills training 
(see the Social Skills Deficits 
chapter in this Planner). 

21. Keep in contact with the caregiv-
ers and the therapists through  
crises. (42) 

42. Monitor the client more closely 
at possible crisis intervals (e.g., 
change in clinician, periods  
of loss). 

22. Agree to the terms of a long-
term relapse prevention plan. 
(43, 44) 

 43. Formulate a written, long-term plan 
with the client and his/her family 
for dealing with stressors/symptoms 
contributing to suicidal ideation, as 
well as specific plans for monitor-
ing and supporting him/her. Coor-
dinate this plan with all necessary 
supports or clinicians, gradually ta-
pering contact with the client to a 
maintenance level. 

44. Make personalized crisis cards, 
including a brief description of 
relapse prevention techniques, 
encouragement, and crisis contact 
numbers, providing these cards 
to the client. 

23. Decrease the use of suicidal 
statements and gestures for  
secondary gain. (45, 46) 

45. Point out to the client the power-
ful responses that a suicidal ges-
ture can cause in others; assist the 
client in listing healthy ways to 
get his/her need for attention and 
affirmation of caring met. 
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46. With the proper release, develop 
a specialized treatment plan that 
can be distributed to other agen-
cies that might be involved with a 
suicide attempt (e.g., local emer-
gency room); focus this plan on 
how to decrease a secondary gain 
for suicidal gestures. 

 

 .    .   

        

 .    .   

        

 .    .   

        

DIAGNOSTIC SUGGESTIONS 

Axis I: 295.xx Schizophrenia 
 295.10 Schizophrenia, Disorganized Type 
 295.20 Schizophrenia, Catatonic Type 
 295.90 Schizophrenia, Undifferentiated Type 
 295.30 Schizophrenia, Paranoid Type 
 295.70 Schizoaffective Disorder 
 296.xx Bipolar I Disorder 
 296.89 Bipolar II Disorder 
 297.1 Delusional Disorder 
 292.xx Substance-Induced Psychotic Disorder 
 298.9 Psychotic Disorder NOS 
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Appendix C 

INDEX OF DSM-IV-TR CODES  
ASSOCIATED WITH  

PRESENTING PROBLEMS 

Acute Stress Disorder 308.3 

Posttraumatic Stress Disorder (PTSD) 

Adjustment Disorder, Chronic 309.xx 

Grief and Loss 

Adjustment Disorder With 

Anxiety 309.24 

Anxiety 

Adjustment Disorder With  

Depressed Mood 309.0 

Depression 

Adult Antisocial Behavior V71.01 

Legal Concerns 

Age-Related Cognitive Decline 780.9 

Aging 

Agoraphobia Without History  

of Panic Disorder 300.22 

Panic/Agoraphobia 

Alcohol Abuse 305.00 

Chemical Dependence 
Posttraumatic Stress Disorder (PTSD) 

Alcohol Dependence 303.90 

Chemical Dependence 
Legal Concerns 
Posttraumatic Stress Disorder (PTSD) 

Amnestic Disorder Due to . . .  

[General Medical Condition] 294.0 

Health Issues 
 

Antisocial Personality Disorder 301.7 

Anger Management 
Legal Concerns 

Anxiety Disorder NOS 300.00 

Anxiety 
Obsessive-Compulsive Disorder (OCD) 

Avoidant Personality Disorder 301.82 

Recreational Deficits 
Social Anxiety 

Bereavement V62.82 

Depression 
Grief and Loss 

Bipolar Disorder NOS 296.80 

Mania or Hypomania 

Bipolar I Disorder 296.xx 

Activities of Daily Living (ADL) 
Aging 
Anger Management 
Anxiety 
Chemical Dependence 
Depression 
Employment Problems 
Family Conflicts 
Financial Needs 
Grief and Loss 
Health Issues 
Homelessness 
Independent Activities of Daily Living 

(IADL) 
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Intimate Relationship Conflicts 
Legal Concerns 
Mania or Hypomania 
Medication Management 
Paranoia 
Parenting 
Psychosis 
Recreational Deficits 
Self-Determination Deficits 
Sexuality Concerns 
Social Skills Deficits 
Suicidal Ideation 

Bipolar II Disorder 296.89 

Activities of Daily Living (ADL) 
Aging 
Anger Management 
Anxiety 
Chemical Dependence 
Depression 
Employment Problems 
Family Conflicts 
Financial Needs 
Grief and Loss 
Health Issues 
Homelessness 
Independent Activities of Daily Living 

(IADL) 
Intimate Relationship Conflicts 
Legal Concerns 
Mania or Hypomania 
Medication Management 
Paranoia 
Parenting 
Psychosis 
Recreational Deficits 
Self-Determination Deficits 
Sexuality Concerns 
Social Skills Deficits 
Suicidal Ideation 

Body Dysmorphic Disorder 300.7 

Social Anxiety 

Borderline Personality Disorder 301.83 

Anger Management 
Borderline Personality 
Posttraumatic Stress Disorder (PTSD) 
Recreational Deficits 

Cannabis Abuse 305.20 

Chemical Dependence 
 
 

Cannabis Dependence 304.30 

Chemical Dependence 
Posttraumatic Stress Disorder (PTSD) 

Cocaine Abuse 305.60 

Chemical Dependence 

Cocaine Dependence 304.20 

Chemical Dependence 
Posttraumatic Stress Disorder (PTSD) 
Legal Concerns 

Conduct Disorder 312.8 

Anger Management 

Cyclothymic Disorder 301.13 

Mania or Hypomania 

Delirium Due to . . .  

[General Medical Condition] 293.0 

Health Issues 

Delusional Disorder 297.1 

Activities of Daily Living (ADL) 
Aging 
Anger Management 
Anxiety 
Chemical Dependence 
Depression 
Employment Problems 
Family Conflicts 
Financial Needs 
Grief and Loss 
Health Issues 
Homelessness 
Independent Activities of Daily Living 

(IADL) 
Intimate Relationship Conflicts 
Legal Concerns 
Medication Management 
Parenting 
Psychosis 
Recreational Deficits 
Self-Determination Deficits 
Sexuality Concerns 
Social Skills Deficits 
Suicidal Ideation 

Dementia Due to . . .  

[General Medical Condition] 294.1x 

Aging 
Health Issues 

Dementia of the Alzheimer’s  

Type 290.xx 

Aging 
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Depersonalization Disorder 300.6 

Posttraumatic Stress Disorder (PTSD) 

Dissociative Disorder NOS 300.15 

Posttraumatic Stress Disorder (PTSD) 

Dissociative Identity Disorder 300.14 

Posttraumatic Stress Disorder (PTSD) 

Dysthymic Disorder 300.4 

Borderline Personality 
Social Anxiety 

Generalized Anxiety Disorder 300.02 

Anxiety 

Hypoactive Sexual Desire 

Disorder 302.71 

Sexuality Concerns 

Intermittent Explosive Disorder 312.34 

Anger Management 

Kleptomania 312.32 

Legal Concerns 

Major Depressive Disorder 296.xx 

Obsessive-Compulsive Disorder (OCD) 
Posttraumatic Stress Disorder (PTSD) 
Social Anxiety 

Major Depressive Disorder,  

Recurrent 296.3x 

Borderline Personality 
Depression 
Grief and Loss 
Recreational Deficits 

Major Depressive Disorder,  

Single Episode 296.2x 

Depression 

Narcissistic Personality Disorder 301.81 

Anger Management 

Neuroleptic-Related  

Syndromes 333.xx 

Health Issues 

Noncompliance With  

Treatment V15.81 

Medication Management 

Obsessive-Compulsive Disorder 300.3 

Obsessive-Compulsive Disorder (OCD) 
Paranoia 

Obsessive-Compulsive  

Personality Disorder 301.4 

Anxiety 

Obsessive-Compulsive Disorder (OCD) 

Occupational Problem V62.2 

Employment Problems 
Financial Needs 

Opioid Dependence 304.00  

Posttraumatic Stress Disorder (PTSD) 

Orgasmic Disorders 302.7x 

Sexuality Concerns 

Panic Disorder With Agoraphobia 300.21 

Panic/Agoraphobia 
Paranoia 

Panic Disorder Without  

Agoraphobia 300.01 

Panic/Agoraphobia 
Paranoia 

Paranoid Personality Disorder 301.0 

Anger Management 
Paranoia 
Recreational Deficits 
Social Anxiety 

Parent-Child Relational Problem V61.20 

Family Conflicts 
Parenting 

Partner Relational Problem V61.10 

Family Conflicts 
Intimate Relationship Conflicts 

Personality Change Due to . . .  

[General Medical Condition] 310.1 

Mania or Hypomania 

Personality Disorder NOS 301.9 

Anger Management 
Borderline Personality 
Posttraumatic Stress Disorder (PTSD) 

Phase of Life Problem V62.89 

Depression 
Financial Needs 
Grief and Loss 
Homelessness 

Physical Abuse of Adult,  

Victim 995.81 

Posttraumatic Stress Disorder (PTSD) 

Physical Abuse of Child,  

Victim 995.54 

Posttraumatic Stress Disorder (PTSD) 
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Physical Abuse or Neglect  

of a Child V61.21 

Parenting 

Polysubstance Dependence 304.80 

Chemical Dependence 
Medication Management 
Posttraumatic Stress Disorder (PTSD) 

Posttraumatic Stress Disorder 309.81 

Anger Management 
Paranoia 
Posttraumatic Stress Disorder (PTSD) 

Psychological Factors Affecting 

Medical Condition 316 

Health Issues 

Psychotic Disorder Due to . . .  

[General Medical Condition] 293.xx 

Psychosis 
Sexuality Concerns 

Psychotic Disorder NOS 298.9 

Anxiety 
Paranoia 
Psychosis 
Suicidal Ideation 

Relational Problem NOS V62.81 

Intimate Relationship Conflicts 
Social Skills Deficits 

Relational Problem Related  

to a Mental Disorder V61.9 

Intimate Relationship Conflicts 
Social Skills Deficits 

Schizoaffective Disorder 295.70 

Activities of Daily Living (ADL) 
Aging 
Anger Management 
Anxiety 
Chemical Dependence 
Depression 
Employment Problems 
Family Conflicts 
Financial Needs 
Grief and Loss 
Health Issues 
Homelessness 
Independent Activities of Daily Living 

(IADL) 
Intimate Relationship Conflicts 
Legal Concerns 
Mania or Hypomania 

Medication Management 
Paranoia 
Parenting 
Psychosis 
Recreational Deficits 
Self-Determination Deficits 
Sexuality Concerns 
Social Skills Deficits 
Suicidal Ideation 

Schizophrenia 295.xx 

Activities of Daily Living (ADL) 
Aging 
Anger Management 
Anxiety 
Chemical Dependence 
Depression 
Employment Problems 
Family Conflicts 
Financial Needs 
Grief and Loss 
Health Issues 
Homelessness 
Independent Activities of Daily Living 

(IADL) 
Intimate Relationship Conflicts 
Medication Management 
Parenting 
Psychosis 
Recreational Deficits 
Self-Determination Deficits 
Sexuality Concerns 
Social Skills Deficits 
Suicidal Ideation 

Schizophrenia, Catatonic Type 295.20 

Anxiety 
Legal Concerns 
Psychosis 
Self-Determination Deficits 
Suicidal Ideation 

Schizophrenia, Disorganized  

Type 295.10 

Activities of Daily Living (ADL) 
Aging 
Anger Management 
Anxiety 
Chemical Dependence 
Depression 
Employment Problems 
Family Conflicts 
Financial Needs 
Grief and Loss 
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Health Issues 
Homelessness 
Independent Activities of Daily Living 

(IADL) 
Intimate Relationship Conflicts 
Legal Concerns 
Medication Management 
Parenting 
Psychosis 
Recreational Deficits 
Self-Determination Deficits 
Social Skills Deficits 
Suicidal Ideation 

Schizophrenia, Paranoid Type 295.30 

Activities of Daily Living (ADL) 
Aging 
Anxiety 
Chemical Dependence 
Depression 
Employment Problems 
Family Conflicts 
Financial Needs 
Grief and Loss 
Health Issues 
Homelessness 
Independent Activities of Daily Living 

(IADL) 
Intimate Relationship Conflicts 
Legal Concerns 
Medication Management 
Paranoia 
Parenting 
Psychosis 
Recreational Deficits 
Self-Determination Deficits 
Suicidal Ideation 

Schizophrenia, Residual Type 295.60 

Activities of Daily Living (ADL) 
Aging 
Family Conflicts 
Financial Needs 
Homelessness 
Independent Activities of Daily Living 

(IADL) 
Intimate Relationship Conflicts 
Medication Management 
Parenting 
Recreational Deficits 

Schizophrenia, Undifferentiated  

Type 295.90 

Activities of Daily Living (ADL) 

Aging 
Anxiety 
Family Conflicts 
Financial Needs 
Homelessness 
Independent Activities of Daily Living 

(IADL) 
Intimate Relationship Conflicts 
Legal Concerns 
Medication Management 
Parenting 
Psychosis 
Recreational Deficits 
Self-Determination Deficits 
Suicidal Ideation 

Schizotypal Personality Disorder 301.22 

Paranoia 
Recreational Deficits 
Social Anxiety 

Sexual Abuse of Adult V61.1 

Sexuality Concerns 

Sexual Abuse of Adult, Victim 995.83 

Posttraumatic Stress Disorder (PTSD) 
Sexuality Concerns 

Sexual Abuse of Child, Victim 995.53 

Posttraumatic Stress Disorder (PTSD) 

Sexual Arousal Disorder 302.72 

Sexuality Concerns 

Sexual Aversion Disorder 302.79 

Sexuality Concerns 

Sexual Disorder NOS 302.9 

Sexuality Concerns 

Sexual Dysfunction NOS 302.70 

Sexuality Concerns 

Sibling Relational Problem V61.8 

Family Conflicts 

Social Anxiety Disorder  

(Social Phobia) 300.23 

Social Anxiety 

Specific Phobia 300.29 

Specific Fears and Avoidance 

Substance-Induced Psychotic  

Disorder 292.xx 

Sexuality Concerns 
Suicidal Ideation 
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