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> ‘Crisis is a perception or experiencing
Q of an event or situation as an intolerable
> difficulty that exceeds the person’s current
resources and coping mechanisms’.

Q R.K.James!

Introduction

A first episode of psychosis frequently presents as a crisis for a young person and
their family, as it is a period often accompanied by emotional distress and impaired
functioning. Crises by their very nature can be overwhelming experiences for young
people and their families and can often leave individuals feeling vulnerable, isolated
and misunderstood. As crises can often be the initial contact with, or entry to, a
service they provide a pivotal opportunity to engage young people and their families.
How clinicians respond during an initial crisis will have a significant impact on future
engagement.

Responding effectively during a crisis is crucial, as this can help to reduce immediate'_ :
and potential harm to young people, their families and the wider commuriit_y. Quickly :
and effectively intervening during a crisis may prevent the delay of necessary =
interventions, reduce hospitalisation, trauma, severity and duration of signs;éri'd' £
symptoms, and promote rapid recovery while preserving social supports. Providing
effective interventions during a crisis can help prevent the biological, psychological

and social deterioration that occurs during a long duration of untreated psychosis.



INTRODUCTION

What to do? A guide to crisis intervention and

risk management in early psychosis is aimed at
individuals responsible for service development
within early psychosis services and mental health
professionals working with young people with
early psychosis. This manual is relevant to all
clinicians within early psychosis services. While
crisis intervention teams are at the forefront of
responding during a crisis, all clinicians should be
familiar with crisis intervention models and how to
respond. This ensures safer and better outcomes
for young people, their families and the service.

This manual has been developed as part of an
overall training program delivered by the EPPIC
National Support Program (ENSP) that also includes
face-to-face training and online learning modules.
ENSP is assisting with the implementation of

the Early Psychosis Prevention and Intervention
Centre (EPPIC) Model in early psychosis services.
The EPPIC Model has been developed from many
years’ experience at Orygen Youth Health Clinical
Program and has been further informed by the
Early Psychosis Feasibility Study Report written
and published by the National Advisory Council on
Mental Health in 2011, which sought international
consensus from early psychosis experts

from around the world. It is based on current
evidence, the experience of other early psychosis
programs internationally and shaped by real world
considerations.? The EPPIC Model aims to provide
early detection and developmentally appropriate,
effective, evidence-based care for young people
(aged 12-25 years) at risk of or experiencing a first
episode of psychosis.

There are a number of core values and principles
of practice that inform the EPPIC Model of

care. Ideally, an early psychosis service should
incorporate:®

* easily accessible expert care

* a holistic, biopsychosocial approach to clinical
interventions
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* a comprehensive and integrated service
approach

* evidence-based clinical practice that promotes
recovery

» the presence of youth-friendly culture throughout
the service (reflected in staff behaviour and
attitudes and decor)

* a spirit of hope and optimism that is pervasive
throughout service

* a family-friendly ethos contained in all aspects
of service

¢ a service culture and skills that facilitate
culturally sensitive care to all patients and
families

* a high level of partnerships with local service
providers.

This manual has three sections. Section 1, ‘Crisis
response and clinical risk in early psychosis’,
introduces and provides a basic understanding

of key concepts of crisis and clinical risk. Section
2, ‘Key considerations in crisis and clinical risk’,
highlights the important issues clinicians need

to consider in preparing their service for crisis
response, while section 3, ‘Crisis and clinical risk
in practice’ is a practical framework clinicians can
use when intervening during a crisis.

A clinical case scenario is used throughout to
outline what to do in a real-life clinical setting for a
young person who presents to an early psychosis
service during a crisis.

It is recommended that clinicians read this manual
in conjunction with the ENSP manuals ‘Let me
understand ...” assessment in early psychosis, Get
on board: engaging young people and their families
in early psychosis and There’s no place like home:
home-based care in early psychosis.






This section introduces the key concepts of crisis
intervention and risk management. It provides
definitions of the major terms and explains why it
is important to assess clinical risk during a crisis.
This section will help clinicians understand the
different aspects of crisis and risk management,
and guide effective decision-making during a crisis
in an early psychosis service.

There are many definitions of ‘crisis’ in the
literature, and what constitutes a crisis is personal
and unique to each young person. Additionally, the
threshold for what is considered a crisis can differ
significantly between clinicians, young people and
their families. Therefore, it is important to intervene
and provide support to young people experiencing
a crisis even if the clinician does not perceive the
young person to be in a crisis. Any crisis situation
should be taken seriously by everyone responsible
for providing assistance to that individual.

Crisis is defined by Roberts as ‘a disruption in

the psychological homeostasis when an individual
fails to cope using their existing coping strategies’.
A crisis is often associated with distress and
functional impairment.* Frequently, the main cause
is a stressful, traumatic or hazardous event.

This, combined with the individual’s perception of
the event, can disrupt a person’s day-to-day life
and result in them being unable to resolve the
disruption using their usual coping mechanisms,

leaving them feeling vulnerable, anxious and
powerless. Simply, crisis is an imbalance between
the demands of a particular situation and the
personal resources available to the individual to
deal with them.®

Many psychiatric disorders are associated with
crisis presentation during the acute phase, which
can rapidly become a psychiatric emergency if
timely intervention is not provided. Not all crises
become psychiatric emergencies, but they are
potentially life-threatening and require rapid
response and intervention.

Crisis and clinical risk are often associated with
each other; however, this does not mean that a
young person with ‘high’ clinical risk will always
present in a crisis, nor does it mean that a young
person who presents in crisis will be assessed as
high clinical risk. It is also important to understand
that not all young people who are considered high
risk will present to a service or will help-seek in a
crisis situation.
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Crises can happen for anyone, at any time and place,
for a variety of reasons. It is important to remember
that not all crises are the direct result of mental
health problems. A crisis for a young person may or
may not be related to mental health problems, but
services need to respond to what the young person
is seeking help for to help facilitate engagement. A
crisis requires an appropriate response by clinicians
and services to help young people work towards a
resolution. Young people may commonly seek help
during a crisis because they are experiencing:

 distressing symptoms of mental health problems

* relationship issues (peers or an intimate
relationship)

e family issues

* legal issues

* schooling or vocational issues

* financial issues

* housing issues

* issues they perceive as being a crisis for them.

Some young people may not directly seek help
themselves and often it is their family members,
friends or supports that seek help on their behalf.
At times this may be done without informing the
young person because they are concerned by

the change in the individual’s behaviour. Early
psychosis services should have a low threshold
for assessment for their service, and young people
and their families should receive assistance and
guidance with any issues they may have.

A first episode of psychosis is most likely to occur
during adolescence or young adulthood,® as this is a
period often associated with significant psychological,
cognitive, neurological, social and physical changes.
A disruption during this time can have negative long-
term effects if not addressed adequately.

Intervening during a crisis can reduce:
* immediate risk and danger

* symptomatic distress

* trauma

* the need for hospital admission™ and
readmission?°

 further biological, psychological and social
deterioration

¢ duration of untreated psychosis.

Providing effective help to young people
experiencing an episode of psychosis is very
important, as this may be the first time they are in
contact with mental health services. How clinicians
respond to young people and their families in

this first interaction can significantly influence
engagement and subsequent interactions with the
service.

Crisis intervention can be provided over the phone
or face-to-face, in either a regular clinical setting or
while visiting young people in their home or in any
other community setting. The published literature
clearly indicates that providing crisis intervention to
individuals in their home is associated with many
benefits. One study reported that providing crisis
intervention to young people with early psychosis
in their homes decreased inpatient admission by
16% compared with standard care.* Another study
found that community-based crisis intervention
immediately reduced hospital admission by 8%

and by 51% at the 30-day follow-up.” Jethwa and
colleagues reported that crisis resolution and home
treatment teams reduced hospital admission rates
by 30% following their introduction to a service.®

Providing crisis intervention to young people in the
home can:

* prevent mental health deteriorating

* allow young people to remain in the home
and receive care in an environment they are
comfortable with

* enable engagement with the service

* provide support to young people and their
families

¢ prevent relapse.

For more information about home-based care,
please see the ENSP manual There’s no place like
home: home-based care in early psychosis.

While a crisis does not necessarily involve risk, risk
should always be assessed as part of a crisis. Risk
in mental health can be defined as ‘the likelihood
of an event happening with potentially harmful
outcomes for self and others’.*2 Furthermore, risk
should also be thought of as how likely will an
event (or harm) occur and how soon will it occur.

Risk frequently arises in day-to-day clinical practice;
therefore, assessing risk and intervening to
minimise risk are important skills for clinicians to
learn. When risk is assessed within mental health
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services, it includes an assessment of how risk
might impact the health, wellbeing and safety of the
person being treated, their families and the wider
community.

When a young person is presenting in a crisis at
an early psychosis service for the first time, their
risks are relatively unknown. Initial information
can be provided by the referrer or the family of

the young person; however, often this information
is insufficient to complete a thorough risk
assessment. Clinicians need enough information
to identify the needs of the young person and their
family.

A thorough and comprehensive risk assessment
can help a clinician understand the risks a young
person is presenting with to develop and implement
a clear risk management plan. The main aims of a
risk assessment are to:

» gather relevant information

* develop an overall understanding of the young
person’s presentation

* identify the presenting risks and protective
factors

* develop a treatment and risk management plan

* implement a plan that will mitigate risk to
the young person, their family and general
community.

Assessing and managing risk should start as
early as possible in the young person’s treatment
and care with the service,*® and should focus on
achieving the best possible outcome for the young
person, their family and the wider community.*#

To be accurate, effective and safe, a risk
assessment should:
* take into account the individual situation

e occur within a mental state examination and a
comprehensive biopsychosocial assessment of
the young person

* pay equal attention to the young person’s
strengths and protective factors

¢ take into account historical factors and current
dynamic factors

e support recovery

* be documented in terms of strengths and
protective factors

* be carried out regularly and documented at
every review.

Risk assessment is a complex task and unique

to each crisis presentation. The crisis situation is
usually preceded by a variety of factors that may
influence the severity and nature of risk. Combined
with an emotionally vulnerable state often
associated with crisis situations, this can make
risk assessments challenging and complicated for
clinicians.

Using a framework during clinical practice is
important, and will help clinicians during risk
assessments. It may prompt questions that explore
risk in more detail and provide a clear structure

to capture and analyse the information acquired
during an assessment. The framework can help
clinicians develop a risk formulation and plan
interventions to mitigate the risks. Table 1, on page
15, provides a template for clinicians or services to
use to help guide the development of their own risk
assessment framework.

There are many different types of risk in day-to-day
clinical practice. Risk in mental health settings is
involved in every decision and action that relates
to a young person’s treatment and care within the
service.* Clinicians focus on three domains of risk:

¢ risks of harm to self
* risk of harm to other people
* risk from others.

Risk of harm to self consists of risk of suicide or
deliberate (or intentional) self-harm, accidental
self-harm, misadventure or neglect. Assessing
risk of deliberate or intentional self-harm and

risk of suicide requires direct questioning of the
young person’s intent (to die or harm), their level
of hopelessness, the frequency and intensity of
thoughts, their plan (including assessing level

of lethality), their access to means, previous
attempts and any protective factors.*® Self-neglect,
absconding, quality of life, conditions of general
life, and social and financial status should also
be considered when assessing risk to self. Box 1
presents the components when assessing risk of
harm to self during a crisis.
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ASSESSING RISK OF HARM TO SELF DURING A CRISIS

Important things to consider when assessing risk of harm during a crisis situation include:

* Physical health (brief assessment)

— Is immediate medical attention required?

— Has the young person self-injured? If so, it is serious self-injury? Provide basic first aid (if

possible) until emergency assistance arrives.

— Has the young person ingested a poisonous substance? If so, find out what has been
taken, when it was taken and how much was taken — this information can be provided to

emergency services when they arrive.

* Social, motivating and psychological factors associated with the self-harm behaviour

¢ Hopelessness

* Mental state

Deliberate or intentional self-harm

Deliberate or intentional self-harm is when an
individual engages in behaviours that are intended
to cause deliberate physical harm to themselves.
In many instances, these acts are not intended to
be fatal.*®

Common behaviours might be:
* poisoning

e cutting

* burning

* self-hitting

* picking at wounds or scars

* pulling out hair.

Other behaviours include:
* starvation

* binge-drinking

e drug-taking

* dangerous driving.

Risk of suicide

Risk of suicide is when an individual engages in
behaviours that are intended to cause fatal harm
and death. Risk of suicide is increased during a
young person’s initial assessment and entry to a
service, when there are changes in their treatment
and care, following admission and discharge from
hospital, and after changes in mental state.'8 It is
vital that risk assessment and management plans
be reviewed at these points.

Asking young people about suicide is a crucial
part of assessing risk during a crisis, as young
people experiencing an episode of psychosis have
been identified as a high-risk group for suicide.®
It has been reported that approximately 6-14%

of young people with first episode psychosis will
attempt suicide before their initial assessment
and entry to the service. During the first 18-24
months following their first suicide attempt, around
5-12% of young people will make another attempt
at suicide, while 15% will continue to experience
high levels of suicidality over the subsequent

18 months. A quarter of these young people will
continue to make repeated attempts at suicide,
with a completion rate of 1-3%.20-22

Risk of harm to others refers to general and

specific risk of the young person causing harm to

others. Assessing risk of harm to others should

include details of a history of or current behaviour

involving the following:

» offending

* homicide

* violence (including emotional, sexual and
physical)

* aggression

* intimidation or threats towards others

e public nuisance

reckless behaviour that endangers others

property damage
* stalking

neglect of dependents.
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General risk Two tools that can be used to conduct a structured
assessment of risk to others are the Historical
Clinical Risk Management (HCR-20)?% and the
Structured Assessment of Violence Risk in Youth
(SAVRY)?* for people under the age of 18; these
tools are not necessary for everyone, but they may
be useful to guide structured risk assessment in
individuals with a history of offending or violent
behaviour.

General risk of harm to others may include threats
to harm others or acts that have the potential to
harm others, such as driving a car while acutely
intoxicated, general aggression towards others
because of paranoia, or carrying a weapon for
protection. It is often challenging to assess general
risk of harm to others because young people may
not intend to harm others, but harm may occur
inadvertently because of psychotic, disorganised or
manic symptoms, lack of insight, or poor judgement
due to cognitive impairments or drug use.

These tools are a useful addition to clinical
assessment skills, but they are not intended to
replace clinical judgement. They are standardised
clinical tools that can be used to help clinicians

Specific risk calculate the risk based on identifiable and

Specific risk is harm directed towards a specific quantifiable factors. They are considered to be
person or people. There are many factors that need  ore accurate than clinical observation and are

to be considered when assessing specific risk of usually applied in forensic settings with individuals
harm to others such as: considered at high risk for offending and general

e Who is the person who is at risk? violence.?® The HCR-20 assesses the young

person’s history of violence, including previous
violence and the age of the first violent incident,
relationship instability and employment issues,
substance use issues, major mental illness, early
maladjustment and personality disorder. Clinical
items such as lack of insight, negative attitudes,

* Is it someone that the young person has contact
with on a regular basis or is likely to see, or are
they someone who is not easily accessible (i.e.
they live overseas)?

e Why is the person at risk?

* Is the risk driven by anger, jealousy, paranoia or active symptoms of mental illness, impulsivity and
delusional ideation? unresponsiveness to treatment are also measured

¢ |s the risk impulsive or premeditated? in the HCR-20. It is important to note that these

+ Does the young person know where that person assessment tools are not conducive to emergency
lives or works, or do they have access to finding settings or changeable home environments.=?

out this information?

* How likely is it that the young person will act on
their thoughts to harm the specific person?

* Does the young person possess means of
harming this person?

* What is the degree of severity and reversibility of
the act? For instance, does the individual plan to
punch the person or stab them with a knife?

* Are any of the factors mentioned above
escalating over time?

¢ Should this risk be communicated to the person
who is at risk? (For more information about
confidentiality and communicating about risk,
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Risk due to vulnerability or harm
from others

Risk due to vulnerability is when young people’s
behaviour or activities put them in situations where
they are vulnerable to harm or exploitation from
others. These behaviours or activities are often
associated with a deterioration in mental state,
such as mania or acute psychotic symptoms, and
are related to maturity level, personality traits,
social circumstances, cognitive abilities, insight
and judgement.
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Risk due to vulnerability is often under-recognised
when assessing and managing risk. When
assessing risk due to vulnerability, the following
should be considered:

* homelessness

* sexual abuse or exploitation
* harm through misadventure
* financial harm

* non-violent offending

* substance abuse

* neglect, exhaustion or illness
* damage to reputation

* physical health.

The case scenario below demonstrates the
importance of assessing risk due to vulnerability.

Tina had been diagnosed with psychosis not otherwise specified (NOS) and borderline
personality disorder. She previously used heroin daily, but was incarcerated for 6 months
for theft and assault charges. While incarcerated, Tina was prescribed maintenance

therapy for her opioid addiction and her dose was gradually titrated down.

During a session with her case manager, she indicates that she will use heroin again
when she is released back into the community.

Tina’s risk of overdose is significantly higher, as she intends to use at the same level
as she had previously used, but her physiological tolerance has reduced. In the past,
Tina also shared injecting equipment and used with people who were known to her as

perpetrators of violence towards women. This puts her at increased risk of vulnerability
due to: death or serious harm through accidental overdose, risk of physical harm, risk of
illness and risk of financial and sexual exploitation.



There are two types of risk factors that need to

be considered in a risk assessment: static and
dynamic. Each young person will present with
their own set of static and dynamic risk factors.
Examining static and dynamic risk factors and
taking into account the young person’s context,
situation, strengths and resources will allow
clinicians to meaningfully assess and plan for risk.

Static risk factors, also known as historic, enduring
or stable risk factors, are factors that increase

an individual’s risk but do not change over time.
Examples of static risk factors include:

¢ past attempts at suicide

» family history of suicide

e history of trauma

* history of violence and aggression.

When assessing suicide during a crisis, clinicians
should be aware of the static risk factors for
suicide, as they are an indicator of a young
person’s long-term risk for suicide, and are
cumulative. Static risk factors for suicide are
presented in Box 2 below.

STATIC RISK FACTORS FOR SUICIDE
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A history of a suicide attempt is the most
significant static risk factor for suicide. It is
important for clinicians to get information regarding
past suicide attempts and behaviour around
attempts, as this provides information about how
many times the young person has tried to harm
themselves, their preferred methods and whether if
they were planned or impulsive.

Questions clinicians should ask include:

* ‘What were you hoping the outcome would be
after you took the overdose?’

* ‘How do you feel now after your suicide attempt?
Are you relieved to be alive, don’t care or
disappointed that you did not die?’

* Past or current mental illness (mood disorders, anxiety disorders, schizophrenia, borderline
personality disorder, substance abuse, comorbidity)

* Previous suicide attempts, recent attempt, previous attempt, with serious intent

* Attempts where young person did not seek help

* Numerous serious attempts within the past 12 months

* Male gender

* History of deliberate self-harm and recent deliberate self-harm

* Recent discharge from hospital or the early early stages of treatment

e Comorbidity or substance use issues
* Recent negative life events
» History of hostility or aggression

* History of impulsivity

e Family history of suicide or close friends that have died due to suicide

* Physical illness or chronic illness
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Dynamic risk factors, also known as variable or m@
current risk factors, are factors that change over > Q

time and can respond to specific interventions. m

Dynamic risk factors are either internal or external
to young person:

* Internal factors are related to the young person,
such as mental state or personality traits.**

* External factors are related to the young
person’s situation or environment.*4

Some examples of dynamic risk factors include
psychotic signs and symptoms, mood and anxiety.
Dynamic factors can have a ripple effect on other
risk factors, and can develop into ‘clinical flags’,
where the risk factor is known to dramatically
increase the likelihood of a particular behaviour
and subsequent outcome because it has been
associated with that behaviour in the past.’* These
clinical flags may be used as warning signs or as
an indicator that a particular response or plan
needs to be implemented straight away by the
treating team. Dynamic risk factors for suicide are
presented in Box 3.

DYNAMIC RISK FACTORS FOR SUICIDE

¢ Current mental illness (mood disorders, anxiety disorders, schizophrenia, borderline
personality disorder, substance abuse, comorbidity) and severity of symptoms

* Hopelessness

o Affect that is depressed, flat or blunted

* Dramatic and inexplicable change in affect

¢ Psychosocial stressors

* Interpersonal conflict or loss

» Parent—child discord or discipline crisis (fight with parents, limit setting)
* Periods of extreme stress/agitation/anxiety

* Rejection, fear of abandonment (peers, relationship), humiliation (cyber bullying/
harassment/social media)

* Feeling isolated/disconnected

* High conviction that suicide will solve a problem and minimal perceived negative impact
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Potential protective factors include:
Assessing the protective factors and strengths * cohesive family, family warmth, support and
of young people is important during a crisis. It acceptance
is equally important as assessing clinical risk e community support and strong cultural identity

factors and mental state, yet often overlooked by
clinicians. Protective factors are family supports,
connections and experiences that reduce the risk

* pregnancy or having young children
» strong perceived social supports/peer group

for suicide for young people. These factors can be affiliation

anything a young person feels that prevents them * strong sense of belonging and connection
from attempting suicide, such as being responsible ¢ support from existing therapeutic relationship
for others and the impact the suicide would have (counsellor, case manager, general practitioner,
on others. Clinicians need to assess the young school counsellor)

person’s reason to live, as they may be able to o
use this as motivation during a crisis. For more
information, see ‘Assessing protective factors and
strengths’ on page 45.

adequate coping skKills, problem solving, ability
to resolve conflicts and non-violent ways of
managing disputes

 cultural and religious beliefs

* experiences of success and feeling effective
* interpersonal confidence

* ability to seek and access help

* sense of responsibility to look after others
or pets.

TABLE 1. A TEMPLATE FRAMEWORK FOR RISK ASSESSMENT
SELF OTHERS VULNERABILITY

Static

Dynamic

Internal
UEINE]

\_/

Protective

This matrix table is a template for clinicians or services to use to help guide the development of their own risk Q
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CRISIS INTERVENTION
AND CLINICAL RISK IN
EARLY PSYCHOSIS

Acute and chronic risk

Assessing risk should clearly distinguish between
acute and chronic risk, as this helps clinicians and
the multidisciplinary team develop and implement
effective risk management interventions. Exploring
previous patterns of behaviour associated with risk
can help clinicians identify when these behaviours
are more likely to occur in the future. Patterns

of behaviour can also help clinicians determine
whether the risk is acute or chronic (see figures 1
and 2).

FIGURE 1. ACUTE RISK

-~

I Dynamic risk factors
[ static risk factors

LEVEL OF RISK

Acute risk

Acute risk is the sudden increase in prominent
symptoms or behaviour that influences short-term
risk severity and indicates that an adverse outcome
is imminent.'*27 Acute risk implies that urgent
interventions to mitigate serious consequences or
adverse events such as suicide, homicide, serious
harm or misadventure is required.

Individuals with acute risk have an increased
number of co-occurring dynamic risk factors that
influence the risk status of the individual and are
associated with a serious adverse outcome. Acute
risk may occur with the onset of a first episode of
psychosis when severe symptoms and distress or
behaviour has the potential to increase the risk of
harm to self or others.

Threshold
for crisis
intervention

TIME (DAYS)

In this diagram, the static risk factors alone do not increase the level of risk enough to warrant intervention. However,
additional dynamic risk factors increase the level of risk that it then becomes an acute risk situation that may warrant
crisis intervention. It is important to remember that the threshold for crisis intervention will vary for each young person

and should be considered on a case-by-case basis.
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Chronic risk

Chronic risk is the presence of ongoing multiple
patterns of risk, such as regular self-harm
behaviours.**2” Chronic risk with an acute
exacerbation in stress or symptoms can also
occur;*27 for example, a young person can have
high chronic risk of self-harm based on a range of
static and dynamic factors, but an acute change in
dynamic factors may induce an exacerbation in risk
(please see case scenario ‘Jarrod’).

FIGURE 2. CHRONIC RISK

-~

I Dynamic risk factors
[ static risk factors

LEVEL OF RISK

Threshold
for crisis
intervention

EARLY PSYCHOSIS

Young people may not always
disclose when they are
experiencing an exacerbation
in stress or symptoms.
Moreover, they may not be
help-seeking, so it is important
to consider previous patterns of
risk and the potential outcomes
of this behaviour and assess for
an increase in stress or change
in mental state.

TIME (DAYS)

In this diagram, there is a high level of static risk factors that continually exists and is considered chronic risk that
requires ongoing risk management. Dynamic risk factors may increase the level of risk which in this case may warrant
crisis intervention. It is important to remember that the threshold for crisis intervention will vary for each young person

and should be considered on a case-by-case basis.
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CRISIS INTERVENTION
AND CLINICAL RISK IN
EARLY PSYCHOSIS

Jarrod is 18 years old and presents with ongoing psychotic symptoms and uses cannabis
and methamphetamines. Jarrod has an intellectual disability and ADHD that was
diagnosed when he was at primary school. He has a number of antisocial personality
traits, a forensic history of assault and drug-related charges. He is itinerant and often
steals or deals drugs to support himself. He is also known to associate with criminals
and bikies. Jarrod’s drug use is mostly opportunistic, but he usually smokes cannabis
daily. He presents as high chronic risk of harm to others due to his static and dynamic
factors.

Static factors associated with increased risk in Jarrod’s presentation include:

¢ Intellectual disability (increased impulsivity and reduced capacity for abstract
reasoning)

* ADHD (pathway to antisocial personality disorder)
* Forensic history

 History of significant substance use

Dynamic factors associated with increased risk in Jarrod’s presentation include:
e Current substance use, especially methamphetamines use

* Antisocial personality traits

* [tinerancy and homelessness

e Current involvement with criminals and recent criminal offending

When he uses methamphetamines, Jarrod’s acute risk increases dramatically due to the
paranoia and aggression that accompany his use.
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CRISIS INTERVENTION
AND CLINICAL RISK IN
EARLY PSYCHOSIS

Chronic risk needs to be carefully evaluated and
managed by the multidisciplinary team with support
from senior clinicians and service processes. Young
people with chronic risk should be presented and
reviewed in clinical review meetings and a service-
wide decision be made regarding their level of risk.
Regular ongoing review of chronic risk is necessary.

Chronic risk should be thought of as falling into
different risk quadrants as ‘low chronic’, ‘high
chronic’, ‘low acute’ and ‘high acute 'with possible
outcomes. The model used to describe managing
risk in a person with borderline personality disorder
can be used.

Managing chronic risk (adapted from the National
Health and Medical Research Council’s Clinical
practice guideline for the management of
borderline personality disorder)2®

* Low chronic risk is a combination of chronic
pattern and less serious consequence. This
might be a person with a chronic pattern that has
less serious potential outcomes, such as self-
harm involving superficial cutting. The treating
team would consider community treatment and
risk management as the best option.

* High chronic risk is a chronic pattern and
serious consequence. This may be a person
with a chronic pattern involving more serious
consequences, such as ongoing serious
substances abuse or serious deliberate self-
harm. In this instance, the treating team may
consider a more conservative approach to risk
management and a more careful approach to
review.

¢ Low acute risk is a new pattern and less
serious consequence. This may be a person with
a change in method of self-harm (or a change
in pattern from using substances to superficial
cutting) that should prompt a review by the
treating team to assess why there has been a
change in the pattern.

¢ High acute risk is a person that presents with
a new pattern with serious consequences, such
as threats or attempts to self-harm using high
lethality methods. The treating team would
need to consider whether the person requires
inpatient care in these circumstances.

Please see the National Health and Medical
Research Council’s Clinical practice guideline for the
management of borderline personality disorder for
more information.?®

Ramon, a 21-year-old nursing student has been diagnosed with schizophrenia. He is well
engaged in a range of interventions and is adherent to medication.

In the past, Ramon has experienced homicidal ideation towards his parents, with whom
he lives. He had delusional ideas that the end of the world was imminent and the only
way to save his parents’ souls was to kill them both. At the time, Ramon had become

more isolative than usual and spent increasing amounts of time in his bedroom reading
the Bible. Ramon had experienced increased stress at university during exam time, had
broken up with his girlfriend and had stopped taking care with personal hygiene and
having dinner with his parents.

Although the major risk factor for violence is the delusional beliefs about the end of the
world, Ramon was always forthcoming with this information. For his treating team, more
useful indicators of risk were the patterns of behaviour surrounding the risk: reading the
Bible, isolating himself from his family and increased psychosocial stress.

Ramon would be considered chronic medium risk of harm to self, given his range of static
and dynamic factors (diagnosed mental iliness, young age and male, insightful, engaged
and adherent with treatment). His acute risk to others is high in the context described
above.
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Working with young people and families during crises
is challenging for both clinicians and early psychosis
services. Successfully managing crisis situations
involves a number of approaches and strategies to
be implemented both before and while delivering
crisis interventions. This section describes the key
considerations in crisis situations that can enhance
the effective management of crisis interventions.

The responsibility for clinical risk should be shared
across treating teams in early psychosis services,
using a service-wide approach. It does not sit solely
with individual clinicians, for a variety of reasons.
Crises are often complex and challenging situations
that require a team approach to ensure quality
interventions and outcomes are achieved for young
people, their families and clinicians. The burden

of responsibility can be enormous for individual
clinicians if they are not provided with adequate
support and assistance when managing and
dealing with the aftermath of crisis situations. Even
with this support, crises may result in high levels of
stress for individual clinicians.

It is essential that all staff members have
immediate access to senior clinicians. Medical
registrars and a consultant psychiatrist should be
involved in the decision-making when clinicians are
managing medium-to-high risk situations.

A shared team approach provides a supportive
environment for managing crisis and risk, and
should be embedded in the culture of the service.
Services that have clear risk management

systems and processes in place encourage clinical
staff members to ask for assistance, provide
opportunities to consult with experts and allow
discussion and decisions around risk management.

Service elements that help embed a team-based
culture for crisis and risk management include:

* regular clinical reviews where heightened levels
of risk, risk assessment and management is
discussed

* access to consultation with senior-level
team members (including on-call consultant
psychiatrists) when risk needs to be discussed
outside of meeting times

¢ access to specialised consultation, for
example, forensic consultation or complex case
conferences

* risk monitoring processes and procedures such
as alert systems on clinical records (paper or
electronic)

* service-wide, easily accessible clinical and crisis
management plans

» follow-up on post-crisis interventions, especially
if a critical incident occurs, for example, a
serious incident committee to review critical
incidents using a ‘no-blame’, root-cause analysis
framework.
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Early psychosis services may come across young
people who have a chronic risk profile, complex
presentations or who are at risk of incomplete
recovery. These young people may benefit from

an intensive case management model, and

some larger early psychosis services might
consider establishing a separate intensive case
management team. A model of intensive case
management has been previously described by
Brewer et al. in 2015. This model includes a small
multidisciplinary team with capped case loads

of 10 per case manager and a more intensive,
outreach level of care provided to young people
who meet certain inclusion criteria.?® This model of
intensive case management:2°

* improves engagement

¢ reduces hospital admission

* improves compliance

¢ improves functional outcomes

* reduces risk and the frequency and number of
crisis contact.

If early psychosis services choose not to establish
a separate intensive case management model,
then it is recommended that team leaders within
the service establish a caseload monitoring
system. This can identify those young people who
require an intensive case management approach
and ensure that the case manager is able to
respond effectively. High caseloads or additional
allocations may have an impact on delivering
quality care.

Effective governance is one for the four critical

factors for effectively implementing the EPPIC Model.

Early psychosis services should have clear clinical
governance processes and procedures about how
risks and crises are managed by their clinical staff
members. Clear policies and procedures should

be in place around the roles and responsibilities of
members of the multidisciplinary team during crisis
situations and how risk is managed at all levels.
This reduces the risk of ambiguity in organisational
processes, including clinical processes, and reduces
the risk of gaps in the service system.3°

When responsibilities around risk are shared, lines
of accountability and a hierarchy of responsibility
should be clearly acknowledged.®° It is important
for less experienced clinicians to inform senior
clinicians about clinical risk and crisis situations,
particularly when the level of risk is medium-to-high.
It these circumstances, a consultant psychiatrist
should be informed.® Services should ensure that
senior clinicians are available to provide support
to less experienced clinicians in crisis situations.
This way, risk management can be shared with the
multidisciplinary team and shared team decision-
making is supported within the service.

The importance of less experienced staff members
knowing and understanding when to ask for help
should be emphasised through staff education,
clinical supervision and training. Developing a
culture of open discussion and shared decision-
making about risk within the multidisciplinary

team should be modelled and encouraged by
service leaders including managers, consultant
psychiatrists and senior clinical staff members.

Clinical governance has a role in proactively and
reactively minimising clinical risk. Strategies should
be implemented that ensure the following:3°

* there are identified protocols for identifying and
reporting clinical risk

* critical incidents are reported and investigated
to identify underlying systems issues and root
cause analysis

* organisational culture supports open
communication about risk

* clinical processes are designed to minimise
error and ensure clear communication

¢ policies and protocols are reviewed and updated
regularly

* risk information is considered when setting
goals, priorities and developing strategic plans
for the service

* compliance with relevant legislation.



Early psychosis services may be structured in

a number of different ways depending on the
population demographics or service model
preference. Established early psychosis services
such as the Lambert Early Onset (LEO)3 and
Orygen Youth Health Clinical Program3? have crisis
intervention teams that are separate from their
continuing case management teams. Whereas the
OPUS program in Denmark®® has an integrated
system using an assertive community treatment
model.

The separation of crisis and continuing care teams
is a common configuration; whether to do this or
not is a complicated decision and mainly depends
on the size of the overall service, the size of the
catchment area and financial resources.

Crisis intervention teams are called many different
names depending on the service within which they
operate and how the teams are structured. These
teams have produced positive results in managing
people during a crisis in the community.263 Crisis
teams can play an important part in providing
care within the least restrictive environment

and minimise the iatrogenic trauma commonly
associated with inpatient admission. The common
characteristics of crisis teams are:

¢ rapid 24/7 clinical response
* mobile
* flexible in terms of outreach.

For more information on crisis intervention teams
in the EPPIC Model see section 1.3.4 in the EPPIC
Model and Service Implementation guide.®

‘Clinically informed risk-taking’ refers to a risk
management approach where the treating team (led
by the consultant psychiatrist) tolerates a level of
potential risk if they believe it may help to promote
recovery.

For example, the treating team may decide not to
arrange hospital admission for a young person with
early psychosis who has ceased taking medication
and is showing signs of relapse, instead continuing
with a community-based treatment approach
involving intensive home-based care. This
approach may actually promote engagement and
development of a trusting relationship between the
young person and the treating team, and therefore
lead to better outcomes than what might have been
achieved by a hospital admission.
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Likewise, clinicians responding to an initial crisis of
a young person who is experiencing a first episode
of psychosis and is reluctant to seek help, may
decide they will benefit from home-based care.
Assessing and engaging the young person in their
home, or an environment they are comfortable
with, has significant benefits, as it allows the
service to increase their contextual understanding
of the young person, build engagement, initiate
medication (if necessary) and gradually provide
psychoeducation. These benefits significantly
outweigh the potential traumas associated with an
involuntary hospital admission.

Clearly, such an approach must be a team
decision, with a comprehensive risk assessment
underpinning the decision-making. The level of
risk a clinician or service is willing to manage this
way will depend on a number of different factors,
and each young person should be considered on a
case-by-case basis.

This approach may be appropriate for young
people with chronic risk, where short-term clinically
informed risk-taking may mitigate longer-term risks.
However, this approach should not be applied as

a blanket rule to all young people presenting with
chronic risks. It requires comprehensive knowledge
of the young person’s:

* risk factors

¢ patterns of behaviour

* early warning signs

* known triggers

* identified coping strategies, and

* supports

and should be used in conjunction with increased
clinical contact, psychiatric and risk reviews,
specific risk mitigation strategies and home-based
care or assertive outreach. Frequent review is also
essential.
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Personal factors such as clinical workload, tiredness
and past stressful clinical interactions can influence
a clinician’s ability to make decisions during crisis
situations. It may also be affected by their overall
level of clinical experience and confidence of
managing young people in crisis situations.

New or less-experienced clinicians may tend to be
risk-averse and cautious in their decision-making.
These ‘risk-averse’ decisions may be associated
with premature use of the Mental Health Act and
unnecessary hospital admissions, which can

be traumatising, distressing and damaging for

engagement of the young person and their families.

On the other hand, more experienced crisis
clinicians may not respond with enough empathy to
a young person’s distress or help-seeking due to
their seasoned attitude. This can lead to a young
person being reluctant to seek help in the future.

The demands of a busy shift or of a hectic day
can have an effect on how clinicians undertake
assessments and make decisions. Recent or
past stressful clinical interactions can influence
a clinician’s ability to make effective decisions. A
recent suicide or homicide can also influence a
clinician’s decision-making.
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If clinicians feel unsure or anxious about a
situation, they should discuss their decision-
making and plans for clinical interventions during a
crisis with members of their treating team, senior
clinicians or other medical staff for clarification or a
second opinion.

Clinicians should also use a risk—-benefit analysis
to practically inform their clinical decisions during
a crisis. Risk—benefit analysis is a method that
compares identified risks with the potential
benefits of a particular clinical decision to inform
a treatment option.'* This analysis also considers
protective factors and prioritises the young
person’s wellbeing and preferences.

A risk—benefit analysis may assist with decision-
making when clinicians or treating teams are
undecided or divided in their approach. Further
discussion helps generate transparent and
objective exploration and discussions that clarify
risks and how they should be managed individually
in the context of the young person’s presentation.
For example, Table 2 shows a risk-benefit analysis
for a young person of inpatient care versus home-
based care.
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TABLE 2. RISK-BENEFIT ANALYSIS OF INPATIENT VERSUS HOME-BASED CARE

TREATMENT
OPTIONS

Inpatient
admission

Acute home-
based care

RISKS OR
DISADVANTAGES

* Impact on engagement
* Potential for trauma
¢ Not in own environment

¢ Reluctance of friends to visit, away
from supports which leads to increased
sense of isolation

* May be vulnerable to other inpatients
» Stigma associated with admission

* Feel controlled

* No access to personal items or pets

» Can’t guarantee a bed in a youth-
friendly environment where staff
members are familiar with young
people with early psychosis

BENEFITS

Closer monitoring and supervision, but
does not guarantee reduced risk

Manage distress and sleep assertively
(usually with medication)

Medication and prescribers are more
accessible

Staff feel less anxious — managing
young person’s secondary risks
Easier decision-making process for staff

Reduced options to act on risk-taking
behaviour or thoughts

Families and supports feel less stressed
and feel reassured regarding a service
managing the risk

* Less supervision
* Less structured environment
* No immediate access to expert care

¢ Families, partners or friends are more
likely to be part of the care plan and
may need to monitor the young person
and manage clinical visits.

* Increase stress for everyone in the
home environment

Young person likely to experience less
stigma

Treated in least restrictive and familiar
environment

Access to personal items (e.g. musical
items, pest, clothes, video games)

More normal experience than inpatient
admission

Less likely to experience frustrations
processes and services than at home

No vulnerability or not prone to exposure
to trauma on the inpatient unit

May be able to continue to engage in
meaningful activities
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the service, there may be clinicians who have
previously engaged and worked more closely with
the young person and the family who can be called
upon to help manage the situation. These clinicians

A key consideration when providing crisis may have also provided support to this young
intervention and managing risk is whether a young person and their family through a previous crisis
person is known to the service or whether this is situation, meaning the young person may already
their first contact with the service. feel they can trust them.

More quantitative and qualitative information When a young person is unknown to the service,
(including a comprehensive history and case which is usual with new referrals, the amount of
formulation) is known about young people who information about the young person is limited.

are known to the service, usually because they Clinicians need to get to know the young person

are currently receiving treatment and care, or have very quickly and ensure that everyone is safe while
previously received care from the service. Having trying to manage a particularly distressing situation.

access to this information, including a history

of previous crises and risk management plans,
allows clinicians to plan more effectively for the
current crisis and manage risk more effectively.
More importantly, if a young person is known to

Table 3 presents some initial steps clinicians
should take when managing a crisis, depending on
whether the young person is new or already known
to the service.

TABLE 3. INITIAL STEPS FOR MANAGING A CRISIS

IF YOUNG PERSON IS NEW TO SERVICE IF YOUNG PERSON IS KNOWN TO SERVICE

Collate all information available from referrers. Collate all available information such as crisis
management plans, case formulation, history,
previous risk assessments and the current
precipitant for the crisis.

There should be a strong emphasis on engagement
with the young person, referrers and supports.

Gain as much new information as possible from
collateral sources such as the family, general
practitioner or school.

Determine who is the best person to respond to
the crisis e.g. which clinician is the young person
best engaged? Are they available? If not, who

Try to arrange to see the young person with next?

someone who knows them well. . . .
Contact the usual treating team if possible to

Screen for risk over the phone before going out to discuss what the best approach might be and what
see them in the community. Ask basic questions follow-up arrangements could be offered.

about their environment and who they are before

going out.

Provide information about the service and
psychoeducation about mental health issues.
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Safety is equally as important as establishing
rapport with the young person. Clinical risk

and safety are primary concerns for clinicians
throughout their interaction with a young person
during a crisis situation. Assessing safety should
become a natural part of assessing young people
in crisis, and clinicians may need to focus on
attaining enough information from both the young
person and their family to ascertain whether the
situation can be de-escalated or not.

When assessing a young person in their home, the
safety of the clinicians visiting the young person

is paramount. An initial assessment should be
undertaken during the initial intake call focusing on
potential risks posed by:

* the young person

* family members, partners, housemates or other
individuals in the house

* the home environment, such as pets, drug-
dealing, isolated location, presence of unknown
individuals, health risks, unsafe area.

Identified risk and any other obvious risks should
be documented clearly in the paperwork and
reassessed during the initial assessment.
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Whenever visiting the home of a young person who
is unknown to the service during a crisis, ensure
that two clinicians attend the assessment. There
are many benefits associated with assessing young
people and their families in pairs:

It is safer to assess young people during a crisis
with two clinicians. There are two sets of eyes
and ears and two minds working simultaneously
to assess the situation and associated risks.

Clinicians have different interpersonal styles
and interviewing techniques; assessing in pairs
provides more options to find a style that fits
with the young person.

One clinician can focus on engaging the young
person, paying attention to the behavioural and
emotional cues and their questioning during the
assessment, while the other clinician can write,
paying attention to non-verbal aspects of the
assessment

The second clinician may be able to ask
questions the interviewing clinician has
overlooked.

The second clinician may also able to interview
family members or primary supports for
collateral information.

Clinicians who visit young people in their home
during a crisis need to be prepared. Box 4
describes what clinicians need to consider taking
with them when visiting a young person in their
home and ‘working on the road’.

WORKING ON THE ROAD: PRACTICAL CONSIDERATIONS FOR CLINICIANS

It is useful for crisis clinicians to be prepared to respond to a young person in a crisis situation
outside of the usual clinical setting. Having a work bag ready with all the equipment and
information necessary for a clinician to respond, communicate key messages and coordinate
treatment and care is important. This work bag should contain:

* current assessment paperwork
* legal paperwork

* business cards

* pens and paper

* phone and charger

* easy reference service directory

* map or navigation device in car

» for medical staff — medical equipment, prescription pads, pathology slips etc.
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A young person’s ‘family’ encompasses their key
supports and may include a range of relationships,
from immediate and extended family to friends,
partners and other people who may have legal
responsibility for the young person, such as
residential care workers.

Involving and supporting families is essential when
working with young people in crisis situations. It

is often a family member who first contacts the
early psychosis service during a crisis, and this will
likely be a time of increased distress for families.
Families can often play a vital role as a ‘treatment
ally’ in managing a crisis situation and minimising
risk, both at the time of crisis and afterwards.

Families will usually have expectations of mental
health services, which may be based on a variety
of factors, such as their own previous experiences
with services, or from what they have seen in

the media. Clinicians should be aware of the
perceptions of family members about mental health
services as these may provide a barrier to family
engagement, especially when there are stigma-
related issues.

Providing families with information and
psychoeducation during the initial intake/triage and
assessment of a crisis is essential. Engaging the
family during the initial crisis is important to obtain
the necessary collateral history, help monitor the
young person and help provide continuing care.

Young people and their families are often highly
motivated to participate during a crisis. It is
important to remember that the first contact young
people and their families have with a mental health
service is a crucial time, as it influences future
interactions. This is often a time where families are
experiencing a high degree of stress and may need
to tell their story and be provided with support.

Please see the ENSP manual In this together: family
work in early psychosis for more information about
working with families of young people with early
psychosis.

Communication is an essential consideration when
working with young people and their families during
a crisis situation. Information about the crisis
situation and risk should be clearly communicated
to all members of the multidisciplinary team.

This information should also be communicated

to other agencies involved in the young person’s
care. Communication ensures that everyone is on
the same page in terms of how the crisis will be
managed within the early psychosis service.

Communication about risk should clear, succinct
and clinically relevant. The level of clinical detail
needs to convey the necessary information about
the young person’s presentation, their risks and
management plan.

Communication about the crisis and risk should be
made in writing, never just verbally. Although verbal
communication is necessary when making referrals,
highlighting risks during handover, consulting with
senior clinicians and medical staff or transferring
care from one part of the service to another, it
must be followed up with written documentation
that can be accessed by other clinicians or
services.

When communicating with other health care
providers and agencies it is important to consider
the language and level of detail involved in the
communication to ensure that it is effective.

Safe and consistent risk management during a
crisis depends on up-to-date, accurate and good
quality documentation of risk, as this is the primary
means by which clinicians and treating teams
communicate with each other between shifts,
teams and other agencies. Access to quality

and up-to-date clinical documentation is crucial
for clinicians to make vital, clinically-informed
decisions about young people presenting in crisis.
The following minimal information about a young
person should be documented during a crisis:

* current presentation — including presenting
problem

* mental state examination

* risk assessment of dynamic, static and
protective factors

¢ initial treatment plan
* risk management plan.



After-hours clinicians working in state crisis
teams are required to use standardised triage
scales to assign a triage score to a young
person’s risk. These standardised scales aim to
improve communication between different service
programs or clinical teams and facilitate consistent
responses by providing clear parameters for
urgency and response. Early psychosis services
may consider using this type of scale, especially if
admission to a state-based inpatient unit is being
considered as a treatment option.

Documentation of risk should follow a risk
framework and should be written as a narrative
formulation describing the relationship between
static and dynamic risk factors across the relevant
domains of risk while taking into account protective
factors and resources available to the young
person. Clinicians should also attempt to document
their clinical judgment in a structured format. How
they attempt to manage the identified risks (using
a clear risk management plan), their decisions

to mitigate risks and their rationale for making
these decisions should all be clearly documented;
follow-up and review also need to be documented.
Additional information should be provided if the
young person’s risk changes, if there is an increase
in dynamic risks or if a change in protective factors
occurs.

Services need to have clear guidelines about what
information about a young person clinicians may
discuss with third parties, such as family members
or other services, and under what circumstances.
Usually the information a young person discloses
is confidential, unless there are extreme
circumstances when this confidence needs to be
broken. This will include situations where the young
person or others are at high risk of harm.

If a young person has made specific threats to
individuals or groups, generally, the laws and acts
that govern the sharing of health information permit
the sharing of information to prevent serious and
imminent danger to individuals’ health, safety and
welfare; however, they vary from state to state.
Clinicians and treating teams should consider
disclosing information to the police or the person
targeted if:

 there is a clearly articulated threat of potential
serious harm (life-threatening or serious injury)

¢ the risk of harm is imminent and requires quick
action.
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Clinicians may be reluctant to breach confidentiality,
for reasons such as the effect this may have on
engagement. However, breaching confidentiality and
disclosing information is acceptable if it will reduce
or stop the harm or alert individuals or agencies
about the potential harm. Clinicians should

inform young people that they will need to breach
confidentiality and provide a clear explanation of
how they have to do so. When deciding to disclose
information, clinicians should ask themselves:

* What is the purpose of sharing the information?

* Are there good reasons to believe that the threat
is real?

* Will disclosing the information prevent or lessen
the threat?

¢ What are the alternatives? Is the information
available from another source?

* Do you have a duty of care to inform the person
being threatened, regardless of the potential
outcome?

In situations where clinicians decided to disclose
information, they should contact the necessary
agencies and discuss the potential actions.
Clinicians should also talk to the young person
about the potential actions if this is permitted
and document the disclosure and other relevant
information in the clinical file. This documentation
should be guided by the Privacy and Freedom of
Information Act.
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This section of the manual is a practical ‘how

to’ for crisis response and risk management. It
includes a framework for clinicians to use when
working with young people during a crisis. This
framework is intended for use by any clinician in
an early psychosis service, as a crisis can occur
at any point across an episode of care. Many skills
required during crisis intervention will already

be used in everyday clinical care, but for slightly
different purposes. For example, a mental state
examination in crisis intervention is used to make
a clear plan in the ‘here and now’, rather than

an assessment over time that usually occurs in
clinical care.

The interventions used during a crisis need to be
flexible and broad in their approach and address
the biological, psychological and social components
of the crisis. Additionally, interventions need to

be person-centred, developmentally appropriate,
specific to the phase of illness and adapted to
factor in diagnostic uncertainty.

The framework for crisis intervention described
within this manual is based on available literature,
with a strong influence from the seven-step crisis
intervention framework described by Roberts®
and the six-step crisis intervention framework

by Gilliland and James.* Importantly, this crisis
intervention framework remains congruent with the

key principles of the EPPIC Model. The framework
consists of the following stages:

* rapid engagement

* assessment

» formulation

¢ planning

* implementing strategies

o follow-up.

Although this may appear to be a linear process,
it is important to note that the stages may follow
a different order depending on the young person’s
presenting circumstances, risks and clinical needs
at the time of assessment. Clinicians should use
this framework flexibly to guide their approach

and clinical decision-making when providing
interventions to young people during a crisis. The
framework is represented in Figure 3 on page 32.

A case scenario, ‘Trung’ will be used throughout this
section to demonstrate how to use this framework
in a real-life clinical setting. The scenario presents
sample dialogue between a clinician and a young
person in a crisis situation, and demonstrates a key
interview technique and risk formulation grids.
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FIGURE 3. A FRAMEWORK FOR CRISIS INTERVENTION
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Trung is a 16-year-old student who lives at home with his mother, stepfather, older
sister and younger half-brother. He is of Vietnamese background and is in year 10.
His mother contacted the police via emergency services after Trung destroyed his
room, burned his forehead with a cigarette and appeared to be talking to himself.
The police attended the house and were informed that over the past 3 weeks his
family had noticed the following changes in his behaviour:

» staying up late most night and keeping unusual hours

* spending most of his time alone in his room

* his self-care and hygiene decreased

* speaking or mumbling to himself

* weight loss and refusing to eat with his family.

The police believed that Trung was experiencing mental health difficulties, and
suggested he get some support to help him and his family. He agreed to speak

with an intake worker from an early psychosis service over the phone. The police
contacted the early psychosis service and requested a crisis assessment.

Below is the initial conversation between Trung and the early psychosis service
intake clinician.

IN PRACTICE

CONVERSATION INTERVIEW TECHNIQUE
Clinician: ‘Hi Trung, my name is Gary and ¢ Clinician introduces themselves,

| work for a youth health service. Part their role and provides a rationale
of my job is to speak with young people for them being involved

who may be feeling stressed or having a « Offering assistance

difficult time. The police have asked me
to speak with you about what’s going on

oung person
to see if | can help you and your family. young p

Do you think we could talk about what'’s
been going on for you lately?’

Trung: ‘Argggh, yeah, okay ...’

Clinician: ‘Great, thanks. It sounds like * Being genuine

your mum is pretty worried about you « Using youth-friendly language
and your behaviour and that’s why she

called the police. That must have been a

surprise when the police rocked up?’

Trung: ‘Yeah it is but | haven’t done
anything wrong.’

* Asking permission to speak with the
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CONVERSATION INTERVIEW TECHNIQUE

Clinician: ‘No Trung, you haven’t * Acknowledging his concern

done anything wrong. The police are « Providing reassurance as to why the
sometimes involved and together we try police are there

and see young people to offer help and

see if they're okay. Have they treated you
okay?’ * Genuinely enquiring about the young

person’s wellbeing

* Explaining the role of police as allies

Trung: ‘Yeah, they’ve been fine. I’'m okay
now.’

Clinician: ‘Good, good. Do you mind * Beginning the enquiry
if | ask you a few questions to try and

understand why your mum’s worried and

what’s been going on for you lately?’

Trung: ‘Yeah, that’s okay.’

The intake worker from the early psychosis service was calm, non-judgmental and
warm when talking to Trung about the circumstances that led to him destroying his
room and burning his forehead. Gary provided genuine empathic responses and
sounded interested when Trung told his story.

Trung explained that he destroyed his room and burned his forehead to ‘scare
them off’. Further enquiry by the intake worker allowed Trung to explain that he
was experiencing derogatory and command auditory hallucinations telling him to
kill himself. Trung said: ‘They tell me to jump off the freeway bridge over and over
again.’

Clinician: ‘A lot of young people | speak with also have these experiences ... and to
be honest, it sounds really scary and confusing. | was wondering would you be able
to tell me more about ...’

The intake worker tried to normalise those experiences for Trung and continued to
ask about other symptoms and his immediate safety.

Trung described paranoid themes about the mafia and bikie gangs and he thought
that they were trying to get him. He said he had difficulty with getting to sleep,
problems with concentrating and had been ‘feeling on edge’.

Trung told the intake worker about his longstanding mood problems and previous
suicidal ideation. He also said he had been feeling more ‘down’ since a recent
assault and robbery and indicated that his mood might be getting worse because
of the hallucinations and persecutory beliefs. Trung said ‘| feel like giving up’, but
denied any clear plan or intent to currently take his own life. The intake worker
reassured him that they would be able to help with him with his sleep and be able
to reduce some of his distress and help him make sense of his experience.

During the phone call, a particular emphasis was placed on:
» determining his history of previous risks

* identifying his current risks (to self and others)
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» establishing whether he had the ability to resist acting on his auditory
hallucinations and paranoid delusions in the short-term

* identifying potential safety issues in the home environment.

The intake worker then asked to speak to Trung’s mother to gather collateral and
corroborative information.

The information focused on: understanding the circumstances that led to the crisis
presentation, recent behaviour, and understanding the onset of Trung’s presentation
from her perspective. The phone call with the intake worker allowed Trung’s mother
to voice her concerns and was an opportunity for brief psychoeducation about the
early psychosis service and the referral process. She was also informed that Trung
might be experiencing mental health issues and that an urgent assessment with a
specialised youth mental health team would be advisable.

A home-based assessment was arranged with the service and the family within

the next few hours. The intake worker spoke with Trung and recommended that a
home visit would help them clarify what was happening. Trung agreed to the service
visiting his home.

IN PRACTICE
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‘Engagement’ is often used as a broad term that
includes engagement with treatment (medical,
psychosocial or other interventions), with the early
psychosis service and with individual members

of the treating teams. Additionally, engagement
equally applies to young people and their families
or other supports (please see the ENSP manual
Get on board: engaging young people and their
families in early psychosis).

Engagement has long been considered a crucial
element in establishing and maintaining a
successful therapeutic relationship with a young
person, and should occur simultaneously when
assessing young people.

Engagement during a crisis can help:

e contain and de-escalate situations

* reduce immediate fear and anxiety

* make young people feel at ease

* make young people feel more relaxed

* facilitate assessment

* make help-seeking a positive experience
* reduce isolation

* improve the quality of the clinical and personal
information obtained.

Engagement during a crisis needs to be rapid and
begins as soon as the clinician and the young
person meet each other or speak over the phone.
Clinicians therefore need to quickly establish
rapport with the young person. This requires a
calm, reassuring, professional and friendly manner,
with a flexible commitment to negotiating the best
outcome for the young person. Time invested in
listening and establishing rapport can go a long
way towards developing engagement and help with
collaborative, shared decision-making treatment
options and adherence to planned interventions.

There are a number of factors that can affect the
engagement of a young person during a crisis,
including:

* the young person’s willingness to engage

* their level of distress or other emotions

* severe psychotic symptoms (paranoia,
persecutory beliefs, hallucinations)

* the environment

* organisational issues
* the clinician’s attitude
* stigma

* embarrassment.

The following are some techniques for facilitating
engagement with a young person during a crisis.

If the young person has already established a
positive therapeutic relationship with a clinician of
the service, it is important to use that relationship
to help engage the young person during the crisis
situation, as their existing knowledge will help guide
your assessment of risks and help with planning
interventions.

For young people who are new to the service it
may be useful to explain how the service became
involved. Referrers or family members may have
told the young person that they sought help on
their behalf; however, it is not unusual for family
members to put the young person on the phone
without having told them. In these situations, it
is important to clearly explain who you are and
what the service does. It is equally important
that the explanation is pitched at an appropriate
level. For existing young people of the service, it
may be helpful to check whether they understand
the clinician’s role if it is not the usual treating
clinician, especially if the young person is
experiencing increased symptoms and distress.

Young people should be assessed in a setting they
feel comfortable with. The setting should be private
and safe for both the clinician and the young
person. A neutral setting helps the young person
feel more at ease and focus on telling their story
without outside influences. Giving young people

the opportunity to choose where an assessment
takes place helps build a trusting relationship with
the clinician and allows young people to gain some
control of an often distressing situation.

For more information on the importance of setting
when assessing and engaging young people, please
see the ENSP manual ‘There’s no place like home’:
home-based care in early psychosis.



It is important to offer the young person the
opportunity to be seen alone or with their family,
friends or other supports whenever possible.
Providing young people with the choice will promote
trust and build rapport with the early psychosis
clinician.

Clinicians should use plain English and youth-
friendly language, ensuring it is pitched at

the young person and their families’ level of
understanding. For example, instead of asking,
‘When you feel down or overwhelmed do you self-
harm?’ ask, ‘When you feel down or overwhelmed,
have you ever cut or burnt yourself, punched a
wall or hit yourself in the head?’ Similarly when
asking family or friends questions, instead of
asking, ‘Has your son has been experiencing any
psychotic symptoms?’ clinicians should ask ‘Have
you noticed if Johnny has been behaving strangely
lately? ‘Has he been talking to himself or saying
that people are watching him or thinking that things
have a special meaning?’ Please see also the
‘Avoid psychiatric or medical language’ section of
the ENSP manual Get on board: engaging young
people and their families in early psychosis.

Body language is equally important during a crisis
situation. Clinicians should try to sit alongside the
young person and position themselves so that both
parties can exit the room if necessary. They should
be mindful that their posture indicates that they are
being attentive and responsive to the needs of the
young person. When assessing young people during
a crisis it is important for body language to be:

e calm
e respectful
* warm and friendly

* reassuring.
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Clinicians should be genuine in their interactions
with young people and their families during a crisis.
Being responsive, honest and transparent when
assessing young people may well encourage young
people to model that behaviour. Using humour and
self-disclosing in a genuine manner can also help
facilitate engagement.

During a crisis, young people and their families
should feel that they are understood by clinicians.
Showing empathy through facial expressions,

body language, tone of voice and using empathic
responses will help young people and their families
feel understood and subsequently facilitate
engagement. Clinicians should sound interested,
have a caring attitude, be encouraging and use
reflective comments when summarising what the
young person has said.

Empathic statements should start with basic
statements such as, ‘I know that must be difficult’
and develop as the rapport between the young
person and the clinicians develops. The statements
can then become more complex and reflect the
clinician’s understanding of the young person’s
perspective. Be aware that the continued use of
basic empathic statements by the clinician may be
interpreted as a lack of understanding or a lack of
interest by the young person.

Clinicians need to convey the message that they
care about the young person and their families.
Offering the young person and their families a
glass of water or cup of tea is an act of kindness
that should never be underestimated, especially
when people are distressed. Reassuring the
young person about their belongings, getting them
something to eat or clean clothes, or finding out

if they are allowed outside for a cigarette, if the
young person is at a police station or an emergency
department, can help be important acts of
kindness during a crisis.
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Clinicians should encourage young people to

tell them what has happened and describe their
symptoms in their own words, as many of them

will not know or understand what is happening to
them. Allowing young people to explain what has
happened at their own pace and without judgement
can be reassuring for the young person.

Providing the young person and their family with
information about the assessment process is an
important part of effective engagement. Helping
the young person and their family understand the
steps in the assessment process, or liaising with
emergency services and other organisations on
their behalf, can help establish trust and foster
engagement between the clinician and the young
person.®

Prepare the young person for the types of
questions that may be asked during the
assessment by introducing the types of questions
and explaining why these questions are asked.

For example, ‘Some of the questions may be

quite personal but it really help us understand
what’s going on for you. I'm going to ask you some
questions, some may be relevant and others may
not be. There are certain questions that we need
to ask when we see all young people, so if they are
not relevant to you, please let me know.’

Clinicians should try to normalise the situation or
symptoms for the young person. Using example
statements implies that their behaviour is
understandable, and not uncommon. For example:

* ‘| see a lot of young people in similar stressful
situations and they often worry that they may
say something silly when talking about their
experiences. Just so you know, I've heard all
sorts, so it takes a bit to freak me out’.

* ‘A lot of young people | see tell me that they
hurt themselves when they feel overwhelmed or
distressed.

* ‘Other young people have told me that
sometimes when they can’t sleep at night
because they are worried about school or work
and other things going on in their life. They try to
read a book or get up to watch a movie instead
of lying there tossing and turning. This helps
them worry less.’

Exploring safe topics of conversation can help a
clinician to quickly engage a young person and
build a ‘picture’ of the young person. Asking about
a young person’s interests, hobbies or what they
did on the weekend can help them feel like the
clinician is interested in them as a person and not
just their symptoms or the crisis situation.



Provide practical support to young
people and their families

Offering the young person and their family practical
assistance may reduce their immediate distress,
assist in meeting their primary needs, reduce

their sense of burden and help develop rapport.3
Practical assistance in a crisis can be provided in
many forms:

* organising accommodation for young people

* helping young people access other social
services such as Centrelink

* helping young people with vocational, legal or
financial issues

* organising medication to help manage
symptoms.

Don’t try to measure engagement

Clinicians should not try to measure engagement
using tools during a crisis situation. Instead,
engagement can be gauged by how forthcoming
young people are with information, how short their
responses, if they are angry or how frequently they
interject and correct you. The rapport between

the clinician and the young person and how much
information they share with you should gradually
improve as the interview progresses. The nature
of acute psychotic symptoms and their impact on
how much spoken information can be provided also
needs to be taken into account.
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Explain confidentiality

Clinicians should have a brief conversation with
young people about the professional and legal
requirements of confidentiality, including the types
of clinical situations in which confidentiality may
be breached and information disclosed, especially
if they haven’t had contact with services before.
Young people often see lack of confidentiality as
an obstacle to accessing services and it can be a
‘game changer’ in terms of developing immediate
rapport, or damaging an existing therapeutic
relationship. Mentioning confidentiality early on

in a crisis situation is always good practice, but

at the same time, clinicians need to be sensible
about when to do this. If clinicians need to engage
and focus on the young person’s safety first,
information about confidentiality can be provided at
another point during the interaction.
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The clinicians arrived at Trung’s house and introduced themselves to him, his
mother and the police. Everyone was provided with a brief explanation of the
clinician’s role, the assessment process and the type of questions they would be
asking. The clinicians reassured Trung by telling him that the interaction would be
‘pretty informal’, that there were no right or wrong answers and that he could stop
at any point if he needed.

Trung was given the option to be seen with his mother or by himself, and the
clinicians explained to him that the police would remain on site. Trung was initially
seen alone by the clinicians and a police officer. He was settled and developed
some level of rapport with the attending officer by talking about video games and
his family pets. This allowed the clinicians to begin the interview with a ‘safe’ topic
and they briefly discussed his pets.

The workers informed Trung that, even though they received information from their
colleague, they were more interested in hearing his version of the story to gain
further understanding. They tried to normalise his distress about his presenting
symptoms early in the interview.

Clinician: ‘It sounds like you’ve been going through something that sounds a bit
different and pretty scary ... can you tell me in your own words what has been
happening?’

The clinicians remained attentive, relaxed and encouraging. One clinician scribed
while the other led the assessment

By showing genuine interest in aspects of Trung’s life by using reflective comments
and summarising key information, the clinicians were able to clarify symptoms and
details relating to the presentation with a caring attitude. This helped establish
rapport and the gathering of clinical information.
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Crisis assessments are often unplanned
assessments that are characterised by significant
psychological distress for the young person, as well
as impaired functioning, acute symptoms and high
levels of risk to self and others due to impaired
judgment or risk-taking behaviour.

Assessing the clinical risks or the mental state of
young people during a crisis is different to regular
non-urgent assessments, clinic-based assessments
or ongoing home-based care, as clinicians will

be presented with a diverse range of clinical
presentations in challenging, emotionally charged
circumstances.

During a crisis, clinicians are often required to
promptly conduct a comprehensive biopsychosocial
assessment to understand the young person

and the context of their crisis while trying to
engage them in treatment and manage their

risks. Assessing young people under these
circumstances is a delicate interplay between
engagement, information gathering, quick decision-
making and minimising physical and psychological
injury and distress.

Crisis assessment involves talking to the young
person, their family and supports, and other
agencies to source information and develop a both
aetiological and risk formulation based on their
identified risks that informs treatment and risk
management plans and guides interventions. It is
important for clinicians to quickly develop rapport
and a connection with the young person to try to
understand the circumstances resulting in them
presenting in a crisis. Clinicians involved during the
initial assessment of a crisis are required to carry
out the following tasks:

* engage the young person and their family and
supports

* attempt to defuse the crisis

* assess mental state

¢ undertake a comprehensive risk assessment

* provide emotional and practical support

* initiate early treatment

* facilitate referrals and pathways to appropriate
care.

Assessing young people in crisis should be
grounded in a biopsychosocial framework and
incorporate a comprehensive mental state
examination and risk assessment, explore
collateral information, include considered clinical
judgement informed by empirical evidence,
evidence-based practice and sound clinical
knowledge.®>3" A detailed biopsychosocial
assessment and collateral history informs and
supports decision-making, risk management and
determines whether a young person will need to
be admitted to the inpatient unit or if they can
receive care in the community. The main aim of the
assessment is to focus on what the clinician can
to do ‘right now’ to ensure that the young person,
their family and the community is safe.

It’s not always possible to complete a
comprehensive biopsychosocial assessment and
be able to identify all long-term static factors to
predict the young person’s future risk during a crisis
situation. Factors that may impact information
gathering include:

* severity of symptoms (i.e. thought disorder,
depressive symptoms, distractibility)

* level of distress

* willingness to engage

» type of referral (i.e. self-referral or brought in by
the police)

* stigma

* language

* level of risk.

The more information clinicians are able to

gain, the better; however, this is challenging if

the young person being assessed is new to the
early psychosis service and has no history of
involvement with mental health services. Clinicians
need be patient, flexible and use their engagement
skills when assessing young people during a crisis.



42

CRISIS RESPONSE

AND RISK MANAGEMENT
IN PRACTICE

Clinicians should use a funnelling approach
when attempting to identify crisis precipitants,
undertaking a mental status examination (MSE)
or undertaking a comprehensive assessment.3®
This involves initially asking broad open-ended
questions to identify relevant symptoms or risk
then selectively choosing content to focus on to
gather further information.® Examples of open-
ended questions include:

* ‘Can you tell me something about what’s been
happening lately?’

* ‘What happened that you called our service this
evening?’

* ‘Can you tell me, in your own words, what’s
happening to make you feel this way?’

Once the relevant symptoms or stressors have
been identified, clinicians can then focus on the
details on symptoms, such as duration, frequency
and intensity, presenting risks and the relationship
between psychotic symptoms and risks. Example
statements include:

* ‘Thanks for telling me what's been happening
for you. That helps me understand a lot.
You mentioned before that you have been
experiencing a number of coincidences lately —
can you tell me more about these experiences
... what have you noticed?’

* ‘| can see why you might feel confused, getting
messages from the TV must really confusing
and scary at times ... when did you first notice
these?’

Guided discovery, a form of questioning used to
elicit additional information from young people,*°
should be used in combination with the funnelling
approach. Guided discovery questions include
relevant information that is not the young person’s
main focus that help the clinician conduct the
interview and transition from a previous topic to a
new topic and learn more about the young person.
Examples of guided discovery questions include:

* ‘It certainly sounds like things have been difficult
for you. When you’ve had difficult times in the
past, what sort of things helped you get by?’

* ‘When you’ve been really stressed out in the
past, how you felt?’

Obtaining collateral information is an important
aspect of assessment during a crisis. The families,
friends and supports are an essential source of
information that needs to be explored as quickly
as possible during a crisis, especially if the young
person is distressed or is unwilling to provide
information. Clinicians should try to speak with
each family member individually and then together
as a family. Speaking with family members
separately from the young person allows the family
members to express their concerns openly without
fear of what the young person will say or think.

It is recommended that one clinician speak with
the family and supports while another clinician
assesses the young person in these situations.

Young people may seek help or contact services
following a suicide attempt. Recent data suggests
that a large proportion of young people with
experiencing a psychotic episode may take an
overdose of prescription medication or ingest
poisons with another 12% inflicting lacerations

to themselves.?° Clinicians should immediately
check the young person’s safety during a crisis to
determine whether there are any ongoing medical
dangers such as access to large quantities of
prescription medication, open wounds or losing
blood. It is difficult to know whether an overdose
or an ingestion could be lethal as it depends on a
number of different factors:

* what substance the young person has taken

* when the young person has ingested the
substance

* how much the young person has ingested

¢ the interaction this substance will have with
current prescribed medication etc.

Clinicians can contact the poisons hotlines for
further information. If the clinician is unsure
about possible medical risks due to insufficient
information or poor collateral information they
should ensure that the young person receives
immediate medical attention by either calling an
ambulance or getting a medical practitioner to see
the young person if in the service setting.



A mental state examination (MSE) is a structured
clinical assessment that involves observing

and appraising the behavioural and cognitive
functioning of an individual. It is a comprehensive
cross-sectional understanding of an individual’s
current mental state. It is also a clinically-informed
‘snapshot’ in time of the young person’s current
wellbeing. For more information please see the
ENSP manual ‘Let me understand ...” assessment in
early psychosis.

When assessing the mental state of a young
person presenting in a crisis, clinicians need to
consider particular aspects of the MSE that would
result in behaviour that increases risks for the
young person or others. Acting on delusions and
command hallucinations is a common clinical
concern and can increase the risk of harm to

self and others. Young people may respond to
command hallucinations and delusions in a variety
of behaviours such as harmless avoidant actions,
behaviour to reduce and mitigate risks such as
deliberate self-harm or more serious behaviours of
aggression or suicide.

Clinicians should assess about the following;:

* positive symptoms (auditory hallucinations,
delusions, thought insertion, grandiosity)

* paranoia or sense of self-impending doom
* mood, hopelessness, psychological intent
* impulsivity

* capacity and judgement

* insight or awareness

* substance intoxication and withdrawal.
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When assessing risk during a crisis, an
assessment of the young person’s potential for
aggression and violence should also be conducted.
Clinicians are required to accurately and rapidly
assess young people for potential of violence to
try and prevent incidences of violence, and the
negative outcomes associated with violence that
is sometimes directed towards clinical staff and
members of the community.**

Clinicians need to be aware of the potential risk
factors for aggression and violence when assessing
young people during a crisis. Risk factors
associated with impending violence include:

* Appearance:
— angry facial expression, poor self-care
* Behaviour:

— hostility and anger, impulsivity, agitation,
uncommunicative, irritability

— verbal threats or gestures, heightened
responses to stimuli

¢ Thinking:
— positive symptoms of psychosis, feeling
persecuted, suspiciousness

— thought disturbance
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Risk factors associated with suicide can help
clinicians identify young people with an increased
risk of suicide; however, assessing risk for suicide
in young people involves subjective clinical
judgment, a comprehensive review of static,
dynamic and protective factors, the plan or intent
for suicide, past history and current mental state.*”

Clinicians should view all suicide intent as valid
and the presence of ideation as a sign of suffering.
If a young person indicates that they have a plan
for suicide it is important that clinicians ask directly
about their plan. A well thought out, detailed plan
can be a good indicator that a young person is at
increased risk of suicide. The lethality of a suicide
plan needs to be assessed by clinicians. How a
young person plans on attempting suicide relates
to the lethality of the plan and it is extremely
important for clinicians to investigate this. For
example, jumping in front of a train or hanging
versus cutting or ingesting toxic substances. How

knowledgeable a young person is about the lethality
of their chosen means of attempting suicide needs
to be assessed by clinicians. Young people are
considered at increased risk if:42022

* they have researched a specific method in detail
* they have identified a location

* they have made recent attempts, including several
high lethality attempts in the last 12 months.

How to ask young people about suicide

Clinicians need to enquire directly about suicide
with young people in a crisis. Suicide is a difficult
topic to discuss with young people. Many young
people presenting in crisis will be naive to mental
health services, some young people may be
embarrassed to talk about it and for others it is an
expression of their suffering. When asking about
suicide, the approach and line of enquiry should be
gentle, direct and free of judgment. Some examples
of questions clinicians can use to ask young people
about suicide are presented in Box 5 below.

EXAMPLE QUESTIONS ABOUT SUICIDE

* Have you ever felt like life is not worth living?

* When things have been difficult or overwhelming have you ever thought about taking your life?

* If so, what were you thinking of doing to take your life?

* Where would you do this?

* Have you ever got prepared and ready to take your life before?

* Was there anything that prevented you from taking your life?

* What else was going on around this time in your life?

* At the moment or recently have you had any thoughts about wanting to take your life?

* How much of the day do you spend thinking about it?

* Have thought about how you might take your life? Overdose, cut wrists, hanging ...?

* Do you feel like taking your life at this moment?

* What would taking your life accomplish?

* |s there anything that you can foresee in the imminent future that may increase the likelihood of
you trying to take your life (e.g. like an argument with your boyfriend, bad news, running out of

money)?

* What could we change in your life right now that might reduce the likelihood of you taking your

life?

* Are you safe right now? What stops you from acting on these thoughts?

* Do you need help to stay safe right now?

* Do you think you would tell someone if you felt increasingly at risk of taking your life?

* How do you feel about dying? (Identifies ambivalence and passive suicidality)
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Assessing protective factors and strengths of young
people during a crisis is as important as assessing
clinical risk factors as this can help reduce the

risk for suicide. Discussing protective factors and
strengths with young people and their families
provides hope and shifts the focus away from
potential risky behaviour. Clinicians should reinforce
reasons for living and positive thoughts whenever
they can during a crisis. Using statements such as
‘It seems like things have been really difficult for
you. I’'m aware you’ve been having ideas of wanting
to take your life ... I'm curious, what’s stopping you
from taking your life? What keeps you going? For
more information please see ‘Protective factors
and strengths’ on page 15.

The intake worker identified a number — Suicide ideation, vague plan, no
of risks factors and protective factors immediate intent

during the ‘intake’ process. — Some themes of hopelessness

e Static risk factors — Evidence of impulsive behaviour

— Family history of suicide (father) cind) Tnjpilisel [uesmen

— Arming self with weapons at

— Previous aggression and i
night for self defence

physical violence to siblings
— Recent substance use (cannabis

— History of cannabis use
and ice) and potential withdrawal

— Previous mood problems and

suicidal ideation * Protective factors
— History of carrying weapons — Supportive family
— Recent deliberate self-harm — Good rapport with intake worker

(burning forehead) in response to

4 — Agreeable to further
psychotic symptoms

assessment
¢ Dynamic risk factors — Motivated to get help for
— Recent significant deterioration Siimiporns
in mental state — Currently feels able to control
— Paranoid ideation towards behaviour
former peers at school — Weapons removed
— Command hallucinations to * Police on site

jump off a bridge Please see Trung’s risk formulation

— Hostile, irritable and low mood grid on page 58 for more information.
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During the initial home visit, Trung was asked a series of broad open-ended /
questions to identify symptoms and information about risks. A funnelling approach
was used to further explore the information provided. The techniques Socratic
questioning and guided discovery were used while conducting a loosely-structured
comprehensive MSE and risk assessment. Clinicians gathered information

about duration, frequency and intensity of Trung’s symptoms and gained a better
understanding of his symptoms, risk and behaviour.

The clinician focused on the symptoms that are most likely to influence his
behaviour and risk that was his paranoid and persecutory delusions and whether
they were powerful enough for him to act on them.

Trung’s paranoid and persecutory ideation was further explored to clarify:

* the extent and characteristics of beliefs

* if specific targets been identified

* if he intended to harm others and how

* the feasibility of plan and extent of planning

* access to means to harm others

* proximity to identified targets, if he knows there whereabouts.

Below is a dialogue of a clinician trying to clarify information regarding Trung’s
intention and capacity to harm others.

INTERVIEW/ INTERVIEW TECHNIQUES/
CONVERSATION INFORMATION TARGETED
Clinician: ‘Trung you told my colleague * Clarifying what harm young person
early that you thought people may want thinks will occur

to harm you. What exactly do you think
they want to do to you?’

Trung: ‘| think they want to kill me or get
me to kill myself and make it look like an
accident’

Clinician: ‘Okay that sounds pretty scary. * Validating concerns
Why do you think they would want to do * Sounding interested, encouraging
that?’ further disclosure

¢ Attempting to understand young
person’s rationale as to why they
think they will be harmed (reality
based or delusional)

Trung: ‘Because | can see what they're
up to and | know what they’re doing ... so
| guess they want me out of the way’.
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INTERVIEW/
CONVERSATION

INTERVIEW TECHNIQUES/
INFORMATION TARGETED

Clinician: ‘How do you think they might * Gain further understanding of the

try and harm you? Do you have any
idea?’

Trung: ‘Poison my food, get me while I'm
asleep, taunt me and do my head in until
| kill myself’.

Clinician: ‘If you are worrying about

all that | can see why you'd be feeling
stressed then. Do you know when they
might want to harm you? Might it be
today, tomorrow, in the next few weeks?’

Trung: ‘| don’t know exactly ... soon. Not
today. | can’t say exactly, maybe in the
future | guess’.

Clinician: ‘Who do you thinks responsible
for these threats? Is it anyone you
know?’

Trung: ‘|l think it’s those idiots from
school ... and now they’ve got organised
crime involved and thug bikies to do their
dirty work’.

Clinician: ‘So you think people from your
old school might be behind it. How did
you know it was them?’

Trung: ‘Well it's a few things. They have
always picked on me at school. Then |
noticed the numbers on the money. They
were trying to track me. | can also tell

by peoples hand gestures, the way they
look at me and when | was watching
“Underbelly” the other night they tried to
scare me by showing me their plan on TV’.

Clinician: ‘I'm interested ... if you think
it'’s these people from school, have you

tried to contact or approach them about
it at all?’

young person’s perceived danger.
This may be useful to gauge what
they might identify/misidentify as
threatening circumstances and
further understand delusional
content

Attempts to establish how close the
young person perceives potential
harm — may establish when they
may act on delusional beliefs

Attempts to identify potential
targets that maybe at danger and
substantiate level of preoccupation
and specificity of delusional content

Trying to understand how paranoid
and persecutory delusional content
has been attributed to identified
targets and how future delusional
precepts maybe attributed to others

Tries to establish if young person
has previously attempted to, or
intends to, contact or approach
identified targets
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INTERVIEW/
CONVERSATION

INTERVIEW TECHNIQUES/
INFORMATION TARGETED

Trung: ‘No. | haven’t seen or tried to
speak to them. But | know they’ve been
monitoring me’.

Clinician: ‘Do you know where they live?
Have you tried to find out?’

Trung: ‘| know that they’re local because
they went to my school but | don’t know
where they live ... | suppose | could find
out if | really wanted, but | haven't. | just
want them to stop it and leave me alone!’

Clinician: ‘Do you think you might try and
contact them or find out where they live
in the future?’

Trung: ‘| don’'t want to speak with them,
but they keep talking to me. I've been
telling them to leave me alone. | don’t
really want to have anything to do with
them. I‘ve had enough. Maybe the police
can tell them to leave me alone?’

Clinician: ‘Thanks for telling me about
what'’s been going on for you Trung. Listen
... sometimes when people are worried
about their safety they often think about
protecting themselves, for example, with
weapons ... like a knife or something.

Your mum and the police say that you've
been keeping knives under your bed.
Why?’

Trung: ‘It's for my protection. | sleep
better knowing it’s there’.

Clinician: ‘You must be pretty worried
about your safety to have a weapon close
then. Do you ever think about hurting
your mum, stepdad or brothers and
sisters?’

Trung: ‘No, never. It’s also kinda to
protect them too’.

* Attempts to establish how close the

potential targets are or if the young
person knows their whereabouts. If
young person knows their address
or has attempted to locate them
then this increases risks to others

Attempts to clarify if young person
currently has intent to locate
identified targets

Clarifies that currently has no intent
to locate them

Normalises behaviour. Attempts to
clarify intention behind accessing
weapon and keeping it in close
proximity

Clarifying ideation and intent to
harm close family members in the
home (people living with or known
to young person more likely to be at
risks)
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INTERVIEW/ INTERVIEW TECHNIQUES/
CONVERSATION INFORMATION TARGETED
Clinician: ‘Can you foresee any ¢ Attempts to establish specific
circumstances in which you may use the scenarios where the young person
knife on someone?’ may use weapon

Trung: ‘Only if someone tried to hurt me
or my family ... then I'd probably use it?’

Clinician: ‘Exactly what sort situation
might cause you to use it ... what would
have to happen?’

Trung: ‘If someone got into my house
and physical hurt me or my family. I'd
defend myself and my family’.

Clinician: ‘Would you just defend yourself Explores if young person has
or try and take their life?’ homicidal intent

Trung: ‘Just hurt them enough to make
them stop ... | guess’

Clinician: ‘What do you think would Checking to see if judgement is
happen to you if you did stab someone currently impaired in regards to risk
... | mean legally?’ to others

Trung: ‘Well if it was self-defence then |
think that would be okay ... I'm not just
going to attack someone’

Clinician: ‘What would happen if you did Further clarification to see if
stab someone being provoked, threaten judgement currently impaired in
or attacked?’ regards to risk to others

Trung: ‘Well I'd probably go to jail or Signifies that he currently has
something and | don’t want that’. capacity regarding ‘right’ or ‘wrong’
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Below is a dialogue that tries to determine the omnipotence of Trung’s command
hallucinations and delusions.

INTERVIEW/ INTERVIEW TECHNIQUES/
CONVERSATION INFORMATION TARGETED

Clinician: ‘Trung, you told the clinician
on the phone that you can hear people
talking to you even when they are not in
the room. | was wondering if you could
tell me a little bit more about that?’

Trung: ‘Well it started off as just whispers
now and again. Then | started to hear
people talking to each other about me ...
"look at what he’s wearing” ... “turn on
the TV”... things like that. It was about
nothing really, just comments. Then the
comments started to make fun of me, and
say bad things. Recently they have been
saying nasty things and telling me to do
things like kill myself or they are going to
get me. They just won’t shut up’.

Clinician: ‘That sounds like it would be * Checking if he has been compliant
hard to put up with and really upsetting. or acted on command hallucinations
When they tell you to do things, do you

ever follow through with it?’

Trung: ‘Yeah in the past | have, just to
see if will shut them up ... make them go

away’.
Clinician: ‘What about when you burned ¢ Attempt to clarify content or reason
yourself today and smashed up your room. for deliberate self-harm

| wonder if that was related to the voices?’

Trung: ‘Yeah | guess so ... not that they
told me to do it, | was just trying to scare
them off so they'd go away or leave me

alone’.
Clinician: ‘What sort of things have you * Gathering information about types of
done?’ actions undertaken

Trung: ‘Things like go out the back and
have cigarette, have a shower, change my
hat. | drove over the freeway once’.

Clinician: ‘Okay. What did you do that for?’

Trung: ‘They had been telling me to go
jump off the bridge, so | went to see
the bridge and to see if it would shut
them up’.
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Clinician: ‘Did you think about jumping
off at the time?’

Trung: ‘Yeah, | couldn’t stop thinking
about it ... they wouldn’t stop urging me
todoit’.

Clinician: ‘Well I'm glad you're still here.
Do you mind if | ask what stopped you
from jumping off?’

Trung: ‘| guess | don’t want to die ... it
would hurt my family and I'd leave my
pets behind’.

Clinician: ‘I'm glad you don’t want to
die and I’'m sure you'd be missed by
those around you. Looking back when
you’ve done what the voices have told
you, what’s the reason you’ve followed
through?’

Trung: ‘Mostly it's because they get me
worked up ... stressed out. It’s like I've
got to get it out of me for a bit, reduce

the feeling it gives me’.

Clinician: ‘What happens if you don’t
follow through with what they’re saying?
Do you ever feel like something bad

is going to happen? Can you disobey
them?’

Trung: ‘Yeah | try ignore them all the
time, sometimes the voices keep going
... sometimes they say worse things
about me, threaten my family, threaten to
Kill me ... it’s really starting to get to me’.

Clinician: ‘Do you think that the voices or
people behind it can actually harm you?’

Trung: ‘I dunno ... maybe. It’s getting
hard to tell. It seems real. | think about
it more and more’.

Clinician: ‘As we're sitting here now what
do you think the chances are, in the next
24-48hrs that you will take your own life?’

e Enquiring about past intent

associated with command
hallucination and subsequent
behaviours

Clarifying protective factors

Establishing reasons behind
compliance with command
hallucinations (e.g. fear, distress,
passivity phenomenon associated
with hallucinations)

Can the young person disobey
the voices? Enquiring about
the omnipotence, power and
fear associated with command
hallucinations

Enquiring the extent and conviction
that perceived persecutors can
harm him or others

Specifically asking about perceived
intent in the short-term
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RUNG

CASE SCENARIO (CONTINUED)

INTERVIEW/
CONVERSATION

INTERVIEW TECHNIQUES/
INFORMATION TARGETED

Trung: ‘Nah man, I’'m not going to do
that? I’'m not going to let them do that
to me’.

Clinician: ‘That’s great Trung, because
| think we might be able to help reduce
the stress you've been having with the
voices and possibly help them go away
all together ... would you be interested
in that?’

The dialogue above demonstrates how clinicians touched on a number of areas but
were primarily focussed on understanding the potential for Trung to resist or act on

his psychotic symptoms.
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The reasons young people present in a crisis are
varied, and they must be understood to inform how
clinicians and early psychosis services respond

to the needs of the young person and their family.
To do this, clinicians need to use a formulation-
based approach towards the crisis itself and a
formulation-based approach towards the identified
risks, even if this is a rapid process.

Clinicians need to examine the different
dimensions of the problem to understand it so they
can provide effective and appropriate interventions
to young people.*? Forming an aetiological
formulation of the 5 Ps (presenting, predisposing,
precipitating, perpetuating, and protecting factors)
helps summarise the young person’s clinical
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presentation and helps clinicians develop a working
hypotheses on how the young person has become
unwell. This formulation establishes a helpful
framework that guides decision-making about
treatment and interventions.*3

Ideally, formulation is done with the young person
and their family over time; however, during a crisis
situation, it needs to be done rapidly to implement
key interventions and begin treatment quickly.
During a crisis, there may be more emphasis

on identifying and attempting to understand
precipitating, perpetuating, protective factors rather
than on predisposing factors. Clinicians need to
also consider destabilising dynamic risk factors,
as these are more likely to influence the young
person’s behaviour and mental state due to their
changeable nature.

Below is Trung’s case formulation based on his crisis assessment and categorised
as either presenting, predisposing, precipitating or protective factors.

BIOLOGICAL

PSYCHOLOGICAL

SOCIAL

Cannabis use

Presenting with signs and

Isolated

Recent symptoms associated with Angry outbursts towards
¢ amphetamine early psychosis: auditory family, especially sister
% (ice) use hallucinations, ideas of
2 reference, paranoid and
% persecutory ideation, low mood,

E suicidal ideation, deliberate

5 self-harm, acting on distress
associated with delusional
beliefs

Family history of Learning difficulties impacting Some difficulties

suicide (father) ability to focus at school, establishing and

Father frustrated, outbursts maintaining friendships
g undiagnosed Possible untreated mood History of being bullied
8 mental health disorder since late childhood in primary and secondary
% issues Limited coping strategies often school
E Male responds in anger, introverted,

E History of internalising negative events and
aggression impact on self-esteem

Unresolved issues regarding his
father and suicide
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BIOLOGICAL

PSYCHOLOGICAL

SOCIAL

Cannabis use

Longstanding low mood

Threatened and assaulted

Recent Trauma associated with being by group of yguth for
amphetamine assaulted money and his phone
(ice) use Feeling betrayed and used
(3] by friendship network
r4
- Peers involved in anti-
E social activities, substance
% use and crime
E Desperate to impress
o others, easily led astray
and taken advantage of
financial
Limited social support
other than family
Ongoing Ongoing paranoid/persecutory Ongoing harassment over
substance use ideation social media
and withdrawal | eve| of awareness/insight into  Currently suspendedy/
g signs and symptoms expelled/not attending
= Flat affect school
= Anxiety associated with signs Damage caused by
E and symptoms previous behaviour. when
i Suicidal ideation unwell at school with
o staff/peers
Hopelessness
Isolated
Sense of rejection from school
and humiliation
Agreeable to ongoing input Supportive family, limited
Willing to adhere with suggested family conflict
treatments Good rapport with
Motivated to get rid of signs and  Clinicians attending
< symptoms Pets
'5 No previous suicide attempts
i}
5 No clear psychological intent
E Future focused

Currently feels able to control
behaviour

Agreed to given weapons to
family and sharps put away




Formulation of risks

Risk formulation helps clinicians identify
information quickly, facilitates understanding

and provides a consistent approach to managing
an individual’s risk. Moreover, it forms a vital

and informative link between risk assessment

and management. It attempts to summarise

the identified risks during an assessment while
considering the dynamic and contextual factors that
may increase or decrease the likelihood of potential
harmful outcomes. Clinical hypotheses derived from
risk formulations should be used to prioritise risks,
inform clinical judgment and decision-making and
guide subsequent treatment and safety planning.

Risk formulation should be written as an evolving
clinical narrative and describe the static, dynamic
and protective factors identified using the risk
assessment framework. Another approach

may be to develop a formulation using the risk
assessment framework but frame these using a

5 Ps approach where static and dynamic factors
can be translated to predisposing, precipitating
and perpetuating factors. The content should

help clinicians understand and predict clinical
scenarios and circumstances that involve the
potential for increased risks. Specific detail about
clinical markers, triggers and early warning signs
for that individual for particular risks should be
included in the risk formulation narrative. Risk
formulations should provide details about the best
way to interact with the young person and the types
of interventions that should be used to mitigate
particular risks.

Risk formulations should discuss in detail each risk
separately, covering the following:

* type of risk (e.g. acute or chronic, suicide or
relapse)

* static, dynamic and protective factors

* likelihood of risk occurring in the near future
* potential triggers of increased risk

* level of risk — low, moderate or high

* treatment planning.

\_/
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Trung has a previous history of physically aggressive behaviour towards his sister
and angry outbursts at school. Recently, there have been an increased number of
verbal threats and intimidating behaviour both at school and in the family home due
to bullying, criticism and taunts from his sister and fellow students. Previous physical
aggression towards his sister have usually been punches in the arm or kicking out at
her. In the past week, while play fighting with his sister, Trung vigorously throttled her
and his family considered this to be excessive. In this instance his behaviour was not
directly driven by psychotic phenomenology but rather out of frustration and distress
associated with ongoing positive symptoms, persistent low mood and increased
irritability. Without treatment, Trung is likely to remain irritable and have low mood, be
intolerant of others that could result in negative outcomes. If Trung does not receive
treatment for his positive psychotic symptoms, it is highly likely that he may harm
others in response to paranoid and persecutory themes. His sister has been told not
to provoke her brother and the family are willing to monitor their interaction closely.
There have been no other significant incidences of physical or verbal aggression
towards his sister in the past week. Trung is currently agreeable to commence
anxiolytic medications to help manage his distress and irritability, which may help
mitigate aggression towards others.

Trung has a history of carrying weapons when involved with gangs. Recently, he has
been sleeping with a hunting knife under his mattress for protection. This weapon is
kept because of ongoing fear and concerns associated with his recent persecutory
beliefs and auditory hallucinations. Currently he denies any intention of harming his
family. Harm to others is more likely to be a result of misidentification as a potential
assailant or attacker inside the family home. He has agreed to surrender the knife to
his family and has allowed his stepfather and mother to sleep in his room temporarily
to reassure him. To further ensure safety in the family home, his family have agreed to
temporarily remove sharps and other possible weapons and lock them in the boot of
the family car.

Trung has attributed his recent assault and robbery, his ongoing threats and
derogatory and command auditory hallucinations to former peers at school. While
there is congruency between Trung’s paranoid and persecutory delusional beliefs and
his auditory hallucinations, he denies any recent attempts, current action plans or
intention to locate, contact or harm his perceived attackers (former school peers).
Immediate contact with perceived persecutors is limited as Trung does not know their
addresses and has no ongoing face-to-face contact with them as he is suspended
from school. There is, however, a history of online bullying on social media, which
could potentially be a destabilising factor and provoke Trung in the future.

Deliberate self-harm

Trung has no history of deliberate self-harm. The burning of his forehead was an
impulsive attempt at reducing ongoing auditory hallucinations and associated
distress, not a direct consequences of the command hallucinations.
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Suicide

Trung has a family history of suicide (biological father), and a history of depressed
mood and suicidal ideation. He is likely to have had a period of untreated depression
and continues to have a number of depressive illness symptoms. These symptoms
have increased since a recent assault and onset of derogatory hallucinations

and persecutory themes. Trung is currently experiencing command hallucinations

to ’kill himself by jumping off the freeway bridge, which he finds very distressing
(egodystonic). Trung has no history of suicidal behaviour. He recently cycled to the
freeway in an attempt to mitigate voices but denied clear intent to harm himself at this
time. Trung is likely to be at increased risk of suicide in the short-term if he does not
receive treatment for his depression, psychotic symptoms and distress. He currently
denies any immediate plan or intent to act on command hallucinations, however, in
the past week he has been more ambivalent about suicide. He currently lives 10

km from the freeway, so access is limited. His family agree to provide him with close
supervision. He does not endorse other suicidal plans and he identifies his supportive
family relationships and pets as protective factors against suicide.

Insight, judgement and motivation for treatment

Trung is current experiencing depressive and psychotic symptoms. His awareness
regarding signs and symptoms and the attribution of these as part of psychosis is
limited. His capacity to identify unusual or delusional thought is poor. He believes that
some of his difficulties could be a result of stress and depression. His judgement
shows evidence of moderate impairment with recent impulsive behaviour and
compliance with command hallucinations. Note that in recent weeks Trung has been
amenable with command hallucinations — most serious was riding his bike to the
freeway. Most other actions which Trung has agreed with have been low risk and acted
on either out of frustration or an active attempt to reduce the intensity of voices.
Trung’s irritability and depressed mood, positive symptoms, substance withdrawal,
impaired judgement and distress are likely to be changeable factors in the short-term
that may increase risk towards himself and others, therefore will require frequent and
close monitoring. Trung is currently agreeable to receive further input from services,
especially around symptom and distress management and has tentatively agreed to
commence suggested medications and participate in safety planning.

His stepfather will be taking personal leave from work to remain at home with Trung
to help monitor him, provide reassurance, structure, distraction and administer
medication if necessary.

e Daily by 2 per day home visits by the home-based care team to monitor his
mental state, behaviour and risks (suicide, acting on signs and symptoms, harm
to others)

* Family to monitor behaviour and risks overnight and to contact after hours service
if increasing concerns around risks (self or others)

* Medication to be administered for psychotic symptoms and his sleep:
— Diazepam 5 mg three times daily and as required
— Zopiclone 7.5 mg to be taken at night

* Trung to check with family for reality testing and support

* Family to monitor food and fluid intake and encourage intake

IN PRACTICE
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* Trung to use distraction techniques and encourage activity scheduling

* Home-based care team to arrange for further investigations

¢ Medical certificate provided for stepfather for work

* Continue to provide psychoeducation to Trung and his family

* Trung to agree to currently abstain from substance use

* Present at clinical review with consultant psychiatrist and treating team

¢ Consultant psychiatrist appointment scheduled for ...

How clinicians respond to young people and their
families during a crisis is very important. Deciding
what to do during and after a crisis has to be done
very quickly and in collaboration with the young
person and their family and other services that are
involved. Planning what to do next during a crisis
is informed by a clinician’s clinical judgement, and
is based on an assessment of the mental state,
collateral history, and the subsequent formulation
of the crisis and risk. It is recommended that
clinicians consult with a senior staff member and
a consultant psychiatrist. For more information
please see ‘Clinically informed risk-taking’ section
on page 23.

More importantly, planning interventions should
be done in a collaborative manner wherever
possible and should be considered best practice.
Identifying the immediate goals of the young
person and their family is vital and the overall aim
of planned interventions be based on these goals.
Building rapport through collaborative planning can
establish ‘a common purpose’ and help the young
person and their family to ‘buy in’ to any planned
interventions.

Shared-decision making

Clinicians need to try and include young people
and their families in all decisions regarding their
treatment and care. Common decisions that need
to be made during a crisis include:

* where treatment should be provided (inpatient
unit versus home-based care)

¢ whether to seek medical treatment
* whether to start medication

* whether to manage substance use or substance
use withdrawal.

Shared-decision making actively engages the
young person in decisions about their health and
treatment options.** Shared-decision making
should be incorporated into interactions with young
people and their families in the beginning as it
often facilitates engagement and is an opportunity
to provide psychoeducation.

Box 6 is an example of a process of shared-
decision making.
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STEP 1. The clinician providing the young person with relevant information about the nature of the
problem and potential outcomes if no intervention is implemented.

Clinician: ‘Thanks for telling me about what’s been going on for you lately, it sounds like it's
been quite worrying and unusual for you. In my experience, sometimes voices can slowly go away
on their own accord. However, for some people they can continue and can, at times, become
intense and difficult to manage. At that stage, we usually suggest for people to start a low dose
of medication that will help them remain calm and feel less anxious while we wait and see what
happens, or see if we need to consider other options.’

STEP 2. The clinician asks more questions that facilitate further discussions about possible
treatment options that are usually prescribed or applied.

Clinician: ‘We could wait and see if the voices go away by themselves or we could start a low
dose of what they call benzodiazepines, you know that medication | spoke about. This might
provide you with some relief and help you manage the voices in the meantime. Would you like me
to tell you more about this as an option?’

This is a relatively straightforward example, however if this was applied to the process of starting
antipsychotic medication or discussing the need for an inpatient admission then the clinician may
need to provide more detailed information.

STEP 3. The clinician and young person have a discussion about the potential benefits and
harms involved with the options available.

Clinician: ‘If you decide to wait and see if the voices go away by themselves and are you're not
keen to take any medication there is a chance that you may continue to worry about what they
are saying and this may have a further impact on your mood and sleep. Whereas if you were
prescribed some benzodiazepines you might not feel as distressed or worried about what you're
hearing them say and are more likely to be able to get on with things in your day-to-day life. There
are some common side effects associated with taking benzodiazepines. Some people can feel
tired, drowsy, have slurred speech or memory problems. We usually start at very low dose to
avoid these side effects. During longer-term use there is a chance that people can develop a
tolerance or dependence on these types of medications, however, we tend to use them for short
periods of time. We would also advise you not to drive if you were taking these medications as it
can affect your reaction time.’

STEP 4. The clinician attempts to understand the young person’s preferences, values and
circumstances with regards to the options available. This may include finding out more about their
immediate needs and short-term goals. Clinicians should attempt to gauge how much the young
person has understood the information to see if they need additional information or clarification
of benefits and harms associated with a particular choice of treatment.

Clinician: ‘Now that I've told you a little bit about the options, what do think? Is there one that
you prefer?’

STEP 5. The clinician asks questions to see if the young person requires additional information,
time or input from others to make decisions regarding treatment options.

Clinician: ‘Do you have any more questions that you would like to ask about possibly
commencing? Do you think you can make a decision or do you need to chat with mum and dad
about it first?’

IN PRACTICE
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When the clinicians felt they had enough information to establish Trung’s overall
risks status they briefly excused themselves to discuss Trung’s presentation and
collateral information. After promptly analysing the available information, they
developed a provisional aetiological and a risk formulation. Their clinical judgement
and choice of interventions were guided by both formulations and their clinical
experience. The clinicians undertook a brief ‘risk versus benefit analysis’ comparing
the risk and benefits associated with an inpatient admission versus home-based

care in this case.

Please see Trung’s risk—benefit grid below that outline the advantages and
disadvantages of inpatient treatment versus home based care.

TREATMENT RISK/DISADVANTAGES

OPTIONS

BENEFIT

Inpatient
admission

Young person

Impact on engagement
Potential for further trauma
Not in own environment

Maybe vulnerable to other
inpatients

Stigma associated with
admission

Feel controlled

May reinforce paranoid/
persecutory themes

No access to personal
items/pets

No guarantee early
psychosis bed

Access to phase specific
appropriate care on early
psychosis unit

Closer monitoring and
supervision but not guaranteed
to reduce risk

Medication and prescribers are
more readily accessible

Emotional distress and sleep
can be treated more assertively

Less chance of negative
outcomes (suicide, further
deterioration in MSE, substance
use)
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TREATMENT RISK/DISADVANTAGES BENEFIT
OPTIONS
Acute * Less professional * Treated in least restrictive and
home-based supervision familiar environment
care » No immediate access to * Less traumatic
acute expert care « Young person likely to
* More burden on family experience less stigma
* Environment potential * Have access to personal items
prone to more dynamic » More normal experience than
external stressors inpatient admission

* Less likely to experience
frustrations re: service
processes (waiting for doctors,
telling story to different staff)

* Not prone to vulnerability or
exposure to additional iatrogenic
trauma on the inpatient unit

* May be able to continue to
engage in meaningful activities

¢ Feels supported by family

* More consistent monitoring by

family (who are more familiar)
than on ward

The clinicians decided that acute home-based care would be the best approach

to managing Trung’s crisis. The acute home-based care would require a brief
medical review with the intention of starting benzodiazepines, followed-up with daily
home visits (up to 2 times a day), close monitoring of risks and regular medical
reviews. Trung’s identified risks and risk factors were discussed with the consultant
psychiatrist and the suggested plan was ratified by the consultant psychiatrist.
Assessment feedback was provided to Trung and his family along with written
information about the early psychosis service and the 24 hour contact number.

Trung remained settled and the police were no longer required. Trung and his
family were transferred from the crisis outreach team to the after-hours service
for medical review to facilitate the prescription for benzodiazepines and hypnotic
medications.

A detail handover was provided to the medical registrar. The medical registrar
provided Trung and his family was information on the benefits and side effects
of benzodiazepines. Trung agreed to take the medication and was administered
diazepam 5 mg.
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A range of strategies can be used in crisis
situations that aim to minimise risks of the
situation and alleviate the crisis itself. Examples of
strategies and techniques that can be used during
a crisis are described below.

During a crisis, clinicians need to rapidly assess
and de-escalate the situation. De-escalation uses
psychosocial techniques to calm people who are
agitated or being aggressive.*® It is not meant

to be a prescriptive or structured technique but
should be viewed as a flexible set of useful options
that clinicians can use to try and help the young
person control their behaviour.*® De-escalation

TIPS FOR DE-ESCALATION*¢

interventions are thought to help facilitate
engagement with services, build rapport and trust
with clinicians, are likely to prevent the need for
restraints or unnecessary hospital admission and
subsequent iatrogenic harm.*®

A commonly-used model of de-escalation developed
by the American Association for Emergency
Psychiatry is a three-step approach: 1) verbally
engage the individual 2) establish a collaborative
relationship 3) verbally de-escalate the situation.
Verbal and non-verbal forms of communication

are equally important in effective de-escalation.
Clinicians should focus on trying to engage

the young person as an active partner in the
intervention. Tips for de-escalation are described in
Box 7 and 8.

* Respect young person’s space, about 2 arm lengths, allows them space and you room if you

need to move.

* Hands should be visible, no clenched fists and stand on an angle as less confronting than

front on.

* Posture should be open, hands out of pockets, no crossed arms as this is defensive and

can be perceived as lack of interest.

* Body language needs to be congruent with what you are saying.

e Calm demeanour and facial expression. Use slow and deliberate movements — quick actions

may surprise or scare the other person.

* Avoid excessive direct eye contact.

¢ One clinician to establish verbal contact, other clinicians can alert duress team and remove

bystanders

* Be polite and introduce yourself. Reassure why you are there — to help and make sure

everyone is safe.

* Provide some information re process and what to expect.

e Ask their name and what they would prefer to be called.

* Be concise — keep it simple, use short sentences and plain languages. Speak slowly as this

interpreted as soothing.

* Repetition is essential when setting limits, proposing alternatives, offering choices.

* |dentify what the young person wants — to vent and feel heard, medication, for assistance.
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EXAMPLE STATEMENTS AND STRATEGIES THAT CAN BE USED TO
DE-ESCALATE A CRISIS

By saying statements such as ‘For me to be able to help you, | need to understand what you
expected when you came here’. ‘I'm not sure if I'm the right person, but I’'m happy to try and
help you with this’.

You can ask the young person what they think will resolve the problem and look for alternatives
with the young person. Clinicians should try to have two or more options. Empower the young
person to choose. If one approach doesn’t work, then try a different one.

If the young person is shouting, drop the volume in your voice, they may mirror you. ‘Brandon
I’m having a hard time concentrating and understanding what you're saying because of how
loud your voice is’.

Clinicians should use past information and previous interactions to build rapport and problem
solve with the young person.

Clinicians and treating teams should try to listen attentively and seek clarification — use
paraphrasing, summarising, reflecting, open-ended questions. This conveys a sense that
young person is being listened to and understood. Using statements such as ‘Jason tell me if
| understand correctly ...” ‘When you say ... do you mean?’ ‘Okay ... yep, that makes sense.’
‘What | hear you saying is ... ' Or ‘Okay, let me make sure | understand you ... you've told me
that people are bothering you and that your case manager is not helping you. That your meds
are making you feel sick. Did | understand you correctly?’

Sometimes, clinicians may need to move from empathic statement to action statements if
clinicians need to be more directive. By saying ‘| understand that you are upset and that you feel
like no one is listening to you or doing enough to help you. But you and | need to let these people

get back to work here. I'd like you to walk with me to an empty room so you and | can talk.

Give choices as it helps the young person save face, have options and not feel controlled.

Clinicians should allow the young person and their
family to express their feelings and emotions in

an accepting, supportive and non-judgemental
environment. It is equally important for clinicians to
acknowledge that the family may be seeking help
on the young person’s behalf and the young person
may not want help. This situation can be very
challenging as there could be mixed and conflicting
messages from both the family and the young
person. Dealing with the feelings and emotions is
done through active listening and listening in an
empathic and supportive manner.

Allowing young people and their families to express
their feelings and emotions from the beginning will:

* facilitate engagement
* help with the assessment process

* be a therapeutic intervention itself that
alleviates distress during the crisis.

Many young people attempt to manage challenging
situations by using their usual coping techniques
but sometimes they may not have sufficient life
experience or adequate problem-solving strategies
to do this without help. There are a number

of factors that can have an impact on a young
person’s ability to cope during a crisis, including:

* cognitive ability

* problem-solving skills

* coping styles

* interpersonal deficits

* environmental stressors

* level of social supports.

Solution-focussed strategies (such as solution-
focussed brief therapy) should be used to help
young people explore other options during a
crisis.*” Clinicians should use these strategies to
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help young people develop and focus on positive
goals, in other words, focus on what they would do
instead of what they wouldn’t do. A clinician may
ask a young person the question ‘What will you do
instead when someone calls you names?’ Or ‘What
did you do that was different?’ By asking these
questions, the clinician is encouraging the young
person to identify what worked for them when
dealing with a problematic situation.

Coping questions can also be used to help young
people identify their own resources that may have
gone unnoticed by themselves. They can be used to
ask young people about how they manage to cope
despite experiencing a difficult time. Clinicians can
use questions such as ‘I can see things have been
really difficult for you lately, yet you keep going day-

after-day. How do you manage to do that?’ Or ‘Even
though you have been experiencing these voices,
you’ve still managed to function really well. How
have you managed to carry on?’ Questions should
be asked by clinicians in a respectful manner to
help highlight the young person’s strengths without
being patronising.

Clinicians can use solution-focussed brief therapy
to help young people identify goals to work on

and rediscover existing strengths and skills.
Conversations and questions used in the solution-
focussed brief therapy are focussed in the present
or future and only draws on the past to learn about
the current problem.*3%46.47 Examples of solution-
focussed brief therapy questions and conversations
are presented in Box 9 below.

SOLUTION-FOCUSSED BRIEF THERAPY EXAMPLE QUESTIONS

AND CONVERSATIONS*”

Looking at previous solutions

Clinicians should ask young people about previous situations where stressors have not been
problematic and find out how the young person was doing at this time.

‘When you have felt distressed or overwhelmed in the past, what types of things have

helped you manage this feeling?’

‘You've said the voices have returned in the past, what sorts of things have you done to

help you try and manage them?’

Looking for exceptions

Clinicians should ask young people about similar circumstances or situations that have not

resulted in a crisis.

‘It sounds like you’ve had relationship breakups before and they haven’t seemed to
impact on you like this ... what did you do to these break ups?’

Acknowledge what is already working

Clinicians should validate young people to highlight what is currently working for them in these

difficult situations.

"I know you're going through a difficult time. It seems to be that adding structure to your day
really seems to be working. | think you're doing a fantastic job given the circumstances.’

Provide spontaneous and appreciative comments

Clinicians should complement young people to highlight their strengths and encourage them to

complement themselves.

Young person: ‘You know how | have a routine where | have to touch things before | go to
bed ... well last night it only took me 5 minutes.’

Clinician: ‘Wow! How did you do that?’



Use distraction techniques

Using distraction techniques and activity scheduling
can help young people to learn to focus their
attention from strong emotions to tasks and
activities they enjoy doing and fill their time.
Furthermore, these strategies can also help

young people be in control when they are feeling
overwhelmed. Distractions for young people can
include:

* multimedia:
— playing video games
— listening to music
— watching DVDs
— YouTube
— Pinterest
— Instagram
* grounding activities
— meditation
— relaxation

— mindfulness

* physical activity
— going to the gym
— walking the dog
— skateboarding
— soccer or basketball with friends

* evoking opposite emotions
— watching comedy
— listening to cheerful pop songs

* menial tasks that often make people feel better
— household chores

* sleeping to cope or recuperate.

N\
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Managing imminent risk to self or
others

Clinicians should manage the young person’s
imminent risk to themselves and others during a
crisis whether it be face-to-face, in a clinical setting
or over the phone. It is important to establish
whether a young person has access to means of
attempting suicide (has a weapon or is standing
on a bridge/high building etc.), is medically
compromised, is physically aggressive and
intending to harm others, is alone and confused

or in potentially dangerous circumstances. If a
young person is at imminent risk, clinicians should
immediately contact emergency services. If a young
person on the phone is medically compromised or
has access to means then try to keep the young
person on the phone while trying to get other
clinicians to call emergency services using paper/
text or hand gestures.

If a young person has ingested poisonous
substances or you suspect that they have taken
an overdose, try to ask the young person what
they have taken, when they took it and how much
they took. Clinicians should call the poisons line
or emergency services for immediate medical
treatment. Remain on the phone with the young
person and ensure that they are alert until
emergency services arrive.

If during a face-to-face clinical setting a young
person has razor blades or a weapon and they let
you know they have it on them while they are with
you, ask the young person if you can keep the item
for safe-keeping. Explain to them that you want

to help them manage the situation and it may be
difficult for you to help them knowing that they have
these items on them. It might be helpful to explain
to the young person that it is service policy that
these items cannot be part of the interview and
assessment.
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Some crisis situations may require the assistance
of the police despite the best efforts of the
clinicians to de-escalate the situation. Involving the
police is not considered to be first course of action,
however, there will be times when it is necessary.
The assistance of the police or emergency services
may be required when:

* significant verbal threats to others are made
* the young person displays significant aggression
» the young person possesses a weapon

* the young person is considered to be high-risk of
self-harm

* the young person is at risk of absconding

* the young person is medically compromised and
is reluctant to access service

* there is a history of unpredictable and hostile
behaviour.

If a young person is threatening a clinician it is
advised that the clinician does not turn their back
on the young person. In situations where clinicians
feel unsafe, they should leave the environment
immediately and inform the young person that they
are leaving. Sometimes it may not be possible to
tell the young person that you are leaving.

If the police are required for a situation that is not
a crisis situation such as to assist with involuntary
treatment or hospital admission, conducting a
welfare check or home-based assessment with
known risks then clinicians should contact the local
police station to ask for assistance.

It is important to remember that police officers
are not trained mental health professionals but
are trained in negotiating challenging situations
as part of their role. Clinicians should provide
information on the current situation, why they
need to be involved and how the clinicians are
intending to manage the situation. This can also
be an opportunity to provide psychoeducation to
emergency services and the police focussing on
the principles of early intervention and reducing
trauma. In a crisis situation that requires prompt
and immediate response from the police, call 000
for emergency services. Tips for involving the police
during a crisis are presented in Box 10.

Often young people think they have committed

a crime when they see the police and this may
further intensify the paranoia a young person may
be experiencing. Therefore clinicians should try

to carefully explain why the emergency services
and the police are present. The clinician should
also reassure the young person that they are not
in trouble and that the police are there to ensure
everyone’s safety. The clinician and police can
usually work out how they can best manage the
situation. It can simply be the police be present at
the doorway of the young person’s room while the
clinician sits in the room, or the police may need
to be in the same room sitting next to the young
person. Clinicians and the police can negotiate how
best to approach each situation depending on its
nature before interacting with the young person.

An example of a potential dialogue between a
clinician and a young person to explain why police
are present could be:

‘Johnny, I've asked the police to attend today
because | am really worried about you and
what’s been going on. I've thought about what
you have told me and at the moment | think you
need to be somewhere safe, where you can get
some help. The police are here to try make sure
everyone is safe and nobody gets hurt and to
make sure you get the help you need. | want you
to know that you’'ve done nothing wrong. I'm just
worried that if you don’t get the help you need
that things may get worse.

If a young person is transported by the police to the
nearest hospital or clinic for further assessment,
clinicians should try and meet them at the receiving
hospital to help communicate pertinent clinical
information to staff at the inpatient unit. The
presence of the clinician may also help reassure
the young person and prevent further deterioration
of the situation. If the young person has been
handcuffed, have police remove the handcuffs as
soon as possible to ensure that the young person
is comfortable.
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69
CRISIS RESPONSE

AND RISK MANAGEMENT

TIPS FOR INVOLVING THE POLICE IN CRISIS SITUATIONS

provide the address and details of the emergency

inform the police of who you are and your role

provide accurate details of the young person, including;:

— name

— date of birth

— address

— their current location, whether they are inside of outside of their home

— who else is around

provide a description of the current problem (i.e. aggression/suicide/unpredictable
behaviour)

provide a brief history of risks, access to weapons, information about previous contact with
police and other services, information about how the young person may respond to police

provide several contact numbers
provide a description of your car

arrange to meet police or emergency services at a location away from the address that is
safe for everyone and will not raise the suspicion of the young person

when police arrive, identify yourself, provide a brief introduction and reiterate the current
situation

If clinicians feel that it is safe and feasible to assess the young person with a police officer
present then this should be attempted. Some young people respond well to the presence of
the police, others do not. If clinicians feel that the young person’s behaviour is not conducive
to further assessment then it may be necessary for the police to detain the young person
under the Mental Health Act and transport them back to the nearest clinic for further
assessment.

IN PRACTICE
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During a crisis, information and feedback should

be provided to the young person and their family
using the principles of psychoeducation (please

see the ENSP manual A shared understanding:
psychoeducation in early psychosis). The information
provided to the young person and their family should
include clear descriptions of the formulation, the
agreed plan to address the crisis and reduce risk
(please see ‘Preventing future crisis and reducing
risk’), and plans for follow-up and reviews.

Towards the end of the crisis intervention, clinicians
need to establish when the next clinical contact

or review will be with the young person and their
family. How soon the young person needs to be
seen for a review depends on the clinician or the
team’s clinical judgment on the young person’s
presentation, risks and level of supports.

Clinicians or treating teams should develop a

risk management plan that outlines targeted
interventions to reduce individual and overall risk
once a comprehensive assessment of the mental
state and a risk formulation have been conducted.
The risk management plan should be developed
with an emphasis on engaging the young person
and managing the crisis in their home environment.
The level of detail of the risk management plan will
depend on:

* how much information clinicians have about the
young person (i.e. new to the service versus an
existing young person)

* the number and types of identified risks (acute
or chronic risk)

e their pattern of risk

» the complexity of the young person’s
presentation.

Risk management plans developed for young
people who are new to the service and experiencing
an initial psychotic episode are more likely to

be simple in structure and content compared

with an existing young person or a young person
with a complex presentation. Clinicians should
develop initial crisis plans based on the response
to the identified needs and risks of the initial
assessment. Initial risk management plans should
be developed collaboratively with the young person
and their family where possible. Risk management
plans should address a number of issues which will
be described below.

Removing the means for suicide

Clinicians should ask family members or other
agencies to remove the means for suicide if a
young person has indicated that they have a clear
specific plan with intent and access to means. This
often involves getting family members to remove
access to the following;:

* medications
¢ knives and other sharp instruments
* poisons including household products.

These items can temporarily be locked away until
the crisis and risks have passed, then can be
gradually introduced back into the home. Young
people should gradually be entrusted to be
responsible for their own medications.

Facilitating hospital admission if necessary

Clinicians need to carefully consider whether

a young person requires medical treatment or
containment in a hospital if they are medically
compromised or displaying significant risky
behaviour. If a young person has self-harmed then
medical treatment in a clinical setting is required
to treat wounds, overdose or injuries. If a young
person presents with acute psychotic symptoms
and is at significant risk of assault to others then
an inpatient admission should be arranged.

Enrol supports

The number and quality of supports that young
people has access to during a crisis can often
have an impact of where the young person receives
care, whether it is at home or in clinical setting.
Some young people may be estranged from their
family, be geographically separated or be reluctant
to have family or other supports involved. Providing
successful treatment and care in the home
depends on the amount of support and monitoring
families, supports and other agencies can provide
between visits from early psychosis services.

Clinicians should involve family and supports as
collaborative partners in developing treatment and
risk management plans for the young person from
the beginning. Involving family and supports should
be done by informing the young person, carefully
explaining why they want to involve their family
and asking for their consent. In circumstances
where there are clear and imminent risks or there
is minimal information regarding risks, clinicians
may need to try obtain information from family and
supports regardless of whether the young person
gives consent or not.



The level of support a young person requires if
treatment is provided in the home needs to be
clearly communicated to family and supports

by clinicians. Often, during or after a crisis, 24-

hour monitoring is initially required. Families

and supports need to clearly understand the
expectations of home-based care to ensure that

a safe and supported plan is implemented during

a crisis, as a misunderstanding or variation in a
plan could result in a negative outcome. Clinicians
should provide families and supports with a realistic
expectation of how long the support is required

(i.e. 2 days or 2 weeks) and a medical certificate

so that they can take time off work to stay at home
with the young person if required. Clinicians should
encourage parents to stay home with the young
person and directly be involved with their care as
much as possible. For more information, please see
the ENSP manual There’s no place like home: home-
based care in early psychosis.

Involving other agencies

If other agencies are involved in providing support
to the young person and are expected to be active
supports during a crisis, they should be included

in developing the treatment and risk management
plan. Clinicians should clearly communicate

the treatment and risk management plan with
supporting agencies in both verbal and written
forms and allow agencies the time and space to
voice their anxiety and concerns about the plan.
Clinicians should allow agencies the time to discuss
the plan within their own teams, raise concerns and
clarify any issues with the treating team.

Young people may be overwhelmed, emotionally
distressed and physically agitated during a crisis,
and the primary objective of crisis intervention is
to reduce the distress and agitation of the crisis
situation and prevent the crisis escalating into
an emergency. Non-coercive psychological and
practical attempts at de-escalation are always
considered first-line management of a crisis,
however such strategies may not be successful.
Clinicians should carefully consider the use of
medical intervention during a crisis when:

» other strategies, including verbal and non-verbal
intervention, have not helped to reduce the
distress of a crisis

* there is a clinically indicated need to use
medication

* the crisis has the potential to escalate into a
psychiatric emergency.
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Young people and their families may be reluctant to
begin medication because of the stigma attached
with mental health symptoms and mental health
service involvement, they lack understanding about
the need for medication or may be mistrusting of
why the medication is being prescribed.

The second edition of the Australian Clinical
Guidelines for Early Psychosis recommends a
48-hour medication-free observation period prior
to beginning antipsychotic medication to confirm
the diagnosis of psychosis and exclude organic
causes.*® An oral dose of benzodiazepines can
be used during this observation period to help
alleviate distress, reduce agitation, and promote
rest and sleep (for more information please see
the ENSP manual Medical management in early
psychosis: A guide for medical practitioners). If
oral administration is not suitable or accepted
then a short-acting intramuscular injection of
benzodiazepine can be used.

Clinicians should give a clear rationale for why
benzodiazepines are being used to treat certain
symptoms to young people and their families
before they begin the medication especially if the
young person is treatment-naive or new to the
service. The possible benefits and side effects of
benzodiazepines (fatigue, drowsiness, problems
with memory, psychomotor performance) should
be carefully discussed with young people and their
families using plain language and translated or
written down if required.

Short-term goals involving the use of medication
should be set collaboratively with the young person
and their family. Clinicians should allow young
people and their families several opportunities to
discuss their concerns about using medication and
ask questions.

If benzodiazepines are prescribed, the lowest

possible dose to control symptoms should be used.

Antipsychotic medication can take at least 2-3
weeks to affect core positive psychotic symptoms.
The dose escalation should be done slowly in a
series of careful ‘steps’ and only if required (for
more information please see the ENSP manual
Medical management in early psychosis: A guide for
medical practitioners).

Young people’s mood may be significantly elevated
or a young person may be significantly depressed
during a crisis which may warrant a review of
existing prescribed medication (whether it be mood
stabilisers or antidepressants) in consultation with
a medical registrar or consultant psychiatrist.
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Initial adherence to medication during a crisis is
important and clear communication about why
medication is used will increase the knowledge
and understanding of young people. Some young
people will have difficulty remembering to take their
medication, especially when they are overwhelmed,
cognitively impaired or sedated. Helping young
people with the self-administration of their
medication using strategies, including:

* setting a reminder on a phone or using an App

* placing medication in a visible frequented place
— near toothbrush, next to breakfast cereal or by
the phone charger

* providing prompts on a whiteboard/blackboard,
post-it notes (on door, bathroom mirror).

Involving family and support in the administration

of medication can improve adherence during a
crisis. Clinicians should provide psychoeducation

to families and supports about how the medication
works, how take it (with or without food), when

best to take the medication and the potential side
effects associated with their use. It is important that
family members and supports have access to this
information and understand what they have been
told. Clinicians should have families and supports
repeat the regime, dose and rationale to ensure they
understand it. A written plan of how and when to
take the medication should also be provided.

Overdose of prescription medications is common
in young people with early psychosis (64% of
young people presenting with suicidal behaviour).?°
Therefore, clinicians and prescribers should be
mindful of the amount of medication they provide
to young people in crisis. They also should enquire
about how much access young people will have

to previously prescribed medications in their

home environment. Providing limited or a ‘safe
amounts’ of medication during a crisis may reduce
opportunities for overdose, abuse and fatalities if
prescribed thoughtfully.2°

Clinicians should ensure that young people and
their supports have written contact numbers for
the service so that they are able to communicate
with them regarding risks and further supports.
Providing young people and their families with
business cards with all the necessary contact
numbers will help to improve communication and
allow treating teams to respond to and manage the
young person in a crisis. These contact numbers
should include an after-hours crisis number and
clinicians should encourage families or supports to

put this in a central place that is easily accessible.
Providing young people and their families with
contact numbers can help them feel reassured.

During and after a crisis, clinicians need to
anticipate any foreseeable increase in the level

of risks for young people and their families;
treatment plans should include contingency plans
for anticipated risks. Clinicians should try to help
young people identify previously effective and
helpful coping strategies or distraction strategies
they could use to help alleviate distress, symptoms
or risk. These contingency plans should be clearly
discussed with young people and their families or
supports.

It is essential that the treating team follow-up
with young people and their families after a crisis.
Clinicians need to clearly explain when the next
contact with the service will be, why it is important
to see the service again and where this contact
will take place, whether it is in a clinical setting
or in the home. Following up with young people
and their families, either face-to-face or over the
phone, provides them an opportunity to debrief
post-crisis and allows the treating team to do a
comprehensive review of the young person and
their crisis. Evidence suggests that telephone
contact during a crisis can help reduce an
individual’s suicidal ideation, suicidal intent and
their sense of hopelessness.5%5t

Clinicians should allow young people and their
families or supports several opportunities to
debrief following a crisis. Young people should be
provided with counselling regarding their recent
crisis and emotional support to help discover and
draw on strengths following the crisis. Clinicians
should provide positive feedback to young people
regarding their attempts to manage their situation,
and reassurance and hope regarding the short-
term management of their symptoms, risks and
recovery. Families and support should also be
informed about the process of follow-up so they can
be actively involved in the young person’s care and
help facilitate attendance and provide additional
information to the treating team. Informing

young people and their families about follow-up
appointment can help them feel reassured and
supported and can contain the initial crisis.



Families and supports should be encouraged to
attend follow-up appointments with young people
and be given opportunities to ask questions and
express their concerns about the recent crisis.
Furthermore, it also helps clinicians to get collateral
and corroborative information from families

and supports that helps develop their overall
understanding and informs the formulation of the
young person, their presentation and risks. Family
members and supports should be provided with
specific information about early warning signs for
suicide, a deterioration in mental state and possible
harm to others that helps them recognise and
identify behaviours associated with increased risk.

Reviews of young people post-crisis can:

e provide an opportunity for clinicians establish
rapport and further develop engagement

* facilitate consistent monitoring of the mental
state

* provide an opportunity to complete a
comprehensive biopsychosocial assessment
including a physical examination and baseline
investigation such as blood tests and a CT scan

* help clinicians understand the personal context
of the crisis and further develop a formulation

* provide an opportunity for clinicians to focus on
identified risks and refine the risk management
plan

* provide an opportunity for additional
psychoeducation about:

— the early psychosis service

— medication (if required) and other
interventions

— treatment, risk management and contingency
plans

* provide an additional opportunity for young
people to ask questions

* provide an opportunity for the experience to be
part of the ongoing therapeutic process.

Young people presenting with acute risks that are
manageable in the community, should be seen
again for a review within 24 hours by the acute
team or by their regular treating team. This review
may include a medical registrar or consultant to
conduct a medical review. Young people with acute
symptoms and risk should have contact, either by
telephone or face-to-face, with their treating team
at least 2-3 times a week or as often as required
including several times a day if necessary.
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Reviews should always take place in a safe
environment. If clinicians need to review the young
person in their home, then medical staff members
should accompany the treating team and attend
initially to perform the necessary assessment and
begin medication if required.

Reviews should be conducted by the same
clinicians wherever possible to provide consistent
and reliable monitoring of the young person’s
mental state and risk, and to further facilitate
engagement and reduce unnecessary repetition.
After each review, risk management plans,
treatment plans and risk formulation should be
updated, documented and communicated to the
treating team.

The young person should continue to be seen post-
crisis every 24-48 hours until:

* mental state stabilises

* acute risks subside

* the crisis begins to resolve
» functioning improves

* the young person can start to rely on existing
coping mechanisms.

Clinicians should clearly document and
communicate the crisis and the follow-up plan post-
crisis to other members of the treating team. The
crisis and the follow-up plans should be discussed
during clinical review meetings. During the clinical
review meetings, a clear action plan outlining

who is involved the young person’s care that is,
either the acute team, the case manager or the
psychiatrist, or all of them.
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Trung was seen the following day by members of the mobile outreach team and one
of the clinicians from his initial assessment returned for the home visit. Because
rapport had already been established, Trung was more conducive to sharing
information and this allowed workers to focus on relevant risk content. Areas of the
assessment that were not previously covered in as much detail were discussed.
The follow-up at home allowed workers to observe if there was any further
deterioration, fluctuation in or improvement in symptoms or any change in level of
distress and risks.

Trung continued to experience paranoia and persecutory ideation; however, he
was less distressed and preoccupied about his safety than before. He said he
was sleeping well because of the night-time medication and was reassured by his
stepfather sleeping in his room. Trung said ‘| felt safer with him being there’.

He continued to experience auditory derogatory and command hallucinations, with
the voices telling him to ‘kill himself’, however his experience of the voices was
less intense and distressing. He said ‘I still hear them most of the time but they
don’t seem as loud this morning ... and I’'m not getting as upset’.

Overall, he felt more in control of his behaviour, was less agitated and less anxious.
He said he was still experiencing ongoing low mood, but felt slightly more hopeful
given the support and reassurance workers had provided.

The workers reviewed Trung’s adherence and tolerance, and the efficacy of the
prescribed medication. Further information regarding the rationale and potential
therapeutic actions of medication was provided. The workers emphasised the
therapeutic effect of the medication in terms of reducing his anxiety and agitation
and promoting sleep. This was also a good opportunity for workers to introduce
information about antipsychotic medication and the role it has in helping reduce
distressing auditory hallucinations and ongoing paranoid themes in the longer-term;
the potential side effects of this medication was also discussed. Trung and his
family were receptive at the suggestion if this would help treat Trung’s symptoms
and aid his recovery.

The interaction also involved conversations in a further attempt to understand more
about Trung’s premorbid functioning, his goals, aspirations, interests and who he is
as person.

Corroborative information regarding Trung’s behaviour over the previous 24 hours
was obtained from his parents. The family were joined by Trung’s older sister Tien.
Staff continued to provide brief phase specific psychoeducation to Trung and his
family, building on the information provided the previous day, clarifying points

and offering additional opportunities for his parents to ask questions. They were
provided with an opportunity to reflect and debrief on the events of the previous day.



15

CRISIS RESPONSE

AND RISK MANAGEMENT
IN PRACTICE

The existing treatment plan, including the safety plan and suggested interventions,
was re-evaluated to see if was effective in reducing risks, providing adequate
supervision and symptomatic relief over the previous 24 hours. Both Trung and

his family felt that overall things had improved and that the current interventions
seemed to be appropriate and helpful. Trung’s family were very grateful for the
home visit, ongoing support, monitoring and information regarding his presentation.

Trung was encouraged to adhere with medication and make use of the as required
medication when necessary. Trung and his family were encouraged to contact
services if they had any concerns about his behaviour especially if this behaviour
indicated an increased risk. They were reminded of service contact details and were
encouraged to ask questions during home visits.

Together, Trung and his family were provided with reassurance and optimism
regarding his potential for recovery. They were provided feedback and asked
whether they needed extra support.
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