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I.

The Team Leader within the Maryland Early Intervention Program Model
The team leader is the coordinator for the Maryland EIP and is responsible for

developing and maintaining relationships with program participants and their families. The
team leader is the primary resource for the participants and their families; focuses on participant
outreach, engagement, and retention; conducts needs assessments; provides psychoeducation
regarding first episode psychosis (FEP) and the goals of the EIP Team; engages in safety
planning and wellness management planning with participants; and connects participants and
families with the services and supports they need. The team leader carries out three broad
roles: providing emotional and practical support to participants and their families; mobilizing EIP
Team and community resources for participants and their families; and coordinating the activities
of the EIP Team.
A. Providing Emotional and Practical Support
One of the key roles of the team leader is to assist participants and families in coping
successfully with a first episode of psychosis. The period surrounding onset of psychotic
symptoms is typically one of disequilibrium and substantial stress for the participant, family, and
other members of his or her social network. The impact of disturbing psychiatric symptoms,
combined with severe difficulties in functioning, sometimes preceding by months or years the
onset of frank psychosis, make this period one of extreme vulnerability. Compounding the
stress of dealing with symptoms and associated difficulties is uncertainty about the nature of the
illness and what participants and their families can expect as the course of the episode evolves
and the diagnosis clarifies.
While the need for emotional and practical support during this period is particularly acute,
it is often difficult for participants and their families to engage effectively with treatment
providers and to make optimal use of available services and supports. We anticipate that the
integrated team approach of the Maryland Early Intervention Program will minimize some of
the access and engagement challenges present in more typically fragmented systems of care.
Nonetheless, ambivalence, anxiety, and stigma associated with psychiatric illness and treatment
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on the part of participants and their families will require attention by the E Team in order to
maximize the likelihood of participants’ engagement with services.
Initially, participants and their families may need support in a variety of domains. These
may include basic information on diagnosis, symptoms, course of illness, and treatment options;
obtaining health insurance; applying for financial benefits; locating or retaining stable housing;
minimizing the disruption of academic or employment activities; and resolving outstanding legal
issues. Participants and their families also need encouragement and hope that, despite the
difficult circumstances they face, recovery is a realistic expectation.
B. Creating a Durable Network of EIP Services and Community Supports
The Maryland Early Intervention Program offers coordinated services delivered by a
specialized multidisciplinary team. The team will form a network to assist participants in
achieving their goals. In addition, there may be many occasions when participants and families
will need to be linked to service providers in the community. There are three general sets of
community resources that participants and their families may need:
		1. Mental health or clinical services not provided by the EIP:
		

Examples include specialized trauma treatment for PTSD; inpatient substance abuse

treatment; dialectical behavioral therapy; cognitive remediation.
		2. Non-psychiatric medical services:
		

Examples include primary care services; lab services; other medical appointments;

substance use detoxification.
		3. Peer or community support resources:
		

Examples include NAMI; AA/NA; Al-Anon; Double Trouble; Depression and Bipolar

Support Alliance.
In such cases, the team leader will actively assist the participant in contacting a provider or
service and in following through on the contact. The exact nature of this assistance will differ for
individual participants: some will require only a referral, while others may need help with making
contact and/or getting to and from initial appointments. The goal is for the Early Intervention
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Team to provide most of the psychiatric/mental health intervention “in-house,” while at the same
time assisting participants and families in becoming familiar with and eventually using natural
supports in the community. Toward the end of the intervention, the team will assist participants
and families in establishing links to other mental health services in the community. The team
leader will coordinate these linkages to mental health and psychiatric professionals and will
work with participants and their families to identify and select service options that are most
appropriate.
C. Coordinating the Activities of the EIP
As the team member who is most frequently the primary contact for participants and their
families, the team leader is responsible in ongoing engagement, assessment, and relationshipbuilding with participants and their families. Having a point person on the team simplifies
matters for participants and families. As participants’ and families’ needs are identified and
goals established, the team leader draws on the expertise of the other team members and
deploys the team’s resources appropriately. The team leader is the communications hub of
the team, ensuring all team members are kept informed of issues involving participants and
their families. The team leader monitors caseload size and coordinates program intakes
and discharges. The team leader facilitates Early Intervention Team meetings and provides
training and supervision for the IPS specialist and recovery coach. The team leader is also the
coordinator, negotiator and mediator for the team in terms of interfacing with staff in the host
setting and manages issues related to office space, facilities, and supplies.
II. The Clinical Role of the Team Leader – Processes and Procedures
Each team member has specific interventions and strategies that he/she brings to his/
her work with participants in the Maryland Early Intervention Program. Each team member’s
role has its own manual, and detailed information on functions and procedures for each team
member can be found there. The following specifies the role of the team leader and the
processes and procedures for the team leader in coordinating the activities of the EIP.
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A. Referral and First Meeting
Referrals to the Early Intervention Team come to the team leader and can originate from
a range of sources. Hospital emergency rooms, inpatient units, outpatient clinics, school
counseling centers, private practitioners, and participants and families themselves are some
examples of typical referral sources. After receiving a referral, the team leader should make
contact with the participant (and family, if possible) to schedule the first meeting. Ideally this
meeting should be scheduled within two days of the referral, so that participants and family
members can quickly access the services of the team. The first meeting should include the
team leader, the participant, his/her family members, and the team psychiatrist. If necessary,
the team leader can conduct the first meeting with the participant/family alone; in such cases,
the psychiatrist should meet with the participant/family within one week.
The first meeting has several goals: to establish connection and rapport, to explain what
the team does, and to answer any questions that the participant or his/her family members may
have. It is important to note that some participants may be hesitant to begin treatment, may be
uneasy about seeking treatment in a mental health setting, or may just be ambivalent. Thus for
some participants it may take a few appointments before the first meeting actually takes place,
especially if the participant is reluctant to come to a mental health setting. At this early stage in
treatment, the team leader may need to show considerable creativity and be willing to go where
the participant is or prefers to meet in order to make the connection as quickly as possible. In
addition, it is important to try to get the participant to bring family members with him/her to the
first meeting if at all possible. However, the team leader should schedule the meeting even if
the participant is not willing to have family accompany him/her.
This first meeting is focused on allowing the participant to get to know the team. For some
participants, this first meeting may be limited to getting to know team members and asking
questions. While it is important to assess specific needs and to obtain information relevant to
establishing a treatment plan, keep in mind that many participants and family members may
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be overwhelmed, upset, or otherwise unable or unwilling to move beyond rapport building in
this first meeting. Good clinical skills for beginning relationships are key. There are a number
of handouts that the team leader can provide at the first meeting: (1) What is Psychosis? (2)
Recovery from Psychosis (3) How Can Family Members Help? (4) What is the Team? (see
Appendix.) Handouts are especially useful in cases where participants or families need
information and may be emotional and unable to focus or remember everything discussed in the
meeting. Other participants may not want handouts. The team leader can use handouts if they
will assist the participant and family, or may opt not to provide them to others who do not want a
lot of written information. For some, handouts may be more useful once the team leader knows
the participant better.
At the first meeting, the team leader may also introduce the participant to the individualized
placement and support (IPS) specialist and the recovery coach. This is not the time for these
team members to do assessments or in-depth planning about work/school/skills; but an
introduction to all team members, so that the participant knows who everyone is and their role
on the team, is appropriate. Given the different time commitments and responsibilities of these
team members, the IPS specialist and the recovery coach may not always be available for the
initial meeting.
B. Initial Treatment Planning
		

1. Collecting information

		

The first step in creating the initial treatment plan is completing a comprehensive

history and psychosocial needs assessment. This process will begin either at the first meeting
following referral or soon after this meeting. Both the team leader and the psychiatrist should
meet with the participant to conduct the history and needs assessment. Here again, flexibility
is key, and the team leader and psychiatrist may have to meet separately with the participant to
complete these activities rather than delay them. It is important to stress that a Shared Decision
Making (SDM) approach will be used throughout the treatment planning process for both the
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psychosocial and psychopharmacological aspects of care. SDM as a key clinical concept
underlying the Early Intervention Program is discussed in the Early Intervention Team Manual.
The team leader starts by gathering a psychosocial history and conducting a needs
assessment. To supplement the information provided by the participant, the team leader may
collect information from the medical chart, interviews with family members, and discussions
with other members of the participant’s support network including previous service providers, as
appropriate in relation to the participant’s age, assent, consent, and social network. While most
of the history gathering will be done by the team leader, other team members can assist within
their areas of specialty. For example, the IPS specialist will usually meet with the participant to
gather a detailed work and educational history. The needs assessment follows the framework
of CTI-FEP and includes questions that tap each of the CTI-FEP focus areas: (1) medication
adherence and medical care; (2) supported education and employment; (3) family support
and intervention; (4) fostering illness self-management and recovery; (5) social skills training,
substance abuse treatment, coping skills training, and behavioral activation; (6) housing and
income; (7) trauma-informed care; and (8) safety planning and suicide prevention.
When conducting the needs assessment, the team leader must balance collecting factual
information with engaging the participant in a recovery-oriented discussion in which the
participant is heard and his/her choices and goals are validated. The needs assessment
requires both short-term and long-term perspectives. Information gathered from participants
and families will have immediate implications for treatment foci. However, the needs
assessment also involves processes that unfold over time as the members of the team work
with and learn more about the participants.
To begin the needs assessment, the team leader will engage the participant in a discussion
of the things that are important to the participant in his/her life, the strategies and supports that
the participant finds helpful, and the participant’s thoughts and ideas about how the team can
help and support him/her. These open-ended questions are critical to building a relationship,
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communicating support and understanding, and keeping the focus of the team and its efforts
on working with the participant collaboratively. In addition, this style of interviewing is likely
to provide the team leader with considerable information within the context of a free-flowing
discussion. Three such questions will open the needs assessment:
1. How has this (psychosis; experience; other word used by participant) interfered
with the things that are important in your life (friends, family, responsibilities, school, work,
independence, etc.)?
2. What do you do that helps? (“When I get outside and walk, it gets my mind off the
voices.”)
3. How can we be of help to you?
The goal is to use such open-ended questions to collect information in the different domains
that are reflected on the Needs Assessment Form (see Appendix). As part of discussing needs
with the participant, the team leader should introduce the participant to the roles of the IPS
specialist and the recovery coach. That is, the participant should be educated generally about
what these team members do and how the participant will work collaboratively with them.
The psychiatrist should meet with the participant to assess his/her clinical status and to discuss
his/her current medication treatment regimen as well as past experiences with psychiatric
medications. If appropriate, family members will also participate in this discussion. Details of
this procedure and forms used can be found in the Early Intervention Team Psychiatrist Manual.
Initial sessions with participants should include careful assessment of risk. The role of the team
leader in suicide prevention and safety planning is discussed below, and the Early Intervention
Team Manual includes comprehensive information on safety planning for all team members.
		

2. Formulating and presenting the treatment plan

		

The team leader and the psychiatrist then present the psychosocial history, needs

assessment, and medication assessment to the rest of the team at the team’s next meeting.
The team will discuss development of an initial treatment plan and propose treatment goals and
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interventions to achieve these goals. The IPS specialist and the recovery coach are involved
in the initial treatment planning as well, even though they may not have played an integral
role in the needs assessment. The needs assessment will gather information on the domains
addressed by the IPS specialist and the recovery coach (work, school, family needs, social and
coping skills, substance abuse) and these domains can be represented on the initial treatment
plan.
The team will then meet with the participant and review the history, needs assessment,
medication assessment, and recommendations. Ideally the team meeting for formulating the
treatment plan and the subsequent meeting of the team and the participant will take place on
the same day. This meeting with the participant should be lead by the team leader using an
SDM approach to create the initial treatment plan, and SDM should be listed in the treatment
plan itself as a strategy that will be used to discuss treatment-related decisions. The team
leader will focus his/her work with the participant to create the psychosocial components of
the initial treatment plan by selecting the focus areas from the needs assessment that are of
primary importance to the participant and outlining interventions that are needed to address
these areas. Part of this process will be for the team leader and the participant, via SDM,
to select the domains that will become the primary foci of efforts by the team at the start of
care. While the focus areas selected for the initial treatment plan are by no means the only
ones that may be addressed by the team and the participant during the participant’s two-year
period of treatment with the team, selecting a smaller number of treatment areas to focus on
at the start of treatment ensures that the work of the team in general, and the team leader in
particular, remains highly focused and does not become too diffuse. Selection of the areas to
focus on in the initial treatment plan is somewhat simplified by the fact that some areas may not
be applicable to all participants. For example, not all participants will have contact with family
members or have problems with substance misuse. It is important to use an SDM framework
for development of the initial treatment plan, and to take care that this process is inclusive of
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all potential domains of care so that the participant can truly select to focus on areas of most
importance to him/her. For example, a participant may be most interested in working with the
IPS specialist on education and employment issues; this must be included in the initial treatment
plan even if the team leader would prefer to focus on other domains at the start. The rationale
for selection of these primary focus areas should be indicated in the treatment plan.
The initial treatment plan should be signed by the team leader and the participant.
C. Developing a Treatment Schedule
Following the initial treatment planning meeting, a treatment schedule will be developed so
that the participant and family members know when they are to meet with team members and
with what frequency. While the frequency of contact will be individualized, the expectation is that
the participant will have a minimum frequency of contact as follows:
Minimum Frequency of Contact: Team Leader IPS Specialist, Recovery Coach

Psychiatrist

Weekly for first month

X

Variable

X

Biweekly for months 2-6

X

Variable

X		

Monthly beginning in month 7

X

Variable

X

D. Team Leader Meetings with the Participant
Team leader meetings with the participant are used to review how the participant is doing,
progress toward treatment plan goals, and any issues that the participant wants to address.
Meetings with the team leader may also include discussion of family issues and safety planning.
Additional meetings that include the team leader, participant, and family members can be
scheduled as needed. A schedule of meetings with other team members (IPS specialist,
recovery coach) will also be developed as needed. These meetings will vary by participant
depending on each participant’s needs assessment, treatment plan, and treatment goals. That
is, participants will differ on their involvement with the IPS specialist and recovery coach. In
addition, participants may elect to start these intervention components at different times – some
may start working with the IPS specialist immediately, while waiting to begin skills training and/or
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substance abuse treatment for a few weeks. Others may want to start all of these interventions
right away. So, the timing of meetings for the psychosocial interventions will be different for
different participants. During the first month, the psychiatrist will meet with the participant
weekly to monitor symptom response and the occurrence of side effects. It is likely that more
contact will be needed at the start of treatment, and that contacts will decrease over time as
goals are reached and participants become more stable within their recovery.
E. Other Activities at the Start of Treatment
		

1. Setting up a family meeting

		

First, the team leader will meet with the participant and family members to review the

options for family interventions, discuss the family’s needs and wishes regarding participating
in family programming, and create a family treatment schedule. This requires a discussion with
the participant regarding his/her preferences and subsequent dialogue with family members. As
we expect many individuals to be living with their families, significant family involvement with
treatment is expected for most participants and required for minors. As part of this initiation
of family interventions, the team leader should introduce the participant and the family to the
recovery coach, who can then facilitate inviting participants and their family members to the
monthly family educational groups and, if necessary, to the brief family consultation component
of the family intervention.
		

2. Completing safety planning

		

Second, the team leader will complete safety planning with the participant. All

participants will have a safety assessment during their initial contact with the team leader and
will complete a safety plan (see Appendix) with the team leader. Those participants who are at
high risk of suicide or self-harm (defined as those with a history of suicide attempts or self-harm
or those who report frequent suicidal ideation) will complete a safety plan in the same session
as the safety assessment; those participants assessed at lower risk should have a safety plan
completed within their first month of participation in the Maryland Early Intervention Program.
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Two strategies make up the safety planning intervention: safety planning, and attention to
treating psychotic symptoms. Safety planning is the first, short-term stage of intervention (to
be conducted by the team leader), and antipsychotic medication change is the second, more
long-term component (to be addressed by the psychiatrist). For more details, see the Safety
Planning section in the Team Manual.
		

3. Developing a wellness management plan

		

Third, the team leader will work with the participant to develop a wellness management

plan (see Section V, Wellness Management Planning, for details). Wellness management
planning includes identification of early warning signs for symptom recurrence; relapse
prevention strategies; activities that support recovery; activities that may interfere with recovery;
and using personal strengths and resources effectively. This plan will be developed with the
participant and, ideally, family members using an SDM approach and will be reviewed as part of
the ongoing treatment plan review process occurring quarterly.
		

4. Activities for other team members at the start of treatment

		

Near the start of treatment, the IPS specialist and the recovery coach will meet with the

participant to describe what services they provide and to assess the participant’s needs and
goals in their respective areas. The timing of these meetings will vary for different participants.
As noted above, participants will differ on their involvement with supported education/
employment, skills training, and substance abuse treatment, and on when they elect to start
these intervention components. However, it is important for these team members to meet with
each participant and educate the participant about their roles on the team.
F. Ongoing Treatment
		

1. Delivery of interventions

		

Treatment will be provided based on the manuals for each team member. Participants

will generally come to the clinic for their regularly scheduled appointments, although this may
differ for work with the IPS specialist when tasks related to work or school goals need to be
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done in the community; when the recovery coach is providing in-vivo skills training; or when
a team member is accompanying a participant to resolve a concrete-services issue. If the
participant is satisfied with the schedule and how the interventions are being implemented, then
the schedule will remain stable between treatment plan updates. At any time the participant can
discuss with the team leader changes to the treatment schedule. Changes may include (but are
not limited to) adding interventions (e.g., beginning skills training or substance abuse treatment);
increasing frequency of meetings with the team leader; spending more time working with the
IPS specialist; increasing or decreasing work with family members. Participants who request a
(non-crisis) appointment with the team leader, psychiatrist, IPS specialist, or recovery coach will
be seen as soon as possible.
		

2. Ongoing treatment planning

		

Treatment planning is an ongoing process. As initial goals are reached, new goals

will replace them on the treatment plan. Focus areas will change over the course of the
intervention, with different focus areas identified at different points. To reflect the changing
nature of treatment goals, the treatment plan will be updated at least every three months or
whenever a major change occurs. Treatment plans will be updated during a meeting between
the team leader, the other team members, and the participant. That is, treatment plan updates
should take place with the participant and all team members present if possible. Family
members may attend as well. As noted earlier, a good time to do treatment plan updates
is following the weekly team meeting: team members will if at all possible reserve the hour
following the weekly team meeting for treatment planning. Prior to this meeting, the treatment
plan and any potential changes will have been discussed among team members. This
discussion should focus on the participant’s current goals, progress toward goals, whether goals
are being met, what has worked and what hasn’t worked, and whether new or revised goals are
needed. The team leader will then present any thoughts or issues identified by the whole team
to the participant and his/her family during the treatment plan update meeting.
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The discussion between the team and the participant around updating the treatment plan will
be participant-centered and should include several components:
		

•

Review of each goal and discussion of progress toward each goal

		

•

Elimination of goals that have been achieved, or revision of them in order to reflect
both progress and work still to be done

		

•

Identification of team members responsible for working with participant toward each
goal

		

•

Inclusion of new goals

The team leader will also check in with the participant regarding domains that have not
been included in previous treatment plans to see whether the participant now wants to include
these domains on the plan. For example, at the start of treatment, a participant may be wary
about addressing issues related to substance abuse and may decline having substance use
goals or work with the recovery coach around substance abuse treatment included on the initial
treatment plan. At the treatment plan update meeting, the team leader will need to check in with
the participant about his/her substance use and discuss the possibility of adding substance use
goals to the treatment plan. Such a discussion will be done within an SDM framework in which
the participant can discuss and weigh the benefits and drawbacks of addressing substance use
within the treatment plan. All major treatment changes will be recorded on the treatment plan.
All treatment plan updates should be signed by the team leader and the participant.
		

3. Missed appointments, potential dropout, assertive outreach

		

There is an expectation that participants will have a minimum of one contact per week

with some member of the team during the first month of treatment. While this will most likely
involve weekly contact with the team leader and the psychiatrist, it is possible that during
some weeks, the contact may occur with other team members. When a participant misses
an appointment, a team member should attempt to contact that participant within 24 hours
to indicate that the appointment was missed and to reschedule the appointment or provide a
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reminder for any upcoming appointments that have already been scheduled. These reminder
calls should not sound punitive in any way. The team member should convey that the
participant was missed and that the team looks forward to seeing the participant soon, and
should greet any information about the cause of the missed appointment with support and
understanding. The team will deal with missed appointments by providing outreach, especially
to those in danger of dropping out of the program. Outreach will be tailored to the participant
and can include a range of strategies including calling the participant, contacting his or her
family members, and making home visits.
		

4. Review of safety plan and wellness management plan		

		In addition to ongoing review and revision of the safety plan and wellness management
plan developed with participants, team members will remind participants and family members
about the team’s availability to work with participants/families during times of crises. During
business hours, participants/family members should call the clinic: the team leader, recovery
coach, or psychiatrist will talk with the participant/family member during the day. After business
hours, the plan for contact with team members is as follows: The team leader and recovery
coach will share responsibility for carrying a pager. Due to his/her status as the head of the
team and a full time employee, the team leader will carry the pager for two weeks for every
week it is carried by the recovery coach. Because of the focused nature of his/her work with the
participant, the IPS specialist will not carry the pager. The team member who is on call will take
the initial call from the participant or family member, learn about the crisis, and problem-solve
with the participant/family around the best next steps. The on-call team member will triage calls
to the psychiatrist as needed (i.e., in cases in which the crisis involves medication, medication
side effects, or other issues related to an immediate medical emergency). In such cases, the
team leader or recovery coach will call the psychiatrist and have him/her contact the participant/
family. In this way the team member can provide background regarding the events of the crisis,
and the participant/family does not need to repeat the information to different people.
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The team member on call will assist participants/families in deciding how to manage a crisis,
whether the crisis can be managed at home or will require hospitalization, etc.
Participants and families should be provided with cards listing the team’s contact numbers,
including pager number, at intake, and this information should be reviewed with participants/
families periodically. If the on-call team member determines that emergency services or
hospitalization is needed for a participant, the psychiatrist will contact the hospital where the
patient will be taken to inform hospital staff and to provide history on the patient. Different
programs may manage the pager in different ways, but it is essential that participants and
families have access to the team at all times.
		

5. Linkage with community and peer resources

The team will develop a guide to community resources that participants may need or
wish to access during their time with the team. An important goal of the team is to work with
participants and their families to develop natural supports within the community. During the
participant’s time with the team, there may be many situations in which he or she needs to be
connected with service providers in the community. As noted previously, there are three general
sets of community resources that will be needed for many participants: mental health or clinical
services not provided by the team; non-psychiatric medical services; and peer or community
support resources. The nature of the team’s assistance with these referrals will vary on a caseby-case basis, with some participants needing only contact information and others needing
accompaniment to appointments/meetings.
G. Documentation
Each clinic will have its own process for record keeping and formatting progress notes.
For EIP participants, all progress notes added to the case record should be clearly tied to the
specific goals and focus areas outlined in the initial treatment plan and its updates.
The team leader should maintain the following materials in the office, accessible to all team
members:
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•

Team contact numbers

		

•

Participant (and support network) contact numbers

		

•

Resource binder: A regularly-updated directory of commonly used community
services and resources

To accommodate work in the field, the team leader should have the following materials in a
portable format so that he or she will have access to them as needed:
		

•

Blank chart forms

		•

Intake/assessment forms

		

•

Treatment planning forms

		

•

Consent for release of information forms

		

•

Health Insurance Portability and Accountability Act (HIPAA) forms

		

•

Progress note forms

		

•

Checklist on SDM for participants

		

•

Business cards (for participants, family, community providers/caregivers)

		

•

Identification, cell phone, relevant contact numbers

III. Family Intervention Program
A. Overview of the Family Intervention Program
Families often play a significant role in the lives of the individuals with first episode psychosis
(FEP). Families typically serve as the primary social contact and ongoing social network for
persons with FEP, and a majority of persons with FEP are living with family members at the
point when psychotic symptoms begin to emerge. As such, family members often have the role
of the primary caregiver and advocate for their ill relative, providing ongoing emotional support,
help in coping with symptoms, and practical assistance such as housing, transportation, and
financial support. In addition, family members are often the ones to initiate and coordinate
treatment as symptoms emerge or worsen.
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Families may not fully understand the personality and behavior changes they observe in
their relative or know how to access services available to help them. Moreover, observing
these personality and behavior changes in a family member and experiencing their effects can
be traumatic. Anxiety associated with concerns regarding the safety, health, and well-being of
their relative is common. Feelings of grief, loss, and, at times, anger and frustration associated
with the additional responsibilities placed on them and the challenges they face in attempting
to support their relative are common as well. Family members struggle with the possibility that
they may need to change their expectations concerning a relative’s functioning, capacities, and
future goals, while trying to find ways to help their relative cope with his/her own feelings of grief
and loss associated with the effects of an illness (Drapalski, Leith, & Dixon, 2009). Another
challenge is coping with the fluctuating insight that persons with FEP have regarding their illness
which can lead to limited adherence to treatment. As a result, families of persons with FEP
often experience substantial distress.
The substantial involvement of family members in the lives of persons with FEP, as well
as the needs of these family members, underscores the importance of including families in
the treatment of participants. Family members often spend considerably more time with the
person with FEP than the provider does. As such, they often have information about their family
member’s current and past health, well-being, and functioning outside the treatment setting;
potential stressors or triggers that may have been associated with the emergence of symptoms;
and personal strengths that could prove invaluable to the provider in treatment planning.
Moreover, families can support persons with FEP with their treatment and recovery goals in
the community. However, a host of barriers to family involvement have been identified; recent
work suggests the need for flexible family services that are specific to their particular problem or
question at the time (Drapalski et al., 2008). Recognizing the importance of involving families
in treatment, most multi-element treatment programs designed for persons with FEP have
attempted to engage family members and have offered families services.
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The Maryland Early Intervention Program recognizes the importance of family involvement
and thus, is designed to pay special attention to families and to engage family members in the
treatment process as soon as treatment begins. In the Early Intervention Team Manual, the
importance of families is stressed, and strategies to be used by the team to reach out to and
engage families at the start of treatment are highlighted. This manual provides further and more
in-depth instruction regarding specific interventions to be used with participants and families
around family-related goals.
B. How It’s Done: Our Model of Family Services
The EIP provides a family program which offers family services designed to meet the
individualized needs and preferences of the participants and families. Efforts will be made
to include families (both traditional and non-traditional families and significant others) in all
aspects of treatment. This will include initial outreach and engagement efforts and a detailed
assessment of participant and family needs. The team will encourage family involvement in
treatment planning, treatment decisions, and ongoing care, and will assist family members in
forging a collaborative relationship with the treatment team. The team leader and other team
members will also work to establish an ongoing dialogue with the family and provide them
with access to team members in order to answer questions and share pertinent information.
In addition, families will be offered more intensive family services including monthly family
psychoeducational groups, individual family consultation, and information on community
resources when needed. Components of formal nine-month family psychoeducation programs
guide our offerings.
Although involving family and supportive others will be a primary goal of the team leader,
we expect that there will be a certain amount of variability in how that involvement is initiated
and maintained. In many cases, participants will be interested in family involvement and
family members may be involved from the outset of treatment. However, involving family
may be more challenging in cases where the participant and/or the family is disinterested or
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ambivalent about family involvement or when the participant and family members have differing
views regarding how involvement should occur. In all cases, involving families will include the
following components: 1) participant and family engagement; 2) an assessment of participant
and family needs and preferences; 3) treatment planning around family services; and 4) an
ongoing evaluation of family needs. However, given that interest in and preferences concerning
family involvement may vary considerably, the team should think flexibly concerning when and
how these components should be used and should tailor strategies to meet the needs and
preferences of each participant and family member. Consequently, although these components
are necessary and should be used with each participant/family, implementation of these steps
may be fluid or somewhat overlapping (e.g., in cases where family involvement occurs from the
outset) or more discrete and structured (e.g., when the participant and/or family is ambivalent
about involvement).
Early sessions with participants will include a focus on family and family involvement
in care. Either as part of or upon completion of the initial assessment, the team leader will
engage the participant in a discussion of family involvement. If necessary, the team leader will
use motivational interviewing techniques and exercises to help individuals identify potential
benefits of family involvement and ways that family can support the participant in their recovery
(See Appendix). The team leader will use shared decision making (SDM) strategies to
assist individuals in making decisions regarding family participation (see Team Manual for a
description of SDM). For participants who express interest in family involvement or in cases
where family is already involved in a participant’s care, the team leader will actively attempt to
involve family members in the participant’s treatment planning, treatment decisions, and other
aspects of their ongoing clinical care. In a parallel fashion, the team leader will meet with family
members to develop rapport, to obtain information concerning treatment and recovery goals,
and to assess and identify family needs. Based on the participant and family assessments,
the team leader will provide family members with information on the family services provided
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by the team and those offered in the community. The team leader will then use motivational
enhancement and shared decision making techniques to assist family members in making
decisions concerning which family services, if any, they would like to receive.
For participants who are under 18 years old, a family member or legal guardian will need
to be included in all treatment decisions and treatment planning, regardless of the participant’s
preference. Although minors may have less say in the in whether families are involved or not,
to the extent possible, the team leader will work with the participant to identify benefits of family
involvement and ways in which the family can assist the participant in achieving individual
recovery goals. The team leader will also assist participants and families in developing and
utilizing a shared decision making approach to treatment decisions in an effort to encourage
both participant and family input and, ultimately, agreement with regard to treatment goals and
decisions.
C. Essential Components of Involving Families
		

1. Family-friendly team

		

The Early Intervention Team must be family-friendly. Providers will have an

understanding of the unique needs and challenges of the families of persons with first episode
psychosis and skills in working with families. Members of the team will work to minimize
potential barriers to family involvement by establishing an open dialogue with families and
providing family members with telephone access to the team outside of regularly scheduled
appointments in order to share information and answer questions. Team members will also
have knowledge of community agencies, organizations, and services that may be of benefit to
families of participants and will provide information on and referrals to these services as needed.
		

2. Participant engagement		

		One of the primary goals of the team leader will be to work to engage the participant
in care. This process will include a series of discussions to assess the participant’s needs,
goals and preferences regarding services to be utilized to help them achieve their goals. For
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many participants, the discussion of family involvement, potential benefits of family involvement,
and preferences regarding family involvement will be part of the ongoing connecting/
engagement process. As the team leader works with the participant to identify treatment
and recovery goals, he or she should also initiate a discussion of the potential benefits of
family involvement and begin to identify specific ways that family members might support the
participant in achieving those goals.
Engaging in a discussion of family involvement with participants
Many participants have limited knowledge concerning how families can be involved in
their care and the potential benefits of involving their family in their care. Thus, as part of
the engagement process, the team leader should attempt to gain a better understanding of
the participant’s support network, the participant’s relationship and interactions with family,
and the participant’s level of interest in family involvement. The team leader educates the
participant regarding the potential benefits of involving family (e.g., better course of illness,
fewer hospitalizations, better social and work functioning) and the variety of ways that family can
be involved in care (e.g., transportation to appointments, assistance with treatment planning,
providing support in getting a job or attending school). The team leader helps the participant to
begin to think about how family involvement could assist him or her in the recovery process and
how the participant, family, and team can work together to help the participant better manage
his or her illness.
Using a casual, conversational style, the team leader uses active listening and careful
questioning to initiate a discussion of family involvement with the participant. Questions that
can be used to initiate or continue this discussion include:
		

•

So previously we identified a number of goals you have for your recovery. You
mentioned X, Y, and Z. How do you think your family might help you in achieving
those goals?

		

•

What might be some other benefits to having your family more involved in your care?

		

•

How might more information/education on the difficulties you are dealing with help
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your family? How would your family knowing more help you?
		

•

How could your family help you work toward the goals you have for your recovery?

		

•

What do you think your family might need in order to assist you in achieving your
goals?

		

•

How has your family supported you in the past? What has been helpful? Not so
helpful?

		

•

Have you wanted your family to have a chance to talk with your treatment team?
How would contact with the treatment team be helpful for your family? For you?

(Family Institute for Education, Practice & Research, & New York State Office of Mental Health,
2007; Glynn et al., 2010.)
The team leader will use motivational interviewing techniques and exercises to help
participants identify potential benefits of family involvement and ways that family members can
support the participant in his or her recovery (see Appendix). With the information gained from
these discussions and exercises, the team leader will use shared decision making techniques
to assist participants in making decisions regarding family involvement (see Early Intervention
Team Manual).
Addressing participants who do not want or are ambivalent about family involvement
Some participants may not want their family members involved in their treatment or may be
ambivalent about involving family in their care. There may be several reasons for this:
		

•

Delusions may involve family members. While there may be some situations in
which delusions about family members preclude family involvement until treatment
resolves or reduces these symptoms, clinicians should attempt to find common
ground with the participant and determine if there are specific ways or certain
situations in which the participant feels comfortable having the family involved or
which allow for family support despite the delusion. A person-centered approach in
which the participant is encouraged to define the terms of family involvement often
opens the door for including the family in treatment.
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•

Shame. Mental illness can bring shame on the family and/or the participant.
Sometimes the participant wants to protect family from shame or stigma associated
with having a family member with a mental illness by limiting the family’s knowledge
of and involvement in their treatment. In other cases, participants may be concerned
that family members will view them or treat them differently if they knew the full
extent of their illness or symptoms. Addressing shame and perceived stigma
requires educating the participant. Here it is especially important to be sensitive to
cultural beliefs.

		

•

Trauma. In some instances, another reason for not wanting family involvement may
relate to trauma history within the family. These issues need to be addressed on a
case by case basis in a manner that is consistent with legal requirements.

For those participants who are reluctant or ambivalent about involving family in their care,
the team leader will continue to work with him or her to explore potential benefits of family
involvement and ways in which the participant may want his or her family to be involved. The
team leader will continue to reassess the need for and interest in family involvement throughout
the course of the intervention and will work with participants to determine when and how family
involvement may be helpful. In addition, participants will have the option of selecting other
important people to include in their treatment, including “non-traditional” family members.
The team leader can use several strategies when talking with participants who do not want
family members involved in their care:
		

•

Identifying one family member to have involved in care, rather than insisting on the
entire family. This person would then be the family contact and serve as the point
person for the whole family.

		

•

Explaining to the participant how family members can be helpful and relating this
to the participant’s personal goals; exploring how the family has been supportive
or helpful in other areas of the participant’s life and how this could be applied to
involvement in his or her treatment.
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•

Determining whether a family member can be helpful for particular activities/tasks.
The team leader can use motivational enhancement exercises, such as decisional
balance and values clarification, as a way to structure this discussion (see Appendix).
These exercises can help the team leader and participant to identify ways in which
family members can be helpful and supportive. The goal is to explore specific ways
in which a family member might be useful (e.g., transportation, securing services,
etc.). For example: “I realize that you are uncertain about how having a family
member involved can be helpful. Let’s talk for a minute about your goals and how
a family member could assist you in meeting those goals.” For many participants,
goals for family assistance/involvement are not always directly related to treatment
(e.g., help remembering to take medication or keep appointments). Rather, some
participants will want family members’ assistance with recovery goals such as
returning to school/work, developing relationships, and being more independent.

		

•

Revisiting the topic with the participant. Let the participant know that because having
family or other supportive individuals can be important to a good recovery in FEP
and because the participant may feel differently about family involvement later on,
the topic of family involvement is one that will be revisited.

		

•

Considering with the participant whether there is some significant other, such as
a friend, extended family member, or other supportive individual, who could be
involved in treatment in lieu of family members. This would likely be less workable
with younger participants, who will generally need parental consent to have others
involved in their treatment. However, for participants in the older range of the age
criteria, it may be possible to select a friend or some other individual who is important
to the participant and might be helpful. If a participant has such a significant other to
involve in care, it is important to discuss the role of this individual, as well as whether,
later on, a role for family members can be found in addition to that of the non-family
significant other.
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3. Family engagement
It is rare that family members don’t want to be involved in treatment in some way. Psychosis
is disruptive to the family, and family members are generally in need of guidance and may
have lots of questions. They are often in shock and overwhelmed. Family members may need
education and information about psychosis and treatment, as well as practical advice, including
guidance in how to talk to the participant and information on the mental health treatment system,
the role of treatment providers, and how to access available services and resources.
If the participant is interested in family involvement, the team leader should continue
active engagement of the family in the participant’s care and should involve the family in initial
treatment planning and coordination. In many cases, the team leader will have begun to
establish a relationship with the family during initial meetings with the participant and as part of
the needs assessment. In an effort to continue to build rapport and engage the family, the team
leader should engage in active outreach to families after the initial contact has been made. As
part of the engagement process, the team leader should provide information concerning his/her
background, discipline, role on the treatment team, and planned interactions with the participant
and family. This includes discussing the team leader’s primary role in the participant’s treatment
and education about how the team is committed to working with the participant and family
members to address their needs. The team leader should clarify that he/she will serve as
the primary contact for the participant and family and will provide ongoing support, education,
and assistance as needed. In addition, the team leader should indicate that often, families of
individuals with psychosis may have additional needs and preferences concerning involvement
and that the team leader will also be working with the family to identify their own educational and
support needs and preferences regarding how they would like to be involved in the participant’s
care.
At the start, families often have misinformation about psychosis and why their family
member is experiencing it. The team leader may need to address the following:
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•

Family members often experience guilt. The team leader may need to help family
members understand that they did not cause the illness and the illness is not their
fault.

		

•

A diagnosis of schizophrenia can be viewed as a “life sentence.” Family members of
participants with FEP often have no information about psychosis. The team leader
can educate them that different people have different courses of illness, and that
there is good reason to be hopeful that early treatment will lead to better outcomes.
It is also critical to convey at the first family encounter the concept of recovery and
how it is possible to have a full and meaningful life outside of the mental health
system – work, marriage, community involvement, parenting, etc. –- even with
ongoing symptoms.

		

•

Expect and allow for a wide range of emotional responses (e.g., grief, anger, denial,
etc.) and changes in these responses over time. All of these responses are normal
reactions.

		

•

Family members should be encouraged to articulate any fears they may have.

4. Balancing goals of participants and families
At the start of treatment, the team leader will have to balance the needs of both participants
and family members. In some cases, the goals of participants and family may diverge. In
addition, illness acuity can impact the participant’s judgment, especially at the beginning of
treatment. A strategy for initiating and continuing a forum for discussion is needed. This forum
can be implemented as part of the needs assessment. The assessment can be done with the
participant and family members present, or it can be done separately if the participant wants to
talk without family members present or vice versa. The team leader can then highlight the areas
in which participants, families, and the treatment team agree. Some programs, such as the one
at UCLA, have found that participants and families tend to agree in two important areas:
		

A. Resuming “normal life”

		

B. Improving the participant’s school, work, and social functioning
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Anything involving symptoms is often much more contentious. Once the needs assessment
is done and some preliminary goals are agreed upon, it is important to review and revise the
needs assessment at regular intervals. This is because goals and feelings shift over time:
what took precedence at the beginning of treatment may have resolved or improved, and
participants’/family members’ different areas of need may have emerged.
D. Assessing Family Needs and Preferences
		

1. Participant assessment

		

Part of the team leader’s ongoing efforts to assess participant needs should include an

examination of the participant’s relationships and interactions with family and other supportive
individuals and the potential benefits of involving family in the treatment process. The team
leader should help participants to identify key people who are currently involved in their care,
describe their relationship and the nature of their interactions with their family (both positive
and negative), and discuss their perception of their families’ thoughts or understanding of their
difficulties and of mental health treatment.
Questions that can be used to assess the participant-family relationship include:
		

•

Tell me about your family. Are there any other individuals you consider to be “like”
family to you?

		

•

Are you currently living with your family? How is that going? What are some good
points about living with them? Any problems with living with them? If not living with
them, why not?

		

•

What are your family’s thoughts about/understanding of your difficulties? What led
up to you needing to get treatment?

		

•

How does your family feel about you getting mental health treatment?

		

•

What is your family’s understanding of the goals you have for your recovery?

(Glynn et al., 2010).
Once the team leader has a general understanding of the participant-family relationship,
he or she engages the participant in a discussion of how family involvement might serve
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to assist the participant in achieving their recovery goals, as noted above in the section on
participant engagement.
2. Family needs assessment
The focus of the family needs assessment is to identify the needs of the family and how
these needs can best be met. Although in many cases the assessment will be conducted with
the participant present, the assessment may be conducted with the family only. In these cases,
it may be helpful to meet briefly with the participant and family members together to discuss the
outcome of the family needs assessment.
If the team leader has had limited or no previous contact with the family, initial conversations
should include introductions and the collection of contact information. The team leader should
provide education on ways in which families can be involved in ongoing care and can support
their relative in recovery. This should include ways that the family can work collaboratively
with the treatment team by being involving in treatment planning, helping the participant make
decisions about medication, etc., as well as ways that family members can obtain education and
support for themselves.
The team leader should highlight the fact that the goals of the family needs assessment are
to talk about ways to involve the family in the participant’s care, to discuss the family’s needs,
and to identify ways to meet those needs. As in the participant assessment, the team leader
should use active listening and careful questioning to initiate a discussion of family involvement
with the participant present. The team leader should prompt the participant to discuss his or
her goals and how the participant feels that family members could assist him or her in achieving
those goals:
“I spoke with X earlier to discuss how her family could be more involved in her treatment and
assist her in her recovery. X, when we met you identified some initial goals and we discussed
ways in which your family might be able to help you achieve those goals. Tell us a little bit about
what those goals were …”.
The team leader should elicit and discuss family members’ reactions to the participant’s goals
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and encourage the family to discuss their own needs and how they would like to be involved in
the participant’s care. Additional questions that can be used to assess family needs include:
		

•

What are your thoughts about X’s current goals? How might you be able to help with
those goals?

		

•

Are there any problems or concerns you have about X and her treatment?

		

•

What do you think you might need in order to help X with these problems/goals?

		

•

Any other needs/concerns that you have?

		

•

Are there other things you would like to be different/better for X?

(Family Institute for Education, Practice & Research, & New York State Office of Mental Health;
2007; Glynn et al., 2010).
If a participant or family member is having difficulty discussing his/her needs or concerns,
or does not mention important information that was previously discussed, the team leader
should attempt to facilitate a discussion using information from previous sessions and contacts
to highlight ways that the family has supported the participant in the past and how that might
translate into ways that the family can support the participant with current goals. The team
leader also points out similarities between participant and family needs and how the family could
help support the participant with those needs.
E. Treatment Planning around Family Services
Once the needs and preferences of the family have been determined, the team leader can work
with the participant and family to decide which family services would best address the family
needs and outline steps for involving the family in the participant’s ongoing care.
		1. Discussion of ways that needs can be addressed
		

The team leader should offer suggestions of ways family needs can be addressed based

on his/her knowledge of the family needs and of services available to the participant and family.
This discussion should include a brief description of each potential option that could be used to
address the family need/goal and how that service may help to address the need/goal.
These options may include:

29

Maryland Early Intervention Program
Team Leader Manual

		

•

Ongoing, regular meetings with the team leader: Ongoing, regular weekly or
biweekly sessions with the team leader may be offered. The specific focus of these
sessions may vary depending on the individual family needs; however, generally
speaking, these sessions will serve to provide ongoing engagement, communication,
education, and support.

		

•

			

Psychoeducation: All participants and family members should be offered education
on psychosis, its treatment, etc. Provision of quality information that families/
participants can use on a need-to-know basis is very important at the first encounter
and throughout the course of treatment. Family members should be provided
with handouts (see Appendix) that explain in simple terms what psychosis is, what
treatments are available, and what family members can do to assist their loved
ones with psychosis. The team leader can also recommend online resources, basic
pamphlets and DVDs if available. In addition, all participants/family members should
be invited to attend the monthly family educational groups. Individual educational
sessions may be offered as needed or in cases where the participant and/or family is
not interested in or able to attend the monthly family education groups.

		

•

Monthly family psychoeducational groups: Group educational sessions for
participants and family members are held once a month. Sessions include the
presentation of information/ education on topics relevant to participants and family
members, and group problem-solving around specific problems identified by group
members.

		

•

Peer-led educational/support programs: Information on and referrals to other
community-based, peer-led family programs (e.g., NAMI’s Family to Family or other
education/support services) may be provided.

		

•

Brief family consultation: Brief family consultation may be offered in order to address
a specific problem or a particular need, when the problem cannot be addressed in
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the context of the meetings with the team leader. The consultation will be conducted
by the recovery coach and may include focused skills training on conflict resolution,
compromise and negotiation, problem-solving, and/or communication skills.
•

Limited family contact: Limited family contact involves less intensive contact/
involvement than that offered in the ongoing meetings. In these circumstances,
the nature and extent of contact with the family will vary substantially from family to
family, largely dependent on their needs and preferences. This may involve weekly,
biweekly, or monthly telephone calls, or intermittent sessions with the team leader to
check in regarding family needs/concerns and to provide support on an as-needed
basis.
2. Identification of next steps and development of a plan for implementation                  

		Once potential options have been discussed, the team leader works with the participant
and family members to decide on what the next steps for involving family should be. In some
cases, these may involve a few of the options available to families (e.g., regular meetings with
the team leader, monthly family psychoeducational groups, etc). If the participant and family
disagree on what the next step should be, or if the participant and family are unsure about what
step to take, the team leader should help the participant and family members discuss the pros
and cons of each option and help them come to a consensus on their next step. Together, the
team leader, participant, and family members should work to develop a plan for completing
the next step (e.g., scheduling an appointment for the participant and family to meet with the
team leader, scheduling an appointment for family consultation, agreeing on a family member
contacting NAMI, etc.).
F. Re-evaluation of Family Needs
Family needs often change over time, depending on a variety of factors such as the current
family situation, stage of illness and recovery, and the family member’s relationship with the ill
relative. Even after the initial family needs assessment has been completed and the family has
been connected with the appropriate services, family needs should continue to be assessed on
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a more informal, ongoing basis. If, while working with participant and family, the team leader
determines that the needs of family members have changed and require additional services, the
team leader will work with the participant and family to connect them with services to address
those needs. In addition, a more formal re-evaluation of family needs, similar to that which was
conducted at the beginning of treatment, will be conducted as part of the participant’s ongoing
treatment planning. Information concerning family involvement and family services obtained
from this assessment will then be incorporated into the participant’s treatment plan and, if
necessary, the team leader will help connect the family with additional services.
G. More Intensive Interventions and Ongoing Support for Families
The team leader will provide ongoing communication, support, and education to all families;
however, in some cases, families may require more intensive services in order to meet their
specific needs. There are several additional options for more intensive family intervention,
including monthly family psychoeducational groups, family consultation, and referral to
community-based family services/resources.
		1. Monthly family psychoeducational groups with the recovery coach
		

All participants and families will be encouraged to participate in monthly family

psychoeducational groups that are organized and facilitated by the recovery coach. The team
leader will attend and co-facilitate the first few monthly groups, and other members of the
treatment team may attend and present information depending on the topic. Meetings last
approximately an hour and a half and include presentations on informational and educational
topics particularly relevant to the families of participants with first episode psychosis, as well
a group discussion of any problems or issues that group members may be facing. Further
information on these groups is provided in the Recovery Coach Manual.
		2. Brief family consultation with the recovery coach
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outside of the more standard family interventions that are provided. Examples include
economic pressures, medical issues, divorce, legal issues, and interpersonal conflicts that are
not specifically connected to the participant. Each of these issues can have a profound impact
on the family and deleterious consequences for the participant. The team leader can make
referrals to the recovery coach to work one-on-one with a family to address a specific problem
or a particular need, when the problem cannot be addressed in the context of meetings with
the team leader. These sessions could include focused skills training on conflict resolution,
compromise and negotiation, problem-solving, and/or communication skills. The goal of these
consultations is for the recovery coach to teach targeted skills to help reduce stress and conflict,
such as:
		

•

Communication skills, including active listening, expressing positive and negative
feelings, and compromise and negotiation

		

•

Problem-solving skills, including identifying a problem, generating possible solutions,
evaluating the pros and cons of each solution, and making a decision concerning
which solution to implement

These skills can then be applied to current problems experienced by the family within the
sessions. Examples of appropriate situations for brief family consultation include:
		

•

A participant is having trouble using skills he/she is learning to express feelings to
a parent (e.g., the participant wants to tell his parent to stop “reminding” him about
taking his medication)

		

•

A participant’s parents are having trouble communicating with each other about their
child’s situation and condition without yelling

		

•

A participant and his/her family member have a problem they don’t know how to solve
(e.g., the participant wants to try a new activity and a parent objects to this)

		3. Linking families to community-based services and resources
		In addition to the family resources offered by the team, the team leader should
provide information on other agency-based or community-based family services available to
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the participant and family. These include family services, educational workshops/seminars,
or support groups offered at the participant’s clinic or other local mental health agencies or
programs, and education and support services offered through the National Alliance on Mental
Illness. The team leader should discuss these options with the participant and family members
and work with them to determine if any of these services would meet their needs. If family
members are interested in community-based services, the team leader will assist the family with
connecting to these services.
H. Special Situations Involving Families: Violence
Aggression and violence can be common in FEP. Aggression can include verbal
aggression, physical aggression, and/or violence. Violence in FEP has been found to be
associated with male gender, alcohol and drug misuse, involuntary hospital admission, poor
insight into illness, and past violence. Several studies have found that violence and aggression
remain fairly common over the first two years following diagnosis and can be an important factor
in re-hospitalization.
Violence must be assessed by the team leader as part of the needs assessment that
includes family members. If needed, the team leader can discuss violence and aggression
separately with family members and help them develop a plan for how to respond and react
in volatile situations. This plan can include specification of warning signs of violence, use of
within-family coping strategies, and contacting professionals and agencies when within-family
strategies do not work. It is important that the team leader and the family work out the timing for
the sequence of problem-solving so that families understand not to wait too long before calling
professionals/agencies for assistance. The team leader and the family members should include
the participant in this process if possible.
Importantly, violence – including verbal aggression and physical aggression – can also be
directed at the person with FEP. It is not uncommon for people with FEP to experience violence
in inpatient units (take downs, restraint) and by police. There may also be instances in which
a person in FEP may be criminally victimized or may be the target of verbal and/or physical
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aggression from immediate family or extended family members. Violence directed toward the
individual in FEP must be assessed, as it may have an impact on how the family works together
and the extent of contact that the participant wants to have or not have with family members.

IV. Wellness Management Planning
The Maryland EIP draws heavily on the concepts of the evidence-based practice of Illness
Self-Management and Recovery. Recognizing illness symptoms and learning to manage them
while pursuing life goals is a primary challenge for participants; accomplishing these tasks is
central to the recovery process. The Early Intervention Team works with participants to learn
signs of relapse and strategies for relapse prevention; to understand what helps and what does
not help in staying well; and to identify and use strengths, supports, and coping skills effectively.
Team members encourage participants to examine the link between mental and physical health,
and to make wise decisions about their lifestyles. The team leader works with participants
to develop a tailored Wellness Management Plan (see Appendix) and revisits this plan with
participants as part of ongoing treatment planning and review.

V. Transitioning out of the Program
Transitioning out of the EIP is a critical phase in the treatment process. Helping participants
and their families to reassess their needs and preferences, and equipping them with knowledge
about mental health services and the mental health care system, will help guide their selection
of the most appropriate service options available. For many families, their experience of the EIP
will have been very positive, with strong bonds forged between participants and their families,
and the team. Families may be hesitant to move forward with community services, but they
and their participant relatives will need to take steps to prepare for and to feel confident about
transitioning to new treatment providers. The team leader plays a central role in the transition
process by helping the participant and family develop a plan for obtaining care in the community
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and by making that plan become a reality. The team leader also coordinates with other team
members to ensure the plan is comprehensive, incorporating medication, school/work, and
recovery goals.
Work with the Early Intervention Team is time-limited. The team must be cognizant of this
and must convey it to participants and families. Transitioning to care in the community is a
critical component of the EIP and should be discussed early and often with participants and
families so that they recognize this as a goal – that is, transitioning from the team should be
viewed as positive, meaningful, and something to work toward, rather than something to be
dreaded or avoided.
Participants and families may have many worries and concerns about transitioning to
community care. They will be familiar and comfortable with the ease with which they have been
able to reach EIP staff, the flexibility of scheduling appointments, and the open communication
with all team members. For many participants and families, relinquishing that dependable
support will be frightening. Establishing relationships with new mental health care providers
may seem overwhelming and risky. Participants and families need to know that they will be
ready to take the step to community care because they will be properly prepared to navigate a
world that is unfamiliar to them.
The following are areas in preparation for transition that the team leader should review with
participants and their families:
A. Review of Experience with the Early Intervention Team
At the start of the transition process, the team leader should plan a series of meetings with
the participant and family to review their experience with the Early Intervention Team. This
should involve a review of those services/supports provided by the team that were experienced
as the most valued and those that were considered to be the least helpful, as well as those that
participants and/or family members did not experience but that, in retrospect, they would have
like to have tried. This review should also include a look back at the initial needs assessment
and treatment plan, to frame a discussion of progress from the beginning of treatment. The goal
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of this review is to identify services and supports that the participant would like to maintain as
well as those they would like to initiate in the community.
B. Review of Practical Considerations That May Impact Community Care Options
Prior to formal transition planning, the team leader should have a good sense of the
resources and services that are available in the community and should have information
on these. To begin the transition planning process, the team leader should review with the
participant and family a range of practical issues that may impact community care. These
include, but are not limited to, insurance coverage for treatment and medications; location of
services; clinician availability on evenings and weekends; ancillary support for families; and
other contextual considerations. Review of these issues at the start of transition planning
will educate and support the participant and family and help them better navigate the service
system.
C. Development of a Transition Plan
The team leader will work with the participant and family to create a transition plan that will
document goals and community services needed to achieve them. The Transition Plan (see
Appendix) will help structure this discussion.
D. Referral to Recovery Coach for Focused Work to Enable Participant to Implement
		Transition Plan
The team leader works with the participant to develop a plan for receiving care in the
community. Implementation of this plan may be strengthened by the participant reviewing or
practicing skills or activities with the recovery coach. For example, the participant may need
to contact new treatment providers, ask questions about available services, or visit a clinic in
the community. There may be cases where a participant does not feel comfortable doing these
tasks, perhaps feeling nervous about meeting new people or encountering unfamiliar situations.
The recovery coach can work with the participant to identify the social skills needed for these
activities, practice/role play them in session, and help the participant develop and implement a
plan to accomplish the tasks.
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As work begins on the participant’s transition plan, the team leader can refer the participant
to meet with the recovery coach. The team leader, recovery coach, and participant can decide,
using Shared Decision Making, which of the following activities would be most helpful for the
participant:
		1. Identifying and reviewing tools in the toolbox
		

During the time that the participant has been working with the team, he/she has

developed a set of tools for solving problems, coping with stress, managing symptoms,
and interacting with others. These skills may have developed naturally over time while the
participant has been working with the team on recovery goals, or may have been learned
through specific work with the recovery coach. During this phase of treatment, the recovery
coach and the participant can review what has worked well, what the participant does well or
feels comfortable doing, what he/she would need to ask for help with, and who he/she would
ask for help. These strategies should be written down and can be refined during this transition
period. At the end of this phase, the participant should have a list of strategies or tools, when to
use them, and when to ask for help.
		2. Conducting skills check-up and honing skills for implementing transition plan
The participant may be working with the team leader on a plan for receiving care in the
community after leaving the EIP. As noted above, the recovery coach may be able to help the
participant implement the plan by identifying needed skills, practicing them with the participant
in sessions, and assisting the participant with carrying out the activities of the transition plan as
appropriate.
		3. Arranging community field trips
As part of transition planning, the participant may need to visit new clinics, treatment
providers, and other agencies that may be involved in his or her community care plan. The
recovery coach can accompany the participant and assist him/her with navigating transportation
routes, implementing social and/or coping skills in new environments, and providing support as
the participant meets new people.
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4. Helping the family prepare for transition
		

The recovery coach can assist the family during the transition to community care in

various ways. First, he or she can conduct a monthly family education group on transition (see
Monthly Family Group materials in Recovery Coach Manual Appendix) – if there are several
families coming up to or in the transition phase, the recovery coach may convene a special
family group to discuss transition issues. Second, if a particular family needs extra assistance
with planning for the transition, the recovery coach can do the above activities with participants
and family members together. For example, the recovery coach may accompany the participant
and family to visit a new agency in the community; or the recovery coach may work with the
participant and family to review effective communication skills so that when they are no longer
meeting with the Early Intervention Team, the participant and family can continue to talk about
treatment-, illness-, or recovery-related issues. This may involve writing up a plan for the family
in the same way the recovery coach does with the individual participant – a generic coping plan
that the family can use for most situations, plus a specific plan for any particular situation that
the family is predicting might be difficult to deal with or talk about together.
E. Other Supports in Transition Planning
Several additional supports may be available for participants and their families during the
transition process. These include but are not limited to:
		

1. Overlap in team and community care

Some participants may have the opportunity to have a brief period of overlap of team and
community care – i.e., the participant may begin treatment in the community shortly prior to
terminating with the Early Intervention Team to help ease the transition from one to the other
		2. Peer support
The team leader may invite participants in a community peer support program to meet with
participants as they transition to community care.
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The Maryland Early Intervention Program: Helping people live their best lives
What is psychosis?
Psychosis occurs when a person loses contact with reality. The word “psychosis” scares some
people, but it actually describes an experience that many people have. Three out of every 100
people experience psychosis at some time in their lives, and most of them recover.
What are the symptoms of psychosis?
Psychosis can affect the way a person thinks, feels, and acts. Some common symptoms of
psychosis are:
• Hallucinations can affect any of the five senses. People experiencing psychosis might see,
hear, taste, smell, or feel things that are not there, and they have difficulty believing that their
senses are tricking them.
• Delusions are false beliefs that people hold strongly, despite all evidence that their beliefs
are not true. For example, a person experiencing a delusion might believe she is being watched
or followed.
• Confused thinking occurs when a person’s thoughts don’t make sense. His thoughts can
be jumbled together, or they can be too fast or too slow. A person with confused thinking can
have a hard time concentrating or remembering anything.
• Changes in feelings can include quick changes in mood. A person might also feel cut off
from the rest of the world, or feel strange in some other way.
• Behavior changes often result in a person not bathing, dressing, or otherwise caring for
herself as usual. Other behavior changes might involve behaviors that don’t make sense, such
as laughing while someone else is talking about something sad.
What causes psychosis?
Psychosis could have a number of different causes, and many researchers are working to
understand why psychosis occurs. Some popular ideas are:
• Biological: Some people are more likely to develop psychosis because of their biology or
their heredity. Many cases of psychosis have been linked to problems with neurotransmitters,
or the chemical messengers that transmit impulses throughout a person’s brain and central
nervous system. In addition, the relatives of people who experience psychosis are more likely
to experience psychosis themselves.
• Other factors: A person’s first episode of psychosis can be triggered by stressful events or
by drug use (especially use of marijuana, speed, or LSD).
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What are the phases of psychosis?
Psychosis occurs in three predictable phases, but the length of each phase varies from person
to person. These phases are:
• The prodromal phase is the early warning phase of psychosis, when a person experiences
some mild symptoms and vague signs that something is not quite right.
• During the acute phase, a person clearly experiences one or more of the symptoms of
psychosis.
• When a person reaches the recovery phase, he begins to feel like himself again. Different
people experience the recovery phase differently. With effective treatment, many people who
reach the recovery phase may never experience psychosis again.
How is psychosis treated?
Most people recover from psychosis, and many do so with the help of treatment. This treatment
usually includes several parts:
• Learning treatment options and working with professionals to determine which options are
right for you.
•

Working with a mental health professional to practice ways to cope when things feel bad.

•

Working with a doctor to determine how medications can help.

• Working with professionals who specialize in helping individuals learn to manage everything
from relationships to jobs and school.
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The Maryland Early Intervention Program: Helping people live their best lives
Recovery from psychosis
Three out of every 100 people experience psychosis at some time in their lives, and most of
them recover. Recovery from psychosis results in some important life changes, and there are
several things people can do to help themselves recover from psychosis.
What is it like to recover from psychosis?
Different people have different stories to tell about their recovery from psychosis. For example,
some recover very quickly, while others only feel better after several months. With treatment,
support and hard work people in recovery from psychosis can look forward to their lives
improving in some important ways:
• Symptom reduction: People recovering from psychosis have fewer symptoms of
psychosis, and those symptoms they do experience are less intense. That means these
individuals are less likely to hallucinate (i.e., see, hear, taste, smell, or feel things that are not
there), and they are less likely to have delusions (i.e., beliefs in things that are not true). These
individuals also begin to think, feel, and act more like they did before they had psychosis.
• Improved relationships: People experiencing psychosis usually cannot relate to friends,
family, and other significant people in their lives as they did before the psychosis. Once the
psychosis begins to subside, though, they can begin to rebuild those relationships.
• More connections with outside world: Perhaps because they have fewer symptoms to
deal with – and more support from other people – people recovering from psychosis often can
focus more time and energy on important personal goals like completing school, getting a good
job, enjoying friends and family, and other things that make life fun and meaningful.
What helps people recover from psychosis?
The most important thing that helps people recover from psychosis is getting active. It may
sound strange, but passively sitting around waiting for medicine and the professionals to cure
you is usually not the way recovery happens! Most people who recover get active by:
• Participating in treatment: Active treatment participants partner with their treatment
providers to learn all they can about their treatment options, such as medications and therapy.
They keep their appointments with these providers and give the providers honest feedback
about how treatment is working or not working for them.
• Focus on personal goals: Personal goals in work, school, or other areas of life can be
strong motivators for people recovering from psychosis. If they are not immediately ready to
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resume all their previous activities, people recovering from psychosis can set smaller, more
realistic goals that will help them make progress.
• Finding needed support: Friends, family, and other important people can provide important
encouragement as people recover from psychosis. In addition, support groups for people who
are recovering from psychosis can be important. In a support group you can find hope, friends,
pride and proven strategies for getting well.
• Taking care of yourself: Recovering from psychosis is hard work, so people recovering
from psychosis must make sure they take good care of themselves. This means they need
good diets, plenty of exercise and sleep, and regular medical check-ups.
• Taking an honest look at drug and alcohol use: For some people, drug and alcohol use
can trigger psychosis or make it worse. It can really help to take an honest look at your drug or
alcohol use and ask yourself, “has it contributed to my psychosis?”
• Keep your time structured: Many people find that being bored is stressful. Just hanging
around doing nothing is typically not helpful. Get busy and structure your day with activities
such as school, work, volunteering, friends and exercise. Try to find the right balance between
time alone and with time around people.
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The Maryland Early Intervention Program: Helping people live their best lives
How can family members help?
What is psychosis?
Psychosis occurs when a person loses contact with reality. The word “psychosis” scares some
people, but it actually describes an experience that many people have. Three out of every 100
people experience psychosis at some time in their lives, and most of them recover.
What causes psychosis?
Psychosis could have a number of different causes, and many researchers are working to
understand why psychosis occurs. Some popular ideas are:
• Biological: Some people are more likely to develop psychosis because of their biology or
their heredity. Many cases of psychosis have been linked to problems with neurotransmitters,
or the chemical messengers that transmit impulses throughout a person’s brain and central
nervous system. In addition, the relatives of people who experience psychosis are more likely
to experience psychosis themselves.
• Other factors: A person’s first episode of psychosis can be triggered by stressful events or
by drug use (especially use of marijuana, speed, or LSD).
What is the role of the family in recovery from psychosis?
Family members can be extremely important in the recovery process. The person may have
difficulty in the early period with many things which used to be easy for them. When a person
is recovering from their psychotic episode you can provide love, stability, understanding and
reassurance, as well as help with practical issues. There are many ways that family members
can help a person in recovery from psychosis. Family members can:
• Help the person with psychosis get to treatment appointments and work with their treatment
team.
•

Stay in regular contact with the treatment team.

•

Advocate for the person with psychosis to get the support he/she needs.

•

Learn about psychosis so you know what is happening.

•

Assist with remembering and initiating appointments and activities.

•

Observe and report symptoms the person with psychosis may not be aware of.

•

Include the person with psychosis in family and social activities.
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•

Maintain a safe, positive, supportive atmosphere at home.

•

Help with finances.

•

Take care of yourself and get your questions answered.

•

Understand the goals that your loved one has for recovery.

•

Be patient.

•

Attend family support groups in your area so learn how other families cope and support the
recovery of loved ones.

The Early Intervention Team: Helping People Live Their Best Lives

50

Maryland Early Intervention Program
Team Leader Manual

What is the Early Intervention Team?
The Early Intervention Team is a program to help young people who are experiencing psychosis
get effective treatment so that they can successfully reach their goals in life such as completing
school, getting a good job, living independently and having rewarding relationships with friends.
What does the Early Intervention Team Offer?
The goal of the Early Intervention Team is to provide hope and effective treatment so that young
adults with psychosis can achieve their goals in life. Rather than working with just one mental
health professional, we offer a collaborative team approach that relies on everyone’s strengths
and energy. The young adult with psychosis is a member of the team, along with the family and
other mental health professionals. A team leader helps to keep everyone on the team working
together toward the young adult’s recovery. We use a “shared decision making” approach. That
means that the young adult and the team work together to decide on the best treatment options.
The treatment offered includes:
1. A comprehensive assessment of the young adult’s personal recovery goals to inform and
guide treatment.
2. Treatment and support from team members including a doctor, mental health professionals,
and vocational specialists who have worked with people recovering from psychosis.
3. Counseling for family members focused on providing information about psychosis and
teaching family members how to assist young people in their recovery.
4. Coaching from a vocational specialist with expertise in helping young people identify and
reach their school and work goals.
5. Assistance with strategies for building healthy relationships and coping with problems in
positive ways.
6. Treatment and support for drug or alcohol problems.
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Needs Assessment Form
Participant Name: __________________________ Date Discussed with Team: __________
Participant’s Goals for the Next Three Months:

Participant’s Long-Term Goals:

Major Factors That Will Help Participant Achieve Short-Term Goals:

Factors That May Make It Harder to Achieve Short-Term Goals:

Does participant have a Safety Plan in Place? _____ Yes _____ No
If No, Will be put in place by: __________ (Date)

What is working well with it?

Are there places it needs to be strengthened?

Does participant have a Wellness Management Plan in Place? _____ Yes _____ No
If No, Will be put in place by: ___________ (Date)
What is working well with it?
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Are there places it needs to be strengthened?
Part 2: Resources/Skills/Behaviors To Be Further Developed To Achieve Goals:
Short-Term
No
Yes
Plan
Who?
Safety
Financial
Family Support
Medical
Wellness Mgmt.
Specific
Coping Skills
Educational
Support
Employment
Support
Social Support
Substance
Abuse
Trauma
In the Future:
Safety

No

Yes

Plan

When?

Financial
Family Support
Medical
Wellness Mgmt.
Specific
Coping Skills
Educational
Support
Employment
Support
Social Support
Substance
Abuse
Trauma
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The Family Voice: What Do Families Experience?
Joyce Burland and Laurie Flynn
“It’s hard to overstate the devastating impact of psychosis on the family. Each person in
the family will have their own reaction but nobody will be unaffected. Whether psychotic
symptoms manifest insidiously over many months or suddenly in only a few weeks, they
create an environment of crisis, confusion, grief and fear. Imagine seeing your son or
daughter, sibling or spouse become quite literally a stranger. The formerly cheerful person
may become moody, withdrawn and nearly silent. The warm and helpful daily contributor
to family harmony is now an angry, suspicious and accusatory person. There may be
discussion of improbably weird ideas and conversations with taunting voices only he or she
can hear. The regular world, and the rhythm and routine that lends structure to our day,
seem very far away. Trying to understand and manage increasingly erratic and frightening
behavior totally dominates family life. For some caregivers the home becomes a prison
they can’t leave unless another family member is “on duty” with the unstable and sometimes
hostile consumer. Other family members are neglected and overwhelmed in the chaos.
Everyone feels helpless, exhausted and somewhat desperate. Families are emotionally
isolated and may disagree about what to do, bringing another layer of tension to the
household. Life with a psychotic family member feels a lot like riding on a rollercoaster at
breakneck speed – while blindfolded. Days of near normal calm are suddenly punctuated
by terrifying threats of harm to self or others, or angry episodes triggered by imaginary
enemies. Absolutely nothing seems to make sense and nothing can be predicted. It takes
a tremendous amount of energy and advance planning to manage mundane thing like
business travel, shopping for groceries, routine house and yard work, and running errands.
No longer can you anticipate and enjoy family birthdays and other social events. As the
weeks and months drag on amid deepening distress, families feel growing sadness, grief
and guilt. How could this happen to our loved one?? What does it mean?? Will he or she
ever get better?? Will our old life ever be regained?? Over time and after many emotionally
draining crises, family members may begin to lose all hope.”
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The Family Voice: What Is Needed To Work Effectively with Families?
Joyce Burland and Laurie Flynn
“In the wake of intense trauma and life dislocation brought on by a psychotic break,
families need humane and gentle guidance to see them through the shock and fear they
experience. Three things will matter the most to them: understanding, compassion and
respect. Understanding must center in a provider’s clarity regarding the clinical normalcy
of families’ trauma responses, so they are not miscast as problem families on the basis of
their behaviors. Shock may look like maladaptive detachment, but it is not; forgetfulness
must not be confused with disinterest; anger protects against the grief of shattered dreams;
obsessive worry may seem intrusive, but it is unavoidable in traumatic circumstances.
Misinterpretation of these normative family reactions is common in the field, leading to
negative judgments which are fundamentally iatrogenic in trauma care. Compassion
provides the most nourishing and beneficial approach, letting families know that you
empathize with their sense of desperation, their need to ward off painful recognition, and
their seemingly irrational belief that everything will go back to the way it was. Family
strength may not be readily apparent in this early stage of adaptation to trauma, but it is
there. The key to liberating it is respect, defined as a continuing and growing appreciation
of the family’s expertise in knowing the circumstances and resources of the person they love
who is struggling forward, their commitment to care in the face of heart-rending reversals,
and their willingness to forfeit anything that stands in the way of their loved one’s well-being.
Families will unite with the treatment team when given understanding, compassion and
respect. When people are traumatized, let them be and just give them what they need.”
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Family Involvement Decisional Balance – Instructions
This task involves identifying reasons that the participant might want his/her family to be more
involved in his/her treatment, identifying specific ways in which he/she would like family to be
involved, and helping strengthen his/her commitment to involving family. The participant is
asked to complete the modified decisional balance form. With coaching from the team leader,
the participant lists both the potential benefits and the downsides of family involvement using
this sheet. The team leader should prompt the participant to complete the form. However, the
team leader can use information gained from previous discussion/assessments to help inform
the exercise.
Instructions:
“I want you to have the chance to think systematically about the pros and cons of involving your
family in your care. Let’s look at this form where we can list your reasons. What would be all the
good points of having your family involved in your care?”
Have the participant fill out the form. As the participant identifies potential benefits to having
family involved, the team leader may want to query the participant as to how a particular
outcome may also benefit them in terms of treatment and recovery if this is not clear.
Once the participant has listed the positives to family involvement, the team leader should
prompt him/her to list the negatives
“What would be the negatives of having your family involved in your care?”
Have the participant fill out the section regarding the negatives.
“Ok, now I would like you to go back and circle the most important reasons to have your family
involved and the most important reasons not to have your family involved. Which reasons really
count?”
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This exercise is from the Family Member Provider Outreach Manual:
Glynn, S.M., Cohen, A.N., Murray-Swank, A., Drapalski, A., Dixon, L. (2010). Family Member
Provider Outreach (FMPO) Manual. Unpublished manual, VA Maryland Health Care System,
Baltimore, MD.
Family Involvement Decisional Balance Form
Good Outcomes from Having Family More Involved in Care:
1.
2.
3.
4.
5.
6.
7.
8.
(Examples: relatives might feel calmer if they know the doctor, might be able to manage
medication better, relatives might be able to help me more if I have a symptom flare-up, relatives
might be able to help me reach some of my goals)
Bad Outcomes from Having Family More Involved in Care
1.
2.
3.
4.
5.
6.
7.
8.
(Examples: might risk privacy, might feel too controlled, might lead to more fights)
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VALUES CLARICATION EXERCISE
The goal of this exercise is to help participants clarify their personal values and how they
relate to family involvement in care, through the use of the values clarification exercise. The
team leader first puts provides three pieces of paper labeled “Very Important,” “Moderately
Important,” and “Little or No Importance” at the top. Participants are given the list of values
cards and asked to sort them into three piles (very important, moderately important, little
or no importance). These values cards include concrete issues of interest to most persons
(e.g., “getting along with my family”) and those of special relevance to persons with serious
psychiatric illnesses (e.g. “staying out of the hospital,” “keeping symptoms to a low level,” “not
embarrassing myself in public”). If a participant says “I don’t know,” the team leader prompts
with, “Make your best guess.” If this does not help the participant make a choice, the team
leader can make a “Do Not Know” category.
“I want to understand what is really important to you in life. Here is a set of life values cards.
They describe experiences and values that are important to some people but not to others.
Would you please read each one and then put in the pile which reflects how important that value
is personally, to you?”
After all the cards are sorted, the team leader then takes the pile of most importance and
discusses how family might be related to each value by asking the participant:
“How do you think your family being involved in your care and getting more support might be
related to (this value)?”
Life Values for the Cards
•

Living independently in my own apartment or house

•

Paying my bills

•

Getting along with my family

•

Having a fun social life

•

Having friends

•

Being self-sufficient

•

Meeting new people

•

Having a partner

•

Dating

•

Staying out of the hospital

•

Feeling proud of myself
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•

Having nice clothes

•

Having a nice car

•

Not embarrassing myself in public

•

Having something productive to do with my time

•

Having extra money

•

Keeping my symptoms to a low level

•

Having a hobby

•

Helping others

•

Making others who care about me proud

•

Recovering from my mental/emotional problems

•

Reducing stress

•

Having a strong religious/spiritual life

•

Being in good physical health

•

Creativity

•

Going to school

•

Working

Important values and their relation to family involvement are noted on a separate sheet of
paper by the team leader. Values that are inconsistent with family involvement are discussed
with the client. For example, the client may value “being self-sufficient” and believe that family
involvement in care may conflict with this goal. The team leader helps the client resolve
the discrepancy between the value and family involvement. For example, in the situation
just mentioned, the provider would ask the participant if he/she has known of self-sufficient
individuals (perhaps friends or relatives) who still consult with others about health decisions.

This exercise is from the Family Member Provider Outreach Manual:
Glynn, S.M., Cohen, A.N., Murray-Swank, A., Drapalski, A., Dixon, L. (2010). Family Member
Provider Outreach (FMPO) Manual. Unpublished manual, VA Maryland Health Care System,
Baltimore, MD.
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Motivational Enhancement to Increase Commitment to Family Collaboration
and Resolve any Potential Ambivalence about Family Involvement
Motivational Interviewing
Motivational interviewing is a client-centered, directive method for enhancing intrinsic motivation
to change by exploring and resolving ambivalence. Motivational interviewing is designed to help
clients identify specific ways in which family involvement could be helpful, explore ways they
would like family to be involved or not be involved, and to resolve any ambivalence they may
have regarding having their relatives working with the treatment team. The session should be
conducted in a casual, conversational style. Rather than utilizing confrontation, the provider
uses active listening and careful questioning to assist clients in moving toward a greater
commitment to having their relatives collaborate in their care. Interactional style is a critical
component of motivational interviewing. The overarching principles of interpersonal interaction
in this session are as follows:
Principle 1: Express Empathy.
Acceptance facilitates change.
Skillful reflective listening is fundamental.
Ambivalence about change is normal.
Principle 2: Develop Discrepancy.
Change is motivated by a perceived discrepancy between present behavior and important
personal goals or values. Whenever possible, the client rather than the provider should present
the arguments for change.
Principle 3: Avoid Arguments and Direct Confrontation.
Avoid arguing for change.
Resistance is not directly opposed.
Principle 4: Roll with Resistance.
New perspectives are invited but not imposed.
The client is a primary resource in finding answers and solutions.
Resistance is a signal for the provider to respond differently.
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Principle 5: Support Self-Efficacy.
The client’s belief in the possibility of change is an important motivator.
The provider’s own belief in the person’s ability to change becomes a self-fulfilling prophecy.
While the format is semi-structured, all interactions should follow a conversational style utilizing
the OARS interaction format:
•

Ask Open-Ended Questions

•

Affirm Positive Statements

•

Listen Reflectively – continuing the client’s statements, guessing feelings, moving to a
deeper level of feelings (amplified reflective listening)

•

Summarize what the client has said

The goal is to establish a collaborative relationship with the client wherein he/she works with
the provider to help identify the benefits to having family involved and how they would like
their family involved, develop a stronger commitment to working with the treatment team,
and, if necessary, resolve any ambivalence about the team being involved with the relative.
The general format for interaction is as follows: the provider asks open-ended questions, the
client responds, and the provider summarizes the response, utilizing an empathic stance.
Summarizing, restatements, and affirmations are crucial. The provider should monitor the
number of direct questions asked and avoid asking more than two questions in a row.
In all conversations, the provider strives to support “change talk,” which works against
maintaining the status quo (disengagement). The key elements of change talk include helping
clients:
•

Recognize disadvantages of the status quo

•

Recognize advantages of change

•

Express optimism about change

•

Express intention to change

Many questions can be used to elicit change talk when working with a client. Some examples
are listed below.
Examples of Open-Ended Questions to Evoke Change Talk
1. Disadvantages of the status quo
What worries you about your current situation?
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What kinds of difficulties have your problems brought to your family?
Have you noticed your family struggling with concerns about you?
Have you noticed your situation stressing out your family?
What difficulties or hassles have you had in relation to your current situation?
How is your situation stopping you from doing what you want to do in life?
What do you think will happen if you don’t change anything? Would involving your family offer
another opportunity for change?
2. Advantages of change
How would you like for things to be different?
What would be the good things about your family helping you get a better handle on your
situation?
What might be good about your family understanding your situation a little better/getting more
information on how they might support you? If you could make this change and you could get
better immediately, by magic, how might things be better for you?
Do you think your family might benefit from more support/information?
What would be the advantages of having your family work more closely with your doctor and
your treatment team?
3. Optimism about change
What encourages you to think that family collaboration might help?
What do you think would work for you, if you decided to try to be more open to your family
participating in your care?
How confident are you that you can make this change? What would make you feel more
confident?
4. Intention to change
What are you thinking about encouraging your family to be more involved in your care at this
point?
I can see that you’re feeling stuck at the moment. What’s going to have to change for you to
stay involved? What do you think you might do?
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How important is improving your situation? How much do you want to do this?
As clients respond to these questions, the provider’s goal is to reiterate statements they make
supporting positive change, while acknowledging impediments and discouragement. The
provider should utilize frequent summaries and restatements of clients’ input. This technique
both assures clients that they have been heard and helps clarify the specifics of the client’s
comprehension of the situation.
This handout is from the Family Member Provider Outreach Manual: Glynn, S.M., Cohen, A.N.,
Murray-Swank, A., Drapalski, A., Dixon, L. (2010). Family Member Provider Outreach (FMPO)
Manual. Unpublished manual, VA Maryland Health Care System, Baltimore, MD.
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Safety Plan
Step 1: Warning signs:
1.

_____________________________________________________________

2.

_____________________________________________________________

3.

_____________________________________________________________

Step 2: Internal coping strategies: Things I can do to distract myself without contacting
another person:
1.

_____________________________________________________________

2.

_____________________________________________________________

3.

_____________________________________________________________

Step 3: People who can help to distract me:
1.

Name_________________________________ Phone____________________

2.

Name_________________________________ Phone____________________

3.

Name_________________________________ Phone____________________

Step 4: People I can ask for help:
1.

Name_________________________________ Phone____________________

2.

Name_________________________________ Phone____________________

3.

Name_________________________________ Phone____________________

Step 5: Professionals or agencies I can contact during a crisis:
1.

Clinician Name__________________________ Phone____________________
Clinician Pager or Emergency Contact #_____________________________

2.

Clinician Name__________________________ Phone____________________
Clinician Pager or Emergency Contact #_____________________________

3.

Local Hospital ED _________________________________________________
Local Hospital ED Address/Phone ___________________________________

4.

Suicide Prevention Lifeline Phone: 1-800-273-TALK

Making the environment safe:
1.

_______________________________________________________________

2.

_______________________________________________________________

3.

_______________________________________________________________
Reprinted with permission from Stanley & Brown (2008, 2010)
© Stanley & Brown, 2008
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Wellness Management Plan
The purpose of this plan is to help me stay well and move forward in my recovery and in my life.
It includes things I should do to stay well, and things I should avoid because they stand in the
way of my recovery.
Things I can do that help me feel healthy, calm, and in control of my recovery each day:
1.

_____________________________________________________________

2.

_____________________________________________________________

3.

_____________________________________________________________

4.

_____________________________________________________________

5.

_____________________________________________________________

Things I should avoid because they make it harder for me to stay well:
1.

_____________________________________________________________

2.

_____________________________________________________________

3.

_____________________________________________________________

4.

_____________________________________________________________

5.

_____________________________________________________________

Relapse Prevention:
Early warning signs that alert me to pay more attention to my health and wellness:
1.

_____________________________________________________________

2.

_____________________________________________________________

3.

_____________________________________________________________

4.

_____________________________________________________________

5.

_____________________________________________________________

Strategies for managing early warning signs and preventing a crisis:
1.

_____________________________________________________________

2.

_____________________________________________________________

3.

_____________________________________________________________

4.

_____________________________________________________________

5.

_____________________________________________________________
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Transition Plan

Client Name___________________ Anticipated D/C Date:

_________________
List goals the consumer and team have been working on in the areas below. What progress
has been made towards these goals? Which have been successfully achieved and which
require additional work? For each domain, discuss the consumer’s vision of what success in the
community would look like and identify areas in need of attention in the community. Review the
connections or resources or interventions that the consumer need in the community to achieve
his/her vision. What practical issues need to be figured out and who can help the consumer now
and in the future?
Attainment of Goals During Work with
Early Intervention Team
Goal #:

1

2

3

4

5

Fully Attained

Mostly
Attained

Partially
Attained

Limited
Progress

Not Attained

1. ______________________________
_________________________________
2. ______________________________
_________________________________
3. ______________________________
_________________________________

Need for Continued Services
Domain:
1.

Psychiatrist/Medication

2.

Counseling/Therapy

3.

Physical Health

4.

Insurance/Benefits

5.

Vocational/Educational

6.

Family Support

7.

Peer Support

1

2

3

No
Ongoing
Needs

Needs
Identified,
Resources
in Place

Needs
Identified,
Referrals
Provided

4

5

Needs Iden- Participant
tified, Team
Not
Seeking
Interested
Resources At This Time

8. Substance Abuse
9.

Trauma

10. Other: _______________

Team Members’ Tasks:

Participant/Family Tasks:

_____________________________________

_______________________________

____________________________________

______________________________
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