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E d u c a t i o n               
“ Knowledge is the key to opening new doors! ”  

                                   Jefferson County Mental Health Coalition
     A resource booklet for:
· yourself

· your children
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other family members

· your friends

· your neighbors

· anyone!

This booklet was developed by the
Jefferson County Mental Health Coalition.
Vision Statement:  The Jefferson County Mental Health
Coalition shall provide Help, Opportunity, Prevention and

Education to individuals and their families so they can
 achieve the greatest independence possible with the belief that “Knowledge is the key to opening new doors”!
Revised May, 2013
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Introduction

It is challenging, at best, to know what to do when you or someone you care about is experiencing serious depression, intrusive thoughts or sensations, intense anxiety, feelings of being overwhelmed, bizarre behavior, destructive substance abuse, or suicidal thoughts. These signs and symptoms can constitute or lead to a behavioral health crisis or emergency.

This booklet is a guide for people who may be experiencing these and other symptoms of a crisis, for family members and friends who care and are concerned, and for community service providers who may first come in contact with a person needing assistance. It will hopefully provide guidance, support, answers, and resources in negotiating the often fragmented and confusing system of services and treatments. It will also suggest how to offer help in the most respectful and effective manner.

Empowerment and Recovery

“How a crisis is handled by others can make the
difference between a positive or negative outcome.”
Mary Ellen Copeland
The primary goal of this booklet is to guide the reader in offering assistance and interventions that respect individuals’ freedom and rights to self-determination in the midst of a crisis. It requires a delicate balancing act to respect individual freedoms while also assessing issues of safety and risk, and securing necessary services.

The guidelines and suggestions here are informed by the work of recovery advocates as well as treatment and service professionals. Sources are credited throughout. It is essential for those involved at this stage of intervention to trust the health and strengths of the person experiencing the crisis and have hope in their ability to recover. “The system should assume that every person that walks through the door has the potential for recovery . . . Just assume that recovery is possible,” states a publication from the National Technical Assistance Center for State Mental Health Planning.

Resources

Resources

	Mental Health Treatment

	Bridgeway
(319) 524-3873              (319) 208-0894

208 Bank Street             1105 W. Derek Lincoln Dr

Keokuk, IA 52632           Burlington, IA 52655 
	Chautauqua Clinic

(641) 472-7216

204B West Burlington Ave; Fairfield, IA 52556

	First Resources

(641)472-4106 or (641) 682-2800

1010 E. Williams; Ottumwa Iowa  
	Foundation II (Mental Health Crisis Line)

(800) 332-4224

	Life Solutions Behavioral Health

(641) 472-5771 

301 W. Burlington; Fairfield, IA 52556
	Life Solutions Behavioral Health

(319) 385-8051 

106 N. Jackson; Mt. Pleasant, IA  52641

	New Directions

(641) 672-3159

1229 C Ave. E
Oskaloosa, IA 52577
	Ottumwa Mental Wellness Center
(641) 684-7744

1112 N. Van Buren Ave Suite 2

Ottumwa, IA 52501

	Patrick Pomfrey, Psy.D.
(641) 469-3170

306 W. Stone Ave.; Fairfield, IA 52556
	Southern Iowa Mental Health Center

(641) 682-8772

110 E Main St.; Ottumwa, IA 52501

	Substance Abuse Treatment

	Alcohol Drug Dependency Program (ADDS) (319) 385-2216

122 N. Main Street; Mt. Pleasant, IA 52641
	First Resources

641-472-4106 or 641-682-2800

333 N. Court ; Ottumwa, IA  52501

	Hope House

(641) 937-5056

6971 Ashland; Agency IA 52530
	MECCA 

(319) 351-4357

430 Southgate; Iowa City, IA 52240

	Mt. Pleasant Treatment Center (MHI; both dual treatment and straight substance abuse)(319) 385-7231
1200 E. Washington St.; Mt. Pleasant 52556
	Salvation Army
Des Moines – (515) 243-4277

Davenport -   (563) 323-2748



	SIEDA Drug and Alcohol Counseling
(641) 472-5834   
201 South 23rd St; Fairfield, IA 52556
	SIEDA Substance Abuse Crisis Line
(641) 777-0327



	Medical Care

	Fairfield Clinic
(641) 472-4141

2000 C South Main Street

Fairfield, IA 52556
	Ottumwa Regional Walk-In Clinic
(641) 684-2551

Quincy Place Plaza(across from mall)
Ottumwa, IA  52501

	Jefferson County Specialty Clinics
(641) 472-4111

2000 South Main Street

Fairfield, IA 52556
	Medical Arts Clinic
(641) 472-4156

2000 B South Main Street

Fairfield, IA 52556

	River Hills Medical Center

(641) 683-5773 or (800) 452-1098

201 South Market

Ottumwa, IA 52501
	River Hills Medical Center

(319) 456-2045
100 West Main

Richland, Iowa 52585

	The Tree of Life FREE Medical Clinic

(319) 930-3001
Wayland, IA 52654
	Van Buren County Hospital & Clinics
(319) 293-3171 or (800) 873-8224

304 Franklin St.; Keosauqua, IA 52565


	Psychological Testings

	Center for Disabilities and Development- University of Iowa Children’s Hospital (319) 353-6900
100 Hawkins Dr. ;Iowa City, IA 52242
	Dr. Dawson (Contact the SICM Ottumwa office for scheduling)

(641) 684-6399 

207 W. 2nd St.; Ottumwa, IA 52501

	Mike Baird- contracts with Optimae in Ft. Madison, IA

(319) 372-3566

509 Ave. F; Ft. Madison, IA 52627
	Psychological Services of Ottumwa-

Kathleen Murray 

(641) 954-9146 (office) 479-530-7003 (cell)

226  W. Main St.; Ottumwa, IA 52501

	Patrick Pomfrey, Psy.D.
(641) 469-3170

306 W. Stone Ave.; Fairfield, IA 52556
	Porter Psychological Associates-

Dr. Porter (319) 385-4277 (office)

(319) 400-4530 (cell)

104 E. Clay; Mt. Pleasant, IA 52641

	Seashore Psychology Clinic- University of Iowa 

(319) 335-2467

Stuit Hall;375 Jefferson St. ;Iowa City, IA 52242
	

	             Hospitalization and Psychiatric Services

	Broadlawns

(515) 323-8865

1801 Hickman Road; Des Moines, IA 50314
	Covenant Medical Center
(319) 272-5151

441 E. San Marnan Dr.; Waterloo, IA 50702

	Genesis
(563) 421-1000
1401 West Central Park;Davenport,IA 52804
	Great River Medical Center

(319) 768-1000

1221 South Gear; West Burlington, IA 52655

	Iowa Lutheran 
(515) 526-8745

700 E.University Ave
Des Moines, IA 50316
	Jefferson County Health Center –Emergency Physician Assessment
(641) 472-4111
2000 South Main; Fairfield, IA 52556

	MHI (Mental Health Institute)

Mt. Pleasant   (319) 385-7231

1200 E. Washington; Mt. Pleasant, IA 52641
	St. Luke’s Hospital

(319) 369-7134

1026 A Avenue NE; Cedar Rapids, IA 52402

	University of Iowa Hospitals & Clinics

(319) 356-1616

200 Hawkins Drive Iowa City, IA 52240
	Van Buren County Hospital – Emergency Physician Assessment 
(319) 293-3171 or (800) 873-8224

304 Franklin Street; Keosauqua, IA 52565

	Other Psychiatric Hospitals:

Mary Greeley, Ames (515) 239-2011/2682

Mercy, Cedar Rapids, (319) 398-6772/6011

Mercy, Davenport (563) 244-5555

Mercy, Dubuque (563) 589-8000

Mercy Franklin, Des Moines (515) 271-6300 / 6111

Mercy Medical Center, Mason City (641) 422-7737

MHI, Cherokee (712) 225-2594

MHI, Clarinda (712) 542-2161
MHI, Independence (319) 334-2583

Sartori Memorial Hospital, Cedar Falls (319) 268-3000

VA Hospital, Iowa City (319) 338-0681

VA Hospital, Knoxville (641) 842-3101 or (800) 816-8878

Vision Quest, Oskaloosa (641) 672-3277


	                                            Pharmacies

	Hy-Vee Pharmacy

(641) 472-3542

1300 W. Burlington Ave; Fairfield, IA 52556
	Jefferson County Health Center

(641) 472-4111

2000 South Main; Fairfield, IA 52556

	Lee Pharmacy

(319) 293-3128 or (800) 716-0392

601 1st St.; Keosauqua, IA   52565 
	 Wal-Mart Pharmacy

(641) 472-6199

2701 W. Burlington; Fairfield, IA 52556

	                                       Court Advocate

	Mental Health Advocate – 8 A

(641) 684-2155
211 E. 4th St. PO Box 1547; Ottumwa, IA 52501
	Mental Health Advocate – 8 B

319-931-2939

910 Cottonwood  Box 12;Burlington, IA 52601

	Funding for Services

	Department of Human Services (DHS)

(641) 472-5011

304 S Maple St; Fairfield, IA 52556
	Division of Vocational Rehabilitation

(319) 753-2231
1000 North Roosevelt; Burlington, IA 526011

	Division of Vocational Rehabilitation

(319) 753- 2231

1000 N. Roosevelt; Burlington, IA 52601
	Division of Vocational Rehabilitation

(641) 682-7569

651 Indian Hills Dr; Suite 2; Ottumwa 52501

	Jefferson County

Central Point of Coordination

(641) 472-8637Courthouse; Fairfield, IA  52556
	Jefferson County

General Relief and Veterans Affairs

(641) 472-3013 Courthouse; Fairfield, IA 52556

	SIEDA Community Action (Fairfield)

(641) 472-6140

302 S. 23rd St.; Fairfield, IA  52556
	SIEDA Community Action – (Keosauqua)
(319) 293-3722

701 First Street; Keosauqua, IA 52565

	Van Buren County Community Service 

(Salvation Army, General Relief and Veterans Affairs)(319) 293-3793   404 Dodge St, Box 475; Courthouse; Keosauqua, IA 52565
	Van Buren County

Central Point of Coordination
(319) 293-3793

404 Dodge, Box 475; Keosauqua, IA 52565

	                                  Community Supports

	Area Education Agency (AEA)

641-472-3414

2000 W. Jackson; Fairfield, IA 52556
	Area 15 Housing (Low Income Housing)

(641) 937-5222 or (800) 848-9438

417 North College; Agency, IA 52530

	Bridgeway

(319) 208-0894

1105 Derek Lincoln Dr;West Burlington 52655
	Center Village Residential Care Facility     of TENCO
(319) 293-3107

19248 Maple Ave.; Keosauqua, IA 52565

	Department of Human Services (DHS)

(641) 472-5011

304 S Maple St; Fairfield, IA 52556
	Family and Children Services

(641) 683-1302

102 N Hancock Ottumwa IA

	First Resources

(641) 684-6239

835 W. Main; Ottumwa, IA 52501
	Good Samaritan Society (nursing home) (319) 293-3761
819 Country Lane Rd.; Keosauqua, IA 52565

	Insight Human Services (Community)

(319) 385-2046

2205 E. Washington
Mt. Pleasant, IA 52641

	Jefferson County CPC

(641) 472-8637

51 W. Briggs

Fairfield, IA 52556

	Jefferson County General Assistance and Veteran’s Affairs (641) 472-3013
50 W. Briggs, Courthouse; Fairfield, IA  52556
	Jefferson County Public Health

(641) 472-3013
50 W. Briggs, Courthouse; Fairfield, IA  52556

	Lord’s Cupboard of Jefferson County

(641) 472-8457

54 South B; Fairfield, IA  52556
	National Alliance for the Mentally Ill (NAMI) For information and referral call:

(888) 999-6264

	Oaks Assisted Living

(641) 470-1444 or (641) 472-5022
2235 Hwy. 34 East; Fairfield, IA 52556
	Optimae LifeServices 
Jefferson/Van Buren County 

(641) 472-7236 

301 West Burlington Ave; Fairfield, IA 52556

	Ottumwa Regional Home Care

(641) 684-3139

935 Pennsylvania Ave. Ottumwa, IA 52501
	Parkview Care Center (nursing home)

(641) 472-4808

2237 Hwy. 34 East; Fairfield, IA 52556

	Role Recovery Center (Optimae)

(641) 472-1408

206 West Burlington Ave; Fairfield, IA 52556
	Salvation Army

Jim McAffe,  New Life Church  (641) 472-2524

500 W. Washington Ave.; Fairfield, IA 52556

	Seneca Case Management – Frail Elderly

(641) 472-6426

209 S. Court; Fairfield, IA 52556
	SIEDA Community Action (Fairfield)

(641) 472-6140

302 S. 23rd St.; Fairfield, IA  52556

	SIEDA Community Action – (Keosauqua)
(319) 293-3722

701 First Street; Keosauqua, IA 52565
	SIEDA Drug and Alcohol

(641) 472-5834

302 S. 23rd St.; Fairfield, IA  52556

	Southeast Iowa Case Management

Elderly Office (Mt. Pleasant (319) 986-5071; 1000 W. Washington Ste. 105; PO Box 855; 

Mt. Pleasant, IA 52641
	Southeast Iowa Case Management (Fairfield) (641) 472-3523 /(800) 967-3085

101 N. 16th; P.O.Box 1103; Fairfield, IA 52556


	SunnyBrook Assisted Living

(641) 469-5778

3000 West Madison Ave.; Fairfield, IA 52556
	SunnyBrook Living Care Center (nursing home)(641) 209-1600
400 Highland Ave.  Fairfield, IA 52556

	Systems Unlimited

(319) 653-3356

114 S. Iowa; Washington, IA 52353
	Tenco Industries

(641) 472-9233

3001 West Grimes Ave.; Fairfield, IA 52556

	The Arc of Jefferson & Nearby Counties

(641) 472-4449 or (641) 919-7442

PO Box 806; Fairfield, IA 5255
	Tri-State Coalition (Crisis Center)

(800) 498-5095

Box 494; Keokuk, IA 52632

	Van Buren County Community Service 

(Salvation Army, General Relief and Veterans Affairs)
(319) 293-3793   404 Dodge St, Box 475; Courthouse; Keosauqua, IA 52565
	Van Buren County

Central Point of Coordination
(319) 293-3793

404 Dodge, Box 475; Keosauqua, IA 52565

	Van Buren Job Opportunities

(319) 293-6276 0r (800)221-6276

304 Franklin St; Keosauqua, IA 52565
	Women’s Crisis Center

(641) 683-3122

P.O. Box 446; Ottumwa, IA 52501

	Other County and State offices

	Disability Rights Iowa

 (515) 278-2502 or (800) 779-2502

400 East Court., Suite 300; Des Moines 50309
	Jefferson County Clerk of Court

(641) 472-3454

50 W. Briggs; Courthouse Fairfield, IA

	Social Security Administration

(641) 682-8501/8502 or (800) 772-1213

2429 N. Gate; Ste. A

Ottumwa, IA 52501
	Van Buren County Clerk of Court
(319) 293-3108

406 Dodge Street

Keosauqua, IA 52565


	Child Care/Parenting

	Child Care Resource and Referral

(641) 673-0678 or (877) 277-4396

212 N. 1st St.
Oskaloosa, IA  52501
	Child Health Specialty Clinic
(641) 682-8145

317 Vanness Ave.
Ottumwa, IA  52501

	Employment Services & Supports

	First Resources - Ottumwa


(641) 684-6239 

835 W. Main; Ottumwa, IA 52501
	Iowa Vocational Rehabilitation Services

(319) 753-2231

1000 N. Roosevelt; Burlington, IA 52601

	Iowa Vocational Rehabilitation Services (641) 682-7569
651 Indian Hills Drive, Ste. 2
Ottumwa, IA 52501
	Optimae LifeServices
(641) 472-7236

301 W. Burlington
Fairfield, IA 52556

	Tenco Industries

(641) 472-9233

3001 West Grimes; Fairfield, IA 52556
	Van Buren Job Opportunities

(319) 293-6276 or (800) 221-6276

304 Franklin;Keosauqua, IA 52565

	Home Health Agencies

	Jefferson County Public Health
(641) 472-5929

200 West Briggs Av. , Fairfield, IA  52556
	Nurse In The House (Optimae)
(641) 472-4464

2280 W. Tyler; Ste. 224; PO Box 2017; Fairfield, IA 52556

	Ottumwa Regional Home Health

(641) 684-3136
935 Pennsylvania Ave.; Ottumwa, IA 52501
	SunnyBrook Home Care
(641) 472-4808
400 Highland Suite 102, Fairfield, Iowa 52556

	Van Buren County Hospital Home Care   

(319)293-3171 ext 1274 

304 Franklin St, Keosauqua, IA 52565
	Van Buren County Public Health
(319) 293-3431

905 Broad St., Keosauqua, IA 52565

	Transportation

	Jefferson Co. Hospital Courtesy Van  (641) 472-4115

2000 South Main; Fairfield, IA 52565
	10-15 Transit/Ottumwa Regional Transit   (800) 227-6390

2417 South Emma; Ottumwa, Iowa 52501

	TMS/Non Emergency Medical Transportation (NEMT)

(866) 572-7662

www.tmsmanagementgroup.com
	Jefferson County Taxi Service

	Law Enforcement

	Jefferson Co.  Sheriff / Fairfield Police

(641) 472-4146

1200 West Grimes; Fairfield, IA 52556
	Van Buren County Sheriff

(319) 293-3426

907 Broad St.; Keosauqua, IA 52565

	Medical Supply

	Hammer Medical Supply 

866-552-6800

613 E. Pennsylvania Ave.; Ottumwa, IA 52501
	Jackson Medical Supply  

(641) 451-6020 or 855-896-5859

1401 S. Main St; Fairfield, IA 52556

	Nucara Pharmacy

(641) 684-5453

105 W. Main St.; Ottumwa, IA 52501
	Rashid Pharmacy

(319) 372-2300

2404 Ave. L; Ft. Madison, IA 52627

	


Alcoholics Anonymous/Al Alateen (meetings in your area)
1-800-425-2666

Alcohol-Drug Treatment Referral Network: National
1-800-996-3784

Alzheimer’s Association
1-800-438-4380

American Cancer Society (Des Moines)
1-800-227-2345

American Diabetes Association…………………………………
1-800-232-3472

American Kidney Fund………………………………………
1-800-638-8299
American Lung Association of Iowa………………………
1-800-586-4872

Center for Substance Abuse Prevention - Workplace Helpline
1-800-967-5752

Child Abuse Hotline, Iowa
1-800-362-2178

COMPASS, Iowa (for disabled & their families)
1-800-779-2001

Crank Hotline (report suspected meth labs)
1-888-664-4673

CyberTipline (report exploitation of children on Internet)
1-800-843-5678

Domestic Violence Hotline, National
1-800-799-7233

Domestic Abuse Hotline (Iowa)
1-800-942-0333

Families Answer Line (Iowa)
1-800-262-3804

Foundation II Crisis Line - 24 hrs a day (Full Service Crisis)```1-800-332-4224

Gambling Hotline (Iowa)
1-800-238-7633

HAWK-I 
1-800-257-8563

Healthy Families (Iowa: prenatal health care)
1-800-369-2229
      Hillcrest Crisis Recovery Team
 ````1-855-800-1239
IRS (Federal Income Tax info)
1-800-829-1040

Protection and Advocacy (Iowa)…………………………………
1-800-779-2502

Rape, Abuse, & Incest National Network (RAINN)
1-800-656-4673

Sexual Abuse Hotline (Iowa)
1-800-284-7821

   Shriners Hospital Referral Line …………………………   1-800-237-5055 

  Social Security Administration
   1-800-772-1213
 Substance Abuse Information Center, Iowa
1-800-247-0614
     Suicide Prevention
    1-800-273-8255
Teen Line
1-800-443-8336
Tobacco Quit Line
1-866-822-6879
Weather & Road Information, Iowa
1-800-288-1047
Youth Crisis Hotline
1-800-448-4663

Mental Illness

and
Chronic Mental

Illness

                
    

Wellness Recovery Action Planning
       Mary Ellen Copeland Ms, MA,PHD, has developed Wellness Recovery Action Planning (WRAP), a model which is helping many people take charge of their recovery from mental illness, physical illness, and/or co-occurring substance abuse, and maintain wellness.  


Recovery creates a context for WRAP. Recovery is a process of self-discovery and renewal.  Key Recovery concepts include hope, personal responsibility, education, self-advocacy and support.  The WRAP curriculum adds to recovery.

The WRAP was developed by people who have been dealing with a variety of psychiatric symptoms for many years and have worked hard to have control of their lives.  It is a plan which helps people monitor, reduce, modify, change or eliminate distressing symptoms.  WRAP enables people with psychiatric illness to understand and acknowledge when and what they are like when they feel well and formulate a wellness plan from that perspective. It is a structured plan for monitoring uncomfortable and distressing symptoms. 


The plan can be used by anyone who wants to create positive changes in the way they feel and increase the enjoyment they get out of life.  This plan is individualized to a person’s symptoms, their wellness and goals that they have for themselves.

The WRAP curriculum presents an approach that is complementary to, but not a replacement for, other mental health treatment protocols.  A wide variety of formats, time lines and activities are offered.  There will be enough flexibility to design a plan that best meets the needs of consumers and providers.

WRAP is a structure for monitoring symptoms through:

*Planned responses that reduce, modify or eliminate symptoms

*Planned responses from others when you need help to make decisions, take care 
of yourself or keep yourself safe.

The Goals of WRAP:

To teach participants recovery and self management skills and strategies for 
dealing with psychiatric symptoms so as to:

*promote higher levels of wellness, stability and quality of life.

*decrease the need for costly, invasive therapies

*decrease the incidence of severe symptoms

*decrease traumatic life events caused by severe symptoms
*increase understanding of these illnesses and decrease stigma
*raise participant’s level of hope and encourage their actively working toward 
wellness

*increase participant’s sense of personal responsibility and empowerment.

Key Recovery Concepts

Hope - A vision of hope with no limits.  

Personal Responsibility - Rely on ourselves with help from others as we work to control our lives and our symptoms.

Education - Learn all we can about our symptoms so we can make good
decisions.
Self Advocacy - “Going for it” with courage, persistence and determination, expressing ourselves clearly and calmly until we get what we need.

Support that comes from peers, family and health care professionals is essential.

WRAP is unique

You are unique

The mixture makes good mental health

Assistance in developing a WRAP is available at the Recovery Center in Fairfield, through the IPR process or through individual services.  
WRAP is also available for Veterans and children.

Other resources and information is available at Mentalhealthrecovery.org
CRISIS PLAN

DEVELOP A CRISIS PLAN

Stay in Charge of Your Life in the Event of a Crisis


Thinking and planning ahead can help make a potential crisis less 
devastating, with less intrusion from others, including forced or unwanted 
treatment. The guidelines on the following pages can help you design your 
own crisis plan.


Give your plan to people you trust and to any professional people who are 
treating you. This will ensure that your wishes are carried out in the event of 
a psychiatric crisis.


The following outline is adapted from Wellness Recovery Action Plan by Mary 
Ellen Copeland, MS, MA:


Part 1--What I’m like when I’m feeling well. This is to help people who 
may not know you (like emergency room doctors) make evaluations and 
recommendations. It is also a reminder to you and others what wellness 
looks like for you. Write words or phrases that describe what you are like 
when you are well (e.g., talkative, soft-spoken, practical, reserved, 
ambitious, intellectual, humorous, etc.) 

Part 2--Symptoms. Describe those symptoms that would indicate to others 
that they need to take over responsibility for your care and make decisions 
on your behalf. This is hard to think about, but, ironically, it is the best way 
for you to stay in control even when things seem to be out of control. 
Symptoms might include: uncontrollable pacing, severe agitated depression, 
wanting to die or commit suicide, rocking or not moving for long periods of 
time, not eating or taking care of basic needs, being abusive or violent, 
abusing substances, not getting out of bed at all, etc.

Part 3--Supporters. List those people who you want to take over for you 
when the symptoms you listed come up. Have at least five people on your 
list of supporters. They can be family, friends, neighbors, clergy, health care 
professionals, etc. You will most likely want people who are trustworthy, 
responsible, calm, honest, understanding and supportive. You can name 
different people to do different tasks on your behalf, for example, someone 
to watch your children or pay your bills, someone to stay with you or go to 
appointments with you. You decide.


Name

Phone Number
Connection/Role







There may be people you especially do NOT want involved in supporting you 
because of negative past experiences. You may also list them and why you 
do not want them involved:

Name-Why I do not want them involved (optional)





















Part 4--Medication. List the name of your doctor/s and your pharmacy 
along with phone numbers. Also list any allergies. List medications you may 
be currently taking and the dose. Also list any medications you would prefer 
to take if meds or additional meds became necessary. Finally, list 
medications that you prefer NOT be used or that should be avoided and why.

Doctor/s
Phone












Pharmacy   Phone











Allergies












Current Medications/Dose
























Medications I would prefer to be used if necessary 



















Medications I prefer NOT be used 






















Part 5--Treatments. List any types of treatment that you would like in a 
crisis situation and list those you want to avoid. For instance, some people 
have strong feelings about electro-shock therapy, both positive and 
negative. Write down the feelings and preferences you have so that your 
wishes will be respected in the event of a crisis. 

Part 6--Treatment Facilities. You may need a safe place to be until the 
crisis is resolved. You may need to have medical care or medications 
monitored. Using your personal experience and information you have 
learned from others or your own research, list those treatment facilities 
where you would prefer to stay if needed.







Also list any you wish to avoid 





















 

Part 7. Alternative Settings. Many people are setting up plans so that they can stay at home or out of the hospital and still get the support they need in the event of a crisis. If you have made special arrangements for people to stay with you, check in on you, or a place for you to stay with others, describe your plan here.
































______________
Part 8--Help from Others. Describe what you would really like or need most from your supporters in the event of a crisis (e.g., listen to me without giving me advice, judging me or criticizing me, hold me, let me pace, encourage me, take me to a movie, call my doctor, let me rest, etc.). Also include things you would need others to do for you, e.g., walk the dog, do the dishes, make a meal, open your mail, water my plants, etc.




























__________


Part 9--Inactivating the Plan. Describe behaviors or indicators that you are getting well and no longer need your supporters to use this plan.
























__________

_____
You can help assure that your crisis plan will be followed by signing it in the presence of two witnesses. It will further increase its potential for use if you appoint and name a durable power of attorney.

I developed this plan on (date) 

____________with assistance from 







     (optional).
Signed 






Date 






Witness 






Date 






Witness 






Date 






Durable Power of Attorney (if you have one) 






Their phone number  





Copies of this plan have been given to:
























______________
Crisis
Diagnosis and Symptoms
· CRISIS -

[image: image3.jpg]


Who Experiences a Behavioral Health Crisis?

Any child or adult can experience a behavioral health crisis, especially if exposed to extreme or prolonged stress and/or if there is a biological vulnerability either inherited or acquired. Persons who abuse alcohol, illegal or prescription drugs are also more prone to mental health disturbances. This booklet will focus on ways to assist and intervene on behalf of adults in crisis.

There are certain categories of diagnoses from the Diagnostic and Statistical Manual for Mental Disorders that are serious and that may progress to a crisis level if early warning signs are not noticed or treated. They include thought disorders, such as schizophrenia and schizo-affective disorder; mood disorders, such as bi-polar disorder (manic-depression) and major depression; serious anxiety disorders, such as obsessive-compulsive disorder, post-traumatic stress disorder, and panic disorder; substance abuse disorders, such as alcohol, methamphetamine, cocaine and heroin addiction; and personality disorders, such as borderline and anti-social personality disorders. These and other conditions can be present at the same time that is co-occurring. A very brief description of each diagnosis, and the acute crisis symptoms that can occur, follows:

	Category/

Diagnosis


	General Symptoms


	Acute Symptoms that can be crisis-level

	Thought Disorders:



	Schizophrenia:


	Hallucinations—perceptions that one hears, sees, smells or feels that other people do not experience; delusions—strongly held beliefs that are not true. They usually seem odd or strange to other people; disorganized or very fragmented thoughts or speech; very withdrawn or isolated; inability to show or feel emotion.


	“Command” hallucinations that tell a person to harm themselves or another person; inability to meet very basic needs for safety due to disorganized thinking or severe withdrawal.

	Schizoaffective Disorder:


	Same as above for Schizophrenia AND below for Depressive Disorders.


	Same as for Schizophrenia AND/OR for Mood Disorders.

	Mood Disorders:



	Major Depression
	Extreme feelings of hopelessness, helplessness, worthlessness, and loss; lack of energy and motivation, slowed movements, loss of interest in most things; sleep and appetite disturbances; problems concentrating.


	Thoughts, feelings and intentions to harm oneself or kill oneself, or harm another; inability to meet very basic needs for safety due to complete loss of energy; psychosis similar to Schizophrenia, above.


	Category/

Diagnosis


	General Symptoms


	Acute Symptoms that can be crisis-level

	Bi-Polar Disorder: (Manic-Depression)


	Same as for Major Depression above, alternating with states of prolonged and extreme elation; greatly increased physical and mental  activity, unusual cheerfulness, and overall disorganized behavior, like being on a “high,” possible excessive spending, sexual promiscuity, alcohol and/or drug abuse.


	Same as for Major Depression Above; very reckless or dangerous activity, such as driving fast or recklessly; violent aggression; inability to meet basic needs for safety; severe substance abuse that compromises basic safety.



	Anxiety Disorders:



	Panic Disorder:


	Sudden attacks of intense fear or anxiety usually associated with physical symptoms such as heart palpitations, shortness of breath dizziness, blurred vision and racing, thoughts. People sometimes fear they are having a heart attack or are “losing their minds.” There can be accompanying agoraphobia, which is characterized by intense fear and anxiety along with avoidance of places or situations where a panic attack could develop.


	Usually there is no real danger requiring immediate intervention, however people sometimes present at emergency rooms or hospitals believing they are having a heart attack or some other serious medical or psychiatric emergency. If serious and untreated, it can lead to depression and the potential crisis symptoms associated with Major Depression above.


	Category/

Diagnosis


	General Symptoms


	Acute Symptoms that can be crisis-level

	Obsessive-Compulsive Disorder:
	Obsessions: Persistent, often irrational,uncontrolled  thoughts; and Compulsions: repetitive actions used to neutralize the obsessions. Typical obsessions include fears of harming another, or of not having completed something.
	In some cases obsessions are terrifying and can lead to suicidal thoughts and intent. Compulsions can be so disruptive that basic needs for safety are not met.

	Post-Traumatic Stress Disorder:


	Re-experiencing a traumatic event through nightmares, obsessive thoughts, and flashbacks. A person tries to avoid situations, people, and/or objects which remind them of the traumatic event. An overall increase in generalized anxiety where a person is jumpy and tense most of the time.


	Same as for Panic, Obsessive-Compulsive, and/or Major Depressive Disorder.

	Substance Addictions:
	A continuation of abusive patterns of substance use (alcohol, cannabis, stimulants, opioids, hallucinogens, amphetamines, prescription drugs, etc.); increased tolerance (more drugs needed to achieve the same effect); & withdrawal symptoms
	Acute intoxication where amount of substance use can cause brain damage, and other serious physical damage or death; withdrawal that is medically serious or may cause death; rapid onset of addiction due to addictive nature of substance, such as with crank, heroin, methamphetamine




	Category/

Diagnosis


	General Symptoms


	Acute Symptoms that can be crisis-level

	Personality Disorders:



	Anti-Social Personality Disorder:


	Long-standing relational pattern (after age 15) of disregard for the rights of others. Failure to conform to society’s laws and norms that often result in arrests or legal involvement as well as a history of deceitfulness. Impulsiveness, angry outbursts, failure to consider consequences of  actions, irritability or assaultive behavior.


	Serious threats, gestures or actions to harm others or self.

	Borderline Personality Disorder:


	Intense fear of abandonment which causes relationships to be very unstable; very negative or empty sense of self; inconsistent moods and emotional intensity; impulsive behavior. Often cling to others, and then push them away to avoid being rejected. Seem needy, helpless, and become overly attached to others.


	Difficult to assess lethality of suicidal intent because persons so often feel suicidal. Suicidal threats with intent and access should be taken very seriously.







When the symptoms listed in column two, 





above, are present for more than one week, 





an outpatient evaluation and treatment is






recommended.





Dealing with






a Crisis
How a Crisis is Handled - Two Scenarios
According to researcher, author and advocate, Mary Ellen Copeland, “How a crisis is handled by others can make the difference between a positive or negative outcome. For instance, suppose a man seems very upset and agitated. He is in a crowded public space, running around and shouting that people are chasing him, that they want to kill him. He is shoving people aside as he moves wildly through the crowd. This could be handled in two different ways:
1. People shout at him and tell him to quiet down. They call him a madman and threaten to call the police.  Someone grabs him and wrestles with him to try and subdue him. He breaks away and runs. People pursue him. They catch him. The police come. He is restrained in hand and leg cuffs and taken away.

2. Someone, perhaps several people, speak to him softly and with compassion, asking him what has happened, what he needs, and what would help. They encourage him to talk and tell them how he feels. They assure him that they will keep him safe. They give him room to breathe and to express his feelings and emotions. They wait patiently, keeping him and others safe until he quiets down. They hold or hug him if that is what he wants. When he has quieted, they talk together about what he needs and what will help him to feel better.

“Which of these two ways would be most helpful to you if you were in crisis? I contend that most crises could be handled the second way--and that many of the behaviors described in the first scenario are never necessary,” Copeland writes.
Getting Beyond “All-or-Nothing”
There are situations and circumstances where involuntary intervention is necessary in order to insure safety for individuals experiencing a crisis and for those close to the individual, e.g. family members, spouses, co-workers or those simply in proximity at the time of a crisis. These situations, however, are the exceptions and not the rule. 

“People do not want to have to deteriorate in order to receive help,” states the publication from the National Technical Assistance Center for State Mental Health Planning. Many people, however, postpone seeking help or never seek it at all due to issues of stigma, lack of funding and available resources, and lack of awareness. For mental health crises, there are service options in Jefferson and Van Buren County besides Life Solutions Behavioral Health and its after-hours phone line or the hospital emergency room. 
NOTE:  It is important to provide choices, maximize options, individualize interventions and get beyond the all-or-nothing approach of coercive treatment or no treatment at all. 

    Immediate

Intervention
When Immediate Intervention is Needed

These factors pose a high risk for suicide or violence toward SELF:

· previous suicidal threats, gestures or attempts

· past or current verbal threats to harm self

· access to firearm or other weapons or stockpiling pills

· giving away personal belongings
· making final arrangements
· Major mood fluctuations

· Increase in alcohol or drug use

· Withdrawing from others

· Increase or decrease in sleep patterns

· Verbalizing no reason for living; no sense of purpose in life

Suicidal intent with a specific plan and access to means to harm or kill oneself is a mental health EMERGENCY. That individual should never be left alone and should be taken immediately to:

· The nearest hospital emergency room; or 

· The nearest mental health clinic  
See resources starting on page 5
Call an ambulance or law enforcement if the person is unwilling to go to a hospital or clinic.

Call:


911 or

Law Center:
641-472-4146 (Jefferson)



319-293-3426 (Van Buren)
These factors pose a high risk for violence toward OTHERS:

· previous violent behavior towards others
· past or current verbal threats to harm others

· access to firearm or other weapons

· has used weapons destructively in the past

If a person with a mental illness (or any person) is threatening to harm another person and has the intention and means to do so:

· those being threatened should remove themselves from the situation and/or take necessary precautions to keep themselves safe 
· Call 911
· Warn the person who has been threatened (duty to warn)
Other factors, combined with those above, that may increase the risk of danger to SELF OR OTHERS:
· anxious agitation--being very restless and unable to sit or stand still

· recent significant loss, such as the death of or break up with a loved one, change in employment or financial status
· lack of family, social or community supports or attachments

· recent serious physical illness or significant/chronic physical pain

· Non-med compliant
· withdrawal from substances of abuse or certain medications

· rapid, acute onset of psychiatric symptoms

· recent public humiliation or legal problem

For more information on how to help someone who may be suicidal, please see pages 40 through page 44 in this booklet.
Feeling

Suicidal
If YOU are Feeling SUICIDAL Right Now

If you are feeling suicidal now, please stop long enough to read this. You have a lot of company in feeling like you want to kill yourself. In a moment, I have 5 simple practical things I would like to share with you. I won’t argue with you about whether you should kill yourself, but if you are thinking about it, I know you are feeling pretty bad.

Please stay with me. The fact that you are reading this hopefully means that you are at least a tiny bit unsure, somewhere deep inside, about whether or not you really will end your life. Often people feel uncertain, even in the deepest darkness of despair. Being unsure about dying is okay and normal. The fact that you are still alive at this minute means you are still a little bit unsure. It means that even while you want to die, at the same time some part of you still wants to live. So let’s hang onto that, and keep going for a few more minutes.

Suicide is not chosen; it happens when pain exceeds resources for coping with pain.
That’s all it’s about. You are not a bad person, or crazy, or weak, or flawed, because you feel suicidal. It doesn’t even mean that you really want to die--it only means that you have more pain than you can cope with right now. There are many kinds of pain that may lead to suicidal feelings and they differ from person to person.

The point at which the pain becomes unbearable depends on what kinds of coping resources you have. Individuals vary greatly in their capacity to withstand pain. When pain exceeds pain-coping resources, suicidal feelings are often the result. Feeling suicidal is neither wrong nor right; it is not a defect of character. It is simply an imbalance of pain versus coping resources.

You can survive suicidal feelings if you do either of two things: 

a) 
find a way to reduce your pain, or 

b) 
find a way to increase your coping resources. Both are possible. 

Here are some things to think about:

· People DO get through this--even people who feel as badly as you are feeling now. There is a very good chance that you are going to live. I hope that this information gives you some sense of hope.

· Give yourself some distance. Wait 24 hours before doing anything.  Or wait a week. Remember that feelings and actions are two different things.  Just because you feel like killing yourself, doesn’t mean that you have to actually do it right this minute. Keep going for now, and realize that while you still feel suicidal, you are not, at this moment, acting on it.  That is very encouraging.

· People often turn to suicide because they are seeking relief from pain. Remember that relief is a feeling. You have to be alive to feel it. You will not feel the relief you so desperately seek if you are dead.

· Some people will react badly to your suicidal feelings because they are frightened or angry. They may actually increase your pain instead of help you, by saying or doing thoughtless things. Understand that their bad reactions are about their fears, not about you.

· There are people out there who can be with you in this horrible time, who will not judge you, argue with you, or try to talk you out of how badly you feel. They will simply care for you. Find one of them. Now. Use this time and tell someone what’s going on with you. It is okay to ask for help. Don’t give yourself the added burden of trying to deal with this alone. Just talking about how you got to where you are releases an awful lot of the pressure, and it might be just the additional coping resource you need.

· Suicidal feelings are traumatic. After they subside, you need to continue caring for yourself. Counseling is a really good idea. So are support and self-help groups. There are lots of resources in the community and on the Internet. Below are some numbers you can call right now. 

First Call for Help

1-800-362-8255

Foundation 2 Crisis Services

1-800-332-4224

1-800-SUICIDE (1-800-784-2433)
1-800-422-HOPE (4673)

Since you have made it this far, you deserve a reward. Give yourself a gift of a coping resource. Find someone who wants to listen. There are a lot of people out there who really want to hear from you.

Helping Someone Who You Think May Be Suicidal

(This information is adapted from the QPR (Question, Persuade, Refer) Institute and their training booklet by Paul Quinnett, Ph.D.)

You may be in a position to recognize a crisis and warning signs that someone may be contemplating suicide. You may be a family member, friend, teacher, coach, clergy, counselor, neighbor or acquaintance. Research shows that the majority of those who attempt suicide give some warning signs of their intent to kill themselves. These warning signs are often given during the week preceding an attempt. There are steps you can take to recognize someone’s cry for help and offer them hope towards positive action. Suicide can be prevented. 

Since the beginning of time, suicide has been one way to seemingly solve life’s problems. Tragically, suicide is the wrong solution. Far too often, what seems worth dying for could have been treated, resolved or endured until time worked out its own cure.

Occasionally, threats of suicide are efforts to control or manipulate others. Much more often, wanting to die and feeling suicidal is a primary symptom of depression. Other emotional or personal problems can trigger suicidal thoughts, but these also yield to counseling, support, and the passage of time. Most suicidal people actually want to live, if only they can be shown a way.

Warning Signs to Suicide
Any warning sign suggesting acute distress, despair, or hopelessness or a desire to “end it all” is worth asking about. Sometimes, people make direct verbal statements, such as:  I’ve decided to kill myself. -I wish I were dead. -I’m going to commit suicide. -I’m going to end it all.

Other times, threats are more indirect, such as: I’m tired of life.  -What’s the point of going on? -My family would be better off without me. -Who cares if I’m dead anyway? -I just want out. -Soon you won’t have to worry about me any more. -Nobody needs me anymore. -Here, take this (cherished possession); I won’t be needing it anymore.

Behaviors that are often warning signs include: Donating body or organs to a medical school. -Purchasing a gun. -Stockpiling pills. -Putting affairs in order. -Making or changing a will. -Taking out a life insurance policy. -Giving away possessions. -Sudden changes in behavior. -Drug or alcohol use after a period of recovery. -Sudden interest or disinterest in church or religion.

Situations that can increase risk of suicide include: -Sudden rejection by a loved one. -Unwanted separation or divorce. -Death of a loved one, especially if accidental or a suicide. -Diagnosis of terminal illness. -Sudden loss of freedom (e.g., about to be arrested). -Sudden loss of financial security. -Loss of a cherished counselor or therapist.

Asking the person about their suicidal thoughts
As someone who cares, you need to know a couple of things about depression and suicide. Since depression saps energy and purpose, sometimes the depressed person is “too tired” to carry out a suicidal plan. However, when the depression finally begins to lift, the person may suddenly feel “well enough” to act on suicidal thoughts.

As strange as it sounds, once someone decides to end his or her suffering by suicide, the hours before death are often filled with a kind of “chipperness,” even a blissful calm. If you notice this kind of change in appearance and mood, don’t be afraid to ask questions about the person’s thoughts of suicide.

Many people fear if they ask questions about a person’s suicidal thoughts, they are “planting” the idea. Nothing could be further from the truth. Research has repeatedly shown that once a person has been asked if they are thinking of suicide, they feel relief, not distress. A chance to go on living has been offered.

Plan a time and place where you will not be interrupted to ask the person about whom you are concerned whether they are feeling suicidal. Begin by acknowledging the person’s distress. Say what you see, e.g., “I notice you seem unhappy lately.” You may approach the issue of suicide by saying something like, “You know when people are really upset or unhappy, they sometimes wish they were dead. I’m wondering if you’re feeling that way, too.” A more direct approach is also appropriate, e.g., “You look pretty miserable. Are you thinking of killing yourself?” or “Are you thinking about suicide?”

The most important thing is to ask the question. It is difficult, but also the most helpful thing to someone considering suicide.

What to do next?
Once the question has been asked, most people thinking of suicide want to talk. Now is the time to LISTEN. Listening is the greatest gift one human can give to another. Listening takes time, patience and courage.

Give your full attention. Don’t interrupt or offer premature advice. Don’t judge. Even though you may be feeling many things, put those aside for now and focus on the other person. Listen for the problems the person is experiencing. Ask gentle questions to get more information. 

Next, you want to offer your continuing support and to assist the person in getting further help. Ask: “Will you go with me to see a counselor?” (or clergy, doctor, or other professional helper) -”Will you let me help you make an appointment to see . . . ?” -”Will you promise me to go see . . .?”

Tell them, “I want you to live.  Will you agree to go on living until we can get some help?”

What if they refuse to get help? 

Just as you would not allow a friend or loved one to die if they were drowning or having a heart attack, neither would you stand by and do nothing for someone prepared to end their life by suicide. Involuntary treatment may be necessary. Really, no one has the right to complete suicide without first being given an opportunity to get help. It is better to have an angry loved one than a dead one.

When Immediate Intervention is Needed. Bring the person immediately to a mental health clinic or hospital. Call 911 for an ambulance or police if they refuse to go with you. Stay with them. Until you can get them to a professional, make sure to remove access to any firearms, car keys, medications or pills or other means by which they may injure or kill themselves. Removing the means to suicide is, in itself, an act of hope.

Mental health and/or medical professionals are authorized by law to evaluate if your loved one is a danger to him/herself. They will offer a treatment plan best designed for your loved one’s needs. If needed, a court judge may order the person into inpatient treatment.

Continue to support your loved one.  Persist in statements that suicide is not a good solution and instill hope that better alternatives can be found.  Accept the person and their pain, but continue to point out solutions besides suicide.  

Offer your continued support and hope in any form.        

   Out of Touch 
   With Reality
Helping Someone Who Seems Out of Touch 

with Reality or Psychotic

Sometimes well-intentioned loved ones over-react to unusual behavior as though it were a crisis. It is more helpful to build a trusting, collaborative relationship with a person who is in distress or is behaving in an out-of-the-ordinary manner, if that distress and/or behavior is not life-threatening.

Keep in mind that, no matter how strange a person may be behaving, they are doing the best they can for themselves at the moment. It may be the symptoms of illness, and not the person causing the behavior. This shift in thinking can go a long way toward lowering frustrations and increasing one’s effectiveness in building a collaborative relationship with the person you are trying to help.

“No matter how upset or away from reality someone seems to be, remember, there is always a person inside,” state authors Laurie Ahern and Daniel Fisher from the National Empowerment Center. A trusting relationship with someone who believes in the individual, understands them and allows for choices at their own pace--that is the cornerstone of a collaborative relationship.

The suggestions below are offered by Xavier Amador, Ph.D. author of I Am Not Sick, I Don’t Need Help, a practical guide for families and therapists trying to engage a person in treatment. It includes a four-step process, called LEAP (Listen, Empathize, Agree, Partner).

LISTEN
By truly listening to the person you are trying to help, you will learn about their beliefs about having psychiatric symptoms, their attitudes about medication, their concept of what they can and cannot do, and their hopes and expectations for the future. Their beliefs and attitudes about these things are much more important in finding solutions to their problems than your beliefs and attitudes.

You probably have your own beliefs and attitudes but keep them to yourself, for now.

Set aside time to talk to your loved one about their concerns. Hang out together and create a low-stress opportunity to talk. If having a sit-down conversation is impossible at the moment, just sit nearby and be available.

What you want to convey is your interest in them, your desire to connect with them, and that you can be together without any pressure or agenda. This kind of interaction builds trust and openness, even though it may seem fruitless at first.

When conversation does begin, focus on listening. Follow their lead. Invite them to talk about their concerns, e.g., “I’d like to understand why you hate taking medication. Would you mind talking with me about it? I promise I won’t pressure you or bug you - I really just want to understand how you feel about it.”

Listen and learn. Find out what they want out of life without judging. Don’t react. If you feel the person is being “delusional,” “grandiose” or “unrealistic,” you don’t have to say so. You don’t have to agree. Just don’t disagree. Focus on understanding that person’s perceptions and experience. If their thoughts or speech seem chaotic, just let it be. Don’t impose order on the chaos. Be genuinely curious.

Echo what you’ve heard. If your loved one feels you understand them on a specific matter, they will be more open to hearing your opinion later. Write down what you’ve heard. Record what you are learning about your loved one’s inner life and their experience of symptoms. This will help you to focus your efforts later.

Be free with phrases like, “It’s your decision.” -”That’s your choice.” “You’re the boss here.” Help the person see options and their power to make decisions. Help them anticipate outcomes of decisions. Collaborate rather than preach. Acknowledge your own powerlessness over their life.

EMPATHIZE
When someone you love is in pain, it’s hard not to empathize. Learning to listen leads to empathy.  When you feel empathy and convey it, your loved one will very likely feel understood and respected. Whenever you convey that you understand how your loved one is feeling, their defensiveness will decrease and openness to alternative ways of thinking will increase. This gives you an opening to connect.

There are certain feelings that are particularly important for you to understand. Whether the feelings expressed are rational (“I am so sick and tired of everybody telling me I am sick!”) or irrational (“The CIA has implanted microchips in the capsules so they can track me.”), you want to be sure to empathize with:

Frustrations about pressure from others to take medication and about personal goals that have not been met

Fears about medication, being stigmatized, and failing

Discomfort attributed to medications like gaining weight, feeling groggy, slowed down, less creative, stiff, etc.

Desires to work, get married, have children, go to school, stay out of the hospital, etc.

Empathy creates a window of opportunity for change by lowering defenses and communicating respect for the other person’s point of view.

AGREE
Having listened carefully to your loved one’s attitudes and feelings, and having conveyed your empathy, you have probably found areas where the two of you agree. You don’t have to agree that the CIA has implanted microchips in their medication, but you may be able to agree that staying out of the hospital is a desirable goal. The more common ground you can find the better. Focus on those areas where you have found agreement.

If and when your loved one appears receptive to your views, do the following:

· Normalize the experience: “I would feel the same if I were in your shoes.”

· Discuss only those areas where they are expressing concern: e.g., not being able to sleep at night due to fears may reflect “insomnia” and “paranoia” but it is not necessary to use these words. Just focus on their experience and stick with their words.

· Review their perceived advantages and disadvantages of seeking treatment, whether rational or irrational.

· Calmly correct any misperceptions, e.g., “The medications you’re prescribed are not addictive.”

· Reflect back and highlight perceived benefits, e.g., “If I heard you right, you said you do sleep better on the medication.”

· Agree to disagree, if areas of disagreement surface.

Don’t be afraid to say that you might be wrong. If you’re not open to being proven wrong, why should your loved one be?

PARTNER
It is essential to change an adversarial relationship with your loved one into an alliance. You are building a collaborative relationship with the ultimate goal of arriving at an agreed-upon plan of action. Abandon a confrontational style with your loved one and find more practical ways to solve problems and address concerns. Solutions will come to them and to you when you are listening and learning. It is unlikely that you will ever need to tell them what they should do. Ask questions, share your opinions and ideas when you are asked, and acknowledge that you could be wrong.

What if the person refuses to collaborate?
There are circumstances where family or concerned others must intervene on behalf of a person showing signs and symptoms of serious mental illness. Usually this occurs because the symptoms are interfering with that person’s judgment AND the consequences or potential consequences are harmful. 

The collaborative measures above should be attempted first. 
Too often, others intervene in a coercive manner prematurely, before trying to understand the person with psychiatric symptoms. Nonetheless, circumstances like the ones below are often serious enough to warrant emergency hospitalization or court commitment, even against the will of the individual with symptoms:

· Verbal or physical abuse

· Suicidal ideas, intent and access

· Harming self in physical ways (cutting on body, banging head, drinking soap, etc.)

· Destruction of property

· Stalking others

· Homeless, resulting in harm to self (exposure to extreme weather, poor nutrition, etc.)

· Refuses or is unable to speak with anyone for long periods

· Delusions of grandeur AND corresponding reckless or dangerous behavior

· Excessively talking to oneself

· Unintelligible speech for long periods

· Delusions of persecution (being watched by government agents, possessed by the devil, etc.)

· Command hallucinations to do harm to self or others

· Significant deterioration in self-care and hygiene

· Dangerousness due to disorganization (starting fires by leaving things on stove, e.g.)

· Inadequate care of dependents (neglect, isolates children, e.g.)

· Very poor judgment that is imminently harmful

· Health is deteriorating due to extreme neglect of own needs

· Refusing to take prescribed medications AND family/therapist know from past experience that deterioration/harm are imminent without the meds.
           Commitment

     Process
Emergency Hospitalization and Civil Commitment Procedures

When is emergency hospitalization necessary?

Emergency Hospitalization is appropriate if the individual poses a danger to him/herself or others; there is an immediate threat; and/or if the person is unable to meet his/her basic needs of nourishment, clothing, shelter, and medical care.

Possible criteria for hospitalization:

· Medical necessity

· Seriously mentally impaired/Chronic substance abuse

· Danger to self, another person, or property damage

· Danger of suicide or self injurious behavior

· Inability to care for self

· Need for comprehensive medical/psychiatric evaluation or treatment 


adjustment

· Failure to respond therapeutically in community settings

· Overwhelming feeling of hopelessness and inability to cope

If a person has insurance and resources, the person may help choose the most appropriate hospital either in-state or out-of-state. Mental health and hospital staff can help in making those arrangements.

If a person does not have resources, individuals may contact Life Solutions Behavioral Health at 641-472-5771 to be prescreened for in-patient admission.
What else should be considered?

It is important that service providers and the treatment team (i.e. case manager, clinician, psychiatrist, medical doctor, family, and/or county attorney) consider what is in the best interest of the individual who may be considered for mental health or substance abuse commitment. An attempt to provide the least restrictive alternative should be made. Other options may include outpatient mental health or substance abuse commitment, community-based support services, and/or residential care facility services.

When is Commitment appropriate?

When an individual is a danger to him / herself or others and refuses to seek services.

Commitment

This results when the person is unwilling to voluntarily receive mental health service or treatment. The process for involuntary commitment is as follows:

1.  For individuals needing Emergency Committals after hours (such as after 4:30 pm, nights and weekends) they should be taken to the local hospital emergency room.  These committals are processed using a 48 hour hold procedure exclusive of Saturdays, Sundays and holidays.  For all other committals, continue below:

2. Filing the action between 8:00 am and 4:30 pm on Monday,  Wednesday, and Friday, and 8:00 am and 2:30 pm on Tuesday and Thursday, the proceedings for an involuntary hospitalization are commenced when two people who have first hand knowledge of the respondent’s behavior file an application and an affidavit in support of the application for mental health commitment with the Clerk of District Court.

a.
These documents must state that the applicants believe that the person needs to be hospitalized because of serious mental impairment and is a danger to self or others.

b.
These documents should state all pertinent facts regarding the impairment.

c.  
If the application is accompanied by a physician’s report, the report may serve as the supporting affidavit.
3. The Clerk of District Court presents the documentation to a judge for review and orders.

4. If the Judge finds that the case has merit, he/she may order the respondent into immediate custody to a hospital and schedule a hearing. If the Judge finds probable cause for mental impairment, but not immediate custody, he/she may order the respondent to have an evaluation by a physician and appear for a review hearing to determine if there is a need for further treatment.

5. Arrangements are made for a hospital to admit the individual if the commitment is ordered.  The arrangements can be made by the local hospital, Mental Health Center, or the local CPC if available. 
6.  A Court hearing is scheduled within 5 working days of the immediate custody order.
7. An attorney is appointed for the respondent.  At the hearing the judge will determine if the commitment should be inpatient, outpatient or terminated.

Discharge from Commitment

Inpatient commitment requires that the respondent be placed in a hospital setting. Outpatient commitment requires that the respondent receive treatment provided by a local service provider. Termination of the commitment happens when the primary care physician or mental health professional feels that the respondent has reached the point where commitment services are no longer necessary or if the court determines the respondent no longer meets the criteria for civil commitment.

Who pays for commitment costs?

If an individual has medical insurance coverage, those medical costs will be billed to insurance and the respective deductibles and co-pays will apply.  If an individual has no insurance, the hospital bill will be sent to the county.  The applicant must still meet the county/region management plan income and resource guidelines for the county/region to provide the funding.  

At some point, you will be asked to complete an application which will help determine if you are eligible for county funding for commitment costs. If your income is within the guidelines, all costs, including sheriff's transportation, attorney fees, and hospital bills will be covered by the county. If your income is above the guidelines, the county will pay those bills but will bill you for reimbursement to the county. Payments over time can be arranged in the Central Point of Coordination (CPC) Office.

Do I need an attorney?
Any individual going through the civil commitment process is entitled to an attorney. The individual may choose not to have an attorney present. If the person does not choose to have an attorney, the Court may choose to appoint counsel for that person, if deemed appropriate and necessary. The Court routinely appoints counsel for the respondent in commitment hearings.

The role of an attorney in the commitment proceeding is to act in the interests of his/her client and to ensure that the client's needs are met through the commitment process. If the client is not properly served through the commitment process, an attorney can bring this to the attention of the Court. An attorney is more familiar with the Iowa Code and law regarding the commitment process than the average citizen. For this reason, the services of an attorney are beneficial to all parties involved in the commitment process.
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Court Advocate
The Role of the Court Advocate

According to the law, the following are the basic duties of a court-appointed advocate (Chapter 229, The Iowa Code):

· Attend hearings, monitor the procedure, and advise the client of his/her 

rights including, but not limited to the right to appeal and the right 

to a placement after the hearing

· Monitor treatment of all patients who are committed

· Receive and review patient medical reports and orders from the Clerk of 

Court

· Advise the Court at any time the services of an attorney are needed to 

safeguard the patient's interests

· Originate communications with the patient, be readily accessible to the 

patient and visit the patient regularly

· Communicate with the medical personnel providing treatment and review 

patient's medical records

The person designated court advocate is not tied to either the mental health system or the legal system, rather is independent of both. Persons of various vocational backgrounds have been appointed to the role of court advocate. The idea is to have a person who is not required to defend either the legal system that placed the person in the hospital or the mental health system that is treating the person. The advocate is considered an "outsider looking in.”

The advocate understands that the person they are representing is going through a very stressful period; they may often be confused and sometimes misunderstand what is happening. Most of the time, the advocate will be acting as a negotiator because the client is unable or unwilling to ask questions for him/herself. The advocate will be the person outside of the treatment system who can monitor the client's situation, talk with the client, and figure out the answers to his/her questions. When the client has a complaint, the Advocate is the person to whom the client can express the complaint without prejudice. The client will be depending upon the advocate's investigation to determine whether or not the complaint is justified. Often, the advocate will find the complaint is a case of misunderstanding. If the complaint by the client is justified, it is the job of the advocate to talk to all of the people involved and take all necessary actions to resolve the problem. If the advocate cannot resolve the problem, then the Advocate reports the problem to the court.
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Dealing with Emotions During

And After Involuntary Intervention

(Adapted from I Am Not Sick, I Don’t Need Help by Xavier Amador)
Getting a loved one into the hospital when she/he needs to be there can be a tremendous relief. You can relax a little knowing that your family member or friend is in a safe place. Even if you believe seeking a commitment is the best thing for your loved one, you will, however, likely suffer some emotional fallout. Your loved one is likely to feel betrayed. All you can really do is to try again to build an alliance.

Dealing with Betrayal
It is important to realize that it is only natural for your loved one to be angry with you. It may not yet be possible to have a meaningful conversation with them about the matter. As much as you are able, without overburdening yourself, do try to visit your loved one in the hospital as often as possible. Many people who are forced into the hospital feel their families want to get rid of them.

At the same time, remember to take care of yourself. If visits are overwhelming for you, stay for just the few minutes it will take to convey to your loved one that you have not abandoned them. Then find a way to relax, do something fun, spend time with a friend. Take care of yourself. Letting your mind endlessly roll over what is going on with your loved one will not help anyone and can be detrimental to you and your relationship with them. It may help to find someone neutral to talk to about your situation. Seeing a therapist yourself may help, and/or attending a support group like the Relatives Group or Al-Anon. 

Apologize with Love
At some point, it will be important to your relationship with your loved one to sit down together and have a talk about why you felt you had to have them committed. There is no one perfect way to do this, but do speak from your heart. Start with an apology and statement that you understand how your loved one feels. It will be most conducive to your ongoing relationship if this conversation is more of an apology than a justification. Be very careful not to become accusatory or defensive. Acknowledge their probable feelings of betrayal. Point out that you were doing the best you could to follow your own conscience. Also apologize for how the commitment made your loved one feel.

Basically there are four main points to convey to your loved one:

· your regret

· your fear that they will be angry with you and not understand your perspective

· why you felt you had to take the actions that you did

· and an appeal for their forgiveness

Don’t resort to blaming your loved one for putting you in the position of doing something you’d rather not do. This will only lead to estrangement, not an alliance. Emphasize that your love and care for them led you to do what you did, not that you were “right” to do it.

Explain what it is you were afraid would happen if you didn’t have them committed. Acknowledge it if your loved one did not fear the same thing. As you explain your fears, be careful not to make accusations of them. Simply explain why you took the actions that you did.

Ask them to try to understand and to forgive you for following your conscience. Let them know how much their forgiveness means to you. Don’t be afraid to let them have the upper hand. Listen carefully to what they have to say and see where the dialogue leads.

If your loved one refuses to talk with you, then write it all down in a letter and give to them.  Having your explanation and appeal for forgiveness in writing will help your loved one remember what you said.

Following these guidelines will help you feel better about what you have done and lessen the conflict in your relationship with your loved one.

When the Dust Settles
Continue to stay on the same team as your loved one. Don’t revert to the old-fashioned notion that someone else knows better for your loved one (the doctor, social worker, parent or anyone else other than the person her/himself). Maintain the collaborative dialogue you have begun. Continue to seek help and support for yourself. Don’t allow yourself to be immersed in other peoples’ problems. Exhausting yourself will only make you less effective and your loved one feel like a burden. Remember, you are in the unique position of having known your loved one before they became ill. You have a better grasp of their core person.  People with mental illnesses (indeed, all people) need to be seen for who they are, not just as the diagnosis they were given at a certain point in time.

If you are the one who has been committed
You may find it a relief to be in the hospital after a period of instability or acute illness. On the other hand, you may feel very betrayed, hurt, scared and/or angry. If this is true for you, and if you are able, try to see things from the other person’s point of view, the person who had you hospitalized. Most likely they were afraid for your safety and well-being, or perhaps for their own or someone else’s. It may be very difficult for you to see this, however, at this time.

Either way, you are where you are to get help, to get better, to recover and return to a place of wellness. As much as possible, try to take an active role in your treatment and recovery. Trust your instincts about the treatment staff. If there is someone there who listens, tries to understand how you are feeling and your point of view, treats you with respect and trusts your ability to get well, you probably have an ally in recovery.

If there is someone on your treatment team you do not feel comfortable with, ask to meet with someone else. Be aware that you have both rights and responsibilities in the treatment partnership. You have legal rights and responsibilities as well as treatment rights and responsibilities. Ask to speak to a patient advocate. You might also wish to speak to an attorney. The court or patient advocate can provide you with more information. Another organization in Iowa designed to oversee the rights of persons who are hospitalized or institutionalized is Iowa Protection and Advocacy – call 1-800-779-2502.

Please review the information on pages 36 through 39 to develop a wellness and recovery (WRAP) plan for yourself. These steps will go a long way in helping you stay in charge of your life and of your wellness. They may prevent a future crisis from happening. In the very least, they will make any future episodes much less devastating and the actions of others much less invasive. More likely, they will inform your supporters about how to respond in ways that will be helpful and comforting to you.

Drugs and Alcohol
Helping a Person Who Cannot Stop Using Drugs or Alcohol

The information below is adapted from the book, Love First: A New Approach to Intervention for Alcoholism and Drug Addiction by Jeff Jay and Debra Jay.

People concerned about a loved one’s abuse of alcohol or drugs usually try a variety of approaches to get them to stop. Typical efforts include reasoning, pleading, begging, rescuing, arguing, threatening, cajoling, bribing, ignoring, reprimanding, or punishing. Many have spent tremendous energy without making much progress, because these approaches don’t work--at least not for long.
A more effective approach is detaching with love. Step back from the problem and ask yourself, what choices do I have here? Explain to your loved one that you love them very much and want to help them. You’ve seen the effects the drinking and/or drugs have had on them and their life. Ask if they would be willing to go into treatment as a solution. If they say yes, help make immediate arrangements.

If they refuse, let go of the problem and stop trying to convince them further. Say, “It is your choice. If you change your mind, call me. I am willing to help.” Keep your focus on yourself. Remind yourself that you approached your loved one with love, offered help and left the door open for them to change their mind about accepting help.
Recognize that the addicted person is suffering from an illness; they are not a bad or amoral person. Find out what you can about drug addiction and alcoholism. Attend Al-Anon or other 12-step group meetings or support groups.
Planned Intervention
You will be more effective if you reach out to the addicted person with love, concern and honesty. Planned intervention is about preserving the addicted person’s dignity. It is about moving into the solution and giving the addicted person an opportunity to do the same. One-on-one confrontations with an addicted person rarely work. Addicts are skillful manipulators, not because they are bad people but because they are driven by the addiction to continue their use. Groups are the driving force behind intervention.  You don’t have to do it alone.

Intervention is a process, not an event. It is helpful because it involves people united through education and open communication. It helps because the addicted person hears how much their family and friends love them. People close to the addicted person have an opportunity to explain how the addiction has affected them. The addicted person learns that their friends and family will support their recovery, but not their addiction.

Assert your “bottom line” with your addicted loved one if they choose to continue in addiction and refuse recovery. 

Never use a bottom line as a bluff. If you say it, you need to be 100 percent sure you’ll follow through. 

Some examples of bottom lines:

· “I will no longer give you money.”

· “I will not pay your mortgage from now on.”

· “If you don’t accept help for your drug problem, you can no longer live in my home.”

· “I’m taking the car keys away until you get help for your alcohol problem.”

· “I’m not a liar, so I will no longer lie to people about your addiction.”

· “I’ve pretended not to notice your problem in the past.  From now on, if you come over when you are high, I’m not going to let you in the house.”

· “The next time I see you get in the car to drive intoxicated, I will call the police.”

· “I won’t listen to your problems until you get help for your number-one problem--alcohol and drugs.”

· “I will no longer ride with you or socialize with you when you are drunk.”

· “Until you get into recovery, I cannot let my children spend time with you.”

· “I will no longer pick up your slack at work.  When you don’t get your work done, you’ll have to explain to the boss.”

· “I’m not going to tell your boss you have the flu when you have a hangover.”

· “I will not invite you to family get-togethers until you get help for your drug problem.”

· “You can no longer work for me unless you complete treatment and stay sober.”

· “Your mom and I will quit paying your school expenses until you get help.”

· “If you don’t get help on your own, we will have you court ordered into treatment.”

The bottom line is not a punishment. It is a decision you make not to support the addiction, and to take care of yourself. For the addicted person, the bottom line is a natural consequence of deciding to stay in the disease of addiction.  Stay in a place of love. If the addict says no to treatment, remember, it is the stranglehold of the addiction that prevents them from reaching out for help.  For more information on how to conduct a planned, group intervention with an addicted person, see the Hazelden Guidebook, Love First, by Jeff Jay and Debra Jay.

When Involuntary Intervention is Necessary
For Drugs or Alcohol -
There are circumstances where an addicted person’s behavior may be dangerous to them, and/or others. In these situations, the addicted person relinquishes the right to choose. Take the necessary steps to safeguard the addicted person or their defenseless victims, even if that means contacting the police and/or committing that person to detox and inpatient treatment for the addiction.

Voluntary outpatient or inpatient for substance abuse treatment:

Iowa Drug and Alcohol Help Line -   1-866-242-4111

OUTPATIENT:

Contact SIEDA Drug and Alcohol at 641-472-5834 Fairfield office for evaluation and counseling.  Ottumwa SIEDA – 641-682-8741.  You can also contact First Resources in Fairfield at 641-472-4106.
Local NA’s and AA’s are listed in the telephone directory or contact AA Central Office at 800-207-2172.
INPATIENT/residential
The following programs are your personal financial responsibility:

ADDS – Alcohol and Drug Dependency Services of Southeast Iowa provides Education, Prevention, assessment, crisis intervention, treatment, consultation, and gambling treatment. Burlington -  (319)753-6567

MECCA in Iowa City at 319-351-4357 for intake for 28 day residential program for adults and youth. They use the Public Health sliding fee and have a fee assistance program available.

Salvation Army MEN’s Residential Program- up to 6 months on step program.  Must be negative for drugs or alcohol for admission.  Christian environment.  Sliding fee/work program

Des Moines - 515-243-4277
Davenport - 563-323-2748

House of Mercy in Des Moines for women and children.  They use the Iowa Department of Public Health sliding fee.     800-796-5730

Mental Health Institute (MHI), in Mt. Pleasant is an Iowa Residential Treatment Center for substance abuse.     (319) 385-7231

Area Hospitals with substance abuse and detox treatment that accept most insurances: 
St. Luke’s Hospital - Cedar Rapids
319-363-4429

Family Recovery Center –Ottumwa  
641-684-3170
Websites:    www.drugfreeinfo.org or www.idph.state.ia.us 
Situations that warrant immediate intervention:
· When there is co-occurring depression AND the user is suicidal--substance use dramatically increases the risk of self-harm or suicide. 

· When the user’s behavior is endangering a child, including an unborn child--contact police or the Department of Human Services at (800) 362-2178. 
· Dangerous situations such as drunken driving, domestic abuse or other violence. Contact the police or sheriff.

· Any use of the drugs methamphetamine, crack, Ecstasy or heroin. These substances are in Jefferson and Van Buren Counties. The incidence of methamphetamine use is especially growing at an alarming rate. The progression of addiction is rapid and potentially fatal if not interrupted. When a person is using these substances at all, they are automatically a danger to themselves. Their use can lead to serious health conditions including brain damage, memory loss, psychotic-like behavior, heart damage, hepatitis, and HIV transmission

Methamphetamine: Dramatic weight loss; self-isolation/seclusion--living like a “creature of the night;” disrupted sleep--up for days at a time, then crashing; agitation and irritability; complete loss of interest in other areas of life such as school or job; rapid decline in school or job performance; open sores or boils on face, neck, back; paranoia; change in skin color.

Crack: Dramatic weight loss; dark circles under eyes; sinus problems; disappearing for days.

Ecstasy: Very high temperature; very agitated; grinding teeth; use of mouth devices to diminish grinding (e.g. candy “pacifiers”).

For information and assistance, contact:

Meth Hotline: 1-888-664-4673
· IA Drug & Alcohol Helpline: 1-866-242-4111
SIEDA Drug and Alcohol:  

641-472-5834  Fairfield
641-682-8741  Ottumwa
First Resources Drug and Alcohol Program:  

641-472-4106  Fairfield
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By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
The American Psychiatric Association's (APA) diagnostic criteria for intellectual disability (formerly mental retardation) are found in the Diagnostic and Statistical Manual of Mental Disorders (DSM). A summary of the expected criteria for the upcoming DSM-5 are as follows:

1. Deficits in general mental abilities (intellectual functioning) such as reasoning, planning, abstract thinking, judgment, academic learning (ability to learn in school via traditional teaching methods) and experiential learning (the ability to learn through experience, trial and error, and observation). An IQ of approximately 2 or more standard deviations below average for the person's age and cultural group as measured on an individualized, standardized, culturally appropriate, and psychometrically sound test. This is typically an IQ score of 70 or below.

2. Concurrent deficits or impairments in adaptive behavior in one or more aspects of daily life activities (i.e., the person's effectiveness in meeting the age appropriate standards of behavior, accounting for differences in cultural expectations). These deficits result in the need for ongoing support at school, work, or independent life. Typically, these deficits are measured using individualized, standardized, culturally appropriate, and psychometrically sound tests. Significant deficits in adaptive behavior may be evident in one or more of the following aspects of daily life:

Communication: refers to the ability to convey information from one person to another. This involves the individual's ability to understand the message being expressed as well as the ability to express one's self through words or actions.

Social skills: refers to the ability to interact effectively with others; understanding and complying with social rules, customs, and standards of public behavior. This intricate function requires the ability to process figurative language and read unspoken cues such as body language.

Personal independence at home or in community settings: refers to the ability to independently perform safely complete day-to-day tasks without guidance (cooking, cleaning, and laundry). Examples of routine activities in the community would include the ability to shop for groceries, or the ability to safely navigate and access the community using public transportation.

School or work functioning: refers to the ability to conform to the social standards for work or school settings, and includes the ability to learn new knowledge, skills, and abilities. This also includes the ability to apply this information in a practical, adaptive manner, without excessive direction or guidance.

3. The onset is during the developmental period, typically before age eighteen years.

The DSM also provides severity codes that indicate the diagnosing clinician's impression of the severity of impaired functioning. The upcoming DSM-5 may change the basis for coding severity but this has not yet been decided. 
Mild intellectual disability includes about 85 percent of people with intellectual disabilities. Their IQ scores typically range from 50-75. Many individuals within this group can achieve some academic success (about the 6th to 8th grade level or beyond with sufficient academic supports). People with this degree of impairment are mostly self-sufficient and in many cases, can live independently within their communities with a minimal level of additional supports.

Moderate intellectual disability includes around 10 percent of the individuals with intellectual disabilities. IQ scores typically fall between 35 and 55. People in this range have adequate communication skills. Many of these individuals function very well in group homes or may live independently within their communities as long as they are provided sufficient supports.

Severe intellectual disability describes 3 - 4 percent of this population. IQ scores are usually somewhere in the range of 20 to 40. Communication skills and self-help skills are very basic and many individuals in this category will require safety supervision and supportive assistance. Residence in supported housing is usually necessary.

Profound intellectual disability describes a very small portion of the persons with intellectual disabilities, about 1 - 2 percent of those affected. These individuals would usually score under 25 on IQ tests and require around-the-clock care and support. Their communication skills are limited and they require assistance for self-care. People with profound intellectual disability usually have neurological disorders as well.
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First Indication of Intellectual Disability
By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
The first indication of an intellectual disability (intellectual developmental disorder is usually a child's physical and behavioral characteristics. Once an intellectual disability is suspected, a formal evaluation and assessment process begins with a complete physical examination of the child and thorough review of medical history designed to identify any organic (physical or medical) causes of the troubling symptoms. Some organic conditions that can result in an intellectual disability can be treated effectively; however, even reversible conditions require immediate attention as the brain can easily become permanently damaged without prompt attention. Hyperthyroidism is an example of a treatable condition that can cause an intellectual disability if not treated promptly. Individuals who may have a neurological cause for their troubling symptoms (brain injury, for example) are often referred to a neurologist for further testing. 
Intellectual disabilities are defined by significant limitations in two key areas of functioning: intellectual functioning and adaptive behavior (conceptual skills, social skills, and practical life skills). Therefore, a medical evaluation is only one part of a complete assessment for intellectual disabilities. A thorough assessment process typically includes a comprehensive medical exam, a social and familial history, an educational history (if the child is of school age), and psychological testing to assess intellectual functioning and adaptive behavior. Parents and primary caregivers are interviewed during this process. In many cases, the child is interviewed as well. Interviews are useful in determining the level at which the child functions during everyday activities, and aids the diagnostician's assessment of the child's self-care and social abilities, relative to peers of the same age group.

Psychological

Tests

Psychological Tests commonly used to assess intellectual functioning and adaptive behavior.
By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
Various types of standardized psychological tests are used during the assessment of intellectual disabilities.   These tests may assess intelligence (IQ), learning abilities, and adaptive behavioral skills (conceptual skills, social skills, and practical life skills). A standardized test means a test has been uniformly designed and administered so that an individual's score may be compared to an average score for people of the same age, culture, socioeconomic backgrounds, etc. This comparison provides vital information about an individual's skills and abilities relative to their peers.

Tests of intellectual functioning are designed to measure and assess general mental abilities (relative to peers of the same age group) and may include tests of the following abilities: reasoning, problem solving, abstract thinking, judgment, academic learning, and to some degree, experiential learning. Some of the more commonly used standardized, psychometrically sound tests are:

The Wechsler Intelligence Scale for Children (WISC) is an intelligence test appropriate for children ages six through sixteen years of age. This test is composed of several subtests, each of which provides insight into distinct areas of children's intellectual functioning across two key aspects of intelligence: verbal skills and spatial/performance skills. Tests of vocabulary, similarities, comprehension, math, and information knowledge comprise the verbal test section, while tests of picture completion and arrangement, block design, object.
The Wechsler Preschool and Primary Scale of Intelligence is an intelligence test appropriate for children ages three to seven years. This test is organized like the WISC, and measures two key aspects of intelligence: verbal skills and performance/spatial skills, with multiple subtests measuring different aspects of each major area. This test is not appropriate for individuals with severe intellectual disability.

The Wechsler Adult Intelligence Scale (WAIS) is an intelligence test for individuals who are over sixteen years of age. This test assesses the same two aspects of intelligence as the WISC (verbal and performance) but at an age appropriate level of difficulty for adults. Like the WISC, it is comprised of multiple subtests measuring different aspects of the two major areas of intelligence.

The Stanford-Binet Intelligence Scale is another intelligence test used to test individuals ranging from two to twenty-three years of age. There are fifteen subtests for older groups and six subtests (vocabulary, comprehension, pattern analysis, quantitative, bead memory, and memory for sentences) that are administered across all age groups.

McCarthy Scales of Children's Abilities is used to assess the cognitive and motor abilities of children between the ages of two and one-half through eight and one-half years. This test battery is comprised of six sections: Verbal Scale, Perceptual-Performance Scale, Quantitative Scale, Memory Scale, Motor Scale, and General Cognitive Scale. The results do not provide an IQ score. Instead, the test yields a General Cognitive Index (GCI), which is similar but broader than a simple IQ. The McCarthy Scales also provide individual ability scores (verbal, non?verbal reasoning, number aptitude, short-term memory, and coordination). The profile of these scores helps diagnosticians to determine if learning problems are present in younger children.

Bayley Scales of Infant Development are used to assess the development of infants and toddlers ages two months to three and one-half years of age. This test may also be used with chronologically older children who are unable to take age-appropriate tests. There are three sections: mental (including tests of recognition memory, object permanence, shape discrimination, attention, nonverbal communication and vocalization, receptive and expressive language), motor (including tests of gross and fine motor skills), and behavior (including tests of emotion and observed testing behavior).

Tests measuring adaptive functioning are also used to establish how socially and emotionally mature a child is in comparison with his or her peers. Tests commonly used for this purpose are described below:

The Woodcock-Johnson Scales of Independent Behavior is used to measure independent behavior in children.

The Vineland Adaptive Behavior Scale (VABS) is used to test the social skills of individuals from birth to nineteen years of age. This test is not administered directly to the child being assessed. Instead, questions are directed to primary caregivers or other individuals who are familiar with the child. The test contains four sections: Communication, Daily Living Skills, Socialization, and Motor Skills. An Adaptive Behavior Composite is determined through a combination of scores from each section of the test. There are separate norms available for individuals with intellectual disabilities, behavioral disorders, and physical handicaps.

Diagnostic Adaptive Behavior Scale (AAIDD, 2010) is used to measure adaptive behavioral skills (conceptual skills, social skills, and practical life skills) and may help to determine the intensity and types of supports needed to maximize independent functioning and quality of life. Tests of IQ and adaptive functioning provide a sufficient basis for making a diagnosis of intellectual disability. Other tests (e.g., neuropsychological tests) may provide further detail, but are not necessary for diagnosis. All the relevant information (test scores, medical history, familial history, social history, educational history, interviews, and psychological testing information) is gathered together and taken into account before a diagnosis is made. Diagnosticians have some discretion. The test scores are weighted heavily but are not the sole basis for a diagnosis of intellectual disability. For instance, if a child appears to be smarter or more adaptive than the testing indicates this would be taken into account along with all the other data. The diagnostician then compares all this data to the diagnostic criteria for intellectual disabilities (intellectual developmental disorder, formerly mental retardation) before determining that an intellectual disability is present. 
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Severity Codes for Intellectual Disability
By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
The DSM also provides severity codes that indicate the diagnosing clinician's impression of the severity of impaired functioning. The upcoming DSM-5 may change the basis for coding severity but this has not yet been decided. 
Mild intellectual disability includes about 85 percent of people with intellectual disabilities. Their IQ scores typically range from 50-75. Many individuals within this group can achieve some academic success (about the 6th to 8th grade level or beyond with sufficient academic supports). People with this degree of impairment are mostly self-sufficient and in many cases, can live independently within their communities with a minimal level of additional supports.

Moderate intellectual disability includes around 10 percent of the individuals with intellectual disabilities. IQ scores typically fall between 35 and 55. People in this range have adequate communication skills. Many of these individuals function very well in group homes or may live independently within their communities as long as they are provided sufficient supports.

Severe intellectual disability describes 3 - 4 percent of this population. IQ scores are usually somewhere in the range of 20 to 40. Communication skills and self-help skills are very basic and many individuals in this category will require safety supervision and supportive assistance. Residence in supported housing is usually necessary.

Profound intellectual disability describes a very small portion of the persons with intellectual disabilities, about 1 - 2 percent of those affected. These individuals would usually score under 25 on IQ tests and require around-the-clock care and support. Their communication skills are limited and they require assistance for self-care. People with profound intellectual disability usually have neurological disorders as well.
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Borderline Intellectual Functioning
By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
The intellectual deficits and functional impairments that characterize intellectual disabilities can vary widely.  The DSM-TR-IV heavily weights IQ scores in making a diagnostic determination of intellectual disability.  When the DSM-5 comes out in 2013, the criteria will still use IQ scores to aid in diagnosis, but the criteria are not as rigid as DSM-IV-TR. One problem with the DSM-IV-TR strict IQ criteria is that there are some people who have IQ scores in the range of 70-84 that are just slightly above what would qualify them for a diagnosis of intellectual developmental disorder. Although they would not ordinarily meet the diagnostic criteria for an intellectual disability, their cognitive functioning is nevertheless limited, creating problems for everyday functioning, judgment, and academic or occupational achievement. This level of functioning may be diagnosed as borderline intellectual functioning (BIF) under the DSM-IV-TR criteria (APA, 2000). It is expected that the DSM-5 will do away for the need to have this special BIF category. In the meanwhile, it is useful to understand this diagnostic label.

This classification describes a group comprising about 7 percent of the general population that falls into an area of delayed intellectual, emotional, and/or adaptive functioning that teeters on the edge of intellectual disability but does not actually qualify for that specific diagnosis using DSM-IV-TR strict IQ criteria. People who meet the diagnostic criteria for borderline intellectual functioning, but not an intellectual disability, are certainly disadvantaged, but at the same time function well enough to make it difficult to definitively determine there are deficits meriting legal protection, financial assistance, and social services.

Diagnosing borderline intellectual functioning (BIF) is complicated, as the condition is subtle and difficult to detect. BIF may also be accompanied by co-morbid disorders, which further complicates the diagnostic process. BIF often escapes detection until affected individuals reach school age, specifically when academic demands are placed on affected children. For school age persons the condition manifests itself in poor academic performance, lack of attention to tasks, and behavioral problems, which may stem from frustration and emotional immaturity. As is the case with intellectual disability, the diagnosis of borderline intellectual functioning is made with a combination of academic achievement tests, intelligence quotient (IQ) screening, and adaptive functioning assessments. The tests are considered together with observations made by diagnosticians, school staff, and children's primary caregivers.

Borderline intellectual functioning is not well known; its obscurity lies in its 'neither here nor there' nature. The subtle nature of borderline intellectual functioning is further complicated by terminology because it was formerly known as borderline intellectual disability. The condition's new title no longer includes the word "disability" and thus may prevent affected individuals from being recognized as having deficits that require services from mental health or intellectual disability organizations. Deficits often go unnoticed until affected individuals reach school settings or other demanding and unfamiliar environments, if identified at all. Left undetected, these chronic deficits and associated frustrations may lead to higher rates of incarceration, unemployment, and poverty.
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Intellectual Disability and Co-Morbid (Co-Occurring) Disorders

By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
Persons with intellectual disabilities tend to develop mental illness diagnoses at a rate three to four times greater than the average population. When more than one disorder is diagnosed at the same time, the set of diagnoses are known as co-morbid, or co-occurring disorders. Additionally, some psychiatric conditions are considered the primary cause of the intellectual disability.. 

Individuals with intellectual disabilities are prone to Attention Deficit Hyperactivity Disorder, or ADHD. ADHD has behavioral characteristics that include inattention, impulsivity, and fidgeting. Individuals with ADHD have difficulty with organization, often lose things, and struggle to complete tasks, especially those that require concentration and sustained effort.

While ADHD is diagnosed in 8 -15 percent of the general population of children, between 17 and 52 percent of adults with intellectual disability may qualify for this diagnosis. The range provided here is large because studies disagree on the prevalence of co-morbid ADHD and intellectual disability. ADHD is difficult to detect amidst the other prominent symptoms of intellectual disability.

Individuals with intellectual disabilities are prone to mood disorders, including major depression. The incidence of co-morbid depression in people with intellectual disabilities is difficult to determine with precision, because many people with intellectual disabilities have difficulty communicating their moods during a diagnostic evaluation. Both adults and children with intellectual disabilities may experience depression. Children may become depressed upon realizing that they are different from their peers and may notice they do not possess the same skills and abilities as their peers. Depression may manifest in adolescents and adults through disturbances in sleep and eating routines, social withdrawal, and anxiousness. Bipolar disorder, another mood disorder, is between two and three times more frequent in the persons with intellectual disabilities than in the people without intellectual disabilities.

People with intellectual disabilities and people with autism spectrum disorder (a leading cause of intellectual disabilities formerly known as pervasive development disorders) often develop Stereotypic Movement Disorders, which involve unnecessary repetitive movements that interfere with everyday functioning. The movements may take on a self-injurious form and restraints and/or protective gear may be required at times to keep affected individuals from injuring themselves.

In order for an intellectual disability to be diagnosed, it usually must begin before age 18. If symptoms develop after age 18, the correct diagnosis is neurocognitive disorder (formerly dementia). However, if a further loss of functioning occurs after age 18, a person may receive both diagnoses. This may be due to a new brain injury (such as a fall or auto accident), or a progressive disease or disorder. Typically, individuals who have intellectual disabilities do not have a heightened incidence of neurocognitive disorders later in life; however, Alzheimer's disease is common among middle-aged individuals with Down syndrome. Alzheimer's disease occurs with greater frequency and at a far earlier age than in people without Down syndrome. People with Down syndrome who develop Alzheimer's disease typically pass away within ten years of their diagnosis.

It is estimated that about three percent of people with intellectual disabilities also have Schizophrenia, most of whom go undiagnosed. This is in comparison to a rate of 0.8 percent within the general population.
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Historical and Contemporary Perspectives on Intellectual Disabilities

By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
We now know that intellectual disabilities are a complex classification of disabilities that have a number of different manifestations and a number of different causes; however, this enlightened understanding was not always evident throughout different historical periods, and across various cultures. During the course of history, individuals with intellectual disabilities have faced many challenges that arise from living with a significant disability on a daily basis. However, these challenges were intensified by stigma and negative social perspectives that affected not only the disabled person, but their families as well.

Historically, intellectual disabilities were known by many names and these names reflected the knowledge and social prejudices of the historical period in which they were conceived. Persons with these disabilities were objectified; i.e., their personhood was overshadowed by their disability and in a sense, they became a disability rather than a person. For instance, referring to a person with an intellectual disability as "a mental retard" reflects this objectification by referring to a person as a thing. 
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Paving the Way to a Modern Conception of Intellectual Disability:

Advancements in Intelligence Testing

By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
In the last hundred or so years, advances in the fields of intelligence testing and genetics have made the medical basis for intellectual disabilities undisputedly clear, and have provided a measurement technology capable of accurately distinguishing levels of functioning in people with intellectual disabilities. Along with the advent of learning theory during the middle of the 1900s (the major achievement of behavioral psychology), these advances have made it possible to provide people with intellectual disabilities a level of training, education, and supportive services that match their unique abilities and needs. The availability of skills training and supportive services, in turn, has made it possible to enable people with intellectual disabilities to reach their true potential and to optimally function within mainstream society.
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Intellectual Disabilities and Supportive Rehabilitation: 
Developing an Individualized Support Plan (ISP)
By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
Intellectual disabilities have many medical causes and may manifest in unique and individualized ways. Nonetheless, medical treatment alone is inadequate to address the varied types of resulting impairments and limitations. Thus, while medical treatment may be helpful and necessary for treating some of the underlying causes and associated symptoms of intellectual disabilities (and for treating certain physical impairments that may result) medical treatment alone is insufficient to address the intellectual and functional deficits that define these disabilities. As intellectual disabilities are not illnesses, there are no treatments per se. Instead, interventions focus on identifying the abilities and limitations of each person and to provide sufficient supports to maximize each person's functioning. In this respect, we may speak of rehabilitation, rather than of treatment. In this section we discuss these interventions and the strategies that are used for supportive rehabilitation.

Developing an Individualized Support Plan (ISP)
When someone is ill, health care professionals develop an individualized treatment plan designed to correct, halt, or limit the harmful effects of the disease, disorder, or condition. However, since an intellectual disability is not an illness, a different type of plan is developed called an individualized support plan (ISP). The goal of the ISP is to assess the individual needs and competencies of each person, and to develop a strategy that best utilizes these competencies while diminishing or eliminating the challenges that cause functional limitations. Ultimately, the primary objective of the ISP is to create a match between a person's environment and their abilities in order to optimize their level of functioning and life satisfaction.

ISPs are considered most beneficial when the design and implementation of the ISP is founded upon a collaborative alliance between the person with an intellectual disability, his or her family members, and an interdisciplinary team of professionals. Accordingly, psychologists and other behavioral specialists, health care providers (nurses, doctors) speech and occupational therapists, educational and skills training specialists, service coordination specialists (case managers), and social workers are just a few of the professionals who may participate in the development and implementation of the ISP.

Early intervention is crucial in order to ensure the optimal development of children with intellectual disabilities. Intervention programs are offered beginning as young as birth through two years of age. These early intervention programs serve multiple functions: They inform parents and primary caregivers about early child development; they provide interventions designed to help children grow and learn by working with their strengths and limitations; and they collaborate with families to design and implement ISPs to help their children function to the best of their abilities. Settings for these programs may include home, school, and community.

Individualized Support Plans (ISPs) and Intellectual Functioning
The assessment of intellectual functioning is determined through a variety of standardized intelligence tests. Because the assessment of intellectual functioning is a part of the diagnostic process that identifies an intellectual disability, the Individualized Support Plan (ISP) does not typically reassess this. Instead, the ISP evaluates the abilities and limitations of the person and determines what educational and academic supports are needed and how to best provide these supports, in the least restrictive environment.

Educational Supports and Individual Educational Plans (IEPs)

In general, children in the United States school systems with IQ scores above or below the mean IQ score (the average IQ score) by 2 standard deviations or more will ordinarily receive an Individualized Educational Plan (IEP). The IEP establishes individualized, educational goals for each child. Children who score two standard deviations above the mean (roughly 2.5% of children) have exceptionally high IQ scores while children who score two standard deviations below the mean (roughly 2.5% of children) have exceptionally low IQ scores. Both groups of children (children with exceptionally high IQ, and children with exceptionally low IQ) are eligible for specialized educational services as identified in the IEP because it is recognized that these children's specialized needs for education cannot be adequately met in an ordinary classroom alone. Thus, children with intellectual disabilities will receive an IEP. It should be noted that an individualized educational plan (IEP) is not the same as an individualized support plan (ISP), although they may be similar, particularly for school age children.

The IEP is developed collaboratively with input from many sources: educational professionals, social services professionals, the student, and the student's family. Each IEP outlines specific goals and objectives that the child will be encouraged to achieve. Special educational curriculums are then adapted to help each child achieve their IEP goals. The curriculum is designed around each child's needs and abilities, and focuses on the development of age appropriate functional skills that are necessary for everyday life at school, home, and in the community.

For children with intellectual disabilities the severity of each child's intellectual disability is taken into consideration when developing the IEP. The learning environment itself is crucial for maximizing every child's success, so school placement decisions are based heavily on an assessment the child's overall functioning, along with student and family input regarding their preferences. Some children with mild intellectual disabilities (roughly 75-85%) can attend a regular school with additional learning support. While attending regular classes most of the day, they may additionally attend a learning support classroom. There, special education professionals can work one-on-one with students to help them to achieve the goals of the IEP. For other students, the goals of the IEP may not be met unless they spend the majority of their school day receiving specialized educational services. In each case, the IEP may include traditional academic supports as well as services designed to improve adaptive behavior (social skills, life skills, and conceptual skills). 

Traditional learning environments are not always beneficial for students with more severe forms of intellectual disability (approximately 15-25% of children with intellectual disabilities). In order to ensure that these students receive the best possible educational services, they may benefit from placement in a school that specializes in the education of children with intellectual disabilities. Such alternative schools are staffed by special education and learning support professionals. Although typically funded by local school districts, there are also private versions of these special schools that charge tuition.

Individualized Support Plans and Adaptive Behavior

In the previous section we discussed how Individualized Support Plans (ISPs) are developed to improve intellectual functioning through the provision of educational supports. Specifically, we discussed the individual educational plans (IEPs) that are created for school age children with intellectual disabilities. The IEPs will usually identify educational supports for both intellectual functioning and adaptive behavior (conceptual skills, social skills, and practical life skills). However, adults with intellectual disabilities, who no longer attend school, will also have Individualized Support Plans developed as part of the public and private services that are available for people with intellectual disabilities. The ISPs for adults tend to assess and focus on adaptive behavior and to identify the supports needed to increase conceptual skills, social skills and practical life skills.

Individual support plans (ISPs) and supportive services are typically provided through community-based, social service programs. Supportive services may continue throughout a person's lifetime or they may be delivered on an intermittent "as needed" basis. The ISP will describe what services and supports are needed to ensure each individual's ongoing success. By coordinating support services, training, and social inclusion, these plans promote independence and self-determination of people with intellectual disabilities.

In order to assess adaptive behavioral abilities and limitations, standardized tests are often used. One such test is the Supports Intensity Scale (Thompson, et. al, 2004). The first section of this commonly used assessment tool includes scores that rate a person's abilities and limitations in six areas: home living, community living, life-long learning, employment, health and safety, and social activities. As support needs are identified, the ISP plan proposes specific support strategies to meet the identified support need. More information about the Support Intensity Scale can be found at www.aaidd.org. For adults with intellectual disabilities, the ISP typically targets the skills and supports needed for independent living such as supported employment, supported housing, as well as social skills training.
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Effective Teaching Methods for People With Intellectual Disabilities

By:
Tammy Reynolds, B.A., C.E. Zupanick, Psy.D. & Mark Dombeck, Ph.D.
Individuals with intellectual disabilities benefit from the same teaching strategies used to teach individuals with learning disabilities, attention deficit/hyperactivity disorder, and autism. It is helpful to break down learning tasks into smaller steps and to introduce each learning task, one step at a time, to avoid overwhelming the student. Once the student has mastered one step, the next step is introduced. This is a progressive, step-wise, learning approach and is characteristic of many learning models. The only difference is the number and size of the sequential steps.

In a similar manner, lengthy verbal directions and abstract lectures are not the most effective teaching approaches for any audience, and are especially unreliable methods for teaching people with intellectual disabilities. Most people are kinesthetic learners; i.e., they learn best by performing a task "hands-on," rather than by thinking about it in the abstract. This is especially true for students with intellectual disabilities because they learn best when the learning experience involves concrete, observable information, rather than abstract instructional lectures. For example, a teacher who wants to teach the concept of gravity has several options: She can tell students that things are pulled towards the earth by a force known as gravity; she can demonstrate how gravity works by dropping something; or she can instruct the students to drop something themselves while explaining the concept of gravity. Chances are that the students will retain more information from dropping an object during the demonstration or by experiencing the act of dropping something, rather than simply being told how gravity works.

Typically people with intellectual disabilities do best in learning environments where visual aids are used as much as possible such as charts, pictures, and graphs. These visual tools are also useful for helping students to understand what behaviors are expected of them. Using charts to map students' progress is very effective, for instance. Charts can also be used as a means of providing positive reinforcement for appropriate, on-task behavior.  

Individuals with intellectual disabilities require immediate feedback in order to make a connection between their answers, behaviors, or questions and the teacher's responses. A delay in providing this immediate feedback may disrupt the formation of a connection between cause and effect in the student's mind, and the learning point may be missed.
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Providers
Center Village of Tenco
Center Village of Tenco is a 47-bed Residential Care Facility (RCF) in Keosauqua, IA.  CVT provides 24-hour supervision and support for individuals with mental health illness and intellectual disabilities.  Residents of CVT are given the opportunity to increase daily living skills and improve mental health stability through medication monitoring, personal care assistance, support with money management, and community integration activities. 
Optimae
Home and Community Based Services (HCBS) offer a personalized approach to providing services for children and adults with an intellectual or developmental disability or a qualifying brain injury.  Optimae provides individualized support so that each person receiving this service may experience success and satisfaction in the community-based living environment of their choice. These services are provided in the person’s home and other community-based settings, and are available 24 hours a day.  Services include: 

· Hourly Supported Community Living services
· 24 hour residential sites
· Community Integration Program -- “West Side Social Club,” offering group opportunities to increase independence.
· “Project Search,” a business-led collaboration that enables young adults with disabilities to gain and maintain employment through training and career exploration. [image: image4.jpg]


The cornerstone of Project SEARCH is total immersion in a large business. Participants are adults who have experienced significant barriers to employment. Each day, these interns report to the host business, learning employability skills in the classroom and job skills in the workplace.  Optimae partners with Jefferson County Hospital and Clinics in this program.
· Supported Employment
Tenco
Tenco provides opportunities for individuals with ID/DD diagnoses in the areas of social, vocational, and residential skill development.  

· Tenco’s Pre-Vocational program offers paid work experience to individuals with a long term goal of competitive, community employment.  Individuals are given a chance to improve upon potential deficits through an educational setting for job training.  

· Tenco’s Adult Day Habilitation Program offers opportunities for community inclusion, life skill development, and socialization through a small group setting; both at Tenco and in the community.  

· Tenco’s residential program offers a variety of opportunities; from 3-4 person site living to 1:1 staff.  In this program individuals are given an opportunity to advance their daily living skills to the highest level of independence possible.
The Arc of Jefferson and Nearby Counties

The Arc of Jefferson and Nearby Counties is an organization of people concerned about children and adults who are intellectually or otherwise developmentally disabled.  The Arc is committed to: 

· securing for all people the opportunity to choose and realize their goals of where and how they learn, live, work and play.  
· reducing or eliminating barriers for persons through education, research, advocacy and the support of families, friends and the community.
The Arc of Jefferson & Nearby Counties is funded through memberships, donations and fundraising projects.  A few of the projects offered are:


1)  Donate toward special class swimming or practices for Special Olympics


2)  Offer college scholarships


3)  Fund camperships

4)  Donate for respite weekends

Please contact The Arc of Jefferson and Nearby Counties if you, or someone you know, has a special need.

Van Buren Job Opportunities
Van Buren Job Opportunities is an employment service uniquely designed to enable every person, including persons with disabilities, to achieve successful employment in the community.  Employment services include:


1) Job Enhancement, which includes job seeking skills training and career counseling; 
2) Community Based Assessment, which includes Discovery, Career Exploration, Job 


Shadow, and Work Site Evaluations; and 


3) Supported Employment Services, which include Job Development, Job Coaching and 


Follow-Along services.  

Services are provided at no cost to the client but paid by state, county, and/or federal funds.  Arranging for Van Buren Job Opportunities services is easy.  

All contact information for providers can be found in the Resource section of this booklet.  
WORDS   OF   HOPE


We hope the information provided in this booklet will assist you in effectively responding to a mental health need for mental illness or intellectual disability.  Best practices in the mental health field continue to evolve towards an emphasis on recovery, self-care, self-help, personal empowerment and personal responsibility for managing symptoms of illness and for maintaining self-defined wellness.

More than ever, people who experience mental illness live within the community.  They are our colleagues at work, our neighbors, our fellow worshippers, our friends and ourselves.  Education about mental illness, addictions, effective treatments, stress management, relationship skills, medications and self-help tools helps individuals and communities overcome the stigma too often associated with experiencing symptoms or seeking help for those symptoms.

How a mental health crisis is handled can make the difference between a positive and negative outcome.  We hope that the information shared here will help you respond effectively and compassionately in the event of a crisis.  We also hope that it will help you preserve and deepen your relationship and connection with a loved one, and recognize the humanity in us all.
Mental Health System 

Definitions
DEFINITIONS  USED  IN  THE  MENTAL  HEALTH  SYSTEM  

“Access point” means a part of the service system or the community that shall be trained to complete applications for persons with a disability and forward them to the CPC.  Access points may include, but need not be limited to, providers, public or private institutions, advocacy organizations, legal representatives, and educational institutions.

“Applicant” means a person who applies to receive services and supports from the service system.

“Authorized Representative” means a person designated by the consumer or by Iowa law to act on the person’s behalf in specified affairs to the extent prescribed by law.

“Board” means a county board of supervisors.

“Case Management” Case management is a service provided by a case manager to manage multiple resources for the benefit of Medicaid clients. Case management services assist recipients in gaining access to appropriate and needed medical and interrelated social and educational services. The goal of case management is to ensure that 1. Necessary evaluations are conducted, 2. Individual services and treatment are developed, implemented, monitored and modified as necessary and 3. Reassessment of client needs and service provision occurs on an ongoing and regular basis (but not less than annually). 

“Central Point of Coordination (CPC)” means the administrative entity designated by a board, or the boards of a consortium of counties, to act as the single entry point to the service system as required in Iowa Code section 331.440.

“Civil Commitment (Iowa Code Chapter 229)” is designed to enable a person to be evaluated in order to determine whether the person has sufficient judgment to make decisions with respect to his or her hospitalization or treatment and who is likely to physically injure himself or herself or others if allowed to remain at liberty without treatment; or is likely to inflict emotional injury on members of his or her family or others or lack reasonable opportunity to avoid the contact with the person if he or she is allowed to remain at liberty without treatment.  (Note:  Some county courts also process substance abuse commitments. For the purposes of this booklet, the information contained in this section focuses on mental health commitments.)  
“Clinical assessment” means those activities conducted by a qualified professional to identify the consumer’s current level of functioning and to identify the appropriate type and intensity of services and supports.

“Community Support Services (CSS)” is a Medicaid funded service provided to adult consumers with persistent mental illness. CSS is designed to support consumers as they live and work in their communities by reducing or managing mental illness symptoms and associated functional disabilities that negatively affect community integration and stability. 

“Consumer” means a person who is eligible to receive services and supports from the service system.

“Consumer Choice Option” means a self-directed option available under the Home and Community Based Services Waivers that gives consumers more control over a targeted amount of waiver dollars.  Consumers will use these dollars to develop an individual budget plan to meet their needs by directly hiring employees and/or purchase other goods and services.

“County of Residence” means the county in Iowa where, at the time and adult applies for or receives services, the adult is living and has established an ongoing presence with the declared, good-faith intention of living permanently or for an indefinite period.  The “county where a person is living” does not mean the county where a person is present for the purposes of receiving services in a hospital, correctional facility, halfway houses for community corrections and/or substance abuse treatment, nursing facility, intermediate care facility for persons with  intellectual disability, or residential care facility, nor for the purpose of attending a college or university.  The county of residence of an adult who is  a homeless person is the county where the adult usually sleeps.  The “County of Residence” may be transferred using  procedures in Section 153.53(1)a of Chapter 441, Iowa Administrative Code.
“Countable resource” means real estate or personal property that has a cash value that is available to the owner upon disposition and is capable of being liquidated. 

“Department” means the Iowa Department of Human Services.
“Developmental Disability” A person with a severe, chronic disability which is attributed to a mental and/or physical impairment, occurs before the age of 22, is likely to continue indefinitely, results in substantial functional limitation, and reflect the person’s need for a sequence of services which are of life long or extended duration

“Director” means the director of the Iowa Department of Human Services.

“Division” means the Iowa department of human services.

“Emergency service” means a service needed immediately to protect the life or safety of a consumer or others.

“Eligibility” means a person meets disability, resource, income and residency requirements, so they can be enrolled as eligible for county funding.  

“Evaluation” An assessment completed by a qualified professional for eligibility purposes. 
“Growth” means a service that enhances skills for personal growth or enjoyment (example: socialization).

“Habilitation Services” are for individuals diagnosed with a chronic mental illness and consists of individualized services and supports that assist with the acquisition, retention, or improvements in skills related to living in the community, and are available to those who meet eligibility guidelines. 

“HIPPA” is a Privacy Rule that took effect on April 14, 2003. It establishes regulations for the use and disclosure of Protected Health Information (PHI). PHI is any information about health status, provision of health care, or payment for health care that can be linked to an individual. 
“Home and Community Based Waiver Programs” Are programs that allow the state to access Medicaid funding (through a waiver) to develop and implement an array of community based services. The services offered through each waiver program must meet the public standards for the health, safety, and welfare of the consumers. These services are directed to Medicaid Eligible persons who require a level of care previously provided only in a hospital or nursing facility. The waiver programs offer services beyond what are available through the regular Medicaid Program. 

Currently there are 7 Waiver programs in the state of Iowa, They are: 

	HCBS AIDS/HIV Waiver

	HCBS Brain Injury Waiver

	HCBS Elderly Waiver

	HCBS Ill and Handicapped Waiver

	HCBS Intellectually Disabled Waiver 

	HCBS Physical Disability Waiver

	Children’s Mental Health Waiver


“Household” For consumers age 18 and over: The consumer’s household is defined as the consumer, the consumer’s spouse, the consumer’s domestic partner, and any children, stepchildren or wards under the age of 18 residing with the consumer.  For consumers under the age of 18: The consumer’s household is defined as the consumer, the consumer’s parents (or parent and domestic partner), stepparents or guardians and any children, stepchildren, or wards under the age of 18 of the consumer’s parents (or parent and domestic partner), stepparents, or guardians residing with the consumer.

“ICF” A health care facility for individuals who are disabled, elderly, or non-acutely ill, usually providing less intensive care than that offered at a hospital or skilled nursing facility.

“ICF/MR” Same as ICF, however specializing in services for persons with  intellectual disability.
“IME”  The Iowa Medicaid Enterprise (IME) is an endeavor that unites State Staff and contractors into a performance-based model for administration of the Medicaid program.  Medicaid is a state-federal funded program that is administered by the State of Iowa, Department of human Services.
“Income” is all gross (before taxes) income received by the consumer’s household shall be considered including but not limited to wages, income from self-employment, retirement benefits, disability benefits, dividends, annuities, public assistance, unemployment compensation, alimony, child support, investment income, rental income, income from trust funds, and income in-kind.
“Indigent” An applicant is considered indigent if he or she has income at or below 150 % of the poverty level and does not have resources exceeding $500.

“Individual Comprehensive Plan (ICP)” Means an individualized goal oriented plan of services written in language understandable by the individual using the service and developed collaboratively by the individual and interdisciplinary team. 

“Individualized services” means services and supports that are tailored to meet the individual needs of the consumer.
“Integrated Health Home” also known as the patient centered medical home (PCMH) is a team-based health care delivery model that provides comprehensive, continuous care to patients with the goal of obtaining maximized health outcomes.
“Intellectual Disability” A disability based on an assessment of the person’s intellectual functioning and level of adaptive skills. A diagnosis of intellectual disability shall be made in accordance with the DSM-IV-TR (Criterion A- accompanied by significant limitations in adaptive functioning in at least 2 of the following skill areas: communication, self-care, home living, social/interpersonal skills, use of community resources, self-direction, functional academic skills, work, leisure, health and safety; Criterion B- The onset must occur before age 18; Criterion C- ID has many different etiologies and may be seen as a final common pathway of various pathological processes that affect the functioning of the central nervous system). 
“Intensive Psychiatric Rehabilitation (IPR)” The purpose of this program is to assist persons with psychiatric diagnosis to become personally involved and engaged in a process of role recovery.  This program assists individuals striving to achieve a hopeful, contributing, and meaningful life, while at the same time coping with the symptoms, disabilities, and stigma associated with mental illness.  Program components include:  assessing readiness, developing readiness, establishing goals, achieving goals and keeping goals.  The primary outcome of this program is having an individual with severe and persistent mental illness engaged and participating in chosen roles within a living, working, socializing, or learning environment. 
“Legal settlement” is as defined in Iowa Code sections 252.16 and 252.17.
“Liquid Assets” Assets that can be converted to cash in 20 days.  These include but are not limited to cash on hand, checking accounts, savings accounts, stocks, bonds, cash value of life insurance, IRA’s, CD’s and other investments. 

“Managed care” means a system that provides the coordinated delivery of services and supports that are necessary and appropriate, delivered in the least restrictive settings and in the least intrusive manner. Managed care seeks to balance three factors:

1. Achieving high-quality outcomes for participants.

2. Coordinating access.

3. Containing costs.

“Mental Health Advocate” represents the interest of the patient involuntarily hospitalized by the court.

“Mental Health Assistance” Payments made by the county for mental health services.
“Mental Illness” Means a mental, behavioral, or emotional disorder which has resulted in a functional impairment that substantially interferes with or limits a person’s role. As specified by the Diagnostic and Statistical Manual of Mental Disorders, fourth Edition (DSM-IV-TR).
“Non-Liquid Assets” Are assets that cannot be converted to cash in 20 days. These include but are not limited to real estate, motor vehicles, motor vessels, livestock, tools, machinery and personal property.

“Non-traditional provider” means a provider for whom there is not a certification or licenser requirement.  The consumer must have a non-traditional service need and certain criteria must be met prior to the service being approved for county payment. 

“Poverty Level” means the poverty level as set by the Department of Health and Human Services.

“Pre-Vocational Services” are services that are aimed at preparing a consumer for paid or unpaid employment, but are not job specific. These services include    job readiness skills, such as following directions, attention to tasks, task completion, problem solving, and safety and mobility training. 

“Provider” means a person or agency providing services for people with disabilities.

“Qualified professional” means a person who has education, training, licensure, certification, or experience to make the decision as required by federal or state law.

“Respite” A service provided to the consumer that gives the primary caregiver a break and provides all the necessary care that the usual caregiver would provide during that time period. The purpose of respite care is to enable the consumer to remain in the consumer’s current living situation. 

“Resources” are all liquid and non-liquid assets owned in part or whole by the consumer household that the consumer household is not legally restricted from using for support and maintenance, and that could be converted to cash to use for support and maintenance.
“Resource Exemptions” are resources which shall be disregarded in the determination of eligibility for public funding assistance and the calculation of client participation amounts. 
“RCF” is a licensed Residential Care Facility.
“SCL” means Supported Community Living
  “Sliding Fee Scale” A person may be liable for some of the cost of care based on the individual’s income.
“State case status” is the status of a person who does not have a county of legal settlement as defined in Iowa Code sections 252.16 and 252.17.
“Supported Employment” is individualized services associated with obtaining and maintaining competitive paid employment in the least restrictive environment as possible, provided to individuals for whom competitive employment at or above minimum wage is unlikely and who, because of their disability, need intense and ongoing support to perform in a work setting. Individual placements are the preferred service model. 
“Survival”  means the basic service required to maintain an individual in the least restrictive environment (example: medication monitoring).

“System principles” means:

1. “Choice” which means the consumer or authorized representative chooses the services, supports, and goods needed to best meet the consumer’s individual goals and accepts the responsibility and consequences of those choices.
2. “Community” which means that the system ensures the rights and abilities of all consumers to live, learn, work, and recreate in natural communities of their choice.

3. “Consumer empowerment” which means that the service system ensures the rights, dignity, and ability of consumers and their families to exercise choices, take risks, provide input, and accept responsibility.

