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Family members are often relied upon as a primary source of community support and care for individuals

dual diagnosed with mental illness and mental retardation.  However, family caregivers may be unable to2

handle maladaptive behavior(s) or access the support they need during periods of difficulty.  In addition,10,20

the use of multiple service systems by people with a dual diagnosis may result in role confusion for

professionals when called upon for assistance.  During these times, the system may experience a crisis12

as it is unable to meet emergency demands.  A primary function of the mental health crisis prevention3

planning process is to help individuals and their family members develop strategies to prevent the need

for emergency services. It is also intended to clarify professional roles and responsibilities in advance of

a crisis so that individuals and their families are better able to access the support they need. 

Family Caregiving Part II:
Family Caregiver-Professional Collaboration
in Crisis Prevention and Intervention Planning

C
ollaboration and communication are

essential to the diagnosis and

treatment of individuals with a dual

diagnosis of mental illness and mental

retardation.  Collaboration and4,9,11,13,17,18,22,24,27,28

active planning are also vital to the successful

management of difficulties often associated with a

dual diagnosis.  As was stated in the first5,6,7,25

article of this series, family caregiver-professional

collaboration enhances mental health service

outcomes.  However, families who care for2

individuals with mental illness often complain of

a lack of support when the individual they are

caring for is in crisis.  Individuals dual diagnosed10

with mental retardation and mental illness

(MR/MI) are more likely to exhibit aberrant

behaviors during periods of crisis.  In addition,25

they are likely to receive services from multiple

systems.  The combined effects of these two2

factors make collaboration even less likely during

periods of difficulty without careful planning and

on-going communication.

Community mental health crisis prevention

planning (or personal support planning as it is

sometimes called) is an important collaborative

process that takes place between care recipients,

family members, and members of the service

system. The primary function of crisis prevention

planning is to map out a strategy for individuals,

their families, and service providers to follow

during periods of crisis. An additional function of

the planning process is to clarify roles and 

responsibilities within the service system to

ensure ready access to needed services.

THE GOALS OF THE CRISIS

PREVENTION PLANNING PROCESS

The first and perhaps most important way to

handle a "crisis" is to avoid its occurrence

whenever possible. Crisis service use most often

follows severe maladaptive behaviors on the part

of the service recipient, i.e., assault or property

destruction. Crisis prevention planning can

provide a strategy to assist an individual and the

people who provide support to better cope in times

of difficulty. There are four goals of the crisis

prevention planning process to accomplish this

task.

1) Reaching an understanding regarding

communication  of needs through

maladaptive behaviors.

A primary goal of the collaborative planning

process is for all concerned parties to reach

consensus regarding what an individual may be

communicating through maladaptive behaviors.

Family caregivers and other people providing

support and assistance can better introduce

alternative strategies to help an individual get

their needs and wishes met when they understand

the "meaning" of a given maladaptive behavior.

When effective, this strategy helps to prevent a

crisis from occurring.
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2) Developing/improving upon coping

strategies for the individual and the family

caregiver.

The crisis prevention plan outlines options for

individuals and their family caregivers (and other

providers of direct support) to cope with feelings

or difficulties that may increase the likelihood of

maladaptive behavior(s) if not addressed. For

example, the plan may delineate "early warning

signs" that may indicate an individual is

experiencing anxiety. Based on what is known

about the individual, the plan outlines relaxation

techniques to assist in reducing the person’s

anxiety.

3) Preventing the system from going into

crisis: The delineation of roles and

responsibilities for specific professionals

and service providers.

The crisis prevention plan helps service

providers respond more effectively in times of

crisis. It is helpful when the plan is as specific as

possible in defining who should be contacted and

when. The plan may also include important facts

about the individual to help service providers

contacted to better assist the family. To ensure

that the plan is taken seriously, we recommend

that each crisis plan be approved and signed by

all involved parties to prevent confusion during

times of difficulty.

4) Simplifying access to services.

It is important that access to emergency

services be as easy as possible. For example, we

recommend a one page phone list of services and

important contacts. Families and other direct

support providers should have ready access to the

list in addition to the crisis prevention plan. We

often find a crisis intervention phone list posted

next to the phone numbers of the local fire

department and police department on family

refrigerators.

THE START PERSONAL SUPPORT PLAN

The START Personal Support Plan is one

example of a crisis prevention and intervention

planning format. "The Support Plan" was

developed at START in Northeast Massachusetts.

START (Systemic, Therapeutic, Assessment,

Respite and Treatment) provides treatment,

support and training to individuals dual diagnosed

with developmental disabilities and psychiatric (or

behavioral) disorders, families and service

providers.4

The purpose of the Support Plan is to assist

individuals, their providers and families to access

the supports necessary to live successfully in the

community by:

• providing an accurate picture of who the

individual is - his/her strengths, preferences or

communication style;

• identifying causes of difficulty and patterns that

may lead to difficulties;

• assisting team members in understanding the

individual’s mental health diagnosis and what

that means for the individual;

• identifying people and resources that have been

helpful in the past;

• pre-negotiating the roles of service providers

when outside intervention is necessary.

THE SIX ELEMENTS OF A PERSONAL SUPPORT PLAN

Summarized below are six essential elements

in a START Personal Support Plan.

1) The "face sheet"

The face sheet provides necessary

demographic information about the individual as

well as a description of strengths, communication

style, medical and communication issues. The face

sheet is formatted so that it is easy to read. The

face sheet also contains an easily accessible phone

list of all providers in the individuals network

described earlier.

2) General guidelines

The general guidelines section is very

important in providing a quick overview of who the

person is, what his strengths and interests are,

what things are problematic for the individual and

interventions that have been helpful in the past.

As such this section is a "mini-support plan"

which summarizes the essential factors that are

operative in the individual’s life.

3) Identification of a hierarchy causes and

possible interventions

This section defines the pattern of behaviors,

signs and symptoms (least severe to most severe)

which may lead to a crisis if left untreated.

Potential causes (or reasons) for difficulties and



3

Mental Health Aspects of Developmental Disabilities January/February/March 1999 Vol. 2, No. 1

suggested interventions are included at each

stage.

a) Identifying a hierarchy

In identifying the hierarchy of behaviors

we do not begin with the identification of extreme

maladaptive behaviors. An individual may

experience difficulties long before the use of  "bad"

behavior. For example, an individual with a

history of property destruction and assaultive

behaviors, during times of crisis, may become

isolative with flattened affect days or hours before

maladaptive behaviors arise. Although frowning

and spending time alone are not behaviors

considered to be "maladaptive," in this case they

may be early warning signs of depression,

environmental factors or physical discomfort. If

left untreated, relatively benign behaviors as those

just described can be the precursor to physical

aggression or property destruction. 

Behaviors may be clustered to include

several behaviors at each level of difficulty. The

listing of less severe behaviors also suggests that

the purpose of the plan is not to impose external

control over an individual. While the support plan

empowers family caregivers to manage problems,

a good plan also empowers the individual. The

purpose of the support plan is to help an

individual access support they need early enough

to control his/her own behavior. In addition, early

interventions (necessitating identification of early

signs) are the usually the "least restrictive"

interventions, making them more palatable for all

involved.

The individual’s psychiatric diagnosis

should be included in the support plan along with

a description of behaviors that represent

symptoms of acute mental illness. For individuals

who have MR/MI it is helpful to translate

symptoms of their mental health diagnosis into

behavioral equivalents.  For example, one of19,21,27

the criteria for mania is distractibility. This may

manifest itself in decreased work productivity in a

given individual and treatment effectiveness can

be objectively measured through monitoring

performance at work. The benefit of translating

diagnostic criteria into behavioral equivalents is

that it provides a concrete means to assess the

need for further psychiatric intervention.  When26

this occurs, treatment is accessed and occurs

much more proactively, preventing a full blown

crisis and provides specific information to

caregivers. 

b) Potential reasons for behavior

Identifying the reasons for (or meaning of)

behaviors can be a difficult task. Some important

factors to remember are:

• We are looking for possible causes, a

working hypothesis.

• Tracking daily routines and behaviors is

a vital part of understanding the causes

of aberrant behavior.8

• It is essential to engage in

multidisciplinary collaboration when

looking for the causes of a problem

behavior. A number of factors may

contribute to an individual having

difficulty. These include environmental,

psychiatric, medical and psychosocial

conditions.25

• When looking for antecedents, it is often

helpful to do a functional analysis of the

individual's behavior. Since particular

behaviors may be an indication of certain

motivational considerations, it is helpful

to ask: what is the message behind the

behavior?; what are the consequences

and benefits of the behavior?

Some common sources of non-psychiatric or

non-medical difficulties to keep in mind include:

an  inab ility to communicate  fee lings ;

environmental factors such as a change in

routine; unmet needs; and physical or emotional

discomfort.  Some of the most common15,23,25

reasons for difficulty that may be related are:

transitions, differing expectations in different

settings, family issues, feeling powerless, inability

to communicate feelings, feeling blamed when

things don’t go smoothly, and boredom.

c) Interventions

Five important issues to incorporate into

your intervention strategy are:

• Intervene as early as possible to prevent

the escalation of difficulty.

• Begin with the least restrictive manner of

intervening that is likely to be effective.

• Interventions should match the cause of

the behavior. The intervention in the
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situation is based on what is going on with the

individual.

• Individuals along with their direct

caregivers should be assisted to manage

difficulties whenever possible.

• Interventions are never punitive.

Maladaptive behavior is most often used

because the individual has difficulty

communicating his/her needs or the

system is unresponsive to them. For

example, if someone is using maladaptive

behavior to get attention, we suggest that

they receive the attention they need

before they use maladaptive behavior.

Table 1 offers some options that may be

useful to consider.

TABLE 1.  POSSIBLE CAUSES OF DIFFICULTY

                    AND SUGGESTED INTERVENTIONS

CAUSE INTERVENTION

feeling powerless give choices

anxiety/fear of the

world

offer structure (limit

choices)

feeling blamed ego enhancing

statements

lack of self-esteem provide "attention"

boredom activity

4) Disposition recommendations

The disposition recommendations section

specifies service and other options that have been

most successful in the past; i.e., whether the

individual does well at respite, which hospital is

most desirable, etc. This is very helpful in

identifying resources for a given individual.

5) The back-up protocol

The back-up protocol details how family

members can access additional support if needed.

Having a clear back-up plan is essential in

providing families and the service providers they

contact with the resources necessary to deal with

potentially difficult and dangerous situations. On-

call staff can have access to and familiarity with

crisis prevention plans. Should the individual

experience an acute crisis, families can have easy

access to the emergency supports they need. 

Emergency support providers (crisis teams) should

have the resources they need to intervene quickly

and effectively. Resource flexibility is essential,

since no crisis plan can absolutely predict all

future needs.

6) The signature page

The signature page is included at the end of

the document. Since the support plan is a working

agreement between agencies/individuals, this

final element is essential in assuring the success

of the plan. When everyone involved in the

network of support has a clear understanding of

their role, the system will not experience a crisis

along with the individual in need.3

CONCLUSION

In a time of increased dependence on family

caregivers and other people who provide direct

support to people with disabilities who live in the

community, it is important to have a mental

health system in place that is respectful and

responsive to the needs and requests of service

users and their caregivers. During times of acute

psychiatric difficulty, family caregivers may need

to rely on the community mental health service

system for direction and support. In addition to

lack of information and education on the part of

caregivers, structural barriers in the service

system often interfere with the ability to respond

adequately to expectations and needs as they

arise.

As advocates of family support, we do not

suggest sweeping policy changes in the way the

community support system is currently

structured. Rather, it is suggested that any

community support system can work effectively

when members of the system collaborate, and if

planning is done on an individualized basis. In

crisis prevention we suggest a process of

systematic prevention and intervention planning

to address the issues faced by individuals and

caregivers in the context of the community

support system. When a coordinated planning

process between care recipients, caregivers and

service providers occurs, the use of crisis services

can be minimized. In addition, crisis prevention

and intervention planning fosters improved

competence for all involved to respond effectively

during times of difficulty.
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A copy of the S.T.A.R.T. Support Plan format may be

attained by request. Write to: Joan Beasley, M.Ed., LMHC,

Director, Sovner Center, 99 Rosewood Drive Suite 240,

Danvers MA 01923; or e-mail at JBeasley@GLMH.ORG.
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