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Client Opinion Survey

During fall and spring semesters UCCS conducts anonymous opinion surveys of clients to solicit opinions on UCCS services, counselor-client relationships, and the impact of counseling on student life.  Each semester the results of the survey are reported to the counseling staff.  Counselors also receive copies of the surveys completed by their clients.   
Counselor Safety: Guidelines and Procedures

1. Avoid counseling during hours when the Front Desk is closed and/or when you are the only counselor in the building.

2. Alert professional and civil service personnel in your work area when you have a client or situation of concern to you.  Let the worker know what you want them to do (e.g., calling you during a session to see if you are safe).

3. Alert the UCCS Director, Clinical Director and/or your supervisor of your concern as soon as you can.

4. If harm to you or someone else is imminent, dial University Police, 4-3550 or 911.

5. If you require immediate assistance from UCCS staff, follow this procedure:

a. Dial front Desk (4-4818) and say:  "Tell Dr. Johnson I'll be late for our meeting."

b. Front Desk notifies WIC counselor on duty.  If the counselor is involved with a WIC, Front Desk calls an available senior staff counselor.

c. A senior staff counselor will come to your office and knock on the door.

Walk-In Counseling (WIC) Procedures
UCCS offers walk-in counseling (WIC) to University students who require immediate assistance.  UCCS senior staff and interns are assigned to cover specific WIC shifts.  The reception staff must always be able to reach the WIC counselor on duty.  

The following WIC guidelines are in effect:   
1. WIC shifts run from 8:00 a.m. to 4:30 p.m. Monday through Friday.  WIC counselors are required to stay in the building.  If you must leave the building during your WIC shift, you must find another staff member to cover WIC during your absence.

2. When a phone call or client comes in to front desk, the counselor on WIC duty is responsible for handling that request for service. 

3. The receptionist will inquire if a WIC call is informational or urgent.  The call will then be transferred to the WIC counselor, and the receptionist will stay on the line and announce whether it is an informational or urgent WIC call.

4. WIC counselors must answer the phone during WIC hours, even if they are in session with a client.  If the WIC counselor's phone is busy or there is no answer, the receptionist will inform the caller that she will page the counselor. Counselors must wear the beeper while covering WIC.

5. The receptionist will ask if the counselor can call the person back, or if the caller needs to talk to someone right away.  If the call is urgent and the caller wants to talk to someone right away, the receptionist will inform the caller to hold until the counselor is located.  The receptionist should page the WIC counselor, but should also locate a back-up WIC counselor in case the WIC counselor on duty does not respond to the beeper quickly.  When locating a back-up counselor, the receptionist will first try to contact a staff member who is not meeting with a client, but can interrupt a counselor in session if necessary.

6. As a last resort, if there is absolutely no counselor available, the receptionist will offer the caller a referral.  The caller will be given the number of the Crisis Connection at 612-379-6363. 

7. If the caller can be called back, the receptionist will call the beeper number to inform the counselor that a WIC call is waiting.  When the WIC counselor responds, the receptionist will give the WIC counselor the name and number of the person to call.  

8. When a WIC client comes in, the receptionist will let the counselor know the client is here and provide any pertinent information, e.g. crying, agitation.  The receptionist will ask the client to fill out the necessary paperwork.  If a client is very upset, it is acceptable for him or her to fill out only the Client Information Form.

9. If the WIC client is a returning UCCS client, Front Desk staff will contact the Records Department.  Records staff will then inform Front Desk whether the client’s counseling records are in Titanium or only available in a hardcopy folder.  Front Desk staff will then relay this information to the counselor.  If the client’s records are only available in a hardcopy folder, Records staff will bring the folder to the counselor’s office with an updated transcript.  If the returning client has completed new forms, the counselor should pick up and review those forms at the front desk before greeting the client.   
10. If the WIC client is new to UCCS, the WIC counselor should pick up and review the paperwork at the front desk.  The counselor may request a transcript, and it will be delivered to his or her office.  After the WIC session, the counselor should send the paperwork to the Records Department to be scanned into Titanium. 
11. If the WIC counselor is currently working on an urgent WIC situation and is not able to take WIC calls, the counselor should let reception know that he or she is temporarily unavailable so that reception can locate another WIC counselor for backup.

12. If a WIC client comes to the front desk at 4:15 or later, the client will be told, "We are just about to close, but I will inform a counselor that you are here.” The WIC counselor will meet the client in the reception area and treat them as a stand-up client.  The WIC counselor will talk to the client in the reception area and provide referrals to other counseling resources if necessary.  If the situation is urgent and a referral is not immediately appropriate, the WIC counselor may agree to meet with the client.  In this situation, the WIC counselor should ask the receptionist to locate another senior staff psychologist who will remain available in the building until the situation is resolved. The WIC counselor should remain in the reception area until he or she knows which senior staff person will be available after reception closes at 4:30 p.m.

Noon WIC Procedures during Summer and Semester Breaks
While classes are in session, the front desk reception area is open from 8:00 a.m. to 4:30 p.m.  However, during summer, winter break, semester break and at other selected times, the front desk may close for the noon hour (12:00-1:00 p.m.).  During these times the following WIC procedures will be followed:

1. The front desk will forward phones to the UCCS voice mail.  The voice mail will have a message telling callers that UCCS reception is closed over the noon hour.  Callers will also be told that in the event of an emergency, they should call the UCCS beeper number and at the prompt, dial the number where they can be reached.  A UCCS counselor will call them back.  
2. If a client shows up at 109 Eddy and does not have a phone where they can be reached, a sign on the Room 109 door will instruct the client to call the pager and then return to the area outside Room 109 to meet a UCCS counselor (see sign below).

3. Counselors covering WIC from 12 noon to 1 p.m. need to get the beeper before the front desk closes at noon, wear the beeper, and stay in the building during the WIC shift.  If a counselor fails to get the beeper before the front desk closes at noon, the counselor should find the master key and get the beeper from the front desk.
4. If a WIC call comes in, pressing the correct buttons on the beeper will give the number of the person calling the beeper.  The counselor needs to promptly call the number noted on the beeper, identify himself or herself, and treat the call as any other WIC call would be treated.  Clients are instructed that if they do not have a number where they can be reached, they can wait outside of room 109 and a counselor will meet them there.  If the counselor gets beeped and there is no return phone number, the counselor needs to check outside room 109 to see if there is a WIC client waiting.
5. The following sign will be put outside the Room 109 door during summer noontime closings:
The UCCS Reception Desk is closed between 12:00 and 1:00 p.m. daily during the summer.  If you have a scheduled meeting between 12-1 please wait here and someone will be with you shortly. For other business please return at 1:00 p.m. 

If you have an urgent need to see a counselor as soon as possible and do not feel that you can wait until 1:00 p.m. please do the following:  1. Call the UCCS beeper number at (612) 609-1633.  2. If there is a phone where you can be reached, dial in that phone number (including area code) when told to do so.  A counselor will call you back shortly.  3. If there is not a phone where you can be reached, call the beeper number, then return to the first floor of Eddy Hall near room 109, and a counselor will come down to meet you. 
Evening Hours Coverage and Beeper Policy
During some parts of the academic year, UCCS counselors see clients during late afternoon and early evening hours.  During such times at least one senior staff counselor must be present if trainees are seeing clients.  It is advisable that there should be two counselors in the building any time clients are being seen.  During late afternoon and evening hours when clients are being seen, a Senior Staff counselor who is covering for the evening hours will carry a beeper so that he or she will be available to the front desk staff and counselors in case of emergency.  If the front desk receptionist or a counselor has any safety or security concerns, he or she can call the beeper number and the senior staff will immediately contact the front desk receptionist even if the staff member is seeing a client or involved in some other professional activity.

 Following Up with At-Risk Clients 

Who Do Not Show Up for Appointments
When at-risk clients do not show up for their appointments, these policies and procedures apply:  
· When a suicidal student seen on WIC does not show up for an appointment, the counselor with whom that appointment was scheduled is responsible for following up with the student. As a backup, any WIC counselor who sees an at-risk student and then refers the student to a new counselor should follow-up with that counselor to see if the client showed up for the appointment.

· Whenever a counselor has a new client who does not show up for his or her appointment, the counselor should review the client file to see whether the client is at risk.  
· Counselors should follow up in whatever way the client has given permission to contact him or her (e.g., phone, letter etc.).  
· Counselors must document all efforts to follow-up with at-risk clients.  
· When a continuing at-risk client no-shows an appointment, the counselor should attempt to follow up with the client by placing a phone call or, if a phone call is not possible, a letter to determine the client’s safety status.  If the client has not given permission for a phone or mail contact, the counselor needs to assess for duty-to-warn level of risk (serious risk of injury to self or others), and attempt to contact the client if duty-to-warn criteria are met.  

· Whenever a client with any degree of risk does not show up for an appointment trainees must consult with a supervisor to discuss follow-up actions to be taken. Senior staff need to consult with the Director or a designee of the Director (in the Director’s absence) if the counselor feels that a client who has not shown up for an appointment is at moderate or high risk of harming self or others.

Client Screening Procedures
When all available counseling openings are scheduled in a given week, UCCS uses a system of screening new clients who are not able to schedule their first appointment within the one-week new appointment window.  The purpose of the screening is to: a) make sure no urgent client situations are being overlooked because no immediate counseling openings are available, and b) to give new clients some suggestions of first steps to take to address their concerns while they wait for counseling openings.

The following policies and procedures apply to screenings:

· There is a distinction between a WIC (someone without an appointment who urgently needs to be seen) and a screening (a new client with or without urgent issues who is seen briefly by a counselor).

· Any screened client who reveals risk factors for harm to self or others will be treated like a WIC client.  The counselor sees the client, taking whatever time is needed and arranging for referral or follow-up visits.

· Screenings are opportunities to briefly meet with new clients to let them know about our services, rule out the presence of urgent concerns, and help them get started on any work they can do before getting an appointment, e.g., reading study skill handouts, reading a book, seeking information from another U office, etc.

· At the end of a screening, the client should be reminded that it is his or her responsibility to call the UCCS Front Desk to check on appointment availability.

· After doing a WIC or screening the counselor needs to do several follow-up actions:

a. Write a Screening or WIC note in Titanium.
b. If the client is going on a waiting list, make a photocopy of the Client Information Form and give this copy to Front Desk to include in the waiting list file.  This is important, as it is the only way the Front Desk and Clinical Director will know that this student is waiting for an appointment.
c. Send any paperwork to the Records Department for scanning into Titanium. 

· If more than one new client comes in around the same time, the Front Desk will prioritize WICs over screenings.  If several students needing screenings come in around the same time, the WIC person will screen them in order of their coming in.  Extra counselors will not be recruited to do screenings, only WICs.  The front desk will let the WIC counselor know if there is another student waiting to be screened.  If it looks like a student will need to wait more than a few minutes to be screened, Front Desk will give the student the choice of waiting or coming back later to be screened. 
Guidelines for Referring Clients for Longer Term Counseling

While the average number of sessions used by UCCS clients remains in the 4 to 6 session range, a small percentage of clients present with more serious concerns and often use 13 or more sessions.  Some of these clients present with more serious mental health concerns, chronic or persistent dysfunction, or specific conditions (such as well‑established eating disorders or serious addictions) which are beyond the scope of services offered by UCCS.

At points such as an initial client interview, after the first few counseling sessions, or when additional sessions would need to be requested, the counselor has to consider whether the client can be served appropriately through UCCS services, or whether the nature of the client’s concerns warrant an outside referral for longer-term or problem‑specific treatment.  While there is no absolute set of criteria that could be used with all clients to determine the appropriate course of action, some guidelines can be used to assist in decision-making.

Some client characteristics that would suggest an outside referral for longer term work include:

· Axis I presentations indicating prolonged, higher risk concerns, and/or requiring intensive medical and/or behavioral interventions (e.g., acute, serious eating disorders; significant self-harming behaviors)

· Axis II presentations in the Cluster B range of behaviors/symptoms

· Issues that reflect a clear, chronic repetition of ineffective relational patterns/ dynamics (possibly accompanied by a lack of insight into this long-standing pattern)

· Client wanting to address and resolve complex historical concerns such as chronic childhood sexual abuse or family violence 

· Returning UCCS clients who have already received significant UCCS services and are returning requesting help with the same presenting concerns as presented in previous UCCS counseling

Clients presenting with the above characteristics may still be appropriate for shorter-term UCCS services if:

· The client needed immediate crisis intervention and stabilization prior to an outside referral.
· The counselor felt it would be helpful to meet for several sessions to get a clearer clinical picture before deciding on appropriate referrals.
· The client had personal, learning skills, or career counseling needs that could be addressed in shorter-term work, possibly in coordination with a referral for longer-term therapy services.
· Clear, shorter-term deadlines for counseling were evident (e.g., upcoming graduation).
· Clearly defined and realistic short-term goals could be agreed upon with the client.
Communicating with Clients about UCCS Shorter-Term Counseling

While UCCS does not have fixed session limits for clients, UCCS offers shorter term, goal-oriented counseling, and not longer term psychotherapy.  Counselors are asked to apply for an extension of counseling when it is anticipated that counseling will go beyond 13 sessions.  (See “Extension Requests,” next).  The 13-session point is really an internal UCCS reminder for counselors to be reviewing counseling progress with their clients.  In the past some counselors have made statements to clients like “we offer 13 sessions to students per academic year” or clients hear this information from another source and come in expecting to use all of the “13 sessions I am entitled to.”  This miscommunication is problematic because a) many students need far fewer than 13 sessions to accomplish their counseling goals; b) some students are offered more than 13 sessions per academic year; and c) there is a risk that some students may want 13 sessions out of a feeling of entitlement rather than truly needing that many sessions to resolve their concerns.
For these reasons counselors should avoid telling clients that UCCS offers 13 (or any specific number of) sessions of counseling per academic year, or that a client is entitled to a certain number of sessions.  Instead, counselors should talk about UCCS counseling being shorter-term in nature, focusing on concerns that can be addressed within a shorter time frame. The terms “time-limited” or “goal-oriented” can also be used.  If a student feels a need for some clearer time frame, the counselor can generally say that after about a semester’s equivalent of work the client and counselor would evaluate counseling progress and discuss any further needs for counseling at that time.

Extension Requests
UCCS offers shorter term, goal-oriented counseling.  While UCCS does not apply rigid session limits to clients, counselors participate in a peer-review extension request process if counseling is anticipated to exceed 13 sessions.  The extension request process is not intended to be a utilization review, an opportunity to critique counselor’s work with the client, or an attempt to force the counselor to justify their current or future work with a client.  The goal of the extension process is to emphasize intentionality by both clients and counselors in considering the value of and planning for additional sessions.  It is helpful to directly include clients in the extension process by asking them what they would like to put in the extension request about how an extension would be helpful.

All requests for extension of the limits of counseling are handled by peer review through the Case Management Committee.  The procedure is as follows:

1.   When a counselor anticipates the need to extend a case beyond thirteen sessions, the counselor completes a “Request for Extended Services” note in the client’s file in Titanium.  This should be done as early as possible in the management of the case but not later than the eleventh session.  The written request should be succinct with clear outcome goals.  A trainee needs to first consult with his or her supervisor who must verbally approve the extension form.
     2.    The counselor writes a “Request for Extended Services” note in the client’s file in Titanium and forwards this note to the chair of the Case Management Committee.  (Committee members change each semester, so it is important to determine who currently chairs the committee.)  The counselor is encouraged to attend the case management meeting. 

3. Requests for five or fewer additional sessions are reviewed and decided upon by the committee chair.  Requests for more than five additional sessions are reviewed by the entire committee.  The chair and/or the committee may make assessment and case management recommendations including referrals and spacing of sessions.  Extensions may be granted for up to ten additional sessions per review.  

4. The committee’s response to the “Request for Extended Services” note is entered as a “Case Management Review Committee Feedback” note in the client’s file.  The committee chair notifies the counselor via e‑mail when this note is available in Titanium.

5. The committee maintains a record of the extension requests received throughout the semester, and gives this record to the UCCS Director and Clinical Director at the end of the academic year.  This record includes the date, client name, counselor name, type of counseling, and committee decision for each request received. 

If you have any questions about extension requests at UCCS, consult with your supervisor or the chair of the Case Management Committee.

The “Request for Extended Services” and “Case Management Review Committee Feedback” templates in Titanium are shown next.
________________________________________________________________________

REQUEST FOR EXTENDED SERVICES

Report progress toward each goal listed on the Counseling Plan:

Reasons for seeking extension (e.g., new issues/developments have arisen since initial counseling plan, progress is slower than anticipated, or other reasons goals not yet met):

Number of individual sessions to date: _________

Number of additional sessions requested: _________

Specific counseling goals with outcome criteria for sessions requested:

Projected counseling strategy for additional sessions requested:

Please check service alternatives considered:

   ____
UCCS Group

   ____Boynton Mental Health Clinic

   ____Community Agencies

   ____Private Practitioners



   ____Others:

Supervisor' s comments (if applicable):

________________________________________________________________________
________________________________________________________________________
Case Management Review Committee Feedback

The following is the case management review committee's response to the recently submitted request for extended services: 

Panel recommendations:

Date reviewed:

Referral recommended:

Extension is:
  ____ Granted for ___ additional sessions

____ Denied: check with the Chair of the Case Management  Review Committee.

Treatment suggestions offered by review panel:
________________________________________________________________________
Suggestions for Maximizing the Effectiveness of Combined 

Group and Individual Counseling

The referring individual counselor:

· Be clear in your initial interview that the purpose of the intake is to consider various options for assisting the client with his or her goals. You might decide that academic or career counseling, group counseling, a medication or substance abuse evaluation, couples counseling, individual personal counseling, or some combination of these would be most helpful.  The student may or may not continue with the intake counselor. Consider other options. Always ask yourself, WHY NOT GROUP?  

· When you are ready to make the referral, help the client set goals for group participation and communicate these to the other counselor. You might add these group goals to the counseling plan, if you have written one. The handout The Group as a Laboratory may be helpful in suggesting concrete interpersonal goals.

· Some reasons you might refer to group counseling:

· To increase a client’s awareness of how she or he is experienced by peers

· To improve self-concept and self-confidence

· To increase understanding of others’ thoughts, feelings, and behaviors

· To normalize troubling life experiences

· To provide peer support

· To expedite individual counseling by relegating a particular issue to group (e.g., referral to an Assertiveness, Body Image, or Students from Divorced Families Group)

· To provide an antidote for loneliness

· To experience peer acceptance

· To improve social skills through practice and feedback.

· To increase capacity for close relationships.

· To increase trust in others

· To experiment with and/or practice behaviors suggested in individual counseling

· To desensitize interpersonal anxieties.

· To acquire information (e.g., about community resources from a GLB support group)

· To develop problem-solving strategies through hearing others’ experiences with similar problems

· To support difficult changes

· To teach a skill most efficiently—e.g., assertiveness training.

· To offer more than one voice for those clients who need to hear from more than one person in order to get the message.  

· Once the client begins group counseling, schedule biweekly or fewer individual sessions, unless you have a reason to continue with weekly sessions. 

· If you have decided on combined counseling, normalize the combination with the client and encourage him or her to talk in both individual and group counseling about issues raised in the other modality. 

· Tell the student that in order to coordinate his or her counseling you will be in communication with the other counselor and will have access to each other’s notes. 

The group counselor:
· Prior to meeting with the student, review his or her folder, including any psychological testing.  
· In the group screening, ask the client about his or her goals for group and try to establish behavioral indicators of change. If the client finds this difficult, consider using the handout The Group as a Laboratory to generate ideas, even though the client may already have discussed this handout in his or her individual counseling. Chances are, the student won’t recall specifically what he or she decided.
· Invite the client again to discuss his or her own group participation with the individual counselor and to bring up issues that were raised in individual counseling with the group. Remind the client, however, that other students’ participation and identities must be held in confidence. If necessary, a client can tell the counselor about an interaction without naming names.
· Reiterate that the individual and group counselor will be in consultation with each other and read each other’s notes, but specify that the group counselor will not reveal the contents of individual counseling to the group.  As with other issues, the client retains control over what to bring up in group and when, although either counselor may privately encourage him or her to talk about an issue, incident, or feeling with the group.
Ongoing collaborative strategies:
· Read each other’s case notes prior to sessions.  Individual counselors, note the pattern of numerical ratings regarding self-disclosure group sessions.  Explore or reinforce this behavior in individual sessions. 

· Supplement your case note with a phone call or email if something comes up that the other counselor should know about prior to the next session. 

· Give priority to writing case notes for those clients who are being seen in combined counseling. This is especially true if there is a supervisor who needs to read your notes, as well.

· Consult with each other as needed to assess goal progress and plan strategies. You might want to review all your shared clients in one meeting. More difficult clients require more frequent consultation, but often these meetings can be brief.  

· Be watchful for signs that one counseling modality has become sufficient to meet the clients’ needs.

· Be sure to inform the other counselor if the client is not attending sessions or has terminated with you.

· There are times when individual or group counseling should be offered contingent on the client’s participation in the other modality.  Although this often comes up in connection with a request for an extension of individual counseling, it can operate in either direction. A high-risk client might need individual counseling (and/or medication) to be managed safely in group.  

· Ask individual clients how their group counseling is going.  

· Group interactions can raise issues for individual counseling.

· Your client may need coaching on how to talk about a personal issue in group or a group issue in individual counseling.

· Include group goals when assessing progress with a client.

Policy and Procedures on E-Mail Counseling, Voice Mail Messaging, and Faxing of Client Information

I.  Rationale for Policy

Considerable attention has been given to the ethics of counseling clients using e-mail.  On July 16, 1995 the Ethics Committee of the American Psychological Association issued a statement urging psychologists to use caution when considering e-mail as a counseling tool.  

Using e-mail as a counseling tool poses many problems and risks, including

the following:

A)
Confidentiality cannot be assured.  While most e-mail systems require password access, it is possible to electronically break into an e-mail system.  Additionally, persons other than the client may have access to the client's computer and password, so the counselor/psychologist cannot guarantee that the client and only the client will receive the e-mail.

B)
There is the potential for a delay between the client sending an e-mail and the counselor responding.  A client who makes an attempt to come in to see a counselor or phone the counselor can get immediate feedback on the counselor's availability.  E-mail offers no such information. In at least one instance at another university, a student e-mailed a counselor that he was suicidal, but the counselor did not read the e-mail until the client had already attempted.

C)
Counseling by e-mail denies the counselor visual and auditory cues about the client's status, key elements of the counseling process.  Without such cues the possibility of miss-diagnosis or inadequate counseling interventions is increased.

D)
The possibility exists that the lack of face-to-face contact may lead some clients to omit or exaggerate aspects of their concerns.

II. Policy and Procedures on E-Mail Counseling

Because of these risks it is the policy of University of Minnesota Counseling & Consulting Services not to allow counseling through the use of e-mail.  Counseling will be defined here as a client sending information of a personal nature via e-mail to a counselor and implicitly or explicitly requesting an e-mail response from the counselor, and the counselor responding via e-mail to those client's concerns with a counseling intervention, such as reflection, interpretation, or suggestion.  

If a client sends an e-mail to a counselor in which the client expresses suicidal or other urgent content, the counselor's best course of action is to attempt to contact the student directly, or, if warranted, to contact family members, University Police or other appropriate parties who may be in a position to intervene with the student.  If a client sends an e-mail to a counselor in which the client expresses counseling concerns not of an urgent nature, it is recommended that the counselor respond with an informational message such as the following:

"I received your e-mail today.  Because of concerns about confidentiality and quality of counseling, the counselors at University Counseling and Consulting Services have agreed not to do counseling over e-mail.  However I would like to respond to your concerns in person.  I encourage you to make an appointment with me by calling 624-3323 at your convenience." 

It is acceptable to use e-mail with a student or client to communicate general information about UCCS services such as types of counseling offered, workshop information (topics, times, dates, etc.) or procedural details (e.g., how to make an appointment) or the counselor's availability for an appointment.  In very limited circumstances, it may be appropriate for a counselor to receive information from a client (such as a copy of a letter sent by the client to another party or information needed for the next face-to-face session) but the counselor must be clear that this is for information gathering purposes and an e-mail response to this information that is of a counseling nature will not be possible.   

When emailing a client it is preferable when possible to not identify yourself as a mental health professional and not refer to any appointments as counseling appointments.  This further protects a client’s privacy should others gain access to the email. 

III. Use of Client Names on E-mails and Voice Mails.

No identifying information about clients can be left on voice mails or written in emails.  This would include names and student ID numbers.  UCCS does not control server access for either voice- or email systems and thus cannot guarantee confidentiality.  Therefore leaving identifying information would be a breach of both ethical and HIPAA guidelines.  References such as “my 10 a.m. Monday client,”  “our mutual client,” or  “the client we discussed the other day” can be used instead.

IV. Faxing of Client Information

Faxing of client information does not guarantee privacy and confidentiality of client information.  Numerous examples exist of client information being faxed to incorrect numbers.  Therefore, faxing of any material containing identifying client information is strongly discouraged.  Campus or U.S. mail, the UCCS courier service or hand delivery should be the primary avenues for transmitting written information about a client.  The use of faxed information should be reserved for urgent situations where information needs to be communicated immediately to another person or organization (such as in an emergency hospitalization).

Revised 7/04

General Guidelines for Complying with “Duty to Warn” Requirements

The following guidelines are from a book entitled The Psychologist's Legal Handbook by Clifford Stromberg, et al. published by the Council for the National Register of Health Service Providers in Psychology (1988).  These suggestions are valid as of 1988 and may have changed since that time. Reading of the original text and seeking legal updates are strongly recommended.

1.   Duty to warn applies to current or future actions which may harm the client or another.  No reporting of previous crimes is required (except in South Dakota) unless another party is still being harmed from the crime (for example, the wrong person being sent to jail for a crime committed by the client).

2.   The responsibility of a psychologist is not only to warn a potential victim, but also to take steps which demonstrate that reasonable care has been taken to protect the intended victim.

3.   Steps to decrease the probability of getting into a "duty to warn" situation include:

a. Carefully selecting clients.
b. Taking a careful history from the client and looking for classic risk signs (for example, previous suicidal or violent acts).
c. Advising clients of the limits of confidentiality.
d. Clarifying vague statements clients make about violent acts.
e. Maintaining careful notes that are complete enough to defend yourself in court.  (Brief notes usually work against a psychologist in court as they leave little with which to defend the psychologist's professional actions).  

4.   Suggestions for protecting potential victims include:

a. Managing potentially violent clients with medication, hospitalization, monitoring, no-suicide contracts etc.  This book cautions psychologists not to assume that a no-suicide contract eliminates suicide risk.

b. Discuss with the client the potentially negative effects violence will have for the client.  ("If you shoot your professor you will probably spend the rest of your life in jail").

c. Warn the potential victim, being as specific as possible about who is threatening to do what in what way at what times.  Do not disclose more about the client than is necessary to adequately warn the victim.

d. Warn the potential victim even if the potential victim knows of the risk already from another source (knowing the client, someone else telling about the client's violent past etc.).

e. If the potential victim is not reachable, contact the police and inform them. (This was adopted by the Minnesota Board of Psychology as an expectation of psychologists in a duty to warn situation.)

f. Even if the victim is reachable, consider calling the police to inform them.  While this is not necessarily required (except in California), it is a good protection for the psychologist.  But calling the police is not enough if the victim's identity is clearly known.  In this case the victim must be contacted directly.

5.   It is better not to terminate a relationship with a client while a duty to warn issue is involved.  But the psychologist should take precautions to guarantee personal safety.

6.   Keep careful records of what the client said regarding violent acts, when the psychologist learned about the potential for violence, what made the psychologist believe violence was possible (history and current indicators) and what the psychologist did to prevent the violence from occurring.

7.   Psychologists are not expected to be excellent predictors of violent behavior, but a particular psychologist will be expected to predict violence as well as most psychologists and in a manner consistent with accepted professional practice for the field.

8.   When a client hints at violence in a session, it is important to explore "the full extent of violent feelings, inquiring about previous violent acts, seeking to elicit the identities of potential victims, exploring the nature of likely precipitating events, and considering how to deflect or defuse the patient's violent impulses."

9.   The law is not as clear on threats other than specific violence to self or another.  For example, it is not clear if a threat to put LSD in a public water supply is reportable, although these authors suggest it is, since the harm of others may result.  A less clear example is a client who intends on stalking a woman but never having direct contact with her.  Prudent professional judgment and consultation with others is called for in these instances.

Suicide Protocol
This protocol complements other UCCS materials on responding to suicidal clients.  

1. At the beginning of each supervisory assignment, confer with your supervisor regarding each other's expectations about handling suicidal clients.  Agree upon the supervisor's role depending upon the level of suicide risk.

Always feel free to consult with your supervisor if unusual circumstances prevail or you want confirmation of your assessment of the suicide risk.  If your supervisor is unavailable, approach any other senior staff supervisor.  

2. Respond to all suicidal references seriously and clarify the severity of the threat immediately.  Be prepared to take as much time as necessary to complete assessment and intervention.  Enlist other staff to postpone or cover subsequent clients or commitments while you work with the suicidal client.

At the same time, recognize that for some clients suicidal ideation functions to gain attention.  Never assume that is the case, but if experience indicates this is occurring, avoid reinforcing it.

3. Even if the client does not specifically mention "suicide," follow-up on veiled references such as "Life's not worth living"..."It's hopeless; I can't go on with this pain anymore"...etc, to determine if the client is suicidal.

4. As you interview the client, utilizing the "SUICIDE: A Primer for Counselor," approximate the severity of the suicidal threat.  Use this rating to guide your decisions about what intervention steps to take and at what point to involve your supervisor.

5. The reference "SUICIDE: A Primer for Counselors" contains several intervention suggestions.  Generally, the more serious the suicidal threat, the more comprehensive your interventions need to be. Interventions are usually customized for each client's unique circumstances.

6. If you and your supervisor concur that hospitalization is merited for the client, refer to the UCCS "Hospitalization Protocol" for further directions and a referral-release form.

7. Do not give clients your home telephone number to call you during after-hours crises.  Be sure clients in ongoing crisis have the following emergency mental health telephone numbers:

Suicide Prevention 

612-873-2222

(Hennepin County Medical Center)

Walk-In Counseling 

612-870-0565
Crisis Connection

612-379-6363 (phone interventions)
8. Notify your supervisor whenever you are seriously concerned about a client's suicidal ideation/behavior.

9. Thoroughly document your assessment, interventions, and consultations regarding a suicidal client in the client's UCCS folder.

10. Follow up with any client who has indicated suicidality.

Managing College Counseling Center Liability With Suicidal Clients

The following information is based on a teleconference on July 13, 2006 by Gary Pavela, University of Maryland and author of Questions and Answers on College Student Suicide:  A Law and Policy Perspective (College Administration Publications, 2006)

Because of several recent highly publicized suicides on college campuses, considerable attention has been given to managing the liability of college counseling centers when treating suicidal clients.  Although case law is a constantly evolving process, the majority of cases do not generally hold college counseling centers or individual counselors legally responsible for preventing an individual from attempting suicide.  However, “institutions of higher education may face heightened risk of liability for suicide when they ignore or mishandle knows suicide threats or attempts.”
According to Gary Pavela, higher education institutions are most at risk for being held liable for a student suicide if: 

1. A student’s talking about suicide, suicidal gestures or other evidence of suicidal behavior is ignored by members of the institutional community. 

2. A suicidal student is not referred to mental health professionals for treatment. 

3. A suicidal student is referred by a campus mental health provider to inappropriate providers (for example, a mental health provider not trained in managing suicide) with no follow-up by the referring person.
4. A suicidal student signs a written “no suicide” contract during a counseling session but attempts suicide after the session is over.  (UCCS uses a self-care contract, as opposed to a “no-suicide” contract.)
5. A student is forced to take a medical leave from the college/university because of suicidal behavior, without a due process procedure (hearing etc.).

There is also some suggestion that a failure to inform parents and/or family members of a student’s known imminent suicidal risk may increase the liability of the college/university.

The following are strategies to manage college counseling center liability with suicidal clients:

1. Take seriously any suggestion by the client of suicidal feelings/thoughts.

2. Assess the level of risk or “direct threat” that a suicidal attempt will be made (such as whether the client has a plan, the means to carry out the plan, a timetable etc.).

3. If there is a “direct threat”(i.e., the client has a plan, means, intent) and the client cannot absolutely guarantee that they will not do anything to harm themselves or others:

a. Seek consultation with another staff member to assess the situation. The UCCS Director or designee of the Director needs to be informed of the situation as well.
b. Arrange for the student to get a psychiatric evaluation, probably through an emergency room.  Fairview-Riverside is the closest ER providing psychiatric evaluations.
c. Attempt to contact and inform a family member of your concerns and advise them of your recommendations and plans regarding the student; consult with the student for a preferred family member to be contacted.
d. Arrange for safe transportation of the student to the emergency room (e.g., family member, ambulance, possibly UM Police).
e. Do not have the client sign a “no suicide contract”.  Instead, use the UCCS self-care contract.
SUICIDE: A Primer for Counselors

Revised July 2006
Client suicidal ideation/behavior is a challenging fact of life for all of us in helping professions. This summary of information is designed to help you become more familiar with the topic of suicide and better prepared to deal with suicidal clients.  The following information was gleaned from a variety of resources; it is not meant to be an exhaustive review of the literature.

Incidence of Suicide with Emphasis on College-Age Population

According to recent sources, in 2000 suicide was the 11th leading cause of death in the U.S.1  Specifically, 10.6 out of every 100,000 persons died by suicide. The total number of suicides was 29,350, or 1.2 percent of all deaths. Suicide deaths outnumber homicide deaths by five to three. It has been estimated that there may be from 8 to 25 attempted suicides per every suicide death.2 The alarming numbers of suicide deaths and attempts emphasize the need for carefully designed prevention efforts.
Suicide was the eighth leading cause of death for males and the 19th leading cause of death for females in 2000.1 More than four times as many men as women die by suicide,1 although women report attempting suicide during their lifetime about three times as often as men.3 Suicide by firearm is the most common method for both men and women, accounting for 57 percent of all suicides in 2000. White men accounted for 73 percent of all suicides and 80 percent of all firearm suicides.
The suicide rate for adolescents ages 15 to 19 was 8.2 deaths per 100,000 teenagers, including five times as many males as females. Among people 20 to 24 years of age, the suicide rate was 12.8 per 100,000 young adults, with seven times as many deaths among men as among women.1,4

1Miniño AM, Arias E, Kochanek KD, Murphy SL, Smith BL. Deaths: final data for 2000. National Vital Statistics Reports, 50(15). Hyattsville, MD: National Center for Health Statistics, 2002.

2Moscicki EK. Epidemiology of completed and attempted suicide: toward a framework for prevention. Clinical Neuroscience Research, 2001; 1: 310-23. 

3Weissman MM, Bland RC, Canino GJ, Greenwald S, Hwu HG, Joyce PR, Karam EG, Lee CK, Lellouch J, Lepine JP, Newman SC, Rubio-Stipec M, Wells JE, Wickramaratne PJ, Wittchen HU, Yeh EK. Prevalence of suicide ideation and suicide attempts in nine countries. Psychological Medicine, 1999; 29(1): 9-17.

4Office of Statistics and Programming, NCIPC, CDC. Web-based Injury Statistics Query and Reporting System (WISQARSTM): http://www.cdc.gov/ncipc/wisqars/default.htm

Results of a 2004 National College Health Assessment Survey Results based on 50,000 surveys in 80 self-selecting colleges:

· In the past school year 45% of surveyed students reported at least one time when they were so depressed they found it difficult to function.

· 10% of students reported seriously considering suicide

· 4.4% of females and 2.2% of males reported being treated for depression.

In a 2003 Survey of college counseling center directors:

160 out of 333 campuses responding to the survey reported at least one student suicide during the previous academic year.

9.6% of successful suicides were among current or former counseling center clients.

The JED Foundation is devoted to addressing issues of college student suicide.  On their web page (http://www.jedfoundation.org/index.php) they quote the following statistics specifically about college student suicide:

· Suicide is the 2nd leading cause of death among college students.

· Suicide attempts pose the greatest life-threatening danger for college women.

· The rate of suicide among young males has tripled since 1970.

· Almost 1,100 suicides are projected to occur on campuses this year.

· Among college students, 7.5 of every 100,000 take their own lives.

· 4 out of 5 young adults who attempt suicide have given clear warnings.

· 18-24 year-olds think about suicide more often than any other age group, and one in twelve U.S. college students makes a suicide plan.

· Every hour and forty-five minutes another young person commits suicide.

· The National College Health Risk Behavior Study found that 11.4% of students seriously consider attempting suicide.

· In 1998, suicide killed more young adults than AIDS, cancer, heart disease, pneumonia, birth defects, stroke, influenza, and chronic lung disease combined.

Spring (April-May) is the season with the highest incidence of suicide.  Friday is the most likely day for people to kill themselves, followed by Monday and Sunday.

College students are more likely to attempt suicide at the beginning or end of an academic term.  Freshmen are more than proportionately represented in attempts.

College students who commit suicide are typically higher than average academic achievers, less involved socially, and less likely to discuss their feelings.  Upper division and graduate males in business and science fields historically have stood out in University of Minnesota data.

Among the general population . . . the individual more likely to attempt suicide

is a woman under 30 years of age who acts impulsively sometimes while others are nearby to intervene and uses an unreliable means like wrist-slashing or a drug overdose
. . . the person more likely to complete the attempt is a man over 45 years of age who is depressed and/or alcoholic and has contemplated the act for some time and completes it in isolation using effective methods such as gunshot, hanging, or leaping from a high place . . . case studies suggest that women are using increasingly violent methods . . . one-third of adolescent women who commit suicide shoot themselves.

Characteristics of People Who Attempt/Commit Suicide

The majority of people who attempt or commit suicide are suffering from a mental or emotional disorder . . . depression is most common with estimates ranging from 30-70% of all suicides being depressed or bipolar disorder.

Despair is among the most immediate motives for suicide . . .  Hopelessness alone in one study accounted for most of the association between depression and suicide.

Break-up with a lover is the #1 traumatic event associated with suicide attempts for both sexes, but one study in a college setting reports no more than 25% of the attempters said a break-up was involved.

Alcohol and chemical abuse are associated with suicidal behavior . . . 15-20% of suicides are alcoholics . . . suicidal acts often occur during heavy chemical use when levels of anxiety and depression are up and inhibitions are down. 

Adolescents do not necessarily commit suicide for the same reasons as adults. Teens are going through a difficult transition and lack tolerance and skills for dealing with difficult situations . . . Teens may overreact to relatively trivial frustrations such as believing that failure on a test may mean failure in life and a disappointing date means lifelong loneliness.

Suicidal adolescents, like their adult counterparts, may be deeply depressed but the signs may be hard to recognize because their sadness and hopelessness are often masked by boredom, apathy, hyperactivity, or physical complaints.

Anxiety about schoolwork and examinations is an important cause of suicide among

college students . . . Some investigators believe these young people have an emotionally lifeless relationship with their parents and overemphasize school as a defense.

In one study conducted at a college counseling center . . . 

Half of the clients identified a specific situational cause for their feelings while the other half described the crisis as a compounding of problems not easily delineated . . .
Clients tended to feel their suicidal crises lasted longer than counselors thought it did . . . 

Both counselors and clients agreed "family ties" were important reasons why

threateners did not actually try killing themselves . . .

About 30% of the clients said a basic positive outlook was an important restraining factor while 20% did not try because they feared they would fail to kill themselves yet hurt themselves sufficiently such they would have a disability for life . . .
Suicidal clients were perceived by their counselors as withholding their feelings more, having a shrinking social network, and being less conscientious or other-directed in meeting daily obligations.

People threatening suicide rarely want to end their lives . . . typically they want to end the psychological suffering, the hopelessness they feel.

Four out of five suicides give some warnings . . . "there is a very direct relationship between the talkers and the doers."

Assessing the Suicidal Client
Factors to Consider

There is no single accurate predictor of suicide.

Asking whether a client is considering suicide does not implant the thought and suggest the client should do so.  Virtually everyone has had suicidal thoughts, and often suicidal clients are relieved that counselors are willing to openly discuss the topic in an objective, professional manner.

In the suicide plan, note the proximity of other people . . . a person who does not want to die attempts to be near other people who can intervene while the truly determined attempts in isolation to ensure no interference.

There is increased risk if:

· Client has made previous suicide attempts.

· Client had detailed suicide plan and has the means readily available.

· Client lacks goals or plans for the next few days.

· Client has inadequate resources to help manage current crisis.

· Client selects highly lethal means (e.g., jumping from a high place, gunshot, driving car into bridge abutment at high speed, etc.).

· Client appears agitated, disoriented.

Potentially Significant Indicators

None of the following signs alone may necessarily indicate suicidal potential or underlying depression.  However, several indicators, particularly if they constitute a dramatic change from the person's usual mood and style of coping, may deserve serious consideration.

· Open or subtle references to dying . . . more covert ones may include inquiry about life insurance coverage, talk about life after death, wanting to leave one's body to the medical school for research, comments about not needing to prepare for classes anymore.

· References to increased stress level and lack of resources to meet life's challenges.

· Purchase of lethal weapons.

· Apparent social withdrawal and isolation.

· Giving away prized possessions.

· Persistent sleep disruptions.

· Sudden, dramatic change in physical health/condition.

· Job or academic performance drops without clear reason.

· Evidence of excessive chemical use/abuse.

· Neglect of personal grooming.

· Persistent loss of appetite.

· Evidence of affective disorder.

· Neglect of daily routine or loss of interest in previously enjoyed activities.

· Getting personal and legal affairs in order for no apparent reason.

· Break up of a significant relationship.

· Loss of important life role (e.g., retiring from work).

· Decreased interest in sexuality.

· Frequent references to anxiety, despair, and especially hopelessness.

Intervention with Suicidal Clients
There is no suicide-specific therapy; general crisis intervention strategies are

most useful.

Consult with colleagues if you wish assistance in resolving an especially difficult situation or just want another perspective on the matter . . . trainees are required to seek their supervisors' involvement . . . the UCCS director should be apprised of suicidal clients.

Remain calm, confident, patient . . . most clients will respond positively to your assumption of control when they are in crisis . . . if you appear overwhelmed by the clients' circumstances, they may interpret your behavior as confirmation that their situation is hopeless.

Take whatever time is necessary to work with the client until you are reasonably assured that the client will not commit suicide have Front Desk staff postpone subsequent appointments if necessary.

If despite your best intervention efforts, you perceive the client remains at significant risk, arrange for the client to be hospitalized.  A psychologist has the authority to cause a client to be transported (by police, for example) to a hospital for evaluation of potential for self-harm.  See the UCCS Hospitalization Protocol for more details about arranging either voluntary or involuntary hospital admissions.

Although there is no specific prescription for preventing a suicide, here is a list of possible action steps to consider.  It is likely you will combine several steps in your overall intervention plan:

· Take any suicidal references seriously.

· Explore any and all suicidal references and clearly convey your willingness to deal with suicidal thoughts and related issues.

· Listen carefully with sufficient paraphrasing to assure the client you understand the client's concerns.

· Accept (without necessarily endorsing) each client complaint and feeling.

· Assess intensity and severity of emotional disturbance.

· Within reason, be encouraging that alternatives to problems can be found, yet avoid offering false hope about specific solutions.

· Prevent isolation . . . help the client activate social support system.  Have someone stay with client.  Get other people (especially trusted family members and friends) involved in problem-solving on the client's behalf or offering basic support . . . recognize your own professional limits in caring for the client and trying to resolve the client's problems yourself.

· Negotiate with client to relinquish lethal device.  If client refuses to do so, additional measures must be taken in an effort to preserve client safety such as contacting the police or calling family members.  As a last resort, a counselor may consider discontinuing work with the client who refuses to relinquish means of self-destruction, but consultation should be sought before doing this, and the client must be given other mental health resources available for use.

· Evaluate and bolster, if necessary, the client's available resources to address the immediate crisis.

· Explore alternatives to suicide.  Stall for time.  Encourage client to wait a few days to see if alternatives other than suicide are feasible.

· Assure availability of professional help, yourself and other services . . . client needs a take-with listing of whom to contact 24 hours a day, 7 days a week.

· Encourage client to resume as many daily activities as possible.  Help client to identify immediate, small goals and establish reward system for accomplishing those goals.

· Encourage stabilizing lifestyle habits such as regular eating, sleeping, exercise.

· Explore and reinforce reasons mentioned by the client for wanting to continue living.  Likewise, inquire about what the client believes may be awful about dying or attempting suicide, often how upsetting it would be for family and friends, religious beliefs, and fear of failing the suicide attempt are useful counter‑arguments.

· Encourage referral to medical profession for evaluation.

Many professionals engage suicidal clients in writing a contract in which clients commit to making no attempts to harm themselves for some specified period of time.  The effectiveness of no-suicide contracts is the topic of disagreement among psychologists.  Some research has suggested that no-suicide contracts are not effective in preventing suicides, and some legal experts have argued that having a client suicide after signing a no-suicide contract may put the psychologist at greater legal risk than not having such a contract with the client.  However, a more common view is that legal risk is lowered when there is documentation the psychologist addressed suicide issues and made an effort consistent with accepted professional practice to prevent client self-harm. An alternative to a no-suicide contract is a self-care contract that focuses on broader self-care issues and includes strategies for avoiding self-harm.  Commitment to any contract may be maximized when the client writes it and keeps the original knowing a copy will be placed in her/his counseling file.

If a client is hospitalized, the attending physician becomes the primary care provider.  As a professional courtesy, clarify all future client involvement on your part with this physician to minimize possible confusion for the client.

Be especially careful in monitoring a client's progress just after the worst of a suicidal crisis has past . . . sometimes if the suicidal urge is strong, the "recovering" client may just garner up enough strength to complete the act the client was incapable of implementing earlier when in the depths of despair.

The next pages offer an example of a self-care contract.

Self-Care Plan

During difficult times it is often helpful to plan ahead on how to take care of yourself and provide yourself with the safety and care you deserve.  Filling out this form will help you develop a self-care plan.

· Self-Care:  When I am feeling distressed I will participate in the following self-care activities (Examples:  take a walk; talk with a friend; listen to music etc.)

1.  

2.  

3.  

· People I Will Contact Who Can Offer Support:

· Safety:

I will do the following things to help myself be safe (for example, get rid of old medications; give current medications to friend for safe-keeping; ask family members to make guns unavailable etc.):

1.

2.

3.

· Protection:

I agree that if I think that I might hurt myself, and if doing the self-care and safety options listed above does not stop my thoughts of hurting myself, I will:
· Come in for Walk In counseling at UCCS (only available between 8:00 a.m. and 3:00 p.m. Monday-Friday excluding University Holidays)

· Call Crisis Connection at 612-379-6363 or (if suicidal) the Hennepin County Suicide Hotline (612)-873-2222
· ______________________________________________________________
Go to:

· Hennepin County Emergency Room Acute Psychiatric Services (Hennepin County Medical Center 701 Park Avenue • Minneapolis, Minnesota 55415)

· Regions Hospital Emergency Room  640 Jackson Street

St. Paul, MN 55114 Main Phone:  651-254-4800

· Fairview-University Emergency Room (2450 Riverside Ave.
Minneapolis, MN 55454 612-672-6000)

· __________________________________________________________________

By signing this document, I agree to make a commitment to my self-care

Client




Date______________
Witness___________

 

 

Hospitalization Protocol
If you believe a client may need to be hospitalized, follow these directions sequentially.

1 
Consult with your immediate supervisor or any available senior staff member about the decision to hospitalize a client. Such a decision and the process it entails can be complex and time-consuming; do not bear the responsibility by yourself.  Also, in some instances, a licensed psychologist's statement may be helpful and/or required to facilitate the hospitalization.

2.
Complete Section A, IDENTIFICATION of the attached Hospitalization Referral Information Form. This form obtains basic client demographic data that is helpful to both you and hospital staff.  It also asks you to identify significant others whom it may be important to contact in an emergency, to arrange transportation, or to assist in the client's acceptance of your referral for hospitalization.

3.
Have the client sign a UCCS AUTHORIZATION FOR RELEASE OF INFORMATION form. (If the client refuses to sign, we may still break confidentiality if we believe the client is an imminent danger to self or others.) Make a note on the form if the client refuses to sign.

4.
Complete Section B, INSURANCE INFORMATION.  This helps you determine where to refer the client and provides hospital staff with information they will need in the admissions process.  If the client does not know what type of insurance he or she has, call Boynton Health Service (4-0627) and ask the staff person to check what type of insurance the client has.

5.
Determining where to refer the client:

a.
If the client has hospitalization insurance through Boynton or some other non-HMO insurance carrier, call the hospital you plan to refer the client to and give the insurance information.  Then have the hospital check to see if benefits apply. (Some pre-existing conditions will prevent hospitalization even if client has the Boynton hospitalization insurance.)  Boynton usually uses Fairview-University to hospitalize.

Below is a list of the primary Twin Cities hospitals close to the University of Minnesota Minneapolis and St. Paul campuses that do psychiatric hospitalizations.  Consult local listings for current phone numbers.


West Metro


East Metro
            Fairview University Medical Center

St. Joseph's: 

            Abbott-Northwestern

Regions Hospital

            Hennepin County Medical Center

b.
If the client has HMO insurance, call the HMO directly to see if a) the insurance will cover hospitalization, b) what hospitals the client can be referred to, and c) if prior authorization is needed.  HMO's are reluctant to hospitalize unless there is immediate urgency to protect the client, based on the client's appearing impulsive, out of control, dangerous, etc.  How you word your request for hospitalization and what data you provide can have a big impact on whether or not hospitalization is approved.
Here are some of the HMO’s in this area.  Please check the phone book for local phone numbers.

· Blue Cross/Blue Shield

· Allina
· Medica

· Medcenter

· Health Partners

· Park Nicollet 

c.
If prior authorization is required to begin this process.  If you are not licensed, have a licensed person back you up in the process.  (Some insurance carriers seem to want a licensed person to make the referral.)  The time needed for prior authorization approval can range from several minutes to several hours.  If the approval will take awhile, consider using this time to contact family members to inform them of what is happening.  You may also have the client transported to the emergency room of the hospital the insurance company covers and have the emergency room deal with the issue of waiting for the prior authorization approval.  If the insurance company denies the pre-authorization, ask the insurance company about their appeal procedure, or how they would like us to proceed.

d.
If the client has no insurance, contact the county mental health facility for the county in which the client resides (such as Hennepin County Medical Center Crisis Intervention Center: 612-347-3161 or St. Paul Ramsey Medical Center: 651-221-8922).  Contact the county hospital's mental health officer for that day to discuss referral.

Detach and make a copy of the completed Hospitalization Referral Information Form.  Place the copy in the client's UCCS file and seal the original in an envelope for delivery to hospital staff (conveyed by client for you, depending upon the circumstances).  Write the hospital's name on the outside of the envelope.

Transporting client to the hospital: Do not transport the client in your own car.  If referral is for an off- campus location and the client is unable to transport self, or family member/friend is unavailable to assist, transportation can be arranged through the University Police or appropriate municipality police for clients who may be off-campus at the time you seek to arrange hospitalization.  

Follow-up:  If client is hospitalized, call the hospital station the next day to follow-up on the client's status with appropriate staff.  Consult with your immediate supervisor regarding UCCS's role in the provision of services for the client both while the client is hospitalized and upon discharge.  Be sure all activity is documented in client's UCCS folder.

At times inpatient units will discharge a client with an expectation that the client will receive follow-up care at UCCS.  Frequently a client post-hospitalization requires treatment beyond the parameters of UCCS services.  Counselors seeing a client following hospital discharge should assess the client’s treatment needs and make appropriate referrals with follow-up if the client’s treatment needs exceed what UCCS offers.  If an outside referral is made the counselor can continue to work with the client until the client has had a first appointment with the referral agency.

HOSPITALIZATION REFERRAL INFORMATION FORM

A.
IDENTIFICATION
Client's Name: ___________________________
Date of Birth: ______________


Local Address: _______________________________________________________________________

Phone Number(s): ___________________ (work)

 (home) _______________

Names and phone numbers of significant others (e.g., relatives, close friends, roommate, personal physician):

Name
Phone Number
Relationship to Client
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

B.
INSURANCE INFORMATION: Client has (check appropriate line):

______University sponsored Hospitalization Plan

Contact Boynton (624-0627) for read-out on fee statement if necessary.

______Other private or Family Hospitalization Insurance


Co. Name: ____________________________________Policy Number:_____________

Name of Policy Subscriber: _______________________________________________________

_____ Medical Assistance/Medicare

_____ No Hospitalization Insurance
C.
REFERRAL NOTES
Staff Counselor's Sign.: ________________ Supervising L.P.'s Sign.: ____________________

D. AUTHORIZATION FOR RELEASE OF INFORMATION 
Have the client sign a UCCS AUTHORIZATION FOR RELEASE OF INFORMATION form.
Rev. 6/1/93

Hennepin County Services 

At times it may be necessary or useful to refer UCCS clients to various services available through Hennepin County.   Following are descriptions of Hennepin County mental health services and adult and child protective services, and information about how to access these services.  For additional information, see the Hennepin County Services web site at www.co.hennepin.mn.us
Acute Psychiatric Services (APS)

Phone: 
612-873-3161

Address:
Hennepin County Medical Center 

701 Park Avenue South

Minneapolis, MN 55415

Fax:

612-904-4232
Acute Psychiatric Services center serves those in emotional crisis with 24-hour, seven-day-a-week crisis counseling, assessment, and referral.  This emergency service provides evaluation and short-term treatment for persons in crisis.  Services include: crisis intervention phone service responding to requests for help; suicide prevention phone service providing immediate help and referral for persons threatening suicide; and walk-in crisis services on a 24 hour, seven-day-a-week basis.  APS also provides treatment of psychiatric emergencies such as acute psychotic conditions, panic states, severe and incapacitating depression, suicidal crisis, danger to others, sudden loss of memory, and situations involving grave mental disability.  Also offered are community consultation and education on crisis intervention.  The treatment team consists of psychiatrists, clinical nurse specialists, psychiatric social workers, and psychiatric nurses.


Hennepin County Mental Health Center

Phone: 
612-596-0900

Scheduling:  
612-596-9438

Address:
1801 Nicollet Avenue 

2nd and 3rd Floors, Nicollet Exchange Building 

Minneapolis, MN 55403

Fax:

612-879-3824

The Hennepin County Mental Health Center offers a range of outpatient services to children, adolescents, families, and adults.  Assessment and therapy services include: consultation; diagnostic assessments; psychiatric evaluations; psychological evaluations; individual, couples and family therapy; group therapy; adult day treatment; dialectical behavior therapy; medication management; dual-diagnosis programming (co-occurring mental illness and substance abuse); and outreach to homeless persons. 
The Center serves adults with serious mental illness and/ or substance abuse who are currently in crisis or at risk of destabilization. The Center also serves children/adolescents who are severely emotionally disturbed; have been abused or neglected; or have been court ordered for a psychological evaluation.  Parents involved in child protection may be seen for evaluation and/or therapy.

Community Outreach for Psychiatric Emergencies (COPE)

Phone:  
612-596-1223

Address:
Mobile Crisis Team

Hours:

24 hours per day, 7 days per week

Community Outreach for Psychiatric Emergencies is a multi-disciplinary team providing mobile crisis response services to adults throughout Hennepin County.  Team members are available on a 24/7 basis to provide phone consultation, crisis assessments, referral for hospital assessment, access to residential crisis services, and stabilization services after the crisis situation has been addressed.  COPE responds to situations based upon their occurrence within the geographical boundaries of Hennepin County, and residency is not a criterion for initial services.  Calls are accepted from persons referring themselves, treatment professionals, residential facilities, family members, or any concerned community members.  The primary aim of COPE is to help people to manage their mental health crises within their particular settings.

Adult Protective Services
Common Entry Point Phone: 
612-348-8526 (Intake and Field Investigations)
Address:
A-1400 Government Center




300 South Sixth Street





Minneapolis, MN 55487


Hours: 

8 a.m. to 5:30 p.m
Common Entry Point Line answered 24/7 

The Hennepin County Common Entry Point of Adult Protective Services receives, assesses and refers all Vulnerable Adult maltreatment reports that occur in Hennepin County.  Adult Protection social workers investigate reports of alleged abuse, neglect, and financial exploitation of Vulnerable Adults who are unable to protect themselves due to physical or mental impairments.  Through the provision of protective social services, staff assists clients in establishing a network of support to help reduce their risk of further harm.  When legal intervention is required to protect a Vulnerable Adult from harm, Adult Protection staff can assist with civil commitment, an order for protection, the removal of a perpetrator, and with the appointment of a guardian or conservator.

Child Protection Services
Phone:
612-348-3552

Fax:
612-348-9095

Anyone may make a report of abuse or neglect about a child who resides in Hennepin County by calling 612-348-3552 or fax to 612-348-9095. This number is answered 24 hours a day, 365 days a year. The identity of individuals who make such reports is confidential and is not revealed to the subject of the report. Anonymous reports are also accepted.

Transporting for Hospitalization
There are a variety of options in urgent situations when clients need transportation to mental health facilities.  First, determine if the client is capable of arranging transportation himself or herself or through family or friends.  Often it is comforting to make one's own arrangements and be escorted by someone you know.  
University Police may also assist in transporting clients from campus to mental health locations.  However, sometimes there may be delays or complications such that the police are unavailable or an unacceptable option for transporting a client.   In addition, if the police transport a client they will search the client first, and have the client sit in the locked back of a police car for transport.  These experiences can be very negative ones for a client in crisis, so alternatives to police transportation should be explored first, and the police used as a last option.  If the police are used it is helpful to let the client know in advance that (s)he will be searched and will have to ride in the back of the police vehicle.
Another option is for the counselor to call a taxi to transport the client to mental health facilities.  There is a University account with Yellow Taxi Service that the counselor can use for this purpose.  Instructions for using this account are kept at the UCCS Front Desk.  The counselor should follow these instructions and fill out a voucher form, which is also available at the Front Desk.  

After the client leaves Eddy Hall, the counselor should follow up with the mental health facility to verify that the client arrived safely. 

Supporting Student Petitions for Independent Status

Students who are not getting any financial support from their families sometimes apply for a determination of independent financial status.  These students often seek assistance from UCCS to write a letter of support for this process.  In general, UCCS writes letters only for ongoing clients who request such a letter after a period of time working with a counselor.  UCCS generally does not write letters of support for students who have only come in for one session with the intent of requesting a letter.  

If an ongoing client requests a letter of support for financial independent status, the sample letter below can serve as an example.

Sample Letter Supporting a Student Petition for Independent Status

December 18, 2005

One Stop Student Services Center

University of Minnesota, Twin Cities

200 Fraser Hall

106 Pleasant Street SE

Minneapolis, MN 55455

Attention Independent Status Petition Committee:

I am writing in regards to Mr. ABC XYZ’s (ID #:3333333) independent status petition and family circumstances.  ABC was referred to the University Counseling & Consulting Services (UCCS) by a financial aid counselor in order to request supporting documentation for his independent status petition.  His first session was November 29, 2005.  As of today ABC has met with me three times to talk about his circumstances, receive emotional support, and consider whether on-going counseling may be beneficial at this time. 

ABC reports that he was compelled to leave his family home abruptly two weeks after his 18th birthday.  He describes being awakened in the morning, told that he could take with him only what he had purchased with his own money, and he had to move out that day or his father would call the police.  Background information that ABC reported suggested a family system that is both controlling and exploitive of children, with the oldest child currently in the home required to provide primary care to younger siblings.  ABC reports he is third eldest of 10 children and all children were home-schooled to protect them from negative influences.  Other information he provided includes: his mother is emotionally volatile and verbally and emotionally abusive; his father has struggled with alcohol abuse; his two older sisters were kicked out at age 16; he was home-schooled through high school, which for ABC meant teaching himself via computerized curriculum; he was required to cook and clean and transport his six younger siblings to their activities; his mother did not drive and he was required to be available to take her shopping; when he was allowed to work outside the home at age 17 ½, his mother wanted him to begin giving her money, and he was required to pay automobile insurance on his father’s car (the more expensive of the two cars).  Further, ABC believes that his being gay contributed to his parents’ animosity towards him and their decision to compel him to leave home.  He expresses concern that without this change in his financial circumstances he will have to drop out of school after spring semester 2006.  

I hope this information is helpful to you in evaluating Mr. XYZ’s petition for independent status.  Please do not hesitate to contact me if I can be of further assistance in this matter.

Sincerely,

Ph.D. 

Guidelines for UCCS Copy Machines
In order to prolong the life of our copy machines:

1. Make copies sparingly and only when there is a real need.  

2. Do not use the copier for personal copying.
3. If you require more than 50 copies per original, please see Mary Ann in Room 200.  Originals will be forwarded to the University Copy Center.
4. New employees will receive training before using the copier.
5. You are responsible for putting paper in the copier if it is empty, and clearing paper jams that occur when you are copying.  Please see Mary Ann in Room 200 if you have problems with the copier.
6. Please recycle any unusable copies in the appropriate recycling bin.

UCCS Policies and Procedures on Contact 
with Reporters and the Media
Reports for radio, television and written press contact UCCS staff for their opinions on a variety of campus and student issues.  These invitations to speak with reporters can be positive opportunities to share staff expertise and promote UCCS services.  But speaking with the media can also be potentially problematic, particularly if comments by the professional are misinterpreted by the reporter, or when the professional speaks beyond his/her areas of expertise or professional responsibilities within UCCS.  It is important for UCCS as unit to speak with one voice and present our story to the reporter instead of having a reporter define our story for us. Therefore, UCCS has developed some basic policies and procedures for contact between the media and UCCS staff.

1. All requests for Interviews will be reviewed with the Director or Clinical Director prior to any agreement to be interviewed.

2. Contact with reporters will be limited to UCCS staff members who have received training in communicating with the media, primarily senior staff.  Associate staff, interns and practicum students will not have contact with the media regarding UCCS issues unless approved to do so by the Director or Clinical Director.

3. The UCCS Director or Clinical Director will discuss each interview request with the staff member receiving the request. A decision will be made about whether or not to grant the interview, and which staff person(s) will be most appropriate to participate in the interview.  
Responding to Client Concerns or Complaints 
about UCCS Staff or Services

UCCS is committed to providing quality care to the University community.  Students, faculty and staff are encouraged to give us feedback about our services.  The primary feedback mechanism is a client opinion survey which clients are asked to complete during fall and spring semesters.  

Client Request for Change of Counselor

Occasionally a client will ask to be transferred to a different counselor.  In most cases UCCS will accommodate a client’s first transfer request.  If, however, a client asks to be transferred more than once, the client may be asked to discuss the transfer request with the UCCS Director or Clinical Director.  The Director or Clinical Director will then meet with the client, discuss circumstances that are pertinent to the client’s request, and determine an appropriate response to the client’s request.

Addressing Client Complaints

UCCS informs clients about the options available to them regarding any concerns or complaints they may have about UCCS staff or services.  UCCS will not take any action against a client who reports a concern or complaint, and will not deny service to any eligible client who reports a concern or complaint. 

A client who has concerns about a UCCS counselor or service is encouraged to talk directly to his or her assigned counselor.  If the client prefers not to talk to the counselor, the client is encouraged to discuss his or her concerns with the UCCS Director or Clinical Director.  

Note: Concerns about the Clinical Director may be brought to the attention of the UCCS Director.  Concerns about the Director may be brought to the attention of the Vice Provost for Student Affairs.

While the client will be encouraged to talk directly with UCCS staff about complaints, the client also has the following options for addressing concerns:

1. The client may submit a written complaint to the UCCS Director.  This written complaint should include: 

· A description of the problem. 

· The date(s) on which the problem occurred, if applicable.

· The client’s contact information to which a formal response can be directed.

After receiving the written complaint, the UCCS Director will review it and send a formal response to the client.  

2. The client may report his or her concerns to a University of Minnesota administrator or office outside of UCCS, such as:

· Office for Student Affairs, 109 Appleby Hall, (612) 626-1242

· Student Conflict Resolution Center, 211 Eddy Hall, (612) 624-7272

· Office of Conflict Resolution, 662 Heller Hall, (612) 624-1030

3. The client may report his or her concerns to:

Minnesota Board of Psychology

1000 Westgate Dr. Ste 252

St. Paul, MN 55114-1067

(651) 203-7249

As needed, clients will be made aware of these additional options.

Administering and Using the Behavioral Health Monitor (BHM)

UCCS clients who identify “Personal Counseling” and “individual services” as their priority are asked (but are not required) to take the Behavioral Health Monitor (BHM).  The BHM is an assessment instrument that provides information about a client’s well-being, psychological symptoms, and life functioning.  It also provides information about the quality of the relationship between counselor and client. 

Front desk staff asks clients to take the BHM when they check in for their appointments. The assessment results are then available to the counselor in electronic form.  Asking a client to take the assessment multiple times and then reviewing the results can provide useful information about the client’s progress and response to counseling.

Additional information is available in printed and electronic form about the BHM assessment instrument, the clinical report it generates, and the UCCS protocol for administering the BHM.  To obtain that information, contact your supervisor or Matt Hanson.    
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