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Key Objectives: Students will be able to apply information covered in other chapters w ﬁcs’riww
specific and measurable goals within their treatment plans. J
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Introduction to Treatment Plan"r;ing

Treatment planning is an essential component to assist 4 counseling professionad in providing therapeutic
services to people who have drug : and alcohol obstacles. The goal of treatment is to (a) reduce substance use
or achieve a substance-free Tife () maximize multiple aspects of life funetioning, and (¢) prevent or reduce
the frequency and severity of relapse (Schuckit, 1994). A treatment pla.n should be developed to assist the
client in eliminating or reducmi_, barriers that prevent the individial from having a high quality of life
(subjective to the glient) and assist in eliminating problems th he client brings to the counseling process
(Substance Abuse Mental Health Services Mm;msmmm, a). T counseling professional and chent
periodicallyibeviéw the treatment plan, as it can inform hoth of whether the client is (1) improving or getting
declining o getting worse, or {3) is stagnangin their treatment recavery {staying the same), There
factors that might influence why a chﬁgn?‘ta- not improving. For mmp!a the timeline of when
s should be completed may not be- realiStic, the goals may not be specific enough, the client may
nof have the tools required to wmp%mc the goal. The counseling professional should work with the client
in order to identify the barrier to goal aainment. The purpose of this chapter is te discuss the process of
treatment plan development by incorporating the assessment information discussed in the previous chapters.

Treatment Plan D_eveinpment

In order to develop andppropriate treatment plan, a counseling professional must gather vital informa-

tion about the clientéseeking services, If the level of care has already been determined for the client,
then there should be informarion available for the counseling prufesmma] 1o review. For example, there
are six dimensions established by Mee-Lee (2013), including (1) acute intoxication and/or withdrawal
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122 Tha Substance-Related Disorder Assessmant

potential; (2) biomedical conditions and complications; (3) emotional, behavioral, and cognitive condi-
tions and wmplicau’nns. (4) readiness to change; (5) relapse, continued use, conti problem potential;
and (6) recovery environment. To establish the appropriate level of care for the individual, there needs to
be documented evidence for each dimension aforementioned. As discussed mchsptcr 3, administering a
valid and reliable instrument to the client to ascertain information relatedto problems the client has can
provide more specific information related to the severity level. For exdinple, if the client presents other
psychological-related barriers, a test that measures possible ;mydmt’f%c diagnoses would be beneficial to
assist in isolating symptoms associated with specific diagnoses, {'lw«tg:m is completed, further evaluation
can be condugted 1o determine if in fact the symptoms lead rgfa clinigal diagnosis,

Essentially, a counseling professional will ascertain all of the assessment information gathered about a
client, and collaboratively work with the client to define the, plubl;:m{s) or barriers that are preventing the client
from achieving his or her goals, A treatment plan will § Ehf& a timeline for weatment progress, identifying
major treatmestt goals, and noting important mllmtnncstnd objectives. Although substance users are primarily
in treatment for drugs and/or alcohol, a treatment plan must adedress barriers such as (1) medical/biological,
{b) social, (¢) spiritual, (d) vocational, 2nd (¢) gical. Oftentimes, barriers in these arcas can lead o
the use of substances to avoid or escape the ful effects of the symproms associated with these barriers.

It is important that the client is involed in the treatment plan development process, as it will increase
the likelihood that the client will be apilling participant in the treatment program, add together the coun-
seling professional and elient can cgabltsﬁ realistic goals. After comprehensively discussing the presenting
issues that the client brings to tréatment, a counseling professional can request that the client develop
some goals they might have fdt treatment. Remember, a client may not be as experienced in goal-writing
so it s important for the caunsellng professional to be open- minded wheil presented with the client goals,
Having the client comufp with goals helps portray that the client is taking ownership of his or her trear-
ment recovery process and leads to the next step of case conceprualization.

Case {}ancﬁtuahzatmn

Prior to developing a treatment plan, a case wmcpuuliza‘tum may be heneficial because it allows for &
mm&e professionl to develop an overall depictionof the client’s overall simation. A case conceprualiza-
tio report that is based on information gathemd; organized, and assessed 1o provide an explanation of
a clients behavior (Gilmore, Seirup, & Rubi nslam 12011}, Furthermore, case conceptualization is 1 *bridge
between client diagnosis or problem and ¢ treatments to be implemented” (Sommers-Flanagan &
Sommers-Flanagan, 2015, p. 347). Counseling professionals during the clinical interview must look for
emotional, stated, nonverbal, and behavioral information that will assist in formulating the picture of the
client’s experience and this can lead to dollaboration when developing goals with the chient. Case cancep-
sualization may feel overwhelming fof the new counseling professional. However, the process below may be
helpful in assisting a counseling Professional regardless of experience in fully formulating a case (Eells, 2015):

. Listen to the cli mms story/presesting problom

. Gather information about how the clicut perceives bis/her world

. Obtain demographic informaten

. Explore soctal, historical, and cultural content

. Assess client’s strengths, coping skills

. Assess for risk; create problem fist

. Diagnose

. Apply theorerical orientation and hypothesize about the nature of the problem
« Develop goals

10, Play imterventions
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A counseling professional who can learn to engage in case conceptualization can identify the necessary
steps that might be needed to assist a client in pursuing his or her long-term goal. For example, suppose
a client named Bryan has the long-term goal of reducing his anger outbursts. A counseling professional
should listen to issues related to anger outbursts that the client experiences. One way 1o accomplish this
goal is to learn positive copmg skills. Some areas that the counseling professional should consider explor-
ing within a counseling session might include identifying a specific moment in time when the client had
an anger outburst (examining the cognitive and affective aspects of the situation), Cognitive behavioral
theory outlines three areas that should be explored with a client in order to progess irrational thinking,
including the cognitive (thought), affect (emotion), and sitvational (behavioral).

Now pretend that Bryan is discussing a recent event with his counseling professional where he was
involved in a verbal altercation with a family member ar o recent hpl'itﬁy party. It might be helpful for
Bryan to completely describe the situation so that the counseling professional can understand the context
of the situation. What led to the verbal altercation? Ar what gou;p was Bryan getting upset? Who else ), 4
was present? What was Bryan thinking prior to the verbal dltéfation? What was Bryan thinking afmf
the verbal altercation® How long after the verbal altercation did Bryans anger begin to decrease? These
are examples of questions that can assist a counseling pro ional in exploring previous events rcmcd to
Bryan's goal. B

The trearment plan can include specific steps to assist the counseling pmftsuun;ﬂ in terms of
thoroughly exploring previous coping skills that were used in the past and exploring Current coping
skills as they are used in practice. In the cx:pﬂplc below, we are ascertaining informition from Bryan
throughout his counseling sessions ta assist him in reaching one of hig gnals of reducing his anger
outhursts, 9 =

_ %
Long-term goal #1: Help Bryan learn positive coping skills that luSg}ammﬁ neglected to teach him
during his childhood This will be completed by 5/25/xx.

Short-term goal/objective #1: Bryan will learn :tppmj"ldtl‘.‘ coping skills by 4/11/xx.

Int m?imtioanction step #1: Bryan Mfidmﬁ:}hp a llst of coping skills thar he has attempted
o'use in the past. This will be completed on 4/4/xx.

o/
}é}? Intervention/Action step #2: Bryaniwill describe the situation/event of each coping skills
b 4 he had indicated that he has nsed. Bryan will describe his cognition, affect, and behavior
4 regarding the mmmonfcvé@ This will be completed on 4/4/xx.

Intervention/Action %3 After describing each situation/event, Bryan will state what
coping skill he usedand rate how effective cach coping skill was on a scale of 1-7 (1 = not
effective, 7 = \'ﬁry effective) with regard to reducing his anger. This will be completed on
Ydixx. W
Intervention/Action step #4: Bryan will review a list of examples of appropriate coping skills
provided by the counselor and describe how the coping skills on the list the counsclor
provided are different than the coping skills that he has attempted in the past. This will
be completed by 4/11/xx.

Intervention/Action step #5: Bryan will review a list of appropriate coping skills provided
by the counselor and select or develop 10 coping skills that he will use during the next few
weeks. This will be completed by 4/11/xx.

Printed by: tjohnson895@capellauniversity.edu. Printing is for personal, private use only. No part of this book may be
reproduced or transmitted without publisher's prior permission. Violators will be prosecuted.



124 The Subsiance-Related Disorder Assessment

In the example treatment plan for Bryan shown above, the first short-term goul is to assist Bryan
in learning appropriate coping skills. Although there is flexibility in determining how to proceed with a
«whient, it may be beneficial to first explore how long Bryan has had episodes of anger, and has he used any
coping skills in the past. After examining each action step of short-term goal 1, it should become evident
that there is a flow in terms of assisting Bryan in examining what was used in the past, what could be used
in the future, and determining which coping skills might be most helpful. If Bryan were provided a list
of 20 coping skills and attempted to use three or four at the same time, it would be difficult to identify
what was the most effective and what was not.
Short-term goal 2 (see below) is related to Bryan demonstrating appropriate coping skills. Oftentimes,
a counseling professional will begin with short-term goal 2, rather than first determining if the client
understands how to effectively use coping skills and being able to process how these coping skills might
be used. After Bryan selects a few positive coping skills to try over the next few weeks, Bryan will have
the opportunity to actually attempt to employ these in practice. -
-f
Short-term goal/objective #2: Bryan will demonstrate how to use appmpnam coping skills
by 5/25/xx.
Intervention/Action step #1: ¥From the list of coping skﬂh tﬂm Bryan has developed,
he will select two coping skills to use in the next few we@s This will be completed by
4/1 1 /xx. =

Intervention/Action step #2: After getting into ar _ar‘pﬁmcnt. Bryan will process the situation/, )
event by writing a short narrative of what happened, what his thoughts, emotions, and bchngiérs
were regarding the ¢vent, This will be Lomplett?d by 4/18/xx.

Intervention/Action step #3: Bryan will 4$€ one of the two selected coping mechami$ms after he
gets in an argument with his gltlftlm (trial 13. He will indicate how many. minutes after the
initial argument did his anger r@u. and rate how effective cach -.opmgﬂull was on a scale
of 1-7 (1 = not effective, 7 = véry effective) at reducing his anger. This will be completed by
4/18/xx. B "2

Intervention/Action step #4: Bryan will continue to use the ﬁoﬁ‘! effective coping mechanism
from (trial 1) and select one new coping mechanism i “the list. This will be completed
on 4/18/xx, ,‘,?1

e
mugictim step #5: Bryan will use ong 9!‘&1@ two selected coping mechanisms after
hg ets in an argument with his glrltncnd,.gf will indicate how many minutes after the
initial argument did his anger reduce and r‘lE?how effective each coping skill was on a scale
hof 1-7 (1 = not effective, 7 = \'cry e!@tﬂvc} at recucing his anger, This will be completed

é by 4/25/xx, ,

v
As displayed above, there are several agii';n steps within cach short-term goal that can provide a visual
of how a client might progress in meeting a treatment goal. Sometimes, several interventions/action steps
can be completed within the sameé golinseling session (e.g., short-term goal one, action step(s) 1 and 2),
and semetimes the inter\rentic_mff are completed over several counseling sessions.
¥

LN
-
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Development of Goals and Action Steps/Objectives

Goal-writing is a siill that can take 2 vounseling professional significant practice 10 accomplish, Goal serting is
an essential part and centeral to a treatment play, and should be (Bovend Eerdt, Botell, 8 Wade, 2009, p. 353):

1. Individuadized 1o a particular client
2. Allow accurate, unambigucus determinution of goal achievement
3. Are flexible enough to cover most situations

In addition to the three bullet points provided above, treatment goals should be written in s positive
mannet, and be developed collaboratively with the client. Within the counseling field, there bas been greater
ermphasiy that counseling professionals alﬂ'c]m;) SM.ART, goals within their teatment plan, These types of
goals stand for specific {S), measurable (M), arainable (A), realistic or results-oriented (R}, and Time specific
(T). Aligning with this framework will provide more specificity in terma@0fi(1) the services to be provided
(.-, group, sndividual, family, suppors groups), (2) the services to be obtained from specific providers, (3) the
frequency of treatment, (4) delineate termination criteria, (5) includé all domains of functional assessment as
needed, and (6) specific goals and objectives, The S.M AR T, framework also assists in making the treamment
goals behaviorally oriented and is aimed at client improvement<Fhe short-term goals/objectives are the activi-
ties that must be accomplished to reach the short-term goal directly measurable, unique to the client, congise

and precise, and comprehensive. The action steps are the tisks that are needed to carry out or reach objectives,
o

Case Scenario #1; 4

Bryan is receiving counseling services atan uut]y.\ncnl facility as required from a court mandate du to a driving
under the influence (DUT) charge and his preyious history with several DUT charges. During his individualized
counseling session, Bryan disclosed thar /hﬁ has had diﬂ:cuhv finding employment because he never completed
the 12th grade and bas to high school diploma. He stared that e has had previous employment, but due to
the increase in computerized equipment, his employment was terminated. Bryan and his counselor developed
a goal to assist Bryan in obtaining his general education degree (GED) from his lacal college:

Long-term goal £1 ),Br)':m will obtain his 12th grade GED by 6/5/xx.

objective #1: Bryan will go to lllinois \&fkv Community College on the com-
to get a GED application by 3/5/xx.

Antervention/Action step #1: Bryan will get a bus schedule from the front desk in the lobby
and review plans for taking the mmmamg&y s with his counselor today.

Intervention/Action step #1: Bry.m Mﬂ get a bus pass from the agency transportation
V d Lii.pﬂrt“!ﬂl'lt omaorrow, ‘

Short-term goal/objective #2: Bfyan will complete the application and review it with his coun-
selor on 3/10/xx.

Intervention/Action step #1: Following a successful review, Bryan will mail his application
to Hlinois Valley Community College on 3/10/xx.

o
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126 The Substance-Related Disorder Assessment

Case Scenario #2:
Long-term goal #1: Bryan will quir using drugs.

Short-term goal/objective #1: Bryan will avoid all tripgers.
Intervention/Action step #1: Bryan will And new friends

Intervention/Action step #1: Bryan will ignore his old friends who use drugs.

As displayed above, we have two separate scenarios. In the first scenario, Bryan had a specific
goal of obtaining his 12th-grade GED by a specific date. If Bryan is unable to complete the spe-
cific short-term goals/objectives, the counseling professional is able to review with Bryan as to the
potential barriers that prevented him from achieving his short-term goals. In the second scenario,
there is a lot of information missing. For example, when does Bryan need 1o €omplete the goal
by? A treatment goal with action steps that are time specific assists a counseling professional in
evaluating effort. Another issue with case scenario 2, what does avoid all trigger mean? How might Bryan
quit using drugs? The treatment goal needs to be more specific., 4

Although case scenario 1 is more specific than case scenario 2, additional short-term goals/objectives
and action steps can be included. Some additional considerations :}:‘gig_l}f{m studying for the examination,
taking the examination, reviewing results of the examination with his Counselor. As provided earlier in the
chapter, Bryan wanted assistance with his anger outbursts and se¥gral objectives and action steps were pra-
vided. As just demonstrated, the more specific the goal becomeg/'the easier it will become when evaluagin
why the goal was completed or why it did not ger mmpk:tcé!ﬁsiem consider the following mini-activity:

Mini-activity:
1. After learsiag about the SMART fmn&.%& would you claim that this part of Beyan's treatment
phan is conspliant with this framework? ol
2. What specifically do you notice thapis problematic? -
3. Consider applying the S MARF framework. Nod
2 N\
Utilization Review Process o/

r
Once a treatment plan has beeh established, a counseling professignil and client can begin the process
of achieving the client’s $hort-teem and long-term goals. This will involve periodic review of the treat-
ment goals to determing if goals are being met. As aforementioned, a treatment plan informs us if the
client is (1) im]jrm'ing"f)r getting better, (2) declining ot_gﬂ,}ing worse, of (3} is stagnant in their mreat-
ment recovery (staying the same). If the agency that the cBlinseling professional is employed by has an
accreditation agency (e.g., Commission on Accredigafion of Rehabilitation Facilities [CARF], Joint
Cummisﬁ?)fat provide standards that the agengymust abide by, guidance related to treatment review
will likely be provided. For example, agenciesictredited by the CARF require a weekly review with
the client and 2 monthly review swith the treftment team members (2018} Additionally, the counsel-
ing professional should become familiar with state legislation related to the utilization process, as some
states provide specific details as to the'fgequency that a treatment plan must be reviewed. For example,
some state Medicaid programs (e._g..gfefmont) may mandate review every 15 days for adules/30 days for
adolescents (Donscl, 2014), b
7

P
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Evaluating Effectiveness of Goals, Continuing Care, and Treatment Termination

During the review process, a counseling professional can determine how effective trestnent has been for
the client attempting e complete treatinent gouls, 1 goals are developed using the S.AMART framework,
the counseling professional can mark all of the short-term objectives/goals that were completed in the
time frame specified and those that were not. A conversation should fallow with the chient to determine
if the time frame for cach action step was realistic, if other challenges prevented the accomplishunent of
the action step, or if motivation was a factor. For example, in the case scenario ahove, Brvan was planning
on obmaindng his 12¢h-grade GED by 6/5/x¢. The first short-term goal/objective was for Bryan o go to
the local college to obtain a GED application. The intervention/action steps provided were ordered in a
step- hvwwp manner so that the likelihood of accomplishing the goal was successfill, For example, Bryan
was roing te get 1 bus schedule from the front desk and review it with bis counselagT he next step was for
Bryan to return to the agency the following day o obzain a bus pass. Ii Bryan was unable to auomphsh this
sction step, then he would be unable to successtully complete the shortsterm goal/objective. Some issues
thar may have prevented Bryan from accomplishing this action step ctmh‘l include (a) Lack of ransporta-
tion to retumn to the agency the following day, (b) family emergency, (c) Bryan relapsed, (d) Bryan forgot
to return the following day for a bus pass, (¢} the agency ran out ofbus passes. Any of these possibilities .
might have occurred and the counseling professional can discuss the barriers that prevented Bryan from’
completing this rask. This needs to be accomplished prior tg Bryan obtaining his GED application form.
Oftentimes, continuing care for substance use tregmient will heavily involve completing lnﬁmem
goals. For example, individuals who are court mandated through drug courts will often have aprobation
officer who periodically checks in with the client’s counseling professional, If treatment geals are con-
sistently not being met, or if the client is notdcnmmgmtilxg the motivation to complee treatment, the
probation officer might suggest that the client is terminated from treatment unsuceessfully, and the drug
court may recommend jail time. The oq’.mse%ing professional may be able to v@:ﬁduc his or her opinion
regarding termination or contingied treatment. It is important for the counseling professional to determine
the factors associated with contintéll care. Insurance companies, Medicaid/Medicare, and other funding
sources may have rules associited with what constitutes termination. Additionally, in the initial phases
of counseling, the counseling professional should discuss what fautm;s re associated with termination of
treatment. These may ingliide the accomplishment of treatment goals or the lack of accomplishment of

treatment goals, %
o . i

Disability, l;pﬁmdaratmns

d:saﬁh!v it defined as "having a mental or ph);ﬂr:d’unpmrmcm (difference) that substantially limits
afie or pore major life activities (e.g., eating, driving, working), having a record of such an impairment or
be garded of having such an impairment "and may include physical, psychiatric, cognitive, psychologi-
cal; and emotional disabilities (Upton & Harper, 2002). It is estimated that approximately 56.7 million
people in the United Srates (U.S.) [lw&nﬁhc population] have a disability (IS, Census Bureau, 2012).
As noted by Sprong, Upton, and Pﬂ,pp:s (2012), substance use disorders [i.¢., abuse or dependence] occur
two to four times more often among persons with disabilities in comparison to the general population
(Koch, Nelipovich, & Sneedy 2002; Sprong et al., 2012). The Substance Abuse Mental Health Services
Administration (SAMHSAY suggested that .lp]sruxuu.m:ly 4.7 million Americans with disabilities experi-
erice coexisting substance use disorders and physical or mental disabilities (Office on Disability, 2010), and
approximately 22,3 million individuals in the United States aged 12 or older (9% of general population)
met DSM-IV TR augm)ﬁm criteria for substance abuse or dependence in 2007 (Walls, Moore, Batiste,
& Loy, 2009). Disability is another essential consideration that needs to be addressed within a treatment
plan, as it will likely have an impact on the individual’s life in addition o the substance use,
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128 The Substance-Related Disorder Assessment

West (2007) assessed the accessibility of substance abuse treatment facilities in the United States for
people with disabilities and found that most facilities in their sample self-reported a variety of bariers
to physical accessibility and the lack of services and physical accommodations. A counseling professional
specializing in drug/alcohol treatment may not be aware of the other issues associated with disability that
might need to be addressed within treatment, as curriculum within drug/alcohol trgatment programs might
not completely cover psychosocial and medical aspects of disability (with the ' of Rehabilitation
Counseling programs). Additionally, the most effective treatment planningeecurs when a rapport is es-
tablished between the counseling professional and client. SAMHSAs b) Treatment Improvement
Protocol (TIP) 29 provides some examples of disability etiquette to pl'event from offending or being
disrespectful to clients with disabilities: ST

1. Ask a client who has a disability if there are 2 any % odations that he or she may need for
successful treatment.

2, Use people-first language when referring to pfople with disabilities.

3. A service animal should not be distracted from its job (the animal should not be touched or petted).

4. Look directly at a person who is deaf when communicating, so lip-reading and facial exiressions
can be communicated. P

5. Touching the client's whrch_luma ¥ be offensive to the individual (e.g., leaning on the chair).

Althoagh there are numerous ﬁiﬂh‘fé’y categories, we will provide examples of special considerations
when developing a treatment plan when the client has either (a) brain injury (BI) and/or a (b) spinal
cord injury. It is estimated l.bd{ 50% of people with traumatic brain injuries and spinal cord injuries use
substances (SAMHSA, 2011). Therefore, special consideration must be given when developing a com-
prehensive treatment plin. For example, below are some specific twnp&ct‘. that could be incorporated into
substance abuse treatment (Corrigan & Lamb-Hart, 2004; DeLambo, Chandms, Homa, & Chandras,
2009) provided these are special considerations when working with people with coexisting disabilities (us
cited in: httpsgf/wwwi.counseling.org/Resources/Library/VISTAS/2009-V-Online/DeLambo-Chandras-
Homa~Charglras2.pdf):

M
/‘f\\ m{y admission criteria: Remove absnncm‘fc from prescription medications (e.g., Valium) as
: o reguirement, £
2. Determine unique learning strategiess Avoid jargon; use concrete written materials and allow
tape recording, Give extra time forwork, paraphrase and repeat.
Determine unique communication styles: Ask how client reads and writes or evaluate samples.
Avoid many environmental stismuli: Minimize distractions.
Be aware of attention span deficies.
. Give breaks to combat fatigue.
. Address imapproprifite Social behaviors in a gentle manner: Dod’t assunie the individual knows
eight From wrong,
. Redirect excessive speech.
. Be cautious when inferring client motivation levels: Do not assume that norwompliance arises
from lack af motivation or resistance.
10. Don't assume a missed appointment is intentional or due to resistance: Puneruality can be due to
time management, poor memory, and transportation issues.

e

ooS

From “Traumatic Brain Injuries and Substance Abuse: Implications for Rehabilitation Professionals,”
VISTAS Online by D.A. DeLambo, K. V. Chandsas, 1. Homa, & V. Chandras, Copyright © 2009 by
American Counseling Association. Reprinted by permission.
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11. The single most bnportant factor for successful treatioent is the therapeutic alliance between
counselor and cliens: Utilize a proven approach (e.g.. Rogerian that builds this partrership.

12. Enlist the client’s sacial circle (family, frends, and service providers) 1o wwinforee goals.

13. Don't assume that Jearning swill be generalized to other environments.

14. Be delicate and caring during confrontation.

15. Repeat instructions and strategics: Repest, review, rehearse.

16. Artend ro transportation issues: These are often 2 major treatment barrier.

17. Increase treatment compliance/attendance through incentives: These cand ba Snancial, as well as
reminder phone ealls and related strategdes. 3

Thus, a counseling professional should consider the above information when working with a client
who also has a disabiliry.

Brain Injury b g
A BI usually results from a violent blow to or a jolt of the heady or fmm an object (e.g,, bullet) penetrating the
skull (l'.xlm & Holland, 2018), The structure of the by skbﬂf. and surrounding tissues makes the bran quite
susceptible to injury as a result of blows to or jolts of the hiead. The intensity does not have to be extreme to
cause a Bl and small amount of pressure, foree, frequency wave, or locations of contact can ercate gonditions in
which the skull and cerebrospinal fluid cannot effectively protect the brain from damage. For esample, during 4
car crash, the car comes to an abrupt stop, but 2 difer’s body will still have strong forward mementum. A rapid
stop or contact with an external object may cause the brain to move back and forth inside the skull and make
contact with the internal surfaces; this is fr_nncd 1 coup-countercoup injury (Younget al., 2015).

Bls occur very often in the Unuai States. For example, according to the National Highway Traffic
Safety Administration (2015), there is a motor vehicle accident every 6 sgcbnds. In 2015, these accidents
resulted in 2.44 million injuries; with 14.3% resulting in a BL The prevalénce of B is ever-increasing due
to the numerous ways inwhich traffic accidents occur, including byw:tyal traffic accidents, falls, gun shots,
and improvised explosivedevices (TED) ro nasme a few. It is cmmﬂcd that in the United Srates, 1.7 million
people sustain a Bl cach year. Of this number, :ppronmatclyww results in death, 275,000 are hospital-
ized, and 1.365 rr?ﬂmn are treated and released from haspifil emergency rooms. The leading causes of Bl
pmong the population include falls (35.2%), n vehicle accidents (17.3%), being struck by/against
events {mi g with 2 moving or stationary {ai}jﬁ% A96), assaults (10%), and unknoewn/other {219%).

ﬂt@fn&aﬁmmﬁm berween B and substanee was explored as early as 1987 by the Brain Injury
/\w&m of America [formerly known as the Nutional Head Injury Foundation) (Sparadeo, Strauss,
& Barth, 1990). Az the time, there were hgntcd resources available 1o assist healthcare professionals and
counseling professionals to teat individuals with these coexisting disabilities (i.e., BT and substance-related
disorders). More recently, it is cs;iaaatcﬁ that 12% of people who are 16 and older who went to sehabilita-
tion treatment for BI were also us‘mg ithicit drugs in the months prior to their injury and 23% for aleohol
abuse (Cuthbert et 4, 2013} The screening, brief intervention, and referral 1o teatment (SBIRT) model
is sometimes used to assess Whether 2 person with 2 Bl may have substance-related barriers that would
rcqum: additional treatmient from a counseling pmfcsmonal (Nilsen et al., 2008). Once substance abuse
is detected for the \ﬁnt with a BI, the professional will use motivational interviewing tcthnlquc
(e.g., scaling) to guile'a discussion toward substance use treatment (Holloway, 2012). This step is usually
performed in a prinury care and emergency serting for individuals with mild 1o moderate BIL It has yet
to be used for people with severe Bl due to cognitive and expressive deficits.

If a client with « Bl has been referred for substance use treatment, the counseling professional should
wark with the client’s BI rehabilitation team to ascertain what accommodations might be requiired for
the client to successfully complete treatment, For example, the most common symptoms associated with

L
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Bl include confusion, disorientation, loss of memory, headaches, dizziness, nausea, visual degradarion,
irritability, passing out, vertigo, poor coordination, and loss of balance (Falvo & Holland, 2018). Clients
with modesate brain injurics may experience the same symptoms aforenientioned but may also experi-
ence paralysis (e.g., leg function may not be present), seizures, limited control related to bowel/bladder,
ability to regulate body temperature, hormonal changes, perseveration, impulsivencss, language processing
deficiencies, executive function imitations, aphasia (i.c., expressive and receptive), slurred speech, partial
or total loss of vision, partial or total hearing loss, denial or lack of awareness, und lm:rca#d psychological
symptoms (e.gr., depression). We recommend an integrated approach whete the counseling professional
within the substance-related treatment program collaborate with the Bl treatment team. Some questions
that might assist the counseling professional in identifying other barriers mglude

¢ Pre-injury life/habits: What was the client’s life like prior to obl.il;!Tng the BI?

*  Post-injury life/babits. What is client’s life like now?

s Rebabilitarion process: Wheee is the client currently in theifrehabilitation process for the BI?

* Adjustment: How is the client adjusting to having a BI‘L._‘-'-P X

* Clasification of Bl: Does the client have a mild, moderate, or severe BI? e

* Suppart: Does the client have a strong support team (e.g., family, friends) in place? )

* Activities of Daily meg {ADLs): Does the elient have caregivers and support?

* Avchitectural Barriers: Tdentify and modify any physical barriers to treatment.

¢ Cagnitive Challenges: Does the client h,m: challenges with his or her %ﬁng»tcm&, short-term, and
working memory?

* Secondary (J.'dﬂmga Does thelient haw secondary challenges (sucl as vmiﬂn hearing, dizziness,
headache) that need to be copsidered when making a treatment plan?

* Expressive Challenges: Does the client have struggles with mmmmﬂk‘@:ﬁrxg
* Medication: Are the medications causing any challenges or side efiécts that affect their daily lives?
: 9
Spinal Cord Injury J 5%

A spinal cord injusy i isthe result of damage 1o any part of the sr!fml cord or nerves st the end of the spinal
canal and afun causes permanent changes in smmgﬁh sénsation, and other body functions below the
level of the injury (Falvo & Holland, 2018). 1fa ¢ lienthasa complete 'rpms? cord injury, all of the feeling
(sensory)mad the ability to control mavement is Imr’fu,hrw the level of injury. Whereas, an incomplete
spintal cord injury woubd stll aliow for some mqmr or sensory function below the fevel of the injure. A
client who has paraplegia will have paralysis in part or all of the trunk, legs, and pelvic organs. Tetraplegia
{guadriplegia) is when the armg, hands, Mle&s and pelvic organs are affected by the spinal cord injury.

Research has shown that people why' fcqnm a spinal cord injury have suicide rates approximately theee
tisnies higher than the gencral pn&?da&on during the first 12 years (Yue, Massaro, Krause, Chen, & Devivo,
2014), and significant depressigmmay require pharmacological intervention {Sauline, 2014). Ofteatimes,
m@p}e with spxml cord mmx%s? will use drugs and/or aleobol to cope with the newly acquired disability:
Aleohol can increase skin Hggakdown through dehydration or forgetting to shift positions, Additionally, the
client may forget to cathéferize, which can inerease the change of having a bladder infection or urinary tract
infection, Previous tescanch has shown that having 2 spinal cond injury reduces the likelihood of having a
suceessful substance abuse recovery (Delambo et ul, 2009). Furthermore, a potential factor influencing
successful substance abuse recovery is that people with spinal cord injuries are significantly underemployed
or unemployed, and this leads to a greater chance of relapse. Melvin, Davis, and Koch (2012) found that
employment is a strong predictor of substance abuse treatment, and yer research {e.g., West, 2008) has found
that only 31% of substance abuse treatment facilities in the United States prioritize employment by offering
avocational counseling component, Coviello, Zanis, Wesnoski, und Demis (2009) found that incorporating
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vocational counseling within treatmenr not only fed to a reduction in drug use but also to a reduction in erime
rates and risky behavior, Therefore, a collaborative approach between & counseling professional and a voca-

tioeat rehabilitation counsetor would be helpful in meeting the employment needs of clients with disabilities.
In addition ro employment-refated obstacles, a counseling professional should also consider the following:

* Pre-injury life/babies: What was the client’s life like prior to obtaining the spinal vord injury?

= Post-injury life/hadits What is the client’s life like now?

* Rebabilitation process: Is the client required to attend post-geute care for continued treatiment of
the spinal cord njury?

* Adjustment: How is the client adjusting to the spinal cord injury?

* Support: What support systems are in place for the client?

* Activities of Daily Living (ADLs): Does the client require the use of caregivem to provide support
for ADLs?

s Architectural Barriers: Identify and modify any physical barricrs m treatment stuch as inaccessible
restrooms, parking, dun:rw1)-

* Medication: What impact will medication have in terms of side cﬂlua’

*  Reminder: The client may have a longer rehabilitation process. :

* Services: The client may need flexibility with breaks to relieve pressure from sitting in a wheelchair”

Case Scenario

Sheila is a 17-year-old, white female, who currently Iwﬁ with her mother and younger brotherand sister.
Sheila started using marijuana at an early age, and eventually she progressed to the use of heroin. Sheila
currently reports that she uses it twice daily :mggﬁ:pm ts having tolerance symptoms and experiences with-
drawal symptoms such as headaches when nort using. She reports that she is not addicted and is capable
of quitting at any time. Recently, she was involved in illegal activities (residential burglary), was arrested,
and forced to detoxify in the local coustty jail. As part of her court hearing, shewas offered prison for 2-3
years or to enter a 6- month npaticnt substance abuse treatment program. 8hie chose the drug rehabilita-
tion program and was admiteed into treatment after spending 25 days fo the county jail. Sheila reported
that she does not want to be in treatment but would rather be in tregeiment than jail.

Sheila’s parents sepagiited at the age of 15 after her father hadn affair with another woman, who is
now his current wife. Sheila reports that her father has been ana&twc partof her life when it is convenient
for him, She lccla,that her father left her and his family for Another woman and suggests that her father
does not empts to be involved in her life, exceptwhen he needs help with his business {restanzant
owner). A‘;htﬂa has opened up about her problems within her family and how it has impacted her drug
use. Sh says her mom has been consulting with, her about her own personal problems and Sheila feels
thatsifice she is the oldest child, she needs 1o Ihfcn to her mother's issues. Sheil stated that her mother

as'recently found a boyfriend. However, the bu}'fncnd uses heroin and other drugs,

Sheila reported that she continues taghive relationship issues with her father. Furthermore, Sheila stated
that her father only views her as a busineSs opportunity, not as a child. While in jail, Sheila’s father did not visit
hex, and while in treatment, Sheilahis only spoken with her futher a few times on the phone for approximately
20 minutes each time. Sheilameéntioned that usually her father will want to hang up after he is finished talking
about things going on in hislite, Sheila claimed that she never is able to talk about her issues and wants 1o
tell her father but fecls. m;mmiamhlc doing so. Sheila wants to ask her father questions refared to the divorce
and why he left for a'gew family but doesit want to make the relationship any worse,

Sheila stated that she has a boyfriend named Mickey, who does not engage in drug usage. Mickey
is usually present when Sheila uses heroin with her friends, because he is afraid that she will overdose.
Sheila reported that she loves Mickey very much and would like to get married at some point in thei
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lives. She enjoys writing, reading, and listening to music. She was awarded 2 scholarship for her writing
during her junior year of high scheol. She reported she was kicked out of school for never attending but
would like to go ta college onc day. Sheila reported that her father mentioned several years apo that he
wanted her to take over the family business, but this was before he had children with his new wife, Sheita
has obtatned enough credit hours t be at the sophomore level of high school, She is afraid that if she
returns, she will be judged segatively for being behind, She stated she would Bke to attend college for
journalism or creative writing if she ever graduates.

Discussion Questions

1. What are some potential challenges that Sheila faces?
2. What stage of change do you feel that Sheila would be in and why? s

3. The scenario states that Sheila was mandated to inpatient treatment, 1s this the most appropriate level
of care for Sheila? Please provide rationale to support your response. 4

i]

4. What are some potential goals, objectives, and action plans thatth€ client may have?

__.;'“- i }
5. What other treatments would you recommend for Sheilad” o

,\%”
Homework Activity 5
Movie/Television Series Character Treatntent
Plan Assignment '
Directions:
1. Select a movic or a tclc\nsmn series where a main character pt%@ms an issue with drugs and/or
alcohol.

2. Write a paragraph }lm less than 250 words about how this mnhc/lclwum m series is personally mean-
ingful to you, Bestribe the interaction of your chosen eharacter with the other characters. What did
you like o dislike about the character? How might ypusdislikes impact the counseling relationships?
Any othe observations, patterns, or connections, that you think are important te document?

3.C the individual to topics discussed threnghout this textbook. Does the character meet criteria
for substance-related disorders? What behaviof is the character displaying that would lead you to this
conclusion? Are there any cultural dimensions that should be considered in a treatment plan® Would
you use any psychological testing and if0, why would this be beneficial? What are some counseling
theories that might be useful when \mfkm;., s with this client? What are the primary issugs you notice
related to the character that tmg,hﬁ)c an obstacle dumxg the treatment recovery process?

8
¥

»

b -
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Counseling Treatment Plan:

1. Write the counseling treatment plan for the character you have chosén, The treatment plan should
consist of 2-3 long-term goals, 2-3 short-term goals/objectives for cach long-term goal, and not
less than 6 specific treatment-goal-targeted interventions/agtion steps.

a. The character 1 chose as a hypothetical client is: 2

Name of Client:

£

Name of Movie: -i

b. Presenting Problems: The movie indicated that this character may have the following clinical
issues. These will include any problemsor barriers that the character may have. Are there any
patterns that the character is displaying that could become problematic?

Problem #1:
Problem #2:
Problem #3;
Problem #4:

c. Treatment Goals: %fmtmm. once there are several problems identified, treatment goals
would be develdped to reduce or eliminate these problems. For ékample, Bryan had difficulty
maintaining employment, which he deseribed as being f'contributing factor to him using
aleohol (ebpe with lack of stable employment). A treatment goal was developed to reduce
this barrier. If | were treating this character as a professional counselor, I would include the
follgwing treatment goals in my plan.

d. [Treatment Interventions: In order to meet these treatment goals, I would provide the specific,

 time-limited, observable, logical, and targeted treatment interventions, Remember, we are
#0 using the SM.AR.T. framework to write our treatment goals, Below is an example of how
A the treatment goals can be written mth the short-term objectives and action steps,
Long-term Goal #1: {

Short-term objective#1:

Intervention/Action Step 1

Intervention/Action Swep 2:

Intervention/Agtion Step 3:

[ntervention/Action Step 4

Intervention/Action Step 5:

Intervention/Action Step 6:

Short-term objective#2:

Intervention/Action Step 1:

Intervention/Action Step 2:

Intenvention/Action Step 3:

Intervention/Action Step 4:

Intervention/Action Siep §:

Intervention/Action Step 6:
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