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1. Introduction

Development of the fourth edition

The Counselling guidelines: Alcohol and other drug issues were first published in 2000, and written by Ali Dale
and Ali Marsh (Curtin University, School of Psychology, and the Drug and Alcohol Office). The second edition
was revised by Ali Marsh (Curtin University of Technology, School of Psychology, and the Drug and Alcohol
Office) and Laura Willis (Curtin University School of Psychology). The third edition was revised by Ali Marsh
(Drug and Alcohol Office) and Stephanie O’Toole (University of Western Australia) with advice and editing by
Sue Helfgott (Drug and Alcohol Office) and the addition of two chapters by other authors.

This fourth edition was developed following consultation with the alcohol and other drug (AOD) sector through an
electronic survey, consultation meetings and a focus group. New chapters were added, including Counselling using
technology, Older people, and other chapters were expanded, such as the chapter on gender, which is now
Gender and sexual diversity.

Some chapters from the previous edition were not included in this edition. Most notably, the decision was made
not to include specific drug-related chapters or a chapter on prevention. The reason was that there is a range

of excellent evidence-based easily-accessible resources available on drugs and prevention, some of which are
listed in Appendix 1. Some types of drugs, such as emerging psychoactive substances, are changing rapidly, with
current information at risk of becoming quickly out of date.

This edition was also influenced by current issues in the AOD sector, such as the need to respond to clients with
multiple complex needs including trauma and co-occurring mental health conditions; rising opioid overdose rates
and the availability of naloxone; the changing meaning of recovery in the AOD sector; an ageing population; and
the use of technology in counselling. The changes are consistent with the priorities outlined in Western Australian
Mental Health, Alcohol and Other Drug Services Plan 2015-2025: Better Choices. Better Lives, such as recovery-
oriented practice and the need to work in a more holistic and integrated way. Other policy documents which
influenced this edition include the National Alcohol and Other Drug Workforce Development Strategy 2015-2018
and the Western Australian Mental Health, Alcohol and Other Drug Workforce Strategic Framework: 2018-2025,
which both acknowledge the need to build the capacity of the AOD sector to respond to co-occurring issues and
older people who use AOD.

This edition of the Counselling guidelines is consistent with the definition of harm reduction in the National Drug
Strategy 2017-2026: “reducing the adverse health, social and economic consequences of the use of drugs, for the
user, their families and the wider community” (Department of Health, 2017, p. 1). The Counselling guidelines
addresses the priority populations outlined in the National Drug Strategy.

The previous edition was updated to include current research and evidence-informed practice. The revised
chapters underwent expert review. The reviewers are recognised on the Acknowledgements page.

References are located at the end of each chapter. As in the previous edition, appendices are located at the end
of the Counselling guidelines. The appendices contain forms and other resources that can be used with clients.

This edition is divided into six sections, as follows.

» Setting the scene: includes the Introduction, which outlines the process undertaken to develop the
Counselling guidelines, and their purpose. It provides overarching concepts covered in the chapters Principles
of effective treatment and Ingredients of effective treatment.

» Professional practice: incorporates essential elements of professional counselling practice, including chapters
on Confidentiality, Case notes, Clinical supervision, Case management, Stress and burnout and Secondary
traumatic stress, compassion fatigue and vicarious trauma.

+ AOD knowledge and skills: includes chapters with information specific to AOD issues, including Managing
intoxicated clients, Withdrawal management and Pharmacotherapies for AOD dependence.
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* Assessment and treatment planning: includes chapters on Treatment planning, Assessment, Recovery,
Case formulation and other key processes that inform assessment and treatment planning.

+ Counselling interventions: includes chapters on strategies and interventions that counsellors can use when
working with clients with AOD-related issues. Chapters include Motivational interviewing, Problem-solving,
Goal-setting, Harm reduction, Relapse prevention and management, and a range of other strategies that are
effective in working with people who use AOD.

*  Working with specific issues: clients often present with co-occurring conditions which can have a significant
impact on their AOD use. The chapters in this section include Co-occurring AOD and depression, Co-occurring
trauma issues, Gender and sexual diversity, Pain management for dependent clients, Aboriginal clients, their
families and communities, AOD use and pregnancy, and Child protection and parenting issues.

Purpose of the guidelines

This edition of the Counselling guidelines explores the key skills needed to work with individuals who have
AOD-related issues. The Counselling guidelines assumes the reader has a basic understanding of the
development of AOD issues and already possesses basic counselling skills.

The Counselling guidelines can be used by counsellors and other workers in the specialist AOD sector and other
sectors such as mental health, health, human and community services. Managers, supervisors and counsellors are
encouraged to use this resource as a reference, an educational tool and as an aid to quality management and
professional supervision.

While the Counselling guidelines provides an overview of skills and knowledge for working with clients who
use AOD, it is not a substitute for counsellors’ own deeper exploration of topics. Ongoing further reading and
professional development is strongly recommended.

Feedback welcome

If you would like to provide feedback on the fourth edition of the Counselling guidelines: alcohol and other
drug issues, please contact Workforce Development, Mental Health Commission (MHC) via email at
AOD.training@mhc.wa.gov.au or phone on (08) 6553 0560.

References

Department of Health. (2017). National Drug Strategy 2017-2026. Canberra, ACT: Commonwealth of Australia.

Intergovernmental Committee on Drugs. (2014). National Alcohol and Other Drug Workforce Development Strategy 2015-2018:
A Sub-strategy of the National Drug Strategy 2010—15. Retrieved from http://www.nationaldrugstrategy.gov.au/internet/
drugstrategy/Publishing.nsf/content/naodwds2015-18

Mental Health Commission, Western Australia (MHC). (2015). Western Australian Mental Health, Alcohol and Other Drug Services Plan
2015-2025: Better Choices. Better Lives. Perth, Western Australia: Author.
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2. Principles of effective treatment

AOD treatment has been researched extensively and its efficacy and effectiveness are well established.
Treatment reduces AOD use, improves health, reduces criminal activity, and improves wellbeing and community
participation (Ritter et al., 2014). The principles of effective treatment listed below are adapted from the National
Institute on Drug Abuse’s ‘Principles of Drug Addiction Treatment’ (2013), and the Victorian Alcohol and Drug
Treatment Principles (State of Victoria, Department of Health, 2013).

» Substance dependence is a complex but treatable condition that affects brain function and influences
behaviour. These changes can persist long after drug use ceases, which might account for the long-lasting risk
of relapse. While lapse and relapse are common but not inevitable features of changing AOD-using behaviours,
they can also offer valuable learning opportunities for consumers.

« All service providers must adhere to the highest ethical standards.

* No single treatment approach is appropriate for everyone. Treatment options should include a variety of evidence-
based and evidence-informed biopsychosocial approaches, interventions and modalities oriented towards
people’s recovery (see chapter on Recovery). A responsive service system requires a range of approaches to
meet people’s diverse needs. Treatment should build on each person’s own strengths, resilience and resources.

« Treatment needs to be readily available. Because people using AOD tend to be ambivalent about entering
treatment, it is important that services are available for them when they are ready for treatment. Earlier access
to treatment is associated with more positive outcomes.

« Treatment system needs to be visible, accessible from multiple points of entry and available in a timely manner.
Treatment should be provided equitably and without prejudice to diverse populations (e.g. Aboriginal and Torres
Strait Islander peoples; culturally and linguistically diverse (CALD) communities; women/parents with young
children; people with disabilities; people with diverse sexual orientations; people engaged in the corrective
services system) and in diverse locations (e.g. metropolitan, rural and remote).

» Family members and people who are significant to the client need to be engaged in the treatment process
(with the client’s approval). AOD treatment also needs to address the needs of family members (including
dependent children) and significant others.

* Consumers and families should experience treatment as welcoming, accepting, non-judgmental and responsive.

» Effective treatment attends to the multiple needs of the individual, not just his or her AOD use issues. Effective
treatment addresses medical, psychological, social, vocational and legal issues in addition to the AOD use.
This approach is person-centred and supports people to be active and equal participants and partners in their
treatment planning, taking into account their age, gender, family, significant others, cultural circumstances and
any other needs.

* Remaining in treatment for an adequate period of time is critical. The optimal length of time in treatment varies
from person to person and lapse or relapse is common. Successful treatment often involves multiple episodes
of treatment over a long period of time. Programs should include active strategies to engage and retain clients
in treatment, as well as aftercare follow-up and support, and re-entry as needed.

* Medications are an important element of treatment for many clients, especially when combined with counselling
and other behavioural therapies. Medications can include addiction pharmacotherapies (e.g. methadone) or
medications for psychological issues such as anxiety or depression.

* Anindividual’s treatment plan must be continually assessed and modified as necessary to ensure that it
meets their changing needs. As such, treatment systems should articulate clear care pathways; deliver early
intervention, prevention and harm reduction; involve treatment of appropriate mix and duration; and include
post-treatment follow-up. Abstinence from alcohol, tobacco or other drugs is not the only goal that many
individuals seek to achieve through treatment.
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Many individuals with AOD issues also have co-occurring mental health issues. Therefore, clients presenting
with either AOD or mental health issues should be assessed and treated for both. Treatment should include the
use of medications as appropriate.

The experiential knowledge of AOD consumers (including clients) and their family members should inform all
levels of the AOD treatment system, including policy development, service planning, service development and
delivery, and continuous quality improvement. The value of experiential knowledge must be acknowledged and
supported within organisations and programs.

Withdrawal management (medically assisted and non-medically assisted) may only be the first stage of AOD
treatment and by itself does little to change long-term drug dependence. Clients should be encouraged to
continue drug treatment following withdrawal. Interventions, beginning at initial intake, can improve treatment
engagement and outcomes.

Counselling — individual and/or group — and other behavioural therapies are the most common forms of

AOQOD treatment. They vary in their focus and include basic addiction counselling strategies (e.g. motivational
interventions, relapse prevention and management) as well as strategies to teach problem-solving, to assist
with developing better relationships and developing alternative non-drug rewards and activities. Group therapy
and peer support programs can also help maintain AOD use changes.

Treatment does not need to be voluntary to be effective. Sanctions or enticements from family, employment
settings and/or the criminal justice system can significantly increase treatment entry, retention rates and the
ultimate success of drug treatment interventions. While there are situations where treatment is mandated,
choice and motivation should still have a fundamental role.

As lapses during treatment for AOD use occur, drug use during treatment should be monitored. Monitoring can
assist clients in their efforts to change and can also provide an early indication of a return to past patterns of
drug use, signalling a possible need to adjust the treatment plan.

Treatment programs should discuss and support clients wanting to be screened for the presence of human
immunodeficiency virus (HIV)/acquired immunodeficiency syndrome (AIDS), hepatitis B and C, tuberculosis
and other infectious diseases. They should also provide targeted harm reduction counselling to help clients
modify or change behaviours that place them at risk of contracting or spreading infectious diseases.

AOQOD policy and practice must be informed by a robust evidence base. The timely transfer of knowledge between
research and practice is a critical enabler of evidence-informed policy and practice. Resource allocation which
supports sector innovation and evaluation is encouraged to complement the existing evidence base.

Service providers should ensure that trauma-informed policies are embedded in all aspects of service
provision. Many AOD-using clients have significant trauma histories and policies need to be enacted to reduce
the risk of re-traumatisation within services. All staff should be trained in trauma-informed care and practice.

References

National Institute on Drug Abuse. (2013). Principles of drug addiction treatment: A research-based guide (3rd ed.). Washington, DC:

U.S. Department of Health and Human Services. Retrieved from http://www.drugabuse.gov/publications/principles-drug-
addiction-treatment

Ritter, A., Berends, L., Chalmers, J., Hull, P., Lancaster, K., & Gomez, M. (2014). New horizons: The review of alcohol and other drug

treatment in Australia. Sydney, NSW: National Drug and Alcohol Research Centre.

State of Victoria, Department of Health. (2013). Victorian alcohol and drug treatment principles. Melbourne, VIC: Author.
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3. Ingredients of effective treatment

This chapter provides a brief overview of issues central to effective AOD counselling. These include:

» developing a strong therapeutic alliance

* assessment, case conceptualisation and treatment planning
« effective case management

» specific interventions responding to co-occurring issues

« terminating treatment sensitively

» professional development and supervision.

A strong therapeutic alliance

The general psychotherapy and the addiction literature highlight the importance of the therapeutic alliance to treatment
outcome (e.g. Andrews, 2001; Ardito & Rabellino, 2011; Meier, Barrowclough, & Donmall, 2005). In particular:

» the strength of the therapeutic alliance is consistently predictive of positive outcomes, including engagement
and retention of clients in treatment

» the link between alliance and outcome is independent of the type of treatment used, and the alliance is
dependent upon the interaction between client and counsellor.

A sound therapeutic relationship is the foundation of successful intervention and enables communication of
respect, understanding, warmth, acceptance, commitment to change and a corrective interpersonal experience
(Teyber, 2006). ‘Corrective interpersonal experience’ means that the counsellor responds to the client in empathic
and helpful ways that are different from previous hurtful experiences they have had with others, which may include
their family of origin. A sound therapeutic relationship is collaborative, with counsellor and client working as partners
to help the client achieve their goals.

Counsellors’ qualities affect the therapeutic alliance. Therapist qualities and techniques found to make a positive
contribution to the therapeutic alliance (Ackerman & Hilsenroth, 2003, p. 28) are listed below.

Personal attributes:

» flexible * respectful * interested * warm

* experienced » trustworthy o alert e open

* honest + confident o friendly e curious

Techniques:

* exploration « use of notes about past therapy success ¢ affirmation

* depth * accurate interpretation * understanding

« reflection + facilitation of expression of affect + attendance to client’'s experience
e support » active listening

Other tips for improving the therapeutic alliance (adapted from Macneil, Hasty, Evans, Redlich, & Berk, 2009) are:
« tailor interventions to the client’s readiness for change

» ask about previous treatment experiences, positive and negative, to guide counselling

» see the whole person: explore their strengths as well as their challenges

* understand how the client sees their issues and experiences, as these will form the basis for goals the client
will be comfortable with

» avoid labels where possible; instead, use language that captures a shared understanding of the client’s situation

* encourage realistic hope and optimism — a client needs to expect the treatment will be effective to be able to
engage, but providing false hope will damage the alliance

» care about your clients — “let the patient matter to you” (Yalom, 2002, p. 28)
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* within clear and reasonable limits, be available to clients
* mend therapeutic ruptures, as they can be a signal of discord in the therapeutic alliance (Miller & Rollnick, 2013)
« putin the effort needed to manage the ongoing therapeutic relationship.

Client factors also influence the therapeutic alliance and its outcomes, including the degree to which clients are open
about their issues and personal information and the client’s willingness to undertake tasks (Macneil et al., 2009).

Assessment, case conceptualisation and treatment planning

Assessment, case formulation and treatment planning are central to developing an understanding of the client’s
issues and how best to address them.

« Assessment refers to the process of identifying the client’s presenting issues and gaining an understanding of
how they fit with their history and current circumstances (see chapter on Assessment).

» Case formulation involves using a theoretical framework to integrate the information gathered from an
assessment into an explanation of how the client’s presenting issues are caused and maintained. Central to a
good case formulation is developing a clear understanding of the meaning and functionality of the client's AOD
use. A clear case formulation indicates the causal and maintaining factors that a treatment plan must address
to help the client resolve their presenting issues (see chapter on Case formulation).

» Treatment planning entails developing a written plan of the services and resources that the client will be
assisted to access so they can address the factors that maintain their AOD issues. A treatment plan should
include strategies to address AOD issues, such as counselling or perhaps referral for withdrawal or long-term
rehabilitation, and strategies to address issues in other areas of a person’s life such as psychological, social,
health, legal, accommodation and financial issues. In more recent times, feedback-informed treatment (FIT)
has accrued a significant body of evidence supporting its utilisation in the counselling field. Through FIT,
clinicians gather real-time input from clients through structured yet flexible measures that identify what is
and is not working in therapy, and how to better meet clients’ needs (Prescott, Maeschalck, & Miller, 2017)
(see chapter on Treatment planning).

Effective case management

Case management involves the coordination of resources and services to help clients to overcome their AOD
issues. Case management prolongs treatment retention and increases clients’ use of community-based services,
quality of life and treatment satisfaction (Vanderplasschen et al., 2007). When clients have complex needs, the
counsellor’s primary role may initially be that of a case manager, linking the client to appropriate welfare, legal and
social services. Adopting this role can strengthen the therapeutic relationship and help the client to develop the life
circumstances that will give them the best chance at success (see chapter on Case management).

Specific interventions

Counselling works, as evidence in the general psychotherapy and the addiction literature shows. However, there
is no evidence that any particular theoretical approaches to counselling are better than others. Wampold and
Imel (2015) suggest that “when counseling approaches are directly compared on their effectiveness, no approach
has emerged as being more efficacious than any other” (p. 272). From this perspective, counselling consists

of matching clients to a theoretical model/rationale that both the counsellor and client agree upon, focusing on
building the relationship (alliance), developing client expectations, and applying interventions that are consistent
with the agreed( lupon rationale. However, some theoretical approaches, such as cognitive behaviour therapy
(CBT) and interpersonal therapy, have been more thoroughly researched and have a better evidence base.
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All theoretical orientations to counselling advocate the use of techniques that play a small but important role in
successful intervention. Counselling techniques strengthen the client’s expectations of change by heightening the
credibility of counselling, and providing a rationale and strategies for change, which can diminish the client’s sense
of hopelessness and increase thoughts of positive outcomes (Lewis, 2017).

In considering what approach to adopt with a client, counsellors should be guided by the:

* Dbest existing research evidence
« clinical wisdom and expertise
» client circumstances, needs and expectations (Gambrill, 1999).

Addressing co-occurring issues

Many AOD clients present with diagnosable mental health disorders that may interfere with AOD treatment
progress. Many clients also present with symptoms of mental health disorders such as anxiety or depression, but
do not meet criteria for a diagnosable disorder. These mental health symptoms can impact on client functioning
and AOD treatment progress and outcome (Sterling et al., 2011). Therefore, it is important that counsellors are
alert for symptoms of mental health disorders and that they help clients with these issues. Depending upon the
severity of the mental health issues, counsellors should consider integrating strategies to address them into their
AOD counselling and/or referring clients for medication or specialised psychological services. Some strategies to
help clients with mental health issues are covered in later chapters in this guide (see chapters on Co-occurring
AOD and depressive disorders, Co-occurring AOD and anxiety, Co-occurring trauma issues, Anger
management, Mindfulness).

Managing termination

Recognising the importance of the counselling relationship also raises the issue that counselling relationships end.
As with working with other painful client themes, issues and emotions that arise for clients in ending longer-term
counselling relationships need to be responded to with empathy, and often with exploration of their similarities to
and differences from past experiences.

Essentially, the key principles of ending a counselling relationship are (Teyber, 2006):

* letting clients know about the ending well in advance (4-5 weeks if possible)

* inviting clients to express and explore both positive and negative feelings about ending and responding non-
defensively to those feelings by reacting with empathy and acceptance

» exploring with clients the meaning that the end has for them and for the counsellor.

When a client is nearing completion of a counselling program, it can be helpful to spread the final few sessions out
over a longer period of time so as to gradually reduce the frequency of contact. However, if a counsellor is leaving the
service and referring the client to another counsellor, spreading out the final sessions is usually not appropriate.

It is important to review and highlight clients’ improvements, how they’ve achieved these changes and what they
can do to maintain them or to deal with lapses, as well as the client’s strengths. Clients should also be encouraged
to recontact the agency (or clinician if appropriate) in future if necessary (and if agency policy permits).

Norcross, Zimmerman, Greenberg, and Swift (2017) developed a useful checklist for workers in the ending phase
of the therapeutic relationship — see Appendix 2.

Professional development and supervision

Finally, professional development is an important aspect of general counselling. Continuous reflective practice,
supervisory support and other professional development methods are associated with better outcomes (see
chapter on Clinical supervision).
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Ingredients of effective treatment — tip sheet

Effective AOD counselling requires:

» a strong therapeutic alliance

» assessment, case conceptualisation and treatment planning
» effective case management

» specific interventions where appropriate

» feedback-informed treatment

» responding to co-occurring issues

» terminating treatment sensitively

» professional development and supervision for clinicians.
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4. Best practice outcome performance indicators

An essential part of evidence-based practice is quantifying the changes that clients make in relation to their
presenting problems. Core performance indicators involve measuring changes in key areas of client functioning
from the beginning to the end of treatment and at one and three months after treatment (if possible).
Assessment of client satisfaction is also a core performance indicator.

Core performance indicators, which should be reported for all AOD clients, cover the following areas:

+ AOD issues — use and associated issues

* co-occurring mental health conditions

* general wellbeing

« client satisfaction with treatment

* engagement in treatment and treatment completion.

Examples of screening tools to assess the first four core performance indicators listed above are given in the
chapter on Assessment. In addition, Deady (2009) reviewed other assessment tools. Many agencies use simple
rating scales in which clients and counsellors can rate progress in each area on a scale from 1 (much worse than
at the start of counselling) to 5 (much better than at the start of counselling).

Treatment engagement and completion can be assessed by examining attendance of scheduled appointments
and dropout. Some clients will attend all scheduled appointments and complete treatment; others may drop out of
treatment within the first few sessions or agree to a certain period of treatment and terminate prematurely.

Feedback-informed treatment

Feedback-informed treatment is:

...a Pantheoretical approach for evaluating and improving the quality and effectiveness of behavioural health
services. It involves routinely and formally soliciting feedback from consumers regarding the therapeutic
alliance and outcome of care and using the resulting information to inform and tailor service delivery.
(International Center for Clinical Excellence, 2012)

The Outcome Rating Scale (ORS) and the Session Rating Scale (SRS) are provided at Appendix 9. They are
very brief, easy to use FIT measures that are designed to monitor client wellbeing and the quality of the
therapeutic alliance; however, they cannot be administered in isolation. Clinicians need to create a therapeutic
relationship and environment that supports feedback, and enable clients to feel free to rate their experience of the
service. It is important that they do not fear retribution and that their feedback will actually be used to inform the
nature and the quality of the service for all users.
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Agency performance indicators

Performance indicators of agency functioning are also important. Agency performance indicators should reflect
the agency’s goals in order to ensure high-quality service standards. Quality improvement programs are available
for agencies to define performance expectations, assess agency functioning, and develop and implement plans to
improve agency functioning. The outcome of this process is continuous development, review, implementation, and
modification of clinical policies and practices.

Counsellors should be involved in the quality improvement process and provide feedback on the policies,
procedures and practices developed around:

» intake and referral of clients

* evidence-based treatment

« consumer-focused practice

» staff development, support and supervision

» client records

e risk management

« organisational governance and management
* agency and client rights and responsibilities.
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Section Two:
Professional practice

Confidentiality
Case notes
Waitlist management and follow-up
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Working with significant others

9 Clinical supervision

10 Stress and burnout

11 Secondary traumatic stress, compassion fatigue, and vicarious trauma
12 De-escalating aggressive behaviours

13 Critical incidents

14 Case management
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5. Confidentiality

Confidentiality refers to how information obtained in a professional relationship is treated. There is no such thing
as absolute confidentiality in counselling relationships. Counselling relationships are confidential, but not privileged
like lawyer—client relationships (i.e. information shared with a counsellor can be obtained legally). Counsellors
should familiarise themselves with their agency’s confidentiality policies and procedures.

Counsellors have an obligation to maintain confidentiality by refraining from disclosing information received in
confidence unless there is a sufficient and compelling reason to do so. Sufficient and compelling reasons include:

» disclosing information about clients during supervision or case management reviews
» the client threatening to harm themselves or someone else

» achild being at risk of abuse or neglect

« disclosure of a serious crime

e acourt issuing a subpoena for the records relating to the client.

Extra care should be taken to maintain confidentiality in small communities or when working with Aboriginal and CALD
people, as confidentiality can be harder to maintain when small pieces of information can inadvertently identify
clients to others.

Counsellors should be honest regarding the limits of confidentiality prior to any therapeutic engagement
(Psychotherapy and Counselling Federation of Australia, 2017). If a client engages in illegal activities that are not
associated with serious safety risk to the client or another person, it can be useful to discourage the client from
disclosing specific details.

Clients need to be aware that the counsellor will discuss the content of their sessions with their supervisor as part
of the supervision process. When the counsellor works as part of a multidisciplinary team in an agency, the client
also needs to know that important information about the client’s issues and progress will be shared with other
treating team members.

Counsellors should be aware of confidentiality in communications with related professionals. Written informed
consent should be obtained from the client in all instances prior to the sharing of information unless it is deemed
necessary to prevent immediate risk to the client or another person. Counsellors should be particularly careful
about confidentiality when sharing client information.

Confidentiality is limited for mandated clients where reporting client progress to a third party is required, for
example drug court. These limits need to be carefully explained to clients at the beginning of the counselling
relationship (see chapters on Coerced clients and Working with clients referred by the justice system).

Involving families and significant others in treatment is associated with positive treatment outcomes (Manuel,
Houck, & Moyers, 2012). Clinicians and clients can often feel that involving families in treatment can create
tensions about confidentiality, but if approached sensitively and with the right parameters in place to maintain
confidentiality, clients and families or significant others can benefit greatly from this approach. In family-inclusive
practice, clients need to consent to giving specific information to family members, and this should be reviewed
after each counselling session. Families or significant others also need to understand the kinds of information
about the client that can and cannot be discussed (see chapter on Working with significant others).

Finally, counsellors should be aware that under freedom of information and privacy legislation, clients can apply for
access to their own records (see chapter on Case notes). When working with children aged 16 years and under,
parents can legally apply for client information unless the young person is deemed to be a mature minor, that is,
they have the maturity to give informed consent (see chapter on Young people).
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Confidentiality — tip sheet

There is no such thing as absolute confidentiality in counselling relationships. Counselling relationships are
confidential, but not privileged like lawyer—client relationships

Counsellors have an obligation to refrain from disclosing information received in confidence unless there is a
sufficient and compelling reason to do so. Sufficient and compelling reasons include:

+ disclosure of information about clients during supervision or case management
+ the client threatening to self-harm or harm someone else

« disclosure of a serious crime, such as murder

+ achild involved being at risk of abuse

» court issuing a subpoena for the client’s records.

Counsellors may also be required to disclose information regarding mandated clients or clients who are minors.

Extra care should be taken to maintain confidentiality in small communities or when working with Aboriginal
or CALD people. Counsellors should ensure that they discuss the limits of confidentiality with the client at the
beginning of their contact.

If approached well and with the right parameters in place to maintain confidentiality, clients and families or
significant others can benefit greatly from a family-inclusive practice approach without confidentiality being
breached. Written informed consent should be obtained from clients before an agency or counsellor shares
any client-related information with associated professionals.

When sharing information about clients, counsellors should consider threats to confidentiality when posting,
faxing and emailing information. Agencies need to be aware that clients can apply for access to their own case
notes and assessment information under Commonwealth and State Freedom of Information Acts.
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6. Case notes

Case notes generally refer to the chronological record of interactions, observations and actions relating to a particular
client. Case notes are the agency record of client engagement and provide evidence of the client’s progress and type
of treatment or services offered and the rationale for such treatment or services. Case notes are legal documents and
are part of the service provider’s duty of care to the client. Counsellors should be familiar with their agency’s policies
and procedures about case notes, storage of client records, and managing requests for access to client records.

Poorly written case notes can result in workers relying on memory, guessing or not really knowing what has
occurred. This can result in errors and poorly informed decision-making, putting the client, the worker and the
agency at risk.

Counsellors should inform clients about the rationale of maintaining case notes, the presence of case files, where
the files are stored and who has access to them. This might be verbalised as follows:

As part of our counselling | am required to keep some case notes. What this means is that during and after
each session | take some basic notes about what we discussed and did during the session. This helps us to
keep track of where we are up to and helps us review what we are doing so that we can make sure that you are
getting the best service possible. All client files are kept in a locked cabinet and only agency staff can access
them. They will not be released to anyone else without your permission. The only exception to that is if they get
subpoenaed, which means | am legally bound to release them. That generally only happens if there is a court
case. | am careful about what | record and only record the most important information. If you would like to read
your case notes, please discuss this with me.

This explanation will vary according to agency policies and procedures and relevant legislation. When clients
ask to see their case notes, allow them to see the ones you have written but not those of other staff without first
seeking their permission. If a client wishes to have a copy of their whole file, most agencies have procedures
for clients to request this. They usually include a request in writing, and all staff with notes in the file should be
contacted (if possible) regarding this request.

Case notes are confidential within the limits of confidentiality (see chapter on Confidentiality) and should always
be stored in a locked cabinet, filing system or drawer when not being used.

Elements of good case notes

Case notes are a useful tool for the client, counsellor and other staff. They can assist with review, planning
and accountability, and help workers and clients identify what has been helpful or otherwise in their sessions.
For example, reviewing past sessions with a client may help them to appreciate their progress over time.
Case notes can also be used as a part of reflective practice in clinical supervision. They also assist colleagues
to follow up with clients in a worker’s absence.

Case notes should be objective, accurate, concise and avoid judgements or value statements about the client.
Case notes should be written using a third-person perspective, using formal objective language to refer to the
client and others. For example, the client should be described as ‘the client’, or by their name; the author of the
case notes could be written as ‘the counsellor’, or ‘the author’. Avoid using pronouns such as ‘we’, ‘you’, ‘he’,
‘she’, ‘they’ and ‘I'. Information recorded in case notes should be related to what you can observe and what the
client reports. Any opinion contained in case notes should be qualified with relevant background information, facts,
theory or research (Australian Association of Social Workers, 2016).

Example

The client is in withdrawal. This is an opinion without any rationale.

Based on the client’s report of nausea, sweating and tremor, the client appears to be experiencing mild
withdrawal symptoms. This is an opinion with information about why the opinion has been formed, consistent
with clinical knowledge.
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Case notes should include a record of all contact with a client, including appointments which the client attends or cancels,
the service cancels, and emails, phone calls and other information related to the client's engagement with the service.

Case notes are best written immediately or within one or two working days after client contact and recorded in
clear, easy to read, specific, concise and objective language. Acronyms, slang, emoticons and jargon should be
avoided. Some organisations may have a list of approved abbreviations.

Notes should be handwritten in pen (preferably black), or typed, dated and the time of contact noted, and each page
should be signed and include the worker’s name and role. A line should be drawn through spaces between case
notes. Case notes which go over more than one page should be noted as a continuation of a previous page (e.g. by
writing the date and ‘continued’ at the top). Each page should have the client’s identifying details on it (e.g. first name,
surname, record number, date of birth); this helps avoid errors such as writing notes in the wrong client’s file.

Avoid recording unnecessary information in case notes; information should be relevant to the client’s contact with the
agency. For example, it is usually inappropriate to record a third person’s full name — their relationship to the client is
usually sufficient. This does not apply to other workers whom you or the client contact in relation to the client.

Correction fluid should not be used; instead, strike through, initial and date mistakes. If you make an alteration or
addition to an original set of notes, a new entry should be made. The date, time and author of the original entry
should be noted in the new entry, and it should include an explanation as to why the original case note required
amendment.

Example
Amendment to case note dated 25/02/2018, 10am, written by J. Smith due to incorrect noting of client’s GP
name. Client advised GP’s name is Doctor James Watson, not Doctor John Watson as was documented.

It is important not to ‘diagnose’ clients in your case notes unless you are specifically trained to do so (e.g. if you
are a doctor, psychiatrist or clinical psychologist). If the client has been diagnosed with a mental health disorder or
psychological condition by someone qualified to do so, it is appropriate to record this information, clearly stating
how this information was obtained.

Example
Betty reported that in 1978 she was committed to Graylands Hospital and diagnosed by the attending
psychiatrist with paranoid schizophrenia.

Diagnoses can be unhelpful if they are misunderstood, and some may be stigmatising to the client. In some
circumstances it can be more helpful to describe the symptoms that the person reports or displays rather than the
diagnosis. It is important to record the origin of the information in the notes.

Example

Betty explained that she feels irritable and low in mood when withdrawing from amphetamines.

Doctor Jones, Consultant Psychiatrist at James Street Mental Health Centre, stated that Betty was diagnosed
with schizophrenia in Graylands hospital in 1978.

If a client expresses suicidal ideation, or appears to be a risk to themselves or another person, it is important to
record all of the steps taken to explore the issue and ensure client safety. In such situations, consult with your
supervisor or colleagues and record this interaction.

Example

Betty expressed thoughts about wanting to die. | explored this further, whereby Betty reported that she does
not have a plan for suicide and stated that she is not seriously considering suicide as an option. She stated
that when life seems difficult, sometimes it seems like the easy option. However, Betty stated that she has too
much to live for, with her sons to raise and husband to look after. When asked on a scale of one to 10 (10 being
definitely wanting to die and one being just a fleeting thought with no intent behind it), how much she wishes

to commit suicide, she reported that the ideation was only about a one out of 10. Betty was willing to establish
a safety plan to use if the suicidal thoughts increased in intensity. As part of this plan, | supplied Betty with
emergency telephone contact numbers.

For further information about recording case notes, see the Alcohol and Other Drugs Assessment Form Clinician’s
Guide (Mental Health Commission [MHC], 2018)' (also see chapter on Suicide assessment and management).

1 Available from the WANADA website http://wanada.org.au/index.php?option=com_docman&view=document&layout=default&alias=13-alcohol-and-other-drug-assessment-
clinicians-booklet&category_slug=resources-for-the-alcohol-and-other-drug-aod-sector&ltemid=265
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Case notes and the law

Organisations generally have policies and procedures that cover legal issues such as requests for case notes.
It is important that workers are familiar with these policies and procedures.

In Western Australia, clients have a right to apply to see their files under the Commonwealth Freedom of Information
Act 1982 (for access from a Commonwealth Government agency) and their relevant state freedom of information
act (for access from a state government agency). Note that some non-government agencies are also subject to
freedom of information legislation if they are acting as an agent of a government. Non-government or private sector
organisations are subject to the Commonwealth Privacy Act 1988, which gives members of the public rights to
access information about themselves. Clients have the right to view their personal records unless there are specific
legal exemptions, even if the counsellor or agency does not wish them to. Legislation may vary across jurisdictions.

Any written information may be subpoenaed and required as evidence in a court case during and after the client’s
contact with the counsellor and agency. The author may also be subpoenaed and required to appear in court for
cross-examination about the content of the notes. Subpoenas, the Freedom of Information Act and the Privacy Act
can apply to other client information the counsellor and the agency might keep, including emails and diaries.

In Western Australian government organisations, the State Records Act 2000 applies to any record of business
activity, however recorded. For this reason, all information related to the client’'s engagement with the service
should be included in the client’s file. Client’s files should only be disposed of according to the agency’s retention
and disposal schedule.

Critical Incident reports

In the event of a critical incident it is important to record the following factual information in the case notes:

* when it occurred (date and time)

* where it occurred

» what happened (observations, not opinions)

* who was involved and who was present

* in the event of an injury, the individual’s condition beforehand and afterwards
» what action staff took

» the name, position and agency of the person to whom it was reported.

Most agencies have policies and procedures for recording information about critical incidents. See the chapter on
Critical incidents for further information.

Recording information about liaison
It is important to record any information about liaison with the client. When documenting exchanges of information
about a client between your agency and another, the following information should be recorded:

« client consent to exchange information. This should be recorded in the notes as well as the release of
information forms (or similar). Note that client consent to exchange or release information should be time
limited (e.g. 612 months) and specific, noting what information was exchanged, why, and with whom
(see chapter on Confidentiality)

* who supplied the information (name, title, agency, position in the agency, relationship to the client)

* how the information was supplied (letter, in person, fax, email, phone)

» what action (if any) is planned as a result of the liaison, who is responsible for its implementation, and when it
should be completed

» whether your client (and/or the agency or others) are at risk and what steps should be taken to minimise that risk.
Avoid transporting case files or client notes whenever possible to reduce the risk of breaching confidentiality
(e.g. if your car or house is burgled). If supervision arrangements or agency liaison requires you to transport client

notes, use a locked briefcase or take de-identified photocopies of the original documents. They should be stored in
a locked drawer or cupboard when off site and not in use and should not be left in a car unattended.
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Models for writing case notes

Models provide a framework for recording information that can assist with writing case notes (Cameron & Murray, 2012).
Two common models are as follows:

S — Subjective — what the client says

O — Objective — what is clinically observed

A — Assessment — analysis of the issues, explanations, theories

P — Plan — what follow-up is intended, interventions, actions, goals

Examples

Betty advised that she had not been sleeping due to withdrawal symptoms, including tremors, sweating and
palpitations, which she states are due to decreasing her benzodiazepines. (Subjective)

Observed a slight tremor in Betty’s hands, as well as some sweat on her face and neck. (Objective)

Betty may be experiencing withdrawal symptoms since she decreased her benzodiazepine dose. (Assessment)
Plan: make an appointment with Betty’s GP, Dr Watson, as soon as possible for review. (Plan)

D — Data — Information from the session — current issues, signs and symptoms, current interventions, concerns, etc.
A — Assessment — analysis of the issues, explanations, theories
P — Plan — intended follow-up, interventions, actions, goals

Examples

Betty advised that she had not been sleeping due to withdrawal symptoms, including tremors, sweating and
palpitations, which she states are due to decreasing her benzodiazepines. Observed a slight tremor in Betty’s
hands, as well as some sweat on her face and neck. (Data)

Betty may be experiencing withdrawal symptoms since she decreased her benzodiazepine dose. (Assessment)
Plan: make an appointment with Betty’s GP, Dr Watson, as soon as possible for review. (Plan)
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Case notes — tip sheet

Case notes can assist with review, planning and tracking client progress.
Case notes communicate what has occurred to other workers in the agency.
Counsellors and other workers have a duty of care to maintain accurate records of their interactions with clients.

Clients should be informed about the presence and purpose of client files, where they are stored, who has
access to them and why files are maintained.

Case notes should be kept confidential and stored in a locked cabinet, filing system or drawer.

In general, clients have a legal right to access their records.

Client records may be subpoenaed and required as evidence in court.

Avoid transporting case files or client notes where possible. This runs the risk of breaching confidentiality.

Good case notes have the following qualities:

» written in black pen

+ clearly written/legible

» free of jargon and acronyms

» written as soon as possible after client contact

* concise

+ easily read

« formal, objective language

» record ALL information related to the client’s contact with the agency.

Models provide a framework for recording information that can guide the writing of case notes. Two common
models are SOAP and DAP.

S — Subjective
O — Objective

A — Assessment
P — Plan

D — Data
A — Action
P — Plan
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7. Waitlist management and follow-up

It is standard practice for services to use a waitlist system for managing the volume of people requesting treatment.
However, people seeking treatment of the AOD use will often ring services when in crisis and motivation for treatment
can be difficult to maintain during the waiting period for an appointment. In addition, some people will present with a
more urgent need for treatment and different treatment priorities than others. Thus, effective waitlist management is
important. Further, the practice of following up with clients who have missed appointments and client who have exited
treatment can allow clients to re-engage with the service. Follow-up is also an important element of evidence-based
practice, providing useful information about treatment efficacy, effective components of treatment and relapse rates.

Waitlist management

Many services have a waitlist management policy or procedure. Following referral, people requesting a service
generally undergo an initial assessment and their treatment needs and priorities are discussed in a clinical intake or
allocations meeting. Decisions about waitlisting clients often relate to the needs of priority groups, a client’s level of
risk and existing supports, and the capacity of the service or program. Counsellors should ensure these issues are
considered in waitlist management strategies. For example, waitlisted clients who are pregnant or at risk of overdose
should be seen at the earliest opportunity. The waitlist should be reviewed frequently to ensure that any changes
in clients’ situations are taken into account and to ensure that no client waits longer than the assigned period.

Being on a waitlist is perceived as a barrier among clients seeking treatment (Lubman et al., 2014) and the longer
the waiting period, the less likely clients are to follow through with the appointment (Redko, Rapp, & Carlson,
2006). Clients who have been added to the waitlist for counselling are more likely to attend their initial appointment
if they have had contact with the service while on the waitlist (Guitar, 2017). In scheduling an initial appointment,
encourage the client to receive automated appointment reminders from the service as there is evidence that text
message reminders, as well as letters and personalised phone calls, substantially improve attendance (Downer,
Meara, & Da Costa, 2005). Some clients might not answer unfamiliar telephone numbers. It can be useful to have
a conversation with clients about this, and encourage them to store the service number in their phones.

Services can implement strategies that encourage waitlisted clients to engage in interim treatment while they
wait for their appointment. Strategies such as waitlist groups, interim phone contact, and referral to a telephone
counselling service can help waitlisted clients maintain motivation for face-to face counselling.

Follow-up

Assertive attempts to re-engage the client should be made when clients do not attend an initial or scheduled
appointment. This is particularly beneficial for clients who lack strong family or social support (Lubman et al., 2014).
Following up with clients can be difficult; however, the practice has great utility. Clients generally perceive appropriate
follow-up as “welcome and beneficial” (Lubman et al., 2014, p. xiv). Clients who fail to attend appointments are
more likely to perceive barriers to attending (Collins, Santamaria, & Clayton, 2003). Follow-up with clients who
miss appointments can include helping them to address barriers to attendance and brief interventions (Bls) over
the phone to boost their motivation (National Treatment Agency for Substance Misuse, 2009). Follow-up can also
provide a forum for brief intervention (Bl) to diminish the build-up of crises that often result in clients re-seeking
treatment. It provides clients with a sense of care and commitment from the service provider and may increase the
client’s likelihood of re-engaging in treatment should the need arise (Lubman et al., 2014).
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It is recommended that clients are contacted for short-term follow-up between one and three months after treatment
(Lubman et al., 2014). For clients coming to the end of their treatment, the importance and possible format of
follow-up should be explained before their final session. Follow-up appointments, either face-to-face or telephone,
can be scheduled prior to the client exiting the service. Follow-up can take many forms. Face-to-face or telephone
follow-up primarily consist of re-establishing rapport, discussion of drug use and current issues, and the completion
of the standardised assessment instruments that were used on entry into the program and are to be used to evaluate
treatment outcome. Follow-up procedures should address the individual client’s needs regarding continued support,
re-engagement with the service (if necessary), or referral to another service or relevant self-help groups.

Waitlist management and follow-up — tip sheet

Providing support for clients who are on waitlists for counselling increases the likelihood of them engaging
in treatment.

Strategies such as waitlist groups, interim phone contact, and referral to a telephone counselling service can
help waitlisted clients maintain motivation for face-to-face counselling.

Follow-up with clients who miss counselling appointments can include helping them to address barriers to
attending and (Bls) over the phone to boost their motivation.

It is recommended that clients who have been in treatment, regardless of whether they have relapsed, are
followed up between one and three months after treatment.

The importance and format of follow-up procedures should be explained to the client before their final session.

Preference should be given to face-to-face or telephone contact, but written contact can be beneficial.
Face-to-face or telephone sessions should be scheduled with the client before discharge from treatment.

Follow-up gives clients a sense of care and commitment and enables valuable feedback about treatment efficacy.

Follow-up procedures should offer continued support, re-engagement with the service (if necessary), or
referral to another service or relevant self-help groups.
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8. Working with significant others

It is widely accepted that people’s AOD use causes stress to their family members and friends, and that AOD
users’ significant others may also need support. It is also apparent that significant others can be instrumental in
facilitating treatment engagement for the person with AOD issues and that their involvement can improve treatment
outcomes (Orford et al., 2005). Even simple interventions with significant others, such as the provision of self-help
materials, can significantly improve their coping skills, levels of stress, and the outcome for the client with AOD use
issues (Velleman et al., 2011). It is recommended that, with the client’s permission, significant others are given the
option of being involved in the treatment process.

Helfgott (2009) outlined a number of important reasons why significant others should be involved in the client’s
treatment:

» to assess the needs of significant other(s) and provide counselling and support accordingly

* to determine the function of the AOD use within the family or social network

* to assess how significant others may initiate or maintain the AOD use issues

+ to explore general life issues and stressors

+ to assess the quality of the relationship between the person with AOD use issues and the significant other(s).

Counsellors may be required to work with significant others as part of the client’s treatment plan or as clients in their
own right. Various issues arise as a result of the context of the working relationship, and these are considered below.

To work effectively with significant others, agencies and individual counsellors need a sound understanding
of family-inclusive practice. The assumptions of family-inclusive practice outlined below are adapted from the
principles and assumptions listed by the Bouverie Centre Family Institute in Victoria.?

Assumptions of family-inclusive practice

» Working in an open, respectful and collaborative fashion with families and clients is usually likely to promote
and enhance clinical goals.

» Being open, respectful and collaborative is highly complex and does not always fit well with traditional clinical practices.

* AOD and mental health issues in a family have a similar effect to major trauma, in the sense that trauma puts
extreme pressure on clients and family members and on their relationships with each other.

« Blame, guilt, grief, shame and frustration are natural companions of the trauma of AOD and mental health
issues and other major family difficulties in our culture.

« Families have needs in their own right and have a right to have their needs acknowledged.
* People usually do the best they can, given their situation, history and personal style.

* Approaching families in a generous way, empathising with their hardship and acknowledging their strengths,
will tend to facilitate a therapeutic alliance.

* The distinction between the intention (which is usually good) and the effect of an action is important in
understanding why clients and families sometimes inadvertently act in unhelpful ways.

« Establishing a trusting relationship with families improves counsellors’ ability to assist families to overcome
crises and issues. This often means time efficiencies in the long term.

*  When family members behave in destructive ways, an appreciation of the family situation can help counsellors
address this destructiveness more effectively.

« ltis important to understand the principles and assumptions of family-inclusive practice in order to commit to
them professionally.

2 See www.bouverie.org.au
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It is important to note that many adult clients do not want family members involved. There are many reasons for this,
including conflict or no contact with family members, anger and hurt at neglect or abuse experienced in childhood,
or not wanting family members to know they have an AOD issue. Even when the client does not want family
members involved, family members should still be assisted to find support from other counsellors or agencies.

Working with significant others as clients in their own right

Excessive AOD use is a cause of stress to families, partners and friends of people who have AOD-related issues.
Common stressors include worry about the individual's health and the impact of the drug use on other family
members, financial strain, incidents, crises, violence and social isolation (Copello, 2011). It is common for this client
group to independently seek counselling to help them better cope with their family member’s or friend’s AOD use.
Heightened levels of anxiety and depression are common in these clients and they often report feeling helpless and
isolated; therefore, it is important that they are given appropriate support. Goals and treatment plans for counselling
should be negotiated. If the person using AOD is in treatment with one counsellor, it is often appropriate that support
for families and friends be provided by another different counsellor. This helps clinicians to avoid conflicts of interest
and breaches of confidentiality. An exception is when the whole family is considered to be the client, as in a treatment
that has family therapy as a base, such as multidimensional family therapy (MDFT; see Liddle et al., 2001) approach
(see chapter on Young people).

Counsellors can assist the significant other to review their role as it relates to the person who is using AOD, as well
as to examine general life issues and develop better ways to cope with their AOD use.

Significant others often seek help with the aim of identifying ways to stop their family member or friend using
alcohol or other drugs. Engaging the significant other (client) with their presenting issue(s) is an important
component of building a good therapeutic relationship. Once established, other options can be explored and
strategies introduced to the client. Finally, working with this group enables provision of accurate AOD information,
which directly helps the significant other and may indirectly assist the person using AOD through dissemination of
the information via family or friends.

A useful heuristic to recall in working with significant others is the ‘stress-strain-coping-support’ model (Orford,
Templeton, Velleman, & Copello, 2005). Accordingly, the following five steps aim to reduce the family’s or partner’s
level of strain, both physical and psychological, and enhance their coping mechanisms (Orford et al., 2005):

» give the family member or partner the opportunity to talk

» provide relevant information

» explore how the family or partner responds to the person’s substance use
» explore and enhance social support

» discuss the possibilities of onward referral for further specialist help.

Copello (2011) outlined additional approaches that can be helpful in working with significant others. In particular, it
may be useful to discuss the process of motivation and change, help the significant other to identify relapse cycles,
encourage the pursuit of activities that do not involve AOD use, and discuss goal-setting and problem-solving.

Overall, it is important to give the family members or partner the opportunity to talk about the issue and to respond
empathically to their concerns. Give significant others information, explore their current coping skills, and help them
to develop support (Copello, 2011). It may also be necessary to discuss onward referral for further specialist help.

Working with significant others as an adjunct to a client’s AOD treatment

The inclusion of family members, partners and friends in treatment within a family system context is associated
with positive treatment outcomes (Copello, 2011). Family-centred practice in an AOD context should be oriented
around the following four goals:

+ to change AOD-related interactional patterns and develop interactions that support change in AOD using behaviour
« to help the family confront and resolve relationship conflicts without the client resorting to AOD use

* to help mend rifts in relationships that have been aggravated as a result of the AOD use

» to help the family or couple develop shared activities that are rewarding and do not involve AOD use.
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Counsellors should be careful to avoid blame and should not refer to either the person using AOD or the significant
other as the cause of the problem.

Family-centred practice does not require specialist family therapy training. It can give family members the support
they need and can improve treatment outcomes for the drug user. However, if counsellors wish to engage in family
therapy, specific skills and specialist training are required.

Confidentiality

It is common for family members, partners or friends to contact the counsellor working with the person using AOD to
ask about the progress of the client. To acknowledge that a client is in treatment is a breach of confidentiality unless
prior consent is obtained. Information about progress should only be provided with the agreement of the client,

and should be in general terms. The exception to this is that parents of minors considered insufficiently mature

to give informed consent are legally entitled to information about their child’s treatment. However, if the young
person is considered to have the maturity to provide informed consent, then their desire for confidentiality must be
respected. This assessment is usually made around the age of 14 or 15 years (see chapter on Young people).

Responding to family members, partners or friends who call for information when the client has not given consent
can be tricky. It is important to express empathy regarding the request, but clarify that you cannot provide information
without the client’s consent. It is appropriate, however, to provide AOD information and basic support and general
advice. Counsellors should also ensure that confidentiality does not become a barrier to expressing concern and
empathy for the family members and the difficult issues and emotions that they are experiencing. It is important

to revisit consent with the client as family situations and relationships can change over time and the client may
choose to provide consent at a later date.

If the client has given permission for you to talk to family members, partners or friends, ensure that you are
circumspect in how much information you provide. It can be a good idea, if the client is willing, to bring significant
others into a session with the client so they know what is discussed. It can also be important for you and your
client to agree on the issues they are happy for you to discuss with significant others and those they want to
remain confidential.

Some issues specific to parents

AOD can be complex, and as significantly more young people are living at home for longer periods, parents are
often left struggling to cope with their child’s AOD use issues. Many of the clinical presentations exhibited by
parents result from the stress experienced when a child is using drugs. Parents often report feeling shock and
disbelief, isolation, anger, fear, guilt and shame when they become aware of their child’s AOD issues (Parent Drug
Information Service, 2006). Grief is also common, not just from the death of a child, but also from stressful or lost
relationships, or things not working out as planned and ‘lost dreams’ for their child.

Parents’ emotional reactions to their child’s drug use should be acknowledged prior to providing advice and
working on strategies to help them manage the situation better. For example, emphasise that grieving is a normal
reaction in response to the child not living the life that the parent had hoped for them (Parent Drug Information
Service, 2015). High levels of stress and anxiety and low levels of self-efficacy may reduce parents’ openness

to advice and self-confidence in effectively using the advice provided. Therefore, the initial aim of working with
parents should be to lessen their levels of anxiety and depression and feelings of isolation, raise their self-
awareness and increase their confidence in managing the situation. Appropriate interventions with parents can
significantly decrease their levels of anxiety and depression and their feelings of isolation and helplessness and
place them in a much stronger position to provide the necessary support to the young person.

Parents can find information and guidance in many resources. For example, the Parent and Family Drug Support
Line’s Parent and Family Information and Support Pack is freely available at www.mhc.wa.gov.au.
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Information and strategies to explore with parents include the following:
» knowledge of AOD and AOD use issues

« strengthening parenting role and parents’ confidence

e communication skills

« conflict resolution

* negotiating guidelines/boundaries

* issues of attachment and commitment to the AOD-using child

« responding versus reacting

* remaining calm, consistent and credible

* accessing additional support (parent support groups, family therapy)
* making time for self

» reaching out for support from other family members and friends

» importance of not trying to ‘fix the issue’.

Working with parents should be seen as a positive way of enhancing the therapeutic process and maximising the
positive outcome for young people and their families.

Working with significant others — tip sheet

There are two levels of working with significant others:
« working with parents, partners, families and friends as clients in their own right
« working with partners, families and friends as part of an individual client's AOD treatment.

AOD agencies and counsellors should have a sound understanding of family-inclusive practice.

Working with parents, partners, families and friends as clients in their own right

» This group can be clients in their own right, with individual goals and treatment plans.

» Although not the purpose of intervention, working with this group can provide an avenue for the person
using AOD to seek assistance.

* Provide significant others with accurate AOD information, help them to explore the impact of the
AOD-related behaviour on their own health and wellbeing, explore their coping skills, and help them
to enhance available social support.

Working with parents, partners, families and friends as part of an individual client’s AOD
treatment

» Involving family members is associated with more positive treatment outcomes for the person using
AOD than individual treatment.

* Never invite family and friends to participate in treatment with you as the counsellor without the expressed
consent of your client.

Counselling should include:

» helping the family member or partner to reduce their levels of stress and anxiety

» helping develop interactions that encourage self-responsibility and promote positive change in the AOD
using behaviour

» assisting the family or partner to deal with conflict in relationships

* helping the family member or partner to develop coping strategies to minimise the negative impact of
AOD use on themselves and enhance their quality of life.
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Confidentiality

+ Family members, partners or friends may contact you to ask about the progress of a client. Client
confidentiality needs to be respected.

+ Information should only be provided to family members with the consent of the client, and then only in
general terms. These agreements should be reviewed periodically so that information provision reflects
changes in family relationships and sources of support.

» If the client wants information given to significant others, it can be useful for this to occur in a session
with the client present so they know what is discussed.

* Provide AOD information and basic support at a minimum.

Issues specific to parents

» Parents’ levels of anxiety, depression and grief should be acknowledged before providing advice and
working on strategies to better manage the situation with their AOD using child.

» Concentrate initially on lessening parental anxiety and feelings of isolation and increasing their confidence
in managing their situation before moving on to strategies.

Interventions to assist parents to work with their AOD using children should include the following:

* information on alcohol or other drugs and related issues

» strengthening the parenting role and the parent’s confidence
* improving communication skills

» improving conflict resolution skills

* negotiating guidelines/boundaries

» discussing issues of attachment and commitment

» responding rather than reacting.
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9. Clinical supervision

Clinical supervision is a vitally important aspect of an AOD treatment service. It assists in the maintenance and
continuous improvement of counsellors’ standards of best practice through exploration of the way that the supervisee
works with clients.

The National Research Centre on Alcohol and Other Drugs ([NCETA] 2005) defined clinical supervision as being:

... directed at developing less experienced worker’s clinical practice skills through the provision of support
and guidance from a more experienced supervisor. The clinical supervision relationship is characterised by
regular, systematic and detailed exploration of a supervisee’s work with clients or patients. Clinical supervision
is usually a collaboration between an experienced practitioner and one or more less experienced practitioners.
It can also involve two practitioners of equal seniority and breadth of experience. (p. 2)

The function of clinical supervision, therefore, is to facilitate the growth and development of the supervisee as a
counsellor. Proctor (1988) summarised the three main functions of supervision in counselling as being normative,
formative, and restorative:

* normative — issues of professional standards, such as case management
« formative — the development of the supervisee’s knowledge and clinical skills
» restorative — support through debriefing and emotional processing.

It is important to note that clinical supervision does not focus on administrative or managerial goals (NCETA, 2005).

It does, however, ensure that the supervisee achieves best practice standards (Hart, 1982). Ideally, operational
managers will not conduct clinical supervision, but resource constraints mean some managers may perform both
roles. It is very important that both parties are comfortable with this arrangement and that clear distinctions are made
about the different functions, when they occur, and do not blend both functions into one meeting time (NCETA, 2005).

The focus of clinical supervision is the learning of the supervisee. Carroll (2010) outlined the content and process
of supervision as follows:

The what-is-being-learned of supervision is anything to do with the work: theory, skills, induction into a
profession, professional savvy and wisdom, skills and competencies, self-awareness, ethical awareness and
sensitivity, ability to use intuition, and that array of knowledge, skills, attitudes, values, and mind-sets that go
to make up the professional in whatever profession. The methods used by supervisors to facilitate learning are
many, ranging from teaching, training, and instruction through to role-play, skills development, self-awareness,
feedback, challenge, insight, parallel process, and sharing their own experience.

The acid test of how effective supervision is simple: what are you (the supervisee) doing differently now that
you were not doing before supervision? What have you learned from the past hour in supervision with me?
What shifts have taken place in the supervision room that have been transferred to your work? (p. 1)

Learning occurs via the supervisor facilitating the reflection of the supervisee on their practice. Clinical supervision
should facilitate a worker’s ability to:

» work effectively with clients

* be aware of and able to recognise more complex client issues

* be aware of their own reactions and responses to clients

* be aware of transference (all thoughts, feelings and reactions that the client has to the counsellor based on the
client’s past experiences and relationships) and countertransference (thoughts, feelings and reactions that the
counsellor projects onto the client based on the counsellor’s past experiences and relationships)

» understand the dynamics of how they and the client interact

* examine possible interventions and their consequences

» expand their ways of working.
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A useful framework which can be used to guide supervision is the ‘after action review’ (Carroll, 2010). This framework
can help to build the supervisee’s reflective capacity and includes the following kinds of questions in relation to the
supervisee’s client work:

* What were my overall aims with the client last session?

*  What actually occurred in counselling the client and why did | do it that way?

*  What went well in counselling the client and why?

*  What went less well or even badly and why?

* What have | learned from evaluating what happened?

« What will | do differently next session as a result of this learning from past sessions?

Common barriers to supervision

The implementation of sound clinical supervision practice can suffer from various barriers, including a lack of
understanding about its value, goals and how to do it (NCETA, 2005). For example:

* managers may not understand the benefits

* supervisors may not be trained and/or experienced

» supervision policies and procedures may not have not been well articulated and/or written
+ confusion about the difference between clinical and managerial supervision may exist

* alack of shared understanding of concepts and terminology used in supervision may exist
« there may be inadequate resources allocated to supervision

« counsellors may experience difficulty in obtaining regular supervision.

Effective supervision is essential for good clinical practice and worker wellbeing. It is important that services
address and resolve any barriers to adequate supervision.

What makes effective supervision?

Ellis et al. (2014) outlined the criteria they believe are necessary for minimally adequate clinical supervision across
disciplines. They stated that a supervisor should:

* possess relevant credentials (as defined by the supervisor’s discipline/profession)

» possess appropriate knowledge and skills for clinical supervision as well as an awareness of their limitations

* use a supervision contract or obtain consent

+ provide a minimum of one hour of face-to-face individual supervision per week

* monitor supervisee’s work via observation and reviews

* provide fair, respectful, honest, ongoing and formal evaluative feedback

« proactively support the supervisee’s professional growth, development and welfare

* be conscious of attending to multicultural and diversity issues in supervision

* maintain confidentiality (as appropriate)

* be aware of boundary issues and the power imbalance between the supervisor and supervisee and the effects
this can have on the supervisory relationship.

At the heart of effective supervision is the quality of the relationship between supervisor and supervisee
(Milne, 2009). The following factors have been identified as important for an effective supervision relationship
(Bernard & Goodyear, 2009):

» collaboration between supervisor and supervisee
* mutual understanding of the supervision process
* rapport between supervisor and supervisee (i.e. openness, honesty, and respect).

Within the supervisory relationship, it is important that the clinical supervisor maintains appropriate boundaries.

Stephen Power (2006) suggested the supervisor should ensure that:

» supervisees only discuss anything that is directly relevant to the supervisee’s clinical work, either in general or
specifically regarding clients/colleagues

* supervision does not become a friendly chat or gossip

» the supervisor never acts as a therapist, counsellor, agony aunt or line manager.
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At the beginning of the supervisory relationship, critical process issues such as confidentiality and its limits, the
definition of supervision, and procedures for disputes and grievances need to be established. This will increase
the likelihood of developing a sound supervisory relationship and minimise misunderstandings and inappropriate
expectations (NCETA, 2005).

Supervisees also need to be prepared in order to get the most out of the supervision process. Supervisors need to
ensure that supervisees understand:

* why supervision is needed

* what to expect

» the supervisor and supervisee characteristics that enhance supervision

+ the importance of work-related goals

* how to contribute to planning supervision sessions

« the range of training and observations techniques that may be used

» procedures for resolving disputes with their supervisor

« that different forms of supervision are available (e.g. peer, group, remote) (NCETA, 2005).

Another essential element of effective supervision is a clearly developed contract. This contract should state the
purpose of supervision as well as the expectations of the supervisor and supervisee. It should be developed via
negotiation and mutual agreement, and:

» contain the focus, content, methods and arrangements for supervision

* be clearly stated and understood by both parties

* be renewed or revised at agreed intervals.

Howard (1997) suggested a 12-item supervision contract checklist which includes:

» the purpose of supervision — the supervisor and supervisee need to establish a shared understanding

» a professional disclosure statement — this provides the supervisor and supervisee with an opportunity to learn
about each other’s professional experiences

+ practical issues such as where, when, frequency, review dates, etc. — ideally these details will be negotiated
between the supervisor and supervisee

+ the supervisee’s goals — what does the supervisee hope to achieve (goals) from clinical supervision?

+ the methods used to support learning and how the effectiveness of supervision will be evaluated — the
methods should be discussed in an open and collaborative manner with the supervisee and how supervision is
evaluated must be negotiated

« accountability and responsibility of both the supervisor and the supervisee — any codes of practice/ethics must
be discussed

« confidentiality and documentation — the extent and limitations of confidentiality must be clarified by the
supervisor and what information will be recorded and why should be negotiated with the supervisee

« dual relationships — ideally clinical supervision should be provided by someone other than a line manager
however if this situation is unavoidable, appropriate boundaries for the supervisory relationship must be clarified

» a statement of agreement/contract — the commitments for both the supervisor and the supervisee need to be
highlighted.

The content of effective AOD clinical supervision may include:

» topics — for example, evidence-based AOD interventions; co-occurring presentations

» competencies — for example, generic counselling skills, biopsychosocial assessment skills, case planning and
management skills, the ability to implement evidence-based CBT, Bls, MI, confidential and ethical practice,
closure skills

* issues — for example cross-cultural concerns; worker burnout

+ goals — the worker identifies learning goals which are negotiated with the supervisor, SMART (specific,
measurable, achievable/agreed upon, realistic and time-based), recorded and contracted (NCETA, 2005).
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Video or audio recordings of sessions are an integral component of effective supervision as they provide the
supervisor with an inside view into the counselling process. In the absence of recordings, the supervisor is totally
dependent on the self-reporting of the supervisee. Self-reporting is likely to suffer from bias and is limited by

the awareness and knowledge of supervisees. It is helpful for supervisors to have access to an insider’s view.
Recording sessions also allows counsellors to practise a form of self-supervision by keeping track of their own
progress and process and highlighting issues they may have missed the first time around.

Written permission (a signed consent form) needs to be obtained from the client in order to record sessions for the
purposes of the counsellor’s clinical supervision. The client must understand the purpose of these recordings and
be told that they have the right to refuse to have a session recorded.

The supervisor should also periodically review case notes and reports. If the counsellor receives external
supervision from a clinical supervision in another service, counsellors should photocopy the case notes and blank
out any identifying information. Confidential information that contains identifying details should never be removed
from an agency (see chapter on Confidentiality).

Inadequate or harmful supervision

A clinical supervisor holds an evaluative, hierarchical position in which the supervisee’s professional career is in
their hands. The supervision relationship therefore is an inextricably vulnerable one for the supervisee, and they
are at risk of harm if the supervisor were to act in a harmful or unethical manner (Bernard & Goodyear, 2014).

Ellis et al. (2014) examined the issue of inadequate and harmful supervision. They defined inadequate clinical
supervision as occurring when:

... the supervisor is unable, or unwilling, to meet the criteria for minimally adequate supervision, to enhance
the professional functioning of the supervisee, to monitor the quality of the professional services offered to the
supervisee’s clients, or to serve as a gatekeeper to the profession. (p. 439)

In their study of 363 supervisees, Ellis et al. (2014) found that 93% were currently receiving inadequate
supervision (based on their criteria for minimally adequate clinical supervision, above). This was primarily due
to 39.7% of supervisors failing to observe or properly monitor supervisee sessions and 54.2% failing to use a
supervision consent form or contract.

Harmful supervision was defined as any supervision practice that results in trauma, psychological, emotional and/
or physical harm to the supervisee. Ellis et al. (2014) found that 35.3% of the supervisee sample was currently
receiving harmful supervision and that over half of all the supervisees had experienced harmful supervision at
some time in their career.

Group supervision

Group supervision can offer an alternative or additional forum for clinical supervision. Individual supervision offers
more depth and focus on opportunities for highlighting an individual counsellor’s strengths and working on areas for
improvement. Group supervision benefits include the development of a supportive team atmosphere, a greater pool
of resources and skills, and exposure to an increased number of client cases (Ogren, Boethius, & Sundin, 2014).

Bernard & Goodyear (2009) described group supervision as:

... the regular meeting of a group of supervisees (a) with a designated supervisor or supervisors, (b) to monitor
the quality of their work, and (c) to further their understanding of themselves as clinicians, of the clients with
whom they work, and of service delivery in general. These supervisees are aided in achieving these goals by
their supervisor(s) and by their feedback from and interactions with each other. (p. 244)

Group supervision places high demands on the group supervisor’s knowledge and skills. Group supervisors need
to have knowledge and understanding of organisational issues, be experienced in small group dynamics, and be
able to handle supervisor and leader roles simultaneously (Ogren et al., 2014). Andersson (2008) cautioned that
“... not all individual supervisors have had sufficient training in group work, and hence may not be suited for group
supervision, regardless of how good they may be as dyadic supervisors” (p. 39).
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Group supervision can also present some disadvantages. These include logistical challenges faced in setting up
a group meeting time and suitable place; the fact that some supervisees may experience increased anxiety in a
group setting; and urgent cases may not get the necessary attention. If the group is not cohesive, supervisees
may be less inclined to participate actively and disclose details of the counselling sessions openly and honestly
(Mastoras & Andrews, 2011). Furthermore, there are individual differences in the perceived benefits of group
supervision (Mastoras & Andrews, 2011).

Individual or group supervision?

According to the Center for Substance Abuse Treatment ([CSAT] 2009) the decision to use either individual or
group supervision, or a combination of both, can be made by considering the following issues.

For the supervisee:

* What are the learning goals for the supervisee?

* What is the supervisee’s current level of experience and professional development?
*  What is the learning style of the supervisee?

For the supervisor:

*  What are the supervisor’s goals for the supervisee?

* What is the supervisor’s theoretical orientation?

*  What is the supervisor’s learning goals for the supervisory process?

In order to choose whether to use an individual or group approach to clinical supervision, taking into account issues
such as time constraints, the function of supervision needs to be clearly identified. For example, a well-functioning,
supportive team may benefit from group supervision. However, if specific skill development or other individually
focussed additional attention is required, then one-to-one supervision would be recommended (CSAT, 2009).

Clinical supervision — tip sheet

Clinical supervision facilitates the professional growth, development and learning of the supervisee.
It ensures that best practice standards are attained and maintained for the benefit of the service’s clients.

Effective supervision ensures that the supervisor and supervisee undertake normative, formative and
restorative tasks and meet their responsibilities.

Effective supervision requires:

* mutual understanding of the supervision process
* a supportive, collaborative working relationship

* maintenance of appropriate boundaries

» a supervision contract or consent form.

Effective supervision covers the following areas:

» topics — e.g. evidence-based AOD interventions

» competencies — e.g. AOD assessment skills

+ issues — e.g. worker self-care

» goals — e.g. supervisee’s professional learning goals.

It is important that services address and resolve any barriers to adequate supervision that may exist.

The clinical supervisor and the service must ensure that the supervisee is protected from inadequate or
harmful supervision.

Group supervision may provide some additional benefits to individual supervision, but it also has some
disadvantages.

Factors such as the function of supervision as well as practical issues need to be taken into consideration
when deciding whether individual or group supervision is recommended.
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10. Stress and burnout

Stress

A manageable level of stress in the workplace is normal and can be motivating. There are various sources of
stress in the workplace, the most common of which is are workload and time pressures. Other common sources of
stress include concerns about:

* making a difference

* having the necessary competencies to do the job effectively
» whether staff are valued in the workplace

* adequate remuneration.

Issues such as distressing outcomes for clients, conflict in the workplace, feeling unsupported by management, a
lack of support for further training and clinical supervision, job uncertainty and lack of collegiality also add to stress
in the workplace. As stress is unique and personal, all of these issues affect different people in different ways.

Working in the AOD sector can be a very rewarding experience. Sources of job satisfaction and reward for workers
include:

« the opportunity to help and work directly with people
« feeling their work makes a valuable contribution to society
» the opportunity for growth and development on personal and professional levels (Skinner & Roche, 2005).

On the other hand, there is increasing recognition that workers in the health and human services fields often
experience high levels of work-related demands and stressors, and are therefore particularly vulnerable to stress,
burnout or vicarious trauma (Ewer, Teesson, Sannibale, Roche, & Mills, 2015). This is particularly pertinent to
workers who work directly with clients (have an active caseload) (Best, Savic, & Daley, 2016).

Many Aboriginal AOD workers have a heavier burden and experience a greater range of stressors and pressures
in their work roles than non-Aboriginal AOD workers. The work that Aboriginal AOD workers undertake is often
complex and demanding, and can entail very personally relevant issues (Gleadle et al., 2010), including:

* loss and grief

e trauma

e stigma

» social disruption.

Burnout

Burnout is a term used to describe the experience of long-term strain and exhaustion as a result of chronic work
stressors (Maslach & Leiter, 2016). Burnout tends to occur when the experience of stress is intense and prolonged
and coping strategies prove ineffective. The following workplace factors increase the risk of burnout (Maslach &
Leiter, 2016):

* excessive workload and time pressure

+ role conflict (conflicting job demands that have to be met)

» role ambiguity (uncertainty about the roles and responsibilities of a job)
* lack of social support from co-workers and supervisors

* lack of feedback about performance

* lack of control or involvement in decision-making.
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The experience of burnout has three recognised dimensions (Maslach & Leiter, 2016):

« physical and emotional exhaustion
* cynicism and detachment from the job
* asense of inefficacy.

Exhaustion refers to the impact of chronic work-related stress, which may lead to feeling over-extended and
emotionally and physically drained. The cynicism component of burnout refers to a negative view towards work,
or the workplace in general, and can be associated with a detached response or depersonalisation at work.
This is a particular concern when working in the AOD or health-related sectors, as workers who experience
burnout may feel that they have lost their human touch with clients and become cynical about their profession.
Finally, the reduced efficacy aspect of burnout refers to feelings of incompetence or lacking a sense of
achievement. This is also of concern for AOD workers given the high rates of relapse among clients.

Burnout is associated with job dissatisfaction and workers who experience burnout are more likely to be absent
from work or resign (Tziner, Rabenu, Radomski, & Belkin, 2015). Burnout is also associated with negative stress-
related physical health outcomes. Burnout is a particularly important issue in the AOD sector as it seriously affects
workers’ ability to continue to deliver a quality service. Workers may feel emotionally exhausted, become cynical
about their work, feel detached from clients and ineffective in their ability to help. This can have an obvious
negative impact on the therapeutic alliance.

Prevention of burnout is paramount to ensure retention of staff and worker wellbeing (Morse, Salyers, Rollins, Monroe-
DeVita, & Pfahler, 2012) and support from co-workers and clinical supervision is critical in this regard (Maguire, Grellier,
& Clayton, 2012). If staff feel concerned about the level of work-related stress that they are experiencing, or if
they start to feel cynical, detached or ineffective at work, they should raise this issue with a supervisor and make
arrangements for support. Workers generally have access to free employee assistance programs which they can
access should they experience work-related burnout or other issues which contribute to work stress.

Coping with stress and preventing burnout

Coping strategies to manage stress and prevent burnout are critical in AOD counselling. Active coping has been
associated with reduced levels of stress and reduced likelihood of burnout (Garrosa & Moreno-Jiménez, 2013).
Active coping strategies include the following:

» physical self-care: eating well, sleeping well, exercising, allocating time for relaxation and leisure activities

« emotional self-care: taking opportunities to talk and debrief

« professional self-care: maintaining adequate support, clinical supervision, professional development, time
management, and addressing any concerns about work demands, unfairness or inequity.

Engagement in the workplace and appreciation of the value of the work can reduce the risk of burnout, particularly
among AOD workers (Vilardaga et al., 2011). It is important for AOD workers to have realistic expectations about
client outcomes and to recognise the value of providing evidence-based treatment to clients.
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Stress and burnout — tip sheet

There are multiple sources of stress in the workplace. The most common sources of stress are workload and
time pressures. Other sources of stress include:

« concerns about making a difference in a role

» concerns about doing a job effectively

» concerns about whether staff are valued and adequately remunerated
» distressing outcomes for clients

» conflict in the workplace

» feeling unsupported by management

» lack of support for training and clinical supervision

e job uncertainty

» lack of collegiality.

Burnout is a term used to describe the experience of long-term strain and exhaustion. It is a response to
work overload when stress is intense and prolonged and coping strategies prove ineffective. Burnout has
three components:

» physical and emotional exhaustion from stress
* cynicism and detachment from work
» asense of inefficacy.

Burnout is a particular concern among counsellors because it seriously affects the ability to provide a quality
service. Counsellors who experience burnout may become exhausted, detached from clients, and feel
ineffective and cynical about their profession.

Aboriginal AOD workers may experience a greater range of stressors and pressures in their work roles than
non-Aboriginal AOD workers.

Workplace risk factors that have been associated with burnout include:

» excessive workload and time pressure

» role conflict from incompatible job demands

» role ambiguity due to unclear goals

* lack of support from co-workers and supervisors

» lack of feedback about performance

» lack of control and involvement in decision-making.

If staff feel concerned about their risk of burnout, they should raise this issue with a supervisor and make
arrangements for support, including the use of employee assistance programs where available. Management of
stress and prevention of burnout is critical among AOD counsellors. Active coping strategies include the following:

+ physical self-care: eating well, sleeping well, exercising, relaxation and leisure activities
« emotional self-care: taking opportunities to talk and debrief

+ professional self-care: maintaining adequate support, clinical supervision, professional development,
time-management, and addressing concerns about work demands, unfairness or inequity.
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11. Secondary traumatic stress, compassion
fatigue, and vicarious trauma

Undertaking work with traumatised clients can be a rewarding experience, but it can also be challenging and
emotional. Secondary traumatic stress (STS), compassion fatigue (CF) and vicarious trauma (VT) are terms used in
the literature to describe possible negative emotional consequences of working with traumatised clients — of knowing
about or being directly exposed to the effects of another person’s suffering (Huggard, Law, & Newcombe, 2017).

It is important to note that not every health professional who works with traumatised clients will develop STS, CF or
VT, and experiencing indirect traumatisation such as VT does not reflect the worker’s level of competence. It is an
effect of working with survivors of trauma and is considered a normal adaption to the ongoing exposure to client’s
traumatic stories (Pearlman & Saakvitne, 1995). However, if a worker develops STS, CF or VT it may impair their
therapeutic effectiveness and cause changes in their personal life. It is therefore vital that workers are supported to
participate in activities to counter and manage any negative effects of STS, CF and VT.

Secondary traumatic stress

Figley (1995, 2002) described STS as the natural emotional and behavioural consequence of indirectly knowing
about trauma from the client’s stories, coupled with the desire to help and the associated feelings of stress.

STS has features similar to post-traumatic stress disorder (PTSD) in that it manifests in three symptom clusters:
intrusive thoughts (e.g. imagery relating to the client’s trauma), psychological arousal, and avoidance responses.

Compassion fatigue

Compassion fatigue and STS are similar in meaning and often used interchangeably (Figley, 1995; Salston &
Figley, 2003; Stamm, 1995). Figley (1995) refers to CF as a profound sense of cognitive, emotional, and spiritual
exhaustion which may be expressed as anger, apathy, depression and ineffectiveness. Over time, CF could
result in workers losing their ability to work empathically and objectively, and if they begin to react by protecting
themselves from their client’s traumatic stories, they risk becoming less therapeutically effective (Figley, 2002).

Vicarious trauma

Vicarious trauma has also been described as “... the negative transformation in the helper that results from
empathic engagement with trauma survivors and their trauma material, combined with a commitment and
responsibility to help them” (Pearlman & Caringi, 2009, p. 202). The difference between STS, CF and VT is that
whereas STS and CF focus on workers’ responses such as experiencing intrusive thoughts and avoiding stimuli
that may trigger memories or hyperarousal (jumpiness), VT focuses on long-term changes in a worker’s core
beliefs about issues such as safety, trust and intimacy (McCann & Pearlman, 1990).

The possible symptoms of VT listed below are drawn from Pearlman and Caringi (2009) and Pearlman and
Saakvitne (1995).

+ Difficulty in:
- managing emotions aroused in response to a client’s trauma stories
- managing feelings
- feeling stable and consistent
- making decisions

« Somatic issues — experiencing intense thoughts, feelings and behaviours associated with physical symptoms
(e.g. pain, fatigue) that interfere with daily life

« PTSD symptoms such as intrusive imagery (repeated flashbacks, nightmares, memories of the events clients
have described)

44 | Counselling guidelines: Alcohol and other drug issues | 4th Edition



+ Alterations in personal frame of reference, including negative changes in views on spirituality, identity and the world

» Disruptions in interpersonal relationships and professional life as a result of a sense of loss of safety, trust,
control, intimacy and self-esteem

* Acute stress disorder, depression or anxiety
* Loss of meaning and hope
« Difficulty with boundary management.

STS, CF and VT in the AOD sector

Ewer, Teesson, Sannibale, Roche, and Mills (2014) noted that:

Over recent years, there has been growing recognition of the high prevalence of trauma exposure and post
traumatic stress disorder (PTSD) among clients of alcohol and other drug (AOD) services. Trauma exposure is
almost universal in this population and up to two-thirds of clients have current PTSD. (p. 252)

Ewer and colleagues conducted an anonymous web-based survey of 412 Australian AOD workers and identified
an STS prevalence rate of 19.9%. STS was associated with a worker having higher caseloads of traumatised
clients, less time in clinical supervision, and high levels of stress and anxiety. They also found that less than two
thirds of workers with STS reported having ever received trauma training.

In 2017, Huggard and colleagues conducted a systematic review of literature on the presence of VT, CF and STS
in AOD clinicians. They found that although these terms were used to describe the emotional consequences for
a broad range of health professionals working with traumatised clients, little information related directly to the
impact on AOD workers. They noted that the reviewed literature demonstrated that AOD workers were at risk

of experiencing STS and CF, but VT was not discussed. Huggard et al. (2017) speculated that the absence of
literature relating to VT in the AOD field was indicative of limited awareness about VT in this sector.

Strategies to manage and prevent STS, CF and VT

General personal and professional self-care strategies for workers include:

* recognising and acknowledging the risk of VT

» developing self-awareness

» using effective coping strategies and self-care practices

« developing a plan to engage in regular wellness activities

* maintaining a balance between work, play and rest to encourage healthy functioning

» seeking healing activities and connecting to spiritual needs

» seeking personal growth opportunities

» seeking effective supervision

* maintaining professional connections

* avoiding isolation

« participating in activities such as journalling, personal counselling, meditation, and seeking emotional support
from significant others in order to reconnect with and manage emotions.

Organisational strategies include:

» providing a comfortable, relaxed work atmosphere that promotes self-care

» providing continuing professional development and regular in-service training to increase understanding of VT,
encourage self-awareness and highlight risk factors

» considering caseload and work conditions as well as support for individual staff strategies

» supporting peer supervision to decrease isolation and increase worker empathy, compassion, ethical debriefing,
and encourage counsellors to express reactions to clients (e.g. countertransference), and reaffirm confidence in
clinical skills

* ensuring supervision which supports reflective practice, debriefing and professional development (see chapter
on Clinical supervision).
(Trippany, White Kress, & Wilcoxon, 2004)
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Vicarious post-traumatic growth

“With so much literature focusing on the negative impact of working with trauma survivors, it is important that
adequate attention is also paid to the positive consequences of such work” (Manning-Jones, Terte, & Stephens,
2015, p. 135).

Saakvitne and Pearlman (1996) argued that VT may present opportunities for personal and spiritual growth
through the use of adaptive self-care and coping strategies. Vicarious posttraumatic growth (VPTG) is the term
used in the literature to refer to the positive changes that can develop as a result of indirect traumatic exposure
(Arnold, Calhoun, Tedeschi, & Cann, 2005).

Manning-Jones et al. (2015) conducted a systematic literature review of VPTG. They found that, similar to the way
clients can experience post-traumatic growth following a traumatic event, workers who have experienced indirect
trauma exposure can experience VPTG. However, they also noted subtle differences. Direct trauma survivors
often talk about a sense of increased personal strength, whereas workers report a more abstract sense of people’s
general resilience in the face of adversity. Direct trauma survivors also frequently describe experiencing personal
spiritual growth, in contrast to workers, who recognise more broadly that spiritual beliefs can be a useful healing
tool. Other aspects of growth were unique to VPTG including the worker’s ability to make a difference in trauma
survivor’s lives, acknowledgement of the value and importance of the work, and growth in professional skills.
Overall, the review showed that workers with VPTG experienced increased competency, realisation of the value
and importance of their work, and that they could make a difference in client’s lives.

Factors that facilitate VPTG

Manning-Jones et al. (2015) also examined evidence about psychological, cognitive, behavioural, interpersonal
and external factors that could assist the development of VPTG (they noted considerable inconsistency in the 28
articles they reviewed). They categorised the factors studied in the literature as follows.

Cognitive and psychological factors:

* empathic engagement

» optimism and positive affect

* negative affect (possibly reflecting the fact that a worker must first experience VT exposure before being able to
develop VPTG)

* a sense of satisfaction, competence and value in their work

« compassion satisfaction — the positive feelings derived from helping others.

Behavioural factors:

* engaging in active and conscious self-care, coping strategies. For example, exercise, healthy eating, having a
hobby, prayer, spiritual and religious activities, personal therapy.

Interpersonal factors:

» social support from peers

e supervision

e witnessing posttraumatic growth in clients.

External factors:

« time: with the ability to process and find meaning, a worker’s initial levels of distress can decrease and be
replaced by personal growth.

46 | Counselling guidelines: Alcohol and other drug issues | 4th Edition



Secondary traumatic stress, compassion fatigue and vicarious trauma — tip sheet

Secondary traumatic stress, CF and VT are all terms used to describe the negative effects of working with
clients and their experiences of trauma. STS and CF are similar and often used interchangeably. Workers with
STS may experience symptoms and behaviours similar to PTSD, including intrusive thoughts, psychological
arousal and avoidance responses. Cognitive, emotional and spiritual exhaustion are associated with CF. VT
describes changes to a worker’s inner thoughts and core beliefs. Although the literature relating to workers’
experience of indirect trauma in the AOD field concludes there is a risk of developing STS and CF, it does not
mention VT, indicating limited awareness of this concept.

Experiencing VT is not related to worker competency, but rather is a natural consequence of working with
traumatised clients. However, VT can be minimised and managed.

General personal and professional self-care strategies that can help to minimise VT

Secondary traumatic stress, CF and VT can be prevented and managed. It is important for workers to be aware
of their own reactions when working with traumatised clients, make a conscious effort to connect with others
such as peers and colleagues, and maintain a balance between personal and professional lives, with a focus
on self-care activities.

Agency strategies that can help to minimise VT

Agencies can assist to minimise VT by providing supportive workplaces that encourage staff self-care, provide
ongoing professional development opportunities and regular supervision, as well as considering caseloads
and related work conditions.

Vicarious posttraumatic growth

Positive changes can occur in workers when they engage with clients’ traumatic material. Workers may gain
an appreciation of people’s resilience, a greater sense of competency and growth in professional skills, and
realise the value and importance of their work and the possibility of making a difference in their client’s lives.
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12. De-escalating aggressive behaviours

Aggression can be defined as a behaviour or action that causes harm, hurt or injury to another person (National
Institute for Health and Care Excellence [NICE], 2015). Aggressive behaviour is more than anger or antagonism;
it involves some verbal attack or intimidation that is harmful or offensive to the person involved. Aggressive
behaviour that includes physical violence can involve harm to individuals or damage to personal or public property
(NSW Ombudsman, 2014).

Issues relating to anger and aggression are common in AOD services and should be managed carefully.
Episodes of aggression are usually triggered by a particular event or set of circumstances that led the client to
feel threatened or frustrated. Anger and aggression may occur regardless of whether a person has a co-occurring
mental health condition.

Clients may have impaired impulse control or a history of trauma which can manifest as aggression due to
emotional regulation issues (Rasche et al., 2016; Salo, Ursu, Buonocore, Leamon, & Carter, 2009) (see chapters
on Anger management and Co-occurring trauma issues). Clients may also be intoxicated, frustrated or
overwhelmed by multiple stressors.

If a client becomes aggressive, threatening or violent, it is important that workers respond in accordance with
the policies and procedures specific to their service. It is also important for workers to know how to respond to
challenging behaviour, including physical threats or actual violence, in their work with clients.

Signs that a client could become aggressive include:

* appearance: intoxicated, dishevelled or dirty, bloodstained, bizarre, carrying anything that could be used as a
weapon

+ physical activity: restless or agitated, pacing, standing up frequently, clenching of jaw or fists, hostile facial
expressions with sustained eye contact, entering off-limits areas uninvited

* mood: angry, irritable, anxious, tense, distressed, difficulty controlling emotions

* speech: loud, swearing or threatening, sarcastic, slurred

» workers’ reactions: fear, anxiety, unease, frustration, anger.

(NSW Department of Health, 2007)

Managing safety with an aggressive client

If a client is aggressive, avoid escalating the situation. Soften your body language, verbal language and approach,
maintaining a non-threatening manner and response. Attempt to reduce stimuli and move the client (if safe to do
s0) to an area without an audience, or remove other clients from the area.

If a client or other person is aggressive, consider your personal safety as well as the safety of the client and
others. Prior to entering a counselling room with a client, assess their level of aggression. If you are concerned
about the risk, do not confine yourself to a room alone with the client. Ideally, try to speak to them in a public

place and remain in view of another member of staff. If you deem it safe to enter a counselling room with a client
displaying aggressive behaviour, either leave the door open or ensure that both of you have an easy exit from the
room. Ensure that you have access to help, such as a telephone, emergency button, a duress alarm, someone
within hearing range or have a prearranged ‘code word’ to discretely signal that help is required. If you are enlisting
the help of other people, request that they stand at the periphery as crowding may escalate the situation (Marel

et al., 2016). It is also important to consider that the presence of a friend or family member might help to calm an
aggressive client (Marel et al., 2016).
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De-escalation strategies when communicating with an aggressive client

The following strategies can be employed whilst waiting for assistance to arrive:

* Assess the person’s behaviours and the level of risk. If you are concerned about the level of risk, do not confine
yourself with or be alone with the person. For example, ensure all parties can exit easily and safely

* ensure personal safety if a person becomes aggressive (e.g. carry a duress alarm)

» reduce environmental stimuli as much as possible. For example, take the person to a quieter environment and
reduce light, noise and human traffic (if it is safe to do so or remove other people from the area if more appropriate)

* have one person approach the client and take control of the situation (with support close by if needed)
+ approach from the front of the person so they don'’t get startled

* be respectful of the person’s personal space — stay at least two metres away

» approach the person slowly and convey a sense of confidence

» keep language simple and speak calmly and clearly, maintaining a non-threatening tone of voice

* convey messages of help; (e.g. how can | help you feel safe?)

» attempt to establish rapport and emphasise cooperation

» offer and negotiate realistic options

» allow the person to express their concerns and acknowledge them

* acknowledge the issue, validate the person’s feelings and empathise with them (e.g. | can hear that you feel
angry and frustrated right now)

+ indicate possible alternatives to alleviate the anger-provoking situation (e.g. | want to understand what is going
on for you and how we can sort it out)

+ if you are enlisting the support of other people, ask them to stand nearby to observe and support, but not to
overcrowd the person

» sometimes asking a friend or family member to talk to the person or assist can be helpful as. they may know
what approaches have been helpful in the past.

Unhelpful approaches which may escalate the situation include:

« confrontation and arguments
« dismissing delusional thoughts. Remember, the issue is real for the client
» taking the person’s comments or behaviour personally.
(Jenner & Lee, 2008; MHC, 2017; NICE, 2015)

If engaging with the client is deemed too risky (i.e. the client has a weapon, is intimidating or threatening or is
not responding to de-escalation), consider calling security or police for assistance. Always follow your agency’s
policies and procedures.

Responding to an aggressive client can be traumatic for a worker and other witnesses. After an aggressive
incident, ensure those involved, including witnesses, have access to support and an opportunity to debrief
(see chapter on Critical incidents).

After any interaction with an aggressive client, workers need to follow their agency’s incident reporting procedure
and any other post-incident processes. Always remember to prioritise self-care.
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De-escalating aggressive behaviours — tip sheet

DO:
» stay calm and keep your emotions in check

+ adopt a passive and non-threatening body posture (e.g. hands by your side with empty palms facing
forward, body at a 45-degree angle to the aggressor)

* be aware of tone of voice and body language

» let the client air their feelings and acknowledge them

» ask open-ended questions to keep a dialogue going

+ be flexible (within reason)

» use the space for self-protection (position yourself close to the exit, don’t crowd the client)

« structure the work environment to ensure safety (e.g. have safety mechanisms in place such as alarms
and remove items that can be used as potential weapons)

* make sure other clients are out of harm’s way
» exit the situation if it is dangerous
» call security or police for assistance if necessary.

AVOID:

« challenging or threatening the client

» saying things that will escalate the aggression

» yelling, even if the client is yelling at you

+ turning your back on the client

+ rushing the client

» arguing with the client

» dismissing verbal threats or warnings of violence

+ trying to disarm a person with a weapon.

Note: If a client becomes aggressive, threatening or violent, it is important for workers to respond in
accordance with the policies and procedures specific to their service.

References

Jenner, L., & Lee, N. (2008). Responding to challenging situations related to the use of psychostimulants: A practical guide for frontline
workers. Canberra, ACT: Department of Health and Ageing. Retrieved from http://www.nationaldrugstrategy.gov.au/internet/
drugstrategy/publishing.nsf/Content/07FF9BODE 1B39D7ECA25764D0080C854/$File/chall.pdf

Marel, C., Mills, K.L., Kingston, R., Gournay, K., Deady, M., Kay-Lambkin, F., Baker, A., & Teesson, M. (2016). Guidelines on the
management of co-occurring alcohol and other drug and mental health conditions in alcohol and other drug treatment settings.
Sydney, NSW: National Drug and Alcohol Research Centre. Retrieved from https://comorbidityguidelines.org.au/

Mental Health Commission, Western Australia (MHC). (2017). Recognising and responding to amphetamine intoxication/toxicity and
opioid overdose: a guide for first responders. Perth: WA: Author.

National Institute for Health and Care Excellence (NICE). (2015). Violence and aggression: Short-term management in mental health,
health and community settings. Retrieved from https://www.nice.org.uk/guidance/ng10

NSW Department of Health. (2007). Mental health reference resource for drug and alcohol workers. Sydney, NSW: Author.

NSW Ombudsman. (2014). Model Guidelines - Managing and responding to threats, aggressive behaviour and violence from members of the
public. Retrieved from https://www.ombo.nsw.gov.au/news-and-publications/publications/guidelines/state-and-local-government/
model-guidelines-managing-and-responding-to-threats,-aggressive-behaviour-and-violence-from-members-of-the-public

Rasche, K., Dudeck, M., Otte, S., Klingner, S., Vasic, N. & Streb, J. (2016). Factors influencing the pathway from trauma to aggression:
A current review of behavioral studies. Neurology, Psychiatry and Brain Research, 22(2), 75-80. https://doi.org/10.1016/j.
npbr.2016.01.009

Salo, R., Ursu, S., Buonocore, M., Leamon, M., & Carter, C. (2009). Impaired prefrontal cortical function and disrupted adaptive
cognitive control in methamphetamine abusers: A functional magnetic resonance imaging study. Biological Psychiatry, 65(8),
706-709. doi: 10.1016/j.biopsych.2008.11.026.

50 | Counselling guidelines: Alcohol and other drug issues | 4th Edition



13. Critical incidents

Critical incidents are sudden unexpected events that can be perceived as psychologically or physically
threatening, such as verbal threats or physical assaults. Suicide, overdose or sudden death of a client can also
be considered critical incidents. These events often make overwhelming demands on the person’s ability to
cope in the short-term and can result in strong emotional and physiological reactions.

(Marsh, O’Toole, Dale, Willis, & Helfgott, 2013, p. 86)

Critical incidents can affect both workers and organisations (DeFraia, 2015). Following a critical incident, some
people may find it extremely difficult to function normally in the workplace. As with exposure to other potentially
traumatising events, people’s reactions may vary based on the following:

» nature and severity of the event(s) they experience

* experience with previous distressing events

e access to supports

* physical health

» personal and family history of mental health issues

* cultural background and traditions

* age (World Health Organization [WHO], War Trauma Foundation and World Vision International, 2011)
» workplace stressors and organisational culture (DeFraia, 2015; Gouweloos-Trines et al., 2017).

Note that agencies will have policies and procedures in place to manage critical incidents. It is important
that counsellors are familiar with their workplace policy and procedure in responding to critical incidents.
The information that follows highlights some key principles of recovery from critical incidents.

The literature suggests that formal interventions, such as critical incident stress management, can impair recovery.
There is evidence that group debriefing sessions may actually increase the risk of PTSD and permanently distort
the participants’ memories of the event (Paterson, Whittle, & Kemp, 2015). Group debriefing is unlikely to have

a preventative benefit beyond an informal social interaction, and people who are formally debriefed may be less
inclined to utilise social supports (Devilly & Annab, 2008). As outlined below, social support is an important factor
in the aftermath of a crisis situation. Consequently, it is strongly recommended that debriefing is offered on an
individual basis after a critical incident.

Psychological first aid

Psychological first aid (PFA) is an approach to helping people affected by an emergency, disaster or traumatic
event, and includes basic principles of support to promote natural recovery (Australian Red Cross & Australian
Psychological Society, 2013). It is based on the understanding that people affected by traumatic events will
experience a range of reactions which may interfere with their ability to cope. The objective of PFA is to promote
safety, calm, connectedness, self and group efficacy, and hope.

It is important to remember that not everyone involved in a crisis will need PFA. The WHO et al. (2011) advise that
PFA should not be forced upon people who do not want it. However, PFA should be easily accessible to those who
may want support following an incident.

According to the WHO et al. (2011), the action principles of PFA are as follows:

1. Look 2. Listen 3. Link

» check for safety + approach people who may need support + help people to address basic needs
» check for urgent needs » ask about people’s needs and concerns  *  help to cope with issues

» check for serious distress. ¢ listen to people, help them feel calm. « give information

» connect people with social and
emotional supports.
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The WHO et al. (2011) suggests PFA should be offered with the following ethical principles in mind:
* be honest and genuine

* respect people’s right to make their own decisions

» respect privacy and confidentiality

» explain limits of confidentiality

* keep an ‘open door’

« take into account gender, power, culture, age, etc.

* actonly in the person’s best interests

« avoid making promises you can’t keep.

Support is very important after a critical incident. Workers recover from critical incidents when they feel supported
by management and colleagues. Receiving time off to recover from stressful incidents at work is a form of support
that appears to be beneficial for workers’ wellbeing (Gouweloos-Trines et al., 2017). Workers who have been
affected by the suicide of a client benefit from open communication in the workplace, peer supports, space to
grieve, as well as opportunities to reflect on what occurred and learn from it (Finlayson & Simmonds, 2017).

Offering support to others

Support is not counselling or therapy. All workers in an agency can be involved in offering support. When offering
support, consider the following:

* be available to those affected. Initiate contact but avoid intruding

» accept the response you get from the person under stress. Don’t judge their feelings or make interpretations
about motives. Don't take their anger or other feelings personally

* be interested in the person, not just the situation
* be supportive in a practical way (e.g. make them a cup of tea)
« listen to what is being said. Most people feel reassured and assisted by just having someone to talk to

» give choices and options. Share ideas on what you think would help, or what has worked for you and others
you know, but respect their choices

« itis not helpful to tell the person that they are ‘lucky it wasn’t worse’, or that they are ‘better off than some people’
* remember that you are not responsible for how the person responds to the situation or incident

« don’t expect to always have the answers to questions, or to be able to fix the person’s issues.
(MHC, 2018)

If the worker who experienced the critical incident continues to have difficulties such as excessive anxiety,
insomnia, withdrawing from others, or talking repeatedly about the event, more intensive intervention may be
required. This may include counselling, for example through an employee assistance scheme, or in some
cases long-term therapy.

Documenting critical incidents

In the event of a critical incident it is important to record the following factual information in the case notes:

* when it occurred (date and time)

* where it occurred

+ what happened (observations, not opinions)

* who was involved in the incident and who was present

* in the event of an injury, the individual’s condition beforehand and afterwards

« what action staff took

» the name, position and agency of the person to whom the incident was reported.
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Self-care

It is important for counsellors to apply self-care strategies if involved in a critical incident. Self-care strategies may include:

* being aware of one’s own reactions in highly stressful or distressing situations
* requesting supervision and support from colleagues

* limiting alcohol or other drug use

* accepting stress reactions as ‘normal’

* exercise

* adequate rest and sleep

* relaxation and meditation.

Also see the chapter on Stress and burnout.

Critical incidents — tip sheet

Critical incidents are sudden unexpected events that are perceived as threatening, either psychologically or
physically, such as verbal threats or physical assaults, client suicide or sudden death. People react differently
to stressful events; there is no right or wrong way to respond to a critical incident.

Counsellors should be familiar with their agency’s policy and procedures related to critical incidents.

Formal debriefing interventions may impair recovery. It is clear from the literature that social support can
reduce the impact of a traumatic event. Following a critical incident, it is important that those affected receive
practical and immediate support. Encourage utilisation of available primary supports, such as a partner or
close friend. In addition, a co-worker may offer informal support and assistance (see below).

Psychological first aid is an approach aimed at fostering normal recovery following a traumatic event.
The approach is non-intrusive and aims to build upon available social supports and coping skills.

Important principles in managing a critical incident include:

» do not assume that someone who has experienced a critical incident will be traumatised
» avoid labelling normal reactions, such as shock or stress, as ‘symptoms’
+ avoid being intrusive or assuming that a colleague will want to talk about it in the workplace.

It is important that counsellors apply self-care strategies if involved in a critical incident.
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Guidelines for offering support

Social support is very important after a critical incident. Support is not counselling or therapy. All workers in an
agency can be involved in offering support.

When offering support, consider the following:

» be available to those affected. Initiate contact but avoid intruding

» accept the response you get from the person under stress

* be interested in the person, not just the situation

» be supportive in a practical way (e.g. make them a cup of tea)

» listen to what is being said. Most people feel reassured and assisted by just having someone to talk to

» give choices and options. Share ideas on what you think would help, or what has worked for you and
others you know, but respect their choices

« don’t tell the person that they are ‘lucky it wasn’t worse’, or that they are ‘better off than some people’
» remember that you are not responsible for how the person responds to the situation or incident
+ don’t expect to always have the answers to questions, or to be able to fix the person’s issues

+ know your limits. Be aware of any ongoing negative changes in behaviour, declining emotional condition,
or other reactions that indicate the person may need professional help

+ if you find the person who experienced the critical incident continues to have difficulties, more intensive
intervention, such as formal counselling or therapy, may be required.

Document the incident: when and where it occurred, what happened, who was present and their involvement,
whether there were injuries, actions taken, and to whom it was reported.
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14. Case management

Case management is a collaborative, integrated and coordinated approach to the acquisition and delivery of services
and provision of supportive care. It is intended to meet individual or family needs in order to increase their functioning
and living in the community (Vanderplasschen, Rapp, Wolf, & Broekaert, 2004). The primary difference between case
management and therapy is that case management focuses on assisting the client to obtain resources, while therapy
focuses on facilitating intra- and interpersonal change. Case management and therapy are not mutually exclusive;
generally both are required for addressing the needs of complex clients (Center for Substance Abuse Treatment
(CSAT), 2000). Case management models include assertive community treatment, broker or generalist, clinical,
rehabilitation and strengths-based (Rapp, Van Den Noortgate, Broekaert, & Vanderplasschen, 2014).

Case management is a particularly useful approach to clients with complex issues, or where services are fragmented
or hard to access (CSAT, 2000; Savic, Best, Manning, & Lubman, 2017). People who present to services with
AOD issues often have a range of psychosocial needs that impact on their AOD use, such as accommodation,
employment, relationships, health and legal issues. Failing to address these co-occurring issues may exacerbate
the client’'s AOD use and result in treatment drop-out. Indeed, evidence-based treatments for clients with AOD
issues do not focus exclusively on the substance use; they also aim to address other psychosocial issues and
improve the client’s quality of life (Miller et al., 2011).

The aims of a case management approach are to increase the likelihood that clients receive specialist assistance
where needed and to facilitate retention in treatment. Where case management involves regular face-to-face contact
between the client and case manager, it is effective in increasing clients’ use of community-based services, improving
quality of life, increasing client satisfaction and prolonging treatment retention (Joo & Huber, 2015; Penzenstadler,
Machado, Thorens, Zullino, & Khazaal, 2017; Rapp et al., 2014). Retention in treatment, in turn, has been
consistently associated with better treatment outcomes among AOD-using populations (Rapp et al., 2014).

The core elements of AOD case management are:

* assessment of the client’s health, social and emotional needs
» planning, facilitation and coordination of appropriate services
* monitoring to ensure the client is receiving the services

« client advocacy.

Case management can also include any number of other activities, including relapse prevention, counselling on
other life issues, outreach and taking clients to appointments. Case managers assist clients to identify and work
towards their goals (see chapter on Goal-setting), participate in case reviews and discussions, and participate in
supervision. The range of activities of case managers is often limited by agency guidelines and the client load they
are expected to carry.

Case managers are not expected to provide all the necessary services themselves, but instead to refer to and
facilitate engagement with appropriate agencies.

The broad principles of case management are that it:

+ offers the client a single point of contact with health and social services
* s client-centred and driven by the client’'s needs
e involves advocacy
* is community based
* is pragmatic
* is anticipatory
+ s flexible
e is culturally sensitive.
(CSAT, 2000)

In Australia the most common forms of case management are primary and shared case management.
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Primary case management

Primary (or single-agency) case management involves one case manager who personally establishes separate
relationships with other professionals or services as required. These services and professionals may be located
within the same agency, for example a multidisciplinary team, or at external agencies. The case manager retains
full and autonomous control over the case and is responsible only to the parent agency (CSAT, 2000).

For example, a mental health case manager working with a clinically depressed mother of two who is using
cannabis may refer the client to an AOD counsellor for help with drug-related issues, a psychiatrist for treatment
of the depression, and a child protection agency to assist with child protection and parenting issues. The mental
health case manager in this example is responsible for the overall coordination of services and ensuring that the
client’s overall needs are met.

Shared case management

Shared (or interagency) case management involves several professionals who work collaboratively to coordinate
services to respond to multiple and complex client needs (Savic et al., 2017). Case management may be shared
across a single agency (e.g. a mobile assertive treatment team) or may occur across multiple agencies as either

a formal or informal arrangement. There is some evidence to suggest that this model of case management

is associated with higher client satisfaction, perhaps because it enables the prompt availability of a team of
professionals who can help to address the client’s needs (Day et al., 2011). While each member of the team
provides a specialist service to the client, the team works together and shares information in order to integrate and
c-ordinate services in response to the client’'s needs. The responsibility for meeting the client’s needs is shared,
although accountability for the provision of each service remains with the relevant agency or individual.

Whether a primary or shared case management model is used, interagency cooperation is essential for effective
case management (Marel et al., 2016). For example, a mental health service and an AOD treatment service may
work together to meet the needs of a client experiencing amphetamine psychosis. The mental health service may
address the mental health issues via medication and periodic admissions, and the AOD service might provide
ongoing counselling for relapse prevention and management. Ideally the two services would communicate and
share information on client progress, barriers to progress, aims of treatment and short-term goals. This open
communication ensures the client receives a coordinated and complementary overall service from both agencies.

Other common examples of combined case management include AOD counsellors working with sexual abuse
counsellors, medical practitioners, corrections services and schools.

Important contributors to a high standard of structured case management and service coordination are:

« continuity of services during staff turnover

» clear lines of authority and control over all aspects of the case management process
« aformal record of agreements and responsibilities among agencies

» accountability of all agencies involved.

Whether a primary or shared model is used, interagency cooperation and good communication are essential for
effective case management (Marel et al., 2016). Case management is most effective when the required services
are accessible and when the case manager forms a strong working relationship with the client and follows a
structured approach that includes time allocated to functions such as goal-setting, client advocacy and service
coordination (Miller et al., 2011).
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Case management — tip sheet

Case management facilitates a holistic approach to client care by giving the client a single point of contact with
health and social services.

Case management is client-centred and involves advocacy to meet the client’s needs. It is community based,
pragmatic, anticipatory, flexible and culturally sensitive.

Case managers are not expected to provide all the necessary services themselves, but instead to refer to and
facilitate engagement with appropriate agencies.

The primary difference between case management and therapy is that case management focuses on
assisting the client to obtain resources, while therapy focuses on facilitating intra- and interpersonal change.
Case management and therapy are generally both required for addressing the needs of complex clients.

The most common forms of case management are primary and shared. Primary case management involves
one case manager who establishes a series of relationships with other services or professionals as required.
Shared case management involves several professionals working collaboratively as a team.

Case managers should:

» work with the client to identify treatment and service needs

» assist clients to identify and work towards their goals

» obtain written informed consent from the client prior to sharing any client-related information with other
service providers

* locate service options

* link clients with appropriate services

» monitor clients’ progress in treatment

» evaluate services provided to clients

» advocate for the client as necessary

» participate in client case reviews and supervision.

Effective case management involves:

» clear and open communication between professionals

 clarification of the requirements and boundaries of each specialist

» clear establishment of the boundaries of confidentiality and what will be communicated with the case
manager (or team)

» knowledge of other professionals involved and the nature of their involvement in the case

« a contract (written or verbal) that outlines the expectations and boundaries of service provision.
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15. Managing intoxicated clients

It is likely that a counsellor working with people who use AODs will at some stage have to respond to a client who
is intoxicated. Basic life support training or more comprehensive first aid training is recommended for counsellors
working directly with AOD using clients. It is important that counsellors are aware of their agency’s policy and
procedures relating to intoxicated clients.

Intoxication is normally a transient state that follows the administration of psychoactive substances, and manifests
as disturbances in levels of consciousness, cognition, perception, affect, behaviour or other psychophysiological
functions (WHO, 2018). Intoxication can result from deliberate self-poisoning, accidental ingestion and intentional
intoxication with alcohol and/or other drugs (Saunders et al., 2016). Symptoms of intoxication can range in severity
from mild changes in behaviours and mental state through to life-threatening overdose (Donroe & Tetrault, 2017);
this is normally determined by the quantity (or purity) of a drug that is taken.

A risk assessment should be undertaken with clients who present as intoxicated, especially those who present
as severely intoxicated, as they may require medical assistance or be at risk to themselves or others. Factors to
consider in a risk assessment include:

» the individual’s level of dependency
+ medical history (e.g. diabetes, epilepsy, head injury)
+ AOD use history
 risk factors (e.g. overdose, suicide attempts, trauma history)
« AOD and other substance/s taken, including dose, route of administration, time taken
« likely and possible worst-case scenarios and ways to prevent these occurring.
(Saunders et al., 2016)

The client’s presenting symptoms will vary depending on the nature of the drug/s taken, along with individual and
environmental factors. Clients who are intoxicated with alcohol or benzodiazepine may present as disinhibited,
have impaired memory and concentration, be sedated, have slurred speech and be emotionally labile®. Clients
who are intoxicated with opioids may present similarly in terms of sedation, but also have slowed breathing,
drowsiness and constricted or ‘pinned’ pupils (Donroe & Tetrault, 2017). If affected by stimulants, clients will
present with increased physical and mental activity which can result in agitation and irritability (MHC, 2017).

Clients may also become verbally and/or physically abusive to counsellors, staff or other clients (see chapter on
De-escalating Aggressive Behaviours). Counsellors should enlist the assistance of other staff if they believe the
person is likely to become aggressive. If the client is aggressive, the counsellor should follow their agency’s critical
incident policy and procedures (see chapter on Critical Incidents).

Clients may be intoxicated by AOD that cause visual or perceptual distortions or may be experiencing symptoms
of psychosis, including paranoia, delusions (of grandiosity, control and persecution), misperceptions and
hallucinations. When clients are exhibiting symptoms of psychosis, explore whether the symptoms are transient,
episodic or prolonged and assess whether the client has any insight into their symptoms. It will be important to
reassess the client's mental state when they are not intoxicated.

It is important to note that medical conditions can present similarly to intoxication. For example, traumatic brain
injury symptoms can include slurred speech and impaired balance. If a client requires immediate medical attention,
call triple zero (000) and ask for an ambulance.

3 An emotionally labile client may present with rapid and exaggerated mood changes, displaying strong emotions. These emotions may not suit the situation, or may be expressed
much more strongly than the situation dictates.
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Toxicity and overdose

Severe amphetamine intoxication can quickly lead to toxicity, which is a medical emergency. Signs and symptoms
of severe amphetamine intoxication can include:

* rapid breathing
« overheating
» severe persistent headache
* rapid pulse
* increased physical strength (due to increased adrenaline)
* intense headache
* jaw clenching
* uncoordinated movements
* body stiffness and rigid limbs
* psychomotor agitation — inability to stay still.
(Jenner & Lee, 2008)

Clients experiencing toxicity are at high risk of the following:
e chest pain

- fever

« difficulty breathing

* heart attack

« stroke
» psychotic features (hallucinations, severe paranoia, delusions or thought disorder)
* seizures

« uncontrolled hypertension (high blood pressure).
(MHC, 2017)

When a person experiences opioid overdose, they show one or more of the following signs or symptoms:

* blue lips, toenails and fingernails due to lack of oxygen. If the person has dark skin the inside of the mouth or
eyelid will appear blue/grey in colour and not pink

» very slow and shallow breathing or not breathing at all. If they have been nodding off, this may not be
particularly noticeable

* snoring or gurgling sound (similar to sleep apnoea)

* no response to touch or voice (calling their name).
(MHC, 2017)

In the event of an overdose situation follow first aid protocols (DRSABCD: Danger — Response — Send for help —
Airway — Breathing — CPR [cardiopulmonary resuscitation] — Defibrillator), call an ambulance and refer to agency
policy and procedures for medical emergencies. If your agency or the client has access to naloxone, administer it
according to instructions.

Client appointments

If the client is not severely intoxicated or impaired, it may be beneficial to have a shortened session to
acknowledge the fact that the client has made an effort to attend the appointment (Glidden-Tracey, 2009). Some
clients will continually attend sessions under the influence of AOD. It is important that counsellors establish
boundaries concerning ‘acceptable’ levels of intoxication. This will depend on the agency’s policy, the client, the
goal of therapy and the client’s behaviour while intoxicated.

If a client presents in a severely intoxicated state, it is suggested that the counsellor see the client briefly, explain that
little is likely to be achieved in the session because of the level of intoxication, and reschedule the appointment. Try to
reach an agreement that the client will be less intoxicated for the next session. In addition, depending on the client’s
behaviour and appearance, the counsellor may need to arrange medical attention for the client or an alternative
means of transport home if possible (Glidden-Tracey, 2009); this may include contacting a friend or family member
(with the client’s permission). Counsellors should also consider their duty of care to their client’'s safety.
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Approaching intoxicated clients

It is important for counsellors to approach clients in a non-judgemental way, while maintaining the safety of the
client, staff and any onlookers. Some general guidelines for approaching intoxicated clients are as follows:

* ensure your own safety if a person becomes aggressive

* reduce environmental stimuli as much as possible. For example, take the person to a quieter environment and
reduce light, noise and human traffic

* use one person to approach and take control of the situation (with support close by if needed)

» approach from the front or side of the person so they don’t get surprised

* be respectful of the client’s personal space, try to give the client a ‘bubble’ of two metres

» approach the client slowly and with a sense of confidence

* keep language simple and speak calmly and clearly

» convey the message that you are there to assist by asking, “how can | help you?”

» avoid confrontation and arguments — this can often escalate behaviour

» allow the client to express any concerns and acknowledge them

» encourage the client to regulate their breathing with slow deep breaths

» take the client to a cool place, and encourage them to remove heavy or restrictive clothing if necessary

« if the client appears to be very hot, consider offering a cool, wet towel or compress on the back of the neck to
cool them down. Usually overheating is related to amphetamine toxicity

+ do not dismiss delusional thoughts; remember they are real for the client
» if possible, attempt to delay more use of alcohol or other drugs

+ if the client has consumed amphetamines or ecstasy, encourage them to maintain their fluid intake by having
regular small sips of water.
(MHC, 2017)

Managing intoxicated clients — tip sheet

A risk assessment should be undertaken with intoxicated clients, especially those who present as severely
intoxicated, as they may require medical assistance or pose a risk to themselves or others. Factors to consider
in a risk assessment include:

 individual (medical history, drug history, risk factors)

* AOD and other substance/s taken, including dose, route of administration, time taken

» likely and worst-case scenarios and ways to prevent these occurring.

It is important for counsellors to approach clients in a non-judgemental way, while maintaining the safety of the

client, staff and onlookers. Counsellors should enlist the assistance of other staff if they are concerned about
the client’s or other people’s safety.

Severe intoxication can lead to overdose or toxicity, both of which are medical emergencies. Basic life
support training or more comprehensive first aid training is recommended for counsellors working with clients
who use AOD.

Some medical conditions can present similarly to intoxication. For example, traumatic brain injury symptoms
can include slurred speech and impaired balance.
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General guidelines for responding to intoxicated clients include:
* ensure your own safety if a client becomes aggressive

» reduce environmental stimuli as much as possible. For example, take the client to a quieter environment
and reduce light, noise and human traffic

» use one person to approach and take control of the situation (with support close by if needed).

» approach from the front or side of the client so they don’t get surprised

» be respectful of the client’s personal space, approach to two metres distance

» approach the client slowly and with a sense of confidence

» keep language simple and speak calmly and clearly

» convey the message that you are there to assist by asking, “how can | help you?”

» avoid confrontation and arguments as this can often escalate behaviour

» allow the client to express any concerns and acknowledge them

* encourage the client to regulate their breathing with slow deep breaths

» take the client to a cool place, and encourage them to remove heavy or restrictive clothing if necessary

 if the client appears to be very hot, consider offering a cool, wet towel or compress on the back of the neck
to cool them down. Usually overheating is related to amphetamine toxicity.

» do not dismiss delusional thoughts; remember it is real for them
» if possible, attempt to delay more use of alcohol or other drugs

 if the client has consumed amphetamines or ecstasy, encourage them to maintain their fluid intake by
having regular small sips of water.

If the client is not severely intoxicated or impaired, it may be beneficial to have a shortened session to
acknowledge the fact that the client has made an effort to attend the appointment. It is suggested that the
counsellor see the client briefly, explain that little is likely to be achieved in the session because of the level
of intoxication, and suggest that the appointment is rescheduled.
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16. Withdrawal management

Withdrawal from AOD dependence entails the reversal of neuroadaptation* (Manning et al., 2018). Withdrawal
occurs as the experience of physical and psychological reactions as the person adjusts to the drug’s absence
from the body. Additionally, social factors can play a significant part in a person’s withdrawal; therefore withdrawal
management encompasses strategies which address the biopsychosocial elements of withdrawal. The degree to
which each of these elements affects the person’s AOD use will influence the experience of withdrawal (Manning
et al., 2018). Supportive care and client choice are central to successful withdrawal.

Withdrawal from AODs can be managed in various settings depending on the level of medical care required.
A stable client with mild dependence can be managed as an outpatient by a general practitioner (GP) or
home-based withdrawal service.

Home-based or outpatient withdrawal is most suitable when:

» the client is not severely dependent

* previous withdrawal has not been complicated (e.g. no history of seizures, delirium, or psychosis)
« there are no significant complicating medical or mental health issues

» there is no significant polydrug use

» the person has a supportive home environment

* anon-using carer is present to provide support, monitor progress and control medications

« the client is strongly motivated for abstinence.

It is important to ensure that that clients attempting home-based withdrawal are aware of when they should seek medical
assistance, and where to access such assistance (including after hours) (Duong, Vytialingam, & O’Regan, 2018).

Clients requiring low to medium medical care can be managed in an inpatient withdrawal unit setting. However,
those with unstable comorbid conditions, for example acute psychosis and delirium tremens requiring high levels
of medical care, will likely require hospitalisation (Duong et al., 2018). Medication is often used to help manage
withdrawal symptoms, complications and co-occurring medical conditions. Medically supervised withdrawal is
especially important for people who are dependent upon alcohol or benzodiazepines, as both can result in life-
threatening complications.

Specialist inpatient withdrawal is most appropriate when:

« withdrawal symptoms are likely to be moderate to severe
« there are complicating medical, psychological or psychiatric issues
» there have been previous complicated withdrawals (e.g. a history of seizures, delirium, or psychosis)
» there is polydrug dependence
* previous attempts to withdraw as an outpatient have been unsuccessful
» there is a lack of social support
« the client is pregnant
(Duong et al., 2018)

4 Neuroadaptation refers to the changes in the brain’s neurons associated with both tolerance and the appearance of a withdrawal syndrome (World Health Organization, 2018).
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Assessment

Assessment prior to the client undertaking withdrawal is essential and should address the following issues:
* motivation for withdrawal and readiness to change

» whether the client has considered other treatment options, for example opioid substitution treatment for clients
dependent on opioids

* a post-withdrawal plan — ideally this should be completed prior to commencing the withdrawal process
* previous withdrawal experience, including outcomes or complications from previous withdrawals
* history and pattern of AOD use including route of administration, frequency and time of last use

» degree of dependence as indicated by impaired control, social impairment, risky use and physiological
indicators of dependence

* harm related to AOD use, including social, physical, economic and legal harms
* polysubstance use

* risk of relapse

* physical examination

* mental health including suicide risk assessment

* current medications, allergies or previous adverse reactions.
(Duong et al., 2018)

Pregnant women should always be referred to specialist AOD services and linked with antenatal obstetric services.
Withdrawal management should usually occur as an inpatient, because some withdrawal symptoms can place the
foetus at risk (Manning et al., 2018).

Regardless of the setting in which withdrawal management occurs, the primary aim is to achieve the client’s goals
in relation to their drug use and ensure their safety (Queensland Health, 2012). An additional goal of withdrawal
management is to build the therapeutic alliance with the aim of increasing the likelihood that the person will
engage in further treatment (CSAT, 2006). An underlying principle of withdrawal management is that — while
withdrawal may present an opportunity for lasting abstinence — clients should not be discouraged from accessing
withdrawal services because they are considered to lack commitment to long-term abstinence (Frei et al., 2012).

Clients should be provided with education and support throughout the withdrawal process as a part of holistic care
(Frei et al., 2012). During the withdrawal process clients can be encouraged to consider strategies to help them cope
with the period after withdrawal, reduce future harms, and prevent and manage relapse (Queensland Health, 2012).

Clients can be fearful of withdrawal and have concerns about the setting, physical consequences, medication and
the prospect of an abstinent future. They should be encouraged to talk about their concerns and to participate
actively in making informed decisions about the withdrawal process. Providing information about what to expect
and helping the client to develop a plan to cope with withdrawal usually reduces their fears. Clients are unlikely

to recall all of the information discussed so they should also be provided with written information (Marsh, O’Toole,
Dale, Willis, & Helfgott, 2013).

It is advisable for counsellors to explore psychosocial issues that may present barriers to undertaking withdrawal.
This can include having the care of young children, cultural issues (see chapters on Culturally and linguistically
diverse people and Aboriginal clients, their families and communities), unstable housing, and a history of
trauma (see chapter on Co-occurring trauma issues).
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Withdrawal from specific substances

A summary of withdrawal onset, duration and clinical features is shown in the table below. This table is followed by
a brief summary of withdrawal information relating to the more commonly used AODs.

Table 1: Overview of AOD withdrawal®

Duration

Signs and symptoms

Alcohol

Benzodiazepines

Opioids

Cannabis

Depending on blood
alcohol concentration
(BAC), 6—24 hours
after last drink and
up to 48 hours

1-10 days,
depending on the
half-life of the drug

Withdrawal from
short-acting opioids
e.g. heroin and
morphine can begin
within 24 hours.

Longer-acting opioids
e.g. methadone and
buprenorphine can
commence within
(36-72 hours after
last dose)

1-2 days of last use

5 Adapted from Manning et al. (2018)

3—7 days (up to 14 days in
severe withdrawal)

3-6 weeks or more

Heroin withdrawal typically
peaks quickly (day 3), with
more severe symptoms,
subsiding fully within a
week. Methadone and
buprenorphine withdrawal
result in a more protracted
withdrawal, with a less
abrupt peak and longer
duration of symptoms

Acute phase: 2-6 days,
subsiding after 2—3 weeks

May persist for months

Mild - moderate: anxiety; sweating;
nausea; vomiting; tremors;
abdominal cramps; diarrhoea;
insomnia; craving; increased
blood pressure, heart-rate and
temperature; headache; tachycardia

Severe: seizures; confusion;
perceptual distortions; profuse
sweating; disorientation;
hallucinations; delirium tremens.

Mild - moderate: Anxiety; headache;
insomnia; muscle aching, twitching
and cramping; nausea; vomiting;
diarrhoea; perceptual changes;
palpitations; feelings of unreality;
depersonalisation

Severe: seizures; agitation;
confusion; psychosis

Runny eyes and nose; sneezing;
sweating; agitation; irritability;

loss of appetite; craving,
abdominal cramps; diarrhoea;
anxiety; irritability; disturbed sleep;
fatigue; joint and muscle aches;
nausea; vomiting; disturbed mood

Craving, anger, aggression,
irritability, anxiety, nervousness,
decreased appetite, weight loss,
restlessness, sleep disturbances,
chills, depressed mood,
shakiness, sweating
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Drug Onset Duration Signs and symptoms

Nicotine 4-12 hours Peaks days 2—7 and Craving, irritability, anger, anxiety,
continues in attenuated sadness, restlessness, sleep
form for 2—4 weeks disturbance, increased hunger,

sore throat, headache, and
difficulty concentrating

Stimulants® Crash phase: within Acute phase: initial 2—4 Initially exhaustion, fatigue,
hours of last use. days (“crash”) followed by hunger, and fluctuating mood,
a further 10 to 14 days followed by strong cravings to use

Withdrawal: 1-4 days o N
drugs, sleep difficulty, agitation,

after last use A further period lasting )
low mood (dysphoria)
from several weeks up to
several months may be Later symptoms may include
experienced dysphoria, anhedonia, mood
fluctuations, and ongoing sleep
difficulties

For detailed information on withdrawal management, see the following:

Duong, T., Vytialingham, T., & O’Regan, R. (2018). A brief guide to the management of alcohol and other drug
withdrawal. Perth, WA: Mental Health Commission, Western Australia.

Manning et al. (2018). Alcohol and other Drug Withdrawal: Practice Guidelines (3rd ed.). Richmond, Vic: Turning Point.

Alcohol

Screening of clients with a reliable and validated screening tool, such as the AUDIT-C (the 3-item version of the Alcohol
Use Disorders Identification Test), can indicate whether clients require further assessment for alcohol dependence
and the risk of withdrawal symptoms. A comprehensive assessment, such as the one outlined in the assessment
section of this chapter, should be undertaken before withdrawal is commenced. Withdrawal symptom severity can be
assessed using the Clinical Institute Withdrawal Assessment Scale — Alcohol, revised (CIWA-Ar — see Appendix 3).

A person who is physically dependent on alcohol may develop withdrawal symptoms when their BAC is less

than 0.1%. The consumption of approximately 24 standard drinks per day is required to keep a BAC above 0.1%
(Quigley, Christmass, Vytialingam, Helfgott, & Stone, 2018). The onset of withdrawal begins 6—24 hours after the
last alcoholic drink. Most clients will have symptoms for two to three days. However, some clients may experience
increased severity of symptoms during the first 48—72 hours (Quigley et al., 2018).

Mild and severe symptoms of alcohol withdrawal are described in Table 1 above.

Alcohol withdrawal seizures are experienced by 2-5% of people who are alcohol dependent, typically within
6—48 hours after the cessation of drinking. A history of alcohol withdrawal seizures predicts an increased risk of
experiencing seizures during subsequent alcohol withdrawals, as does concurrent benzodiazepine dependence,
epilepsy or head injury (Duong et al., 2018; Manning et al., 2018; Quigley et al., 2018; Saunders et al., 2016).
Benzodiazepines may be prescribed for a short duration to manage withdrawal symptoms.

Delirium tremens, or alcohol withdrawal delirium, is a severe form of alcohol withdrawal that involves a marked

tremor, hyperactivity, extreme agitation, disorientation, hallucinations and clouding of sensorium’. The onset typically
occurs 48-96 hours after the last drink, and affects approximately 5% of people withdrawing from alcohol without
treatment (Saunders et al., 2016). Delirium tremens has a 1-4% mortality rate if left untreated (Quigley et al., 2018).

Patients at risk of severe withdrawal should be advised to continue drinking until they can be reviewed by a doctor
(Duong et al., 2018).

6 Includes amphetamine-type stimulants, MDMA (ecstasy) and cocaine.
7  Adisturbance of the parts of the brain that receive, process and interpret sensory stimuli, where the client can't think clearly and is not fully aware of their immediate environment.
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Alcohol withdrawal can be complicated by Wernicke’s encephalopathy, an acute brain injury caused by thiamine
(vitamin B1) deficiency. Wernicke’s encephalopathy can cause confusion, an unsteady gait (ataxia), involuntary

eye movement (nystagmus) and/or paralysis or weakness of the eye muscles (ophthalmoplegia), hypotension,
hypertension and coma. Wernicke’s encephalopathy can be initially reversed with large doses of thiamine. However,
if left untreated it can become a permanent brain injury in the form of Korsakoff's syndrome. Korsakoff's syndrome
is characterised by severe and permanent anterograde® and retrograde memory loss, including the inability to

form new short-term memories and confabulation. Wernicke-Korsakoff syndrome occurs when acute Wernicke’s
encephalopathy is left untreated and Korsakoff’'s syndrome develops ( Duong et al., 2018; Manning et al., 2018).

For more detailed information on the assessment and treatment of alcohol withdrawal, see:

Quigley, A., Christmass, M., Vytialinga, R., Helfgott, S., & Stone, J. (2018). A brief guide to the assessment and
treatment of alcohol dependence. Perth, WA: Mental Health Commission, Western Australia.

Benzodiazepines

Approximately 50% of people who are prescribed benzodiazepines for more than four weeks will develop dependence
(Soyka, 2017). Benzodiazepines are often used with other psychoactive substances, and when combined with
other depressants such as opioids or alcohol, present an increased risk for fatal overdose (Duong et al., 2018).

The onset of withdrawal from benzodiazepines is variable and dependent on factors including dose, half-life,
duration of use, benzodiazepine type and the individual’s susceptibility (Manning et al., 2018). Withdrawal from
short-acting benzodiazepines such as alprazolam can commence within 24 hours after the last dose, whereas for
long-acting benzodiazepines such as diazepam withdrawal may commence up to three days after the last dose.
Withdrawal from short-acting benzodiazepines may have more severe symptoms than withdrawal from those with
a longer half-life. Other factors that contribute to the symptoms of withdrawal include other AOD use; history of
seizures, anxiety, depression or trauma; and sharp reduction in benzodiazepine dose used (Manning et al., 2018).

It is important that the client’s history of benzodiazepine use is understood, as it will determine whether a reducing
regime of benzodiazepines is required to manage withdrawal and avoid complications such as seizures. While
most withdrawals can be managed in a community setting, clients should be reviewed by a doctor before and
throughout the withdrawal process.

Symptoms of benzodiazepine withdrawal are described in Table 1 above. Approximately 15% of clients will
experience a protracted withdrawal which includes symptoms of anxiety, depression, insomnia, irritability, muscle
aches and constipation (Manning et al., 2018). Approximately 1-2% of clients who withdraw from benzodiazepines
experience seizures, and in rare cases these seizures cause death (Saunders et al., 2016).

Benzodiazepine withdrawal symptoms can be subjectively monitored using a scale like the Clinical Institute
Withdrawal Assessment Scale — Benzodiazepines (CIWA-B; see Appendix 4). However, the CIWA-B has not been
extensively evaluated for its psychometric properties (Manning et al., 2018).

Generally benzodiazepine withdrawal is treated with a reducing regimen of benzodiazepines, first converting the
client’s usual dose of benzodiazepines to a diazepam-equivalent dose, then decreasing the dosage over time. A long-
acting benzodiazepine, such as diazepam, is preferred in order to avoid the cycles of intoxication and withdrawal
that would ensue through use of short-acting medications. Longer-acting medication allows for stability in blood
concentrations which in turn minimises the blood level peaks and troughs. Peaks may result in intoxication,

which reinforces overuse behaviour; troughs result in withdrawal which leads to behaviours directed at avoiding
withdrawal (i.e. further benzodiazepine use). While rates of dose reduction are often quoted,