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Traumainformed assessment and treant planning are important elements of

effectively caring for those who have been survivors of violent crime, particularly in a
shortterm treatment model. Both assessment and treatment planning ensure that services
offered are relevant for each clieatd that treatment is tailored to help a client achieve
their particular goals. This chapter provi
traumainformed assessment, describes how this information is presented to a
multidisciplinary intake team, araltlines both treatment planning and continued
assessment throughout a client’s services.
this chapter (Appendix 1) illustrates the intake process from the time a referral for TRC
services is made to the pointvatich a client is matched with a TRC Clinician.

Overview of Trauma-Informed Assessment

THE IMPORTANCE OF COMPREHENSIVE ASSESSMENT. Every survivor of severe trauma
should have the right to be screened for mental health needs, and to receive access to
timely, effective, evidencéased care. Petauma mental health services should be as
accessible to public health clients as they are to clients with the financial resources to pay
for services oubf-pocket. A taumainformed assessment sets the stagelfents to
receiveservices that best meet their needs. Not every client needs every service, and
assessment ensures that treatment is individualized. Some clients have multiple target
areas for treatment, such as previous severe victimizations andaxigineg

psychological symptoms, and by identifying these issues at the start of services, the team
is better able to meet the client’s needs.
the individual treatment plan that will help clients feel strong@fier and better able to

go forward with their lives after TRC services are complete.

WHAT IS COMPREHENSIVE TRAUMA-INFORMED ASSESSMENT? The TRC intakeis a
standardized;omprehensivesychosocial assessment that utilizes specific tools

(described belowfo guide the interview. The TRC model is not a-sizefits all

approach; every client is different. The assessment helps a Cligatiam knoweach

clientas a whole perspand explore how aspects of their personal history interact with

their traumat experience andurrentsymptans. Wi t h a c¢cl i ent’ s conse
Clinicians alsaeviewotherrelevant medicahnd psychiatricecords prior taneeting

with the clientRecorddrom pastmental healthreatment providers, curreptimary care

providers, andothers who know the client wathnprovideimportantinformation and

save the client from having to repeat information to multiple providers

BUILDING RAPPORT VS. OBTAINING INFORMATION. During the intake assessment, the
Clinician must balance blding trustandrapportwith the need to gather information that
will help determingliagnosis, case disgtien, and treatment planning. Allients
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engaging in mental health servieeparticularly those whbave beerrecently
traumatized-benefit from feéng safe, seen, and heard. One walegin establishing
trustis throwgh the informed consent procelss critical that Clinicians give clients a
clear pictureof the TRC treatment model aadsure therthat aside frommandated
reportingexceptionselatedtad h e i r  a safety, the if@mason they providdll

be keptconfidentialwithin the TRC treatment tear@linicians also give clientdhe
opportunity to ask questisnand encourage themtake their time in reviewing consent
documentsotheycanfeelin control of their participatiom the intake process.

Intake Clinicians also clearly explain whaients can expect durirthe intake

assessmenfkor example! T hneakeis different from acounselingsesssn because |’
be askingalot of questionsnot onlyaboutwhat happened to yobutto learn about you

as a persah Clinicians let clients knowhat they are in contraVith guidelines such as,

“ Y o u ask mrm brealf you need ongor choose not to answer specifjaestions.

And please feel free to ask me any questio

USE A CULTURAL HUMIL ITY APPROACH. One feature of cultural humility is a desire to

fix power imbalances where none ought to exist (Tervalon & Mu@ascia, 1998).

When Clinicians intervie clients, it should be recognized that the client is the expert on
their own life experiences. The Clinician has knowledge about mental health symptoms
and trauma sequelae that may be unfamiliar to the client and the client has knowledge
and understandingutside the scope of the Clinician. Cultural humility requires a
collaborative approach, and the understanding that the client and Clinician working
together will produce the best outcome.

LIMIT GRAPHIC DETAIL S. In order tohelpclients feelemotionally safe and grounded
during the intake procesSRC Clinicians explain to clients that they dotneed to share
explicit details of their trauma experiend his is an important aspect of a trauma
informed approach. The goal is to get the minimum amounfaimation necessary to
understand what happened to a client withodtaematizing them by causing them to
relive the memory of the trauma, increase their distress, or become overwHébned.
client begins to share more trauma dstidihn necessary, theare gentlyand respectfully
redirectedClinicians mayalso introducgroundingtechniquesluring the interviewo
assist the client in managiagyoverwhelnng and/or dissociative symptoms that
emerge

TWO COMPONENTS. Two tools described belownake up the standardizetinical
intakeinterviewatthe UC San FrancisCERC: theintake evaluation worksheet and the
Multi-Area Review and Trauma History Assessment or MARTHA (see chapter on
Measuring Clinical Outcomes and Conducting Program Evaluafite)se particular
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measures are not necessary for implementing the TRC model, but any tools used should
asses similar diagnostic categorieeé&Appendix 2 for a list of measures used by the
UC Francisco TRC and AppendiX@ citations)

INTAKE EVALUATION W ORKSHEET. The intake evaluation workshastan interview
guide thahelps theClinician stay on track and gather informatioom the clientn a
structured way. This tool stamath prompts for theClinician to utilize the MARTHA to
obtainidentifying informatian and then guwles the Clinician to adbr a brief description
oft h e cdhief eomderhos reason for coming to the appointment that aayat are
they hoping to get out of service$Re Clinician is then guided task operended
guestiongelated to thendex crime, oHistory of Presenting Problems. Tigeal here is
to obtainbrief information about the crimtself, any relatedymptomsand how these
have i mpa c tusctibnirg Clmitianetiheh uss thdARTHA to more formally
asesstheseareas

From there, the intake evaluation worksheet outlines areas to cover during the
assessmenincluding:

Mental health treatment history
Past psychiatric symptoms
Medical history

Primary care provider information
Medication history

Famiy and social history
Trauma history

Work and school history

Legal history

= =4 4 A4 A4 4 A5 -5 a2 -9

Substanceause, both current and past

The intake evaluation workshesso guides the Clinician in nducting a full mental
status exam and a complete risk assessment of cuaregeidto selénd others.

The final page of the worksheet guidésicians indiscussingnitial target problems
and goalwith the client. This discussion should also help to instill hope for recovery.

The TRC intake should lguidedby eachclient segonsato the interview questions
and beflexible enough fointake Cliniciango tailor the flow ofquestiongo the needs of
the client.For exampleif a client presents in crisis, the goal of the intakeomes
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ensuring immediate safety througsk assessment anshfetyplanning.A second
appointment can then be scheduled for completion of the remaining intake questions.

STRENGTHS AND RESILIENCY. Throughout the interview, the Clinician is tracking

examples of a cl i ent’ sinigahmayohgaseitspoiatthese r e s i |
out to a client who seems unaware or undervaluing of these examples; this is done
without minimizing the trauma or 1its i mpac
strengths in the written report of the intake assese nt under the “Case F

summary at the end.

THE MARTHA. The second interview tool used at the UC San Francisco TRC is the Multi

Area Review and Trauma History Assessment or MARTHA (see chapter on Measuring
Clinical Outcomes and Conducting Pragr&valuation). The MARTHA brings together

a variety of standardized measures, some developed by the UC San Francisco TRC and
many that were developed by other researchers and widely used in the mental health

field. It is composed of 4 main sections: (1¢ntifying information, (2) symptom

specific scales and measures, (3) observational items for PTSD and Complex PTSD, and

(4) Clinicianr at ed assessments of a client’s | evel
well as the services recommended for eaantli

The first part of the¢MARTHA assists Clinicians in collecting demographic information.

The second part guides Clinicians in gathering information about mental health

symptoms, in order to identify traurnalated disorders and other mental healtbrdisrs.

This is not done to pathologize clients; the TRC model recognizes that accurate diagnosis

is the foundation of an individualized, effective treatment plan. The MARTHA uses

measures that have been shown to have a high degree of reliability arng aatokss

various populations and cultures, including measures for PTSD, depression, and Complex
PTSD. Additional measures help assess a cl
The third section includes observational items for PTSD and Complek fiat are
completed by the Clinician after the intake. The final portion of the MARTHA assists
Clinicians in identifying the client’
services to mental health services to food and shelter. It alsgops Clinicians to
consider what resources might be helpful to a client, both at TRC and elsewhere in the
community.

s | ev

POST-INTAKE PROCESS. After completing the interview, the Intake Clinician writes a
report summarizing the informatigeee Appendix 4, $aple Intake Report)The

Clinician then presents their report to the intake team, a multidisciplinary group that
offers feedback and supervision to all Intake Clinicians. This approach ensures that the
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evaluation and treatment plan for each client are ¢etegb with accountability, and
promotes the highest quality odre for TRC clients

From the time an intake appointment is scheduled, the Intake Clinician is the point person
for the client until they are matched with a TRC Clinician. After the intakaké

Clinicians will continue to provide outreach and tracking, ongoing risk
assessment/management, regular assessment of any changes in symptoms and coping
strategies, and brief cheaks with each client to offer support. Intake Clinicians inform
clients that if they have questions or need information or support, they can contact their
Intake Clinician directly. Clients are also informed that if they are in crisis, they can

speak to the TRC Building Officer of the Day during regular business hoursaange
24-hour crisis resources for immediate support on evenings and weekends.

Presentation to the Intake Team

Intake presentations address two levels of priorities. Level one priorities must be
addressed when presenting an intake. Level two priodatesaluable but may skipped if
time is limited due to the number of intake reports to be presented that week.

LEVEL ONE PRIORITIES

1 To discuss whether any information emerged during the intake that would indicate that
the TRC treatment modelisnotinthd i ent ' s best interest (i .c¢e
client needs a higher level of care than what TRC can provide)

1 To provide information to help inform the client and Clinician match
1 To communicate risk assessment factors that will impact case rassigprioritization

LEVEL TWO PRIORITIES

1 To facilitate a discussion of differential diagnosis, both to assist the Intake Clinician as
needed, and to help teach the group as a whole. Clinicians learn that accurate diagnosis is
the foundation of effectivendividualized treatment planning. With knowledge of a
cli ent’ s -tmymasymptams, a @linigan is able to choose evidbased
treatments that are the most appropriate and effective for helping that client achieve their
particular goals.

f Tofaci | itate a discussion of comprehensive ¢
presentation, particularly cultural considerations. This formulation also includes a
summary of a client’s strengths and curren

1 To facilitate a discussion of potiel treatment considerations, including case
management resources, with relevant information passed along to the treating Clinician.

TRC ASSESSMENT AND TREATMENT PLANNING Page 74 of 228



1 To provide an opportunity for the team to debrief with the Intake Clinician, as this is an
important element in supportirsgiaff in the challenging work they do.

Clinicians are encouraged to begin their presentation with a question that they would like
help with from the team. Questions may include issues related to differential diagnosis,
risk assessment, or appropriatenssi for the TRC model.

ELIGIBILITY. One purpose of the intake team is to confirm eligibility for services at a

TRC. At the UC San Francisco TRC, basic criteria includes: having been a survivor of
violent crime within the last 3 years, San Francisstdency, being 18 or older, and not
currently participating in other mental health services. Eligibility questions are also asked
over the phone at the time a referral is taken; however, sometimes circumstances change
or a client discloses different infoation to an Intake Clinician. If clients are not eligible

for TRC services or the team decides that a client could benefit more from a different
agency or level of care, the Intake Clinician will help the client link to other services.

Anexampleofapetnt i al ly “gray area” regarding eldi
psychotic symptoms or delusions, which can make it difficult for an Intake Clinician to

know whether or not the client has, in fact, been recently victimized. Depending on the
outcomeof the intake assessment, the team may recommend that the client is matched

with a TRC Clinician for brief treatment that includes further assessment, work on safety

and stabilization, and a potential referral to lorgem community mental health

servies; or, the team may recommeneergyaging with community mental health for a

client who has a long history of treatment there. It is helpful for the Intake Clinician to

have a team of colleagues at intake team for consultation in these and other complex
situations.

VICARIOUS TRAUMA CON SIDERATIONS. Given that intake team members are exposed to
details of many traumatic experiences during the course of intake presentations, it is
critical that all Clinicians are mindful of vicarious traumatization consiaerst In order

to help mitigate the effects of trauma exposure on team members, verbal presentations
should be a summary of pertinent information, and not devolve intoteiting. For

exampl e, stating, *“ Tfhcditatedlsexwisgaulterx3@EaGbya nc e d
cowor ker” is preferable to detailed infor ma
after work and ended up staying late at the bar with one of heodeers, then went

back to his apartment ... "7 prAdidedinahe gittenrmor e t r a
intake format in order to create a compreh
presentation, Clinicians should only document trauma details that are deemed clinically

relevant.
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DIAGNOSES. In mental health services, DSMdagnoses allow the Clinician to envision

the most effective treatment approaches. The intake team meeting provides an
opportunity for team members to discuss th
to develop accurate, helpful diagnoses. Becaws& RC model uses best practices in

selecting evidenebased treatments, the Clinician uses the intake diagnoses as the

foundation for deciding how best to start helping a client reduce symptoms and increase
functionality.

DISPOSITIONS AND CASE ASSIGNMENTS. After intake team meetings, team leaders meet

to discuss service dispositions and case assignments. Given that clients are prescreened
for eligibility prior to intake, most clients are accepted into TRC services. Whenever
possible, clients are matched lwiheir Intake Clinician as their TRC Clinician. This

helps clients feel more connected and safe, rather than starting with a new person.
However, client requests related to gender, language, specialty, schedule, and/or other
characteristics of the clies@linician match are also taken into account and

accommodated whenever possible.

Plan of Care

The Plan of Care (for exanglseéAppendix 5 is completed in collaboration with the

client during the first few sessions of treatment with their TRC Clinid¢iadentifies and
prioritizes treatment goals, describes how those goals will be achieved, and helps ensure
that treatment stays focused and effective.

CLIENT-CENTERED AND COLLABO RATIVE. ThePlan of Care is cliententered,
collaborative, and strengtiimsd. It combines mentakalth and case management
needsn an effort toidentify andhelpachieve goals that ammportant to the client, and
addressesafety, symptom reduction, and coping.

The first page of the Plan lists areas in which trauma survoftas experience

problems—including concrete case management items like medical, legal, housing, and
financial needs, emotional/psychological functioning, substance use, interpersonal

problems and spirituality. Clients rate how much help or services #exyin each area

on a scale of 1 (not at all) to 5 (extremely). Through this process, the client and Clinician

create a current snapshot of needs. It also serves as an opportunity for the client and

Clinician to build trust and rapport throughthe TRCClmi an’ s active | i st
validation, and normalization of trauan@lated symptoms. The Clinician also offers
psychoeducation about trauma and coping that can build a foundation for healing and

growth.
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OPPORTUNITY FOR THE CLINICIAN TO RATE LE VEL OF NEED SEPARATELY. Given that

there may be times when a client rates their level of need in a specific area lower than the
Clinician’s perception of it, one section
independentl y rate t heed Thissan besparticoldrly halpfld | i e n't
when it comes to areas where people tend to minimize their need for help, such as

substance use. For example, though a client may report using alcohol or crack cocaine
regularly, depending on their level of insight ititds behavior and their readiness to

change it, they may rate this area as one
However, given that substance use can potentially put a client at risk for revictimization,

result in serious health problems, exacerlméntal health symptoms, and/or prohibit
healing, the Clinician may choose to rate
than the client’s own rating. This separat
issues for nonjudgmental disgsion with the client. It can also provide the basis for the

use of motivational interviewing strategie
acknowledge and address these behaviors during the course of treatment. If there is a
differencebetwee a cl i ent’s rating and a Clinician
and the client has ultimate control over their choices.

COMBINES MENTAL HEAL TH AND CASE MANAGEME NT GOALS. The second part of the

Plan of Care combines mental health and case reareg priorities and outlines a plan

to achieve them. In this section, the TRC Clinician and client collaborate in choe3ing 2
target problems from the |ist on page one,
goals/objectives that are possible to reagr the course of treatment and where

progress can be measured. For example, a measureable and achievable goal might be
“being able to take the bus to work.” Clin
choosing goal s =9 ¢ ewhusarediffioult to guangifgangte | f

know when they have been achieved. The Clinician typically also spends time outside of
session identifying potential interventions to use that can best assist a client in reaching

their goals, and shares these suggestwith clients at the next meeting in order to get

buy-in and enhance motivation around specific treatment strategies.

STRENGTHS-BASED TREATMENT PLAN NING. A strengthsbased approach is utilized

from the moment a client enters the clinic and throughwit intake. Everyone who

comes to services at the TRC is a survivor, and is doing the best job they can to cope and
recover. It is also essential to the treatment planning process. During Part Il of the Plan of
Care, the client and Clinician spendtimeidt i f yi ng the <client’s in
external resources and motivations. These qualities and reasons for healing serve as

assets for clients on their journey towards recovery, and promote a sense of hope.
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Some clients may be so demoralized that tieye a difficult time identifying their own
strengths and motivations. When this is the case, the Clinician can help identify client
strengths as they see them, to help bolste

Interval Forms and Measure-Guided Treatment

Ongoing assessment assiglientsin meeting their treatment goals. TGénical Interval
Assessment Forim a tool that guides Clinicians in measuring symptoms related to

PTSD, complex trauma, depression, and physical pain. The UC San Francisco TRC gives
baseline measures to clients at the start of treatment, and then repeats interval
assessments jointly with clients evergessiongsee Appendices 3 and 4: for specific
measures used and citations for each).

These assessments serve as important tootgufding treatment. This review is an

opportunity to note both the progress made toward achieving goals and linking with
services, and any barriers to getting thos
clinical presentation. When assessmeet®al a decrease in symptoms, this progress is

shared with clients to validate their healing efforts: their hard work is paying off! This

review can also highlight and enhance motivation for targeting specific symptoms that

persist, and might benefit fnotrying a different approach. The review is a collaborative

process, with Clinicians and clients partnering to review what has been working and what
additional work might be needed.

I n addition to its useful nesquaniitaiveanslgsiss si ng
of interval assessments helps clinic supervisors to monitor the effectiveness of services
on a progranrwide basis, and meet quality assurance goals.

TRC Database Reports

The UC San Francisco TRC has developed a relational databagedbsigned to track
information and produce reports that aid Clinicians with treatment planning, and aid
administrative staff with program evaluation and staff supervision. The database
produces the following clinical reports for each client:

INTAKE AS SESSMENT REPORT. This report captures data from the intake assessment and

is the basis for the verbal summary that an Intake Clinician presents to the
multidisciplinary intake team.
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INTERVAL REPORT. This report holds data from the interval assessmentsutbat
completed every 8 sessions, and can be use
treatment, and to look at overall treatment effectiveness for the program as a whole.

TREATMENT UPDATE REPORT. Clinicians complete a treatment update reportyetime
a client’s services are extended. For more
treatment extension, see chapter on TRC Service Flow Description.

TREATMENT CLOSINGREPORT.CIl i ni ci ans compl ete this repo
TRC services arending. It includes a brief summary of services provided, a snapshot of
the client’s current functioning, and whet

other programs for followup cargfor an example, se&ppendix 7)

In addition, the databasaptures information that supervisors and administrators can use
to track units of service, types of services provided, and staff productivitgl{apeer
Measuring Clinical Outcomes and Conducting Program Evalution

Summary of TRC Assessment

The TRC teatment model is founded on the premise that all clients deserve access to a
comprehensive assessment, which is stredggised, nonjudgmental, and trauma

informed, and in which they are acknowledged as a whole person. Collaborative

treatment planningandont i nued assessment of a client
help to ensure that all clients receive individualized and effective care.

References:

Dickinson, Emily (1960)The complete poems of Emily Dickinshiew York, NY:
Little, Brown and Company.

Tervalon, M., & MurrayGarcia, J. (1998 Cultural humility versus cultural competence:

A critical distinction in defining physician training outcomes in multicultural
educationJournalof Health Carefor the PoorandUndeserved9, 117-125.
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Appendix 1 to Assessment and Planning: Intake Flow

See next page for TRC Intake Flow Chart.
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TRC Intake Flow Chart

Referral Screen client for eigibility: victim of
madeto TRC » violent crimein last 3 years and not
services aready in mental health services

Y

If eligible, orient

clientto TRC
services

Y
Schedule client
for intake
appointment

y

If ineligible,
refer to other
services

A
Intake Clinician becomes
point of responsibility

for client
v ,
Assertive Intake
outreach if »  assessment
needed completed

A
Intake Clinician
writes up intake
report

A

Intake Clinician presents
verbal summary of

report to intake team

Client found not eligible
for TRC services or needs
ahigher level of care

Intake Clinician assists client
with linkage to other support
resources
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Appendix 2 to Assessment and Planning: Measures Used in UC
San Francisco TRC Intake Assessment

See next page farlist of measures used
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Standardized Measures Used by UCSF TRC

Items / Measure

Domain

Schedule

Completed By

TRC Referral Form (Yellow)*

Basic demographics and program
eligibility

When referral is taken

Clinician taking
referral

TRC Intake i includes:

Baseline — At intake

Intake Clinician

Identifying Info*

Demographics

PCL-5*

PTSD

Carlson Trauma History Screen*

Trauma History & past PTSD

PTSD Observational ?s

PTSD and Complex PTSD

Complex PTSD Measure*

Complex PTSD

PHQ9* Depression
PROMIS Sleep
PEG Physical Pain

Note: the MINI is used to assess
criteria for additional DSM Mental
Disorders, including Substance
Use Disorders

Internationally validated, standardized
diagnostic assessment for DSM disorders;
must be used with permission

Needs/barriers assessment,
planned TRC services and referrals

Areas of need and barriers to care; case
management assistance and services
planned

WHOQOL-BREF*

Quiality of Life

Baseline — At first
session

Client

Plan of Care*

Client-rated and Clinician-rated level of
need for services/help in various life
domains; used to collaboratively identify
target goals for treatment

Within first 3 sessions

Therapist and Client
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Items / Measure

Domain

Schedule

Completed By

Follow-Up Measures- includes: 8" session and 15" or | Therapist
16" session;
Also at next-to-final
session if treatment
>16 sessions

Updated Demographics Update from baseline demographics

PCL-5* PTSD

Complex PTSD Measure* PTSD and Complex PTSD

PHQ9* Depression

PROMIS Sleep

PEG Physical Pain

Needs/barriers assessment, TRC Areas of need and barriers to care; case

services and referrals provided management assistance provided and

services received
WHOQOL-BREF plus Service Quiality of life; patient evaluation of Client

Satisfaction*

services received

Plan of Care*

Client-rated and Clinician-rated level of
need for services/help in various life
domains; client rates progress made
toward identified treatment goals

Every 16 sessions if
treatment is extended

Therapist and Client

TRC ASSESSMENT AND TREATMENT PLANNING

Page 84 of 228




Appendix 3 to Assessment and Planning: Citations for Measures
Used in UC San Francisco TRC Intake Assessment

See next page for citation information on measures.
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Citations for Measures Used by UC San Francisco TRC

ltems / Measures

Citations

1. TRC Referral Form (Yellow)

TRC Developed.

2. Client Identifying Info

TRC Developed.

3. PCL-5

Weathers FW, Litz BT, Keane TM, Palmieri PA, Marx
BP, Schnurr, PP. The PTSD Checklist for DSM-5 (PCL-
5) — Standard. Available from http://www.ptsd.va.gov/,
2013.

4. Carlson Trauma History Screen

Carlson EB, Smith SR, Palmieri PA, Dalenberg C, Ruzek
JI, Kimerling R, Burling TA, Spain DA. Development and
validation of a brief self-report measure of trauma
exposure: the Trauma History Screen. Psychological
Assessment 23:463-477, 2011.

Complex PTSD Measure

TRC Developed.

PHQ9

Kroenke K, Spitzer RL, Williams JB, Lowe B: The Patient
Health Questionnaire Somatic, Anxiety, and Depressive
Symptom Scales: a systematic review. General Hospital
Psychiatry 32:345-359, 2010.

7. PROMIS (Sleep scale)

Yu L, Buysse DJ, Germain A, Moul DE, Stover A, Dodds
NE, Johnston KL, Pilkonis PA: Development of short
forms from the PROMIS™ sleep disturbance and sleep-
related impairment item banks. Behavioral Sleep
Medicine 10:6-24, 2011.

8. PEG (Pain scale)

Krebs EE, Lorenz KA, Bair MJ, Damush TM, Wu J,
Sutherland JM, Asch SM, Kroenke K: Development and
initial validation of the PEG, a three-item scale assessing
pain intensity and interference. Journal of General
Internal Medicine 24:733-738, 2009.

9. PTSD Observational Q’s

TRC Developed.

10. WHOQOL-BREF

The WHOQOL Group. Development of the World Health
Organization WHOQOL-BREF quality of life assessment.
Psychol Med, 28(3) 551-558; 1998.

11. Plan of Care

TRC Developed

12. WHOQOL-BREF plus Service
Satisfaction

The WHOQOL Group. Development of the World Health
Organization WHOQOL-BREF quality of life assessment.
Psychol Med, 28(3) 551-558; 1998.

TRC Developed

13. Updated demographics

TRC Developed

14. Needs/barriers assessment, TRC
services and referrals provided

TRC Developed

15. Show cards for assessments

TRC Developed
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Appendix 4 to Assessment and Planning: Sample Intake Report

See next page for a sample intake report.
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. NAME  Sample, Client
Community Health Network

Department of Psychiatry

E.iﬂ San Francisco General Hospital DOB  November 17, 1980

MRN 63264475
Trauma Recovery Center/RTC

(415) 437-3000 PCP Davidson, Aaron (Silver A)
REFERRED BY: REFERRING AGENCY/DEPARTMENT: PHONE: PAGER: REFERRAL DATE:
Sandy Heron Victim Witness (415)546-3729 (415)246-8993 12/28/2016
REASON FOR REFERRAL:
Physical Assault
Intake Evaluation Date of Intake: 01/31/2017

ID:

Client is a 36 y.o., partnered, African American woman. Income: PT employment in retail. Medicaid insurance. Section 8
housing. Lives with two of her daughters, ages 3 & 4. 14 y.o. daughter lives primarily with father, shared custody.

CC: [|"I'm going through a lot and it's too much sometimes. I'd like to get some support.”

HPI:

Client was referred to TRC by SF Victim Services. On 12/17/16, client sustained a traumatic brain injury with loss of
consciousness in an assault to the back of the head with a blunt object. CIt reports that she was coming out of a store when
she was followed by 3 unknown assailants who tried to rob her; a witness saw the assault and called 911, and clt was
brought to SF General Hospital by ambulance. Client was treated in the ED for a mild concussion and various contusions
and d/c'd home. Client endorses the following post trauma anxiety symptoms: intrusive thoughts, nightmares, flashbacks,
distress & physiologic reactivity at reminders, cognitive and behavioral avoidance, inability to experience positive

emotions, strong negative beliefs, self blame, anhedonia, initial and middle insomnia, difficulty concentrating,
hypervigilance, feeling in a a daze, and sense of foreshortened future. Client endorses additional depressive symptoms that
have persisted since 2007 secondary to domestic violence and multiple losses of family members: depressed mood, poor
appetite, psychomotor slowing, and shame several days of the week, with anhedonia more than half the days. She reports
that these symptoms "come and go," and denies a 2-month period of remission. Denies manic symptoms. No current
SI/HI. Denies problematic current substance use or changes in use since the assault. Client reports a history of crack
cocaine use that contributed to prior homelessness, with last use in 2008.

Medical History

Past Mental Health Treatment History

Medication Dosage Date Start Prescribing MD
Current Meds? No

Past Meds? Yes Zoloft 75 mg 2012 Alice Vos at South of Mar

Allergies? No

Med Hx Comments: |client is sexually active, uses condoms for birth control and is HIV-negative. She is currently linked

with primary care.

Past MH # of Episodes

Past Sx: Auditory hallucinations No Self mutilation No |Sves?Yes 2 Psychotherapy
Visual hallucinations No Suicide gestures/parasuicidal No 2  Medications
Suicidal ideation Yes Paranoid ideation No 1 Psychiatric Emergency
0 Inpatient
Psy Hx Clt reports ongoing depressive symptoms since 2007, related to DV and multiple family losses. Reports that
Comments: L . . . . .
symptoms vary in intensity/frequency; denies daily symptoms and denies 2 months without symptoms. Clt
reports a history of passive Sl, with thoughts of "being better off not being here" when under stress. Clt
reports one previous episode of psychiatric treatment that included Zoloft which clt did not find helpful, and
therapy which client attended for 3 months.
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. NAME  Sample, Client
Community Health Network
E San Francisco General Hospital DOB  November 17, 1980

Q Department of Psychiatry

Trauma Recovery Center/RTC
(415) 437-3000 PCP Davidson, Aaron (Silver A)

MRN 63264475

Family and Social History

Client reports she was primarily raised by her grandmother and describes her extended family as "loving and there for me."
She has 2 siblings, and reports ongoing contact and support from her family, although most no longer live in SF. Client
reports that her mother was physically abusive and her father left when client was very young, and that she "was very close"
with the grandmorther who raised her. Clt reports past domestic violence with a partner in 2007, and past domestic violence
from current partner, with last physical incident in 2011.

Education and Work History

Client graduated from a local high school and reports she is currently working 32 hours/week in retail. Reports history of
cashiering and office work.

Legal History Children/Guardian issues No Notes
Incarceration/Criminal history No Shared custody with father of 14 y.o. daughter. 1 arrest related to
Parole/Probation Yes substance use while homeless in 2006; cleared probation.
Other legal issues No
Trauma History
Childhood Verbal Yes Adult Verbal No Domestic Violence Current No
Physical Yes Physical No Past Yes
Sexual No Sexual No
Neglect No Witness Violence No Victim of Crime
Witness DV No in past 2 yrs?:
Trauma - - - - - - -
Comment: Client reports that 2007 DV included verbal and physical abuse and stalking; reports no physical violence with

current partner since 2011. Also reports being "homeless for a few months" in 2006 which contributed to feeling
dependent on her abusive partner in 2007.

Substance Use

Substance Erequenc ast 12 months Last Use Date Number of symptoms
Tobacco Daily/Almost Daily 2011

Alcohol Weekly 1/28/17 1

Cannabis Once or Twice 2011

Cocaine Daily/Almost Daily 2008 11-Severe

NOTE--FOR ALL SUBSTANCES: Mild: 2-3 symptoms; Moderate: 4-5 symptoms; Severe: 6 or more symptoms

Ever Received Yes Service Type # Episodes Description
Substance Use Outpatient Detox 1 Iris Center in 2006
Services? Inpatient Detox 0
Methadone Maintenance 0
Self Help/12 Step 1 NA 2008-2009
Residential Program 1 Walden House in 2008

Substance Use -

Additional Notes: Client reports having a glass of wine once a week. Denies increased use since the assault. Client reports past

use of cigarettes and crack cocaine, with last cocaine use in 2008. Client found residential treatment helpful
and attended one year of 12-step meetings as well.
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$ Community Health Network
E San Francisco General Hospital

m Department of Psychiatry

(415) 437-3000

NAME  Sample, Client
DOB November 17, 1980
MRN 63264475

pcP Davidson, Aaron (Silver A)

Trauma Recovery Center/RTC
Mental Status Exam

Domain Summary

Appearance Appropriately groomed, casually dressed
Behavior and Motor Activity Slightly slowed psychomotor

Orientation Oriented x 4

Attitude Cooperative, pleasant

Speech Normal rate, volume and tone

Mood "Emotional”

Affect tearful/anxious; dysphoric

Thought Process

Largely linear; avoidant re: index crime

Risk Comment:

Thought Content Fear for safety
Perception Within normal limits; no distortions noted
Cognition Insight and judgement appear good; no formal testing conducted
Ideation No Ideation No
Suicidality & Risk Plan No Danger to Others and Plan No
of Self Harm: Means No Risk of Danger to Others: Means No
Intent No Intent No

or others. Denies current or past HI.

Although client reports a history of passive S| she denies any current Sl, passive or active. Client accepted crisis numbers list and
agreed to use it if she becomes overwhelmed; cites her children as strong protective factors and appears at low risk ofharm to self

Provisional Target Problems:

1. "l don'tfeel safe"

2. "lwant to be happy"

3. "l don't have anyone outside my family"

Provisional Diagnoses (DSM5)

Diagnosis (code and descriprtion)
F43.10 Posttraumatic stress disorder
F34.1 Persistent depressive disorder (dysthymia)
F14.20 Cocaine use disorder, Severe
- In sustained remission

Medical Diagnosis

Case Formulation:

Provisional Goals:
1. Reduce, manage & resolve PTSD symptoms
2. Reduce, manage & resolve depressive symptoms

3. Increase social support

remission from a past severe substance use disorder.

Client is a 36 y.o., partnered, African American woman referred to TRC s/p an assault and attempted robbery that occurred on
12/17/16. Since the index trauma, client reports experiencing post-trauma anxiety and distress; also unremitting depressive
symptoms occurring since 2007. Client is motivated to engage in services at this time in order to reduce and manage
post-trauma anxiety, and could additionally benefit from addressing persistent symptoms of depression. Her strengths include
her committment to her children, familial and partner support, prior level of functioning at work, and ability to sustain full

Recommendation & Plan:

Trauma-focused therapy and case management; possible medication evaluation for sleep, anxiety, and mood symptoms.
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. NAME  Sample, Client
Community Health Network
E San Francisco General Hospital DOB  November 17,1980

g Department of Psychiatry

MRN 63264475
Trauma Recovery Center/RTC

(415) 437-3000 PCP Davidson, Aaron (Silver A)

Treatment Disposition

Individual Trauma-English

significant changes in the patient's mental status or condition

It may take several weeks before your patient enters treatment at TRC/RTC. Please let us know if there are any

Stacey Wiggall, LCSW 21477
CLINICIAN'S NAME (PRINT) CLINICIAN'S SIGNATURE LICENSE NO. PHONE. DATE
SUPERVISOR'S NAME (PRINT) SUPERVISOR'S SIGNATURE LICENSE NO. PHONE DATE
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Appendix 5 to Assessment and Planning: Sample Plan of Care

See next page for a sample Plan of Care.

TRC ASSESSMENT AND TREATMENT PLANNING Page 92 of 228



. 4 HV_ND o m. ON—.O va:.n _ UCSF-SI'GH Traum: Recovery Cenler Plan 702015
MRN: ©[334Y5 {7 ? Dae: _ifio /1>

{
Client Name (Las, Fis:_ S mnp e o - Reatt Therapist Nome (Lest Tinst): __ Sagple o Cliatclan

Please indicate: &l Beginning Treatment O Treatment Fxtension, Session #

In collaboration with your clicnt, please develop a plan of care within the first two weeks of each treatment episode.

iy e A & e n '

oves, ﬁﬁe <

weeld Redl to reduen homa
atter home 3nve shor P_

L [ S e e e v =
| m.n.b.r.,,l:\ +0 mMoniter

Page 1 0f2 Uil 72018

S Trauns'Riacarch et Funss'Administrarive Foems 2 kn O CardE TRO Pl of Come- nevisand T 2 J5.doc

Page 93 of 228

TRC ASSESSMENT AND TREATMENT PLANNING



Hv—g Om O”HO HvN—.ﬂ M UCSF-SFGH Trauma Recovery Center Plan 772015
MRN: © 1233485 67 ’ Dae: _\Jio )17

Client Name (Last, First): mn oy p _n : . ﬁ. _u;. 5.*. Therapist Name (Last, Firsc): Mm o En ;

Please indicate: ! Beginning Treatment O Treatment Extension, Session #
The Therapist and client collaborate in choosing 2-3 Target Problems from Part 1 to address during treatment.  Define reasonable/measurble
Goals or Objectives: then develop a Plan to reach those goals,  Indicate the Number of Sessions contracted to work toward the goals.

nm..w!J

NOTE: -..,ﬁq—ﬂm.u.?._.v.:.;.z,.-. M%Hﬁlm-ﬁzu _.V,ﬁ.:nq.» rates progress toward goals; 2) Client and Clinician fill out a NEW Plan of Care

[C ) i) : ot s 1 1 s . )

i ’

' . A . < n3 () — e
+iead || Notat All

— -— - — —, . " P : )81 ; | 3 m & - L S
“Can'¥ cook Retern +o - Case manegeamedt | Family - [] A Litte Bit
~ 3 " (home care \.33.7 SVppun | mv [] Moderately [
6 Ve, dban\wn:wm}rﬂ; - Meks ) ] Quite a Bi
B ﬂ.ﬁ?#»»sh}v! Mt e Quite a Bit

[[] Extremely

o 4 C al B | SUC [

BE

0 I S 3 - ( : l ,.......,,, e W_o;?ﬂ_ |
N Jumpinesze L w%cﬂn\ .rsyv.ﬂ%_;evv .Mw.cﬂmr.w% e _ﬁwﬁ.%wv@ I [ A Litde Bit []
¥ sered. T [T T PTERITE  nractie [ Dk 3 medhad] 6 | ety
Spente. coptay ?a&r,.&.. wnvy.ﬁrr.d el ._ [J Extremely [X

= = a1 .1.. L HS T ., n..,, 4 1 | ) : ] 1}

WL Redoce sadness; = Vse CBT do el | T84T = mw,ﬁﬂ_w i m

Ll Peeltans o lose and it halleate .munwo.lnsﬁn,v _mu [] Moderately
[ o Pl 1% e T e o

Clients” .m.n:ﬂ:nda: ( F;:H@ K Alig ) 4 Clients” Signature {(2) w \lp.w [ ” ku_ n“tﬁ& I
Dete:_yf 0]V 7 F Date: hNeo .\._u C !
._.rﬂuvmw w“ma lure _Z.w. Therapists’ Signature {2)

Date: X \ Date: 3 i .
Supervisors” Si ) NV o W.B APARLT) _\IAW 8 Supervisors” Signature (2) Nb_w\w SAANMLTT) . Pt < K N
Date: Date: S22

PageZof2 Updaged 52014 SATromss Rescnrsh Chamt Formsd dadminiadrative Famms'Phm ol Cord3 TR Fln ol Cromseasnd 7 2 15doc

Page 94 of 228

TRC ASSESSMENT AND TREATMENT PLANNING



Appendix 6 to Assessment and Planning: Sample Treatment Closing
Report

See next page for a sample treatment closing report.
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Community Health Network
San Francisco General Hospital
Department of Psychiatry
Trauma Recovery Center/RTC
(415) 437-3000

&3
i

NAME  sSample, Client

bos 11/17/1980

MRN 63264475

PCP Aaron Davidson, - Silver Ave

REFERRED BY: REFERRING AGENCY/DEPARTMENT:

Sandy Heron Victim Witness

PHONE NUMBER:
(415)546-3729

PAGER:
(415)246-8993

REFERRAL DATE:
12/28/16

REASON FOR REFERRAL:
Physical Assault

DATE OF INTAKE:
1/31/2017 12:2§

SUMMARY TYPE:
Treatment Closing

DATE COMPLETED:

6/22/17
TREATMENT DISPOSITION: THERAPIST:
Individual Trauma-English Stacey Wiggall LCSW
Date of first session: 2/13/17 Number of sessions contracted: 16
Date of last session: 6/19/17 Number of sessions attended: 16
Current Psychiatric Medications
Medication Dose Date_Start Prescribing_MD/REefill Plan
Lexapro 10 mg 3/15/17 Primary care provider

Treatment Update Diagnoses (DSM5)

Diagnosis (code and description)
- NO DIAGNOSIS

Medical Diagnosis

Discharge Plan:
No additional treatment planned
Clinical Summary:
Clinical Change: much better

Clinical Summary:

at work. No further treatment is planned at this time.

Client was referred to TRC by SF Victim Services after sustaining a traumatic brain injury following an assault and
robbery attempt. Client initially presented with symptoms of PTSD from the referring crime and Persistent Depressive
Disorder stemming from an abusive relationship. Client was motivated to engage in treatment, attended sessions
regularly, and benefitted from CBT interventions targeting her anxiety and depressive symptoms. Although client was
initially hesitant to schedule a medication evaluation, she did so and has also benefitted from starting an antidepressant,
which will now be prescribed by her PCP. Client reports significantly improved sleep and a higher level of functioning

Stacey Wiggall, LCSW 21477
CLINICIAN'S NAME (PRINT) CLINICIAN'S SIGNATURE LICENSE NO. PHONE DATE
SUPERVISOR'S NAME (PRINT) SUPERVISOR'S SIGNATURE LICENSE NO. PHONE DATE
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