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Introduction 

The family will be traveling on a path that many before them have taken. Each family is different and the 

circumstances they face are rarely identical. However, there are many aspects by category which remain 

common to all. Substance use disorders is a chronic disease of the brain and needs to be managed as a 

chronic disease.  In all chronic diseases the family has a role to play, they are a family system and this 

chronic disease has now been added to the family dynamic. 

As a Counsel for family members with your staff, the family needs for you to understand some of the issues 

they are going to be facing in their journey. We believe that when one understands the mile they walk, the 

better we can relate to what they are experiencing. For a family that is living with substance use disorders, 

they need all the understanding they can get, from those who are in their lives and want to be a positive 

influence for the members of their family. During a Counselorôs role as part of the clinical team, education 

of family members, for their team and others in the area of healthcare delivery, understanding of the 

families entire journey will matter.  

THE PATHFINDER CERTIFICATE OF COMPLETION SEMINAR  

There are the 12 key issues a family is likely to face and needs to prepare for in their journey. In ñThe 

Pathfinder Certificate of Completion Seminarò we present these issues to you as core competency seminars, 

so you will have a more thorough understanding of what they are facing in their daily lives.   

Each seminar has three sections that take you through your learning: 

1. The Issue, (this is where the issue is clearly defined),  

2. The issues obstacle, (these are things related to the issue which will likely come up and make it difficult 

for the family to addresses the issue)  

3. The solution to the obstacle and issue, this is provided as a family practical exercise and plan of action 

next step.  

For each issue, please read both books and watch the assigned video. Again, watch the assigned video or 

you will miss a major part of the learning experience. 

An Example: The Legal System will possibly be a part of the family journey, and the issue that will come 

up is ñDrug Courtò.  The Drug Court has a specific process which each family will follow the good news is 

this information about how drug courts work can be presented and learned in advance. By learning this 

information in advance, the result for a family is EMPOWERMENT THROUGH KNOWELDGE.   

Learning these issues in advance reduces stress of the unknown, saves time, allows the family to budget 

their expenses, and gives them room to gather the needed resources.  Now, you can better understand what 

they are going through.  
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Completing these 12 key issue seminars awards the attendee with 

a ñCERTIFICATE OF COMPLETION COURSE SEMINARò  

These selected seminars are pulled from ñThe Family Solution Finder 

Learning Seriesò of 32 seminars. They are essential to the family 

members knowledge base in becoming empowered to address issues 

in their journey. And therefore, essential for the community to learn. 

The purpose of this seminar is to educate the stakeholders in our 

community, those who the family will typically turn to for support.   

How the Pathfinder Seminar works 

This learning can take place in a small group study, as an individual self-administrated study or to a large 

seminar audience. There are download power point presentations as an eLearning Program on our website: 

https://familiesimpactedbyopioids.com/32 -key-issues-learning-series-and-e-learning  

Each of the 12 Key Issues is a separate seminar, designed as separate learning modules. They do not have to 

be taken in sequence; the reader can jump to any topic they choose. The seminar is divided into two parts, a 

study guide and a workbook. 

Each seminar has: 

V Seminar Study Guide and Workbook Handout 

V Power Point Presentation with slide Audio (self-administrated) 

V Practical Exercises and Video Worksheets 

V Responding to Family Issues Process 

V Monthly Meeting Agenda  

V Clinical Paper Handout 

 

The study material is a collective approach to a particular issue. For example, the issue might be ñThe Police 

Interventionò. In this study material the reader is asked to consider special considerations needed to prepare 

prior to the issue being presented. It answers the question; ñwhat do we do when the police are involvedò.  

Example Steps:  

1. Actions during the arrest 

2. Post Booking Process 

3. Getting Legal Help 

4. Types of Charges at Arraignment  

These are areas the family members need to understand, so they know what is going to take place and what 

will come next.  

https://familiesimpactedbyopioids.com/32-key-issues-learning-series-and-e-learning
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In the workbook section is for the attendee to take what they learned in the study material and apply it to their 

own real-world situation. For this reason the workbook presents the selected issue for study (key issue),  then 

identifies some of the Obstacles the family is likely to face in dealing with this issue, then provides practical 

exercises where the family can prepare for the issue in how they will overcome the obstacles and identify what 

support they will likely require to successfully address this issue.  

A family plan of action section is included at the end of each lesson. A list of steps the family plans to take when 

this issue is presented is drafted by the family. It helps the family to assign roles and responsibilities to other 

family members, creates ñTo-Doò lists so important steps are not left out, and keeps the communication channels 

open which is critical during times of distress and conflict.  

The Pathfinder; How to get started 

The reader can start at the beginning and then progress through each of the 12 issues. If this is a group 

study, these issues can be placed on a meeting calendar.  

1. Choose an issue from the 12 key issues listed or dive into an issue that is most important for the time. These 

are essential issues a family will want to understand. Learn one issue at a time, do not blend the sessions 

together.  

2. Before starting the learning session, complete a Family Transformational Response (F.T.R.) work sheet for 

the issue.  This step helps the family look at the issue as they currently see it prior to learning more about 

how they will respond.  

3. Read the Study Guide, be sure to view any video by stopping, going to www.youtube.com and viewing before 

you continue in the book. These videos are excellent learning enhancement to what you are reading in this 

part of the book. Do not skip the videos. 

4. Move to the Workbook section and complete the practical exercises. There are typically one or more videoôs 

in the Workbook for each issue.  

5. By using what was learned from the study guide and workbook, write a Master Plan of Action. This will 

create a summary for future reference in how the family will respond to each issue.  

NOTE:  The attendee will want their learning to be a starting point of getting educated. The reader needs to take this 

information and discuss it with a licensed professional. None of this material is to be acted upon by itself.  These 

seminars are designed to help the community ask better questions, find the right level of support and take the right 

steps. We are all in this together and the Family is our center focus.  

The community learning is a part of the bigger picture in combating demand for drugs at the family level, reducing 

stigma, and increasing successful outcomes. Please join us in our slogan: ñHope, Hugs & Family Loveò  

The Pathfinder Certificate of Completion is in the back of the book. Once completed, register with Families Impacted 

by Opioids (F.I.O.), to be included as a ñFriends of the Familyò program. See our website for more information about 

ñFriends of the Familyò tab. www.familiesimpactedbyopioids.com  

http://www.familiesimpactedbyopioids.com/
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These Section Identifiers in the Workbook 

The workbook has the following topic identifiers to help guide the reader through their learning exercises.  

 

 

Issues the Family Faces 
 

This section will clearly explain the issue and by using the F.T.R. model allow the family 

to break it down into a solution. 

 

 

 

 

 

Obstacle the Family Faces 

 

 
These are obstacle a family faces when trying to address each issue.  

 

 

 

 

Solutions to Issues & Obstacles  

 

 
Each of these issues has their own obstacle and by knowing the issue and its obstacles the 

family will find a solution. 
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These are the  12 Key Issues a Family Needs to Understand  

 
ISSUE # 1.  Enabling vs. Disabling  

Goals:  1. Learn the 10 Types of Enabling, 2. How to deal with an enabler who is in denial of their enabling behavior, 

3. Understanding how to change enabling behavior.  

 

ISSUE # 2. Addiction Behavior  

Goals: 1. To learn the behavior traits of substance misuse, 2. To understand how the behavior progresses and changes 

over time. 3. To learn how to responds to these behaviors.  

 

ISSUE # 3. Family Intervention  

Goals:  1. Identify the five stages of change, 2. Learn the ten processes of change. 3. Gain an understanding 

dual diagnosis, mental health condition.  

ISSUE # 4. The Police Intervention  

Goals: 1. Identify the six phases of Police intervention, 2. Learn the Doôs and do notôs of a missing personôs 

report, 3. How to compete a missing personôs report. 

 

ISSUE # 5. The Emergency Medical Services Intervention  

Goals: 1. Understand the paramedic first response phrase, 2. Learn what happens in a hospital emergency 

room visit. 3. Understanding the value of SBIRT. 
 

ISSUE # 6. The Legal System Intervention  

Goal: 1. Have a working knowledge of the Sequential Intercept Model (SIM), 2. Finding an attorney, 3. 

What is Drug Court. 

ISSUE #7. The Treatment Center Intervention  

Goal: 1. Determine the right level of treatment, 2. What is Intensive Outpatient Treatment, IOP. 3. 

Communicating with Treatment Center Staff. 

ISSUE #8. Support Agency Mapping  

Goal: 1. Define family community mapping, 2. Steps to create a family community map 3. 

Advantages gained by having a family community map  

ISSUE #9. The Relapse  

Goal: 1. What is relapse, 2. List three stages of relapse, 3. How can the family identify these stages. 

ISSUE #10. Successful Lifelong Recovery  

Goals: 1. Four main ideas in relapse presentation.  2. Learn the Stages of Recovery 3. How to create a strong 

support system 

ISSUE #11. Bereavement  

Goal: 1. Learn the 3 types of grief, 2. Understand the grief cycle, 3. Create an inventory for 

complicated grief 

ISSUE # 12. Faith, Spiritual Practices  

Goal: 1. Review the need for faith organization participation, 2. Create an Invest in the Family 

Ministry, 3. Offer the Invest in the Family Ministry at your place of worship.  



10 

 

 

 

 

Each Issue has an Obstacle, before the Solution can be obtained 

 

 

 

 

 

 

 

 

 

 

 

 

The Pathfinder Certificate of Completion Addresses All Three   

 

 

 

 

 

 

 

 

 

Issues

Obsticals

Solution
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The 12 Key Issues a Family Faces 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#11 Bereavement (Learning how to move forward) 
 

#12 Faith, Spiritual Practices (Itôs His will first and in all ways) 
 

 

 

 

 

 

 

#1 Enabling vs Disabling

#2 Addiction Behavior

#3 Family Intervention 

#4 The Police

#5 Emergency Medical Services

#6 Legal Court System

#7 Treatment Centers

# 8 Support Agencies 
Mapping

# 9 The Relapse

#10 Successful Lifelong Recovery
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Breakdown the Issue:  Family Transformational Response Model (F.T.R.) 

  
The family system will benefit by having a standardized model to use when addressing each issue. 

 

Instruction:  Take each issue and in clear details define what the issue is, then state how this issue  

will impact the family, then identify what steps your family can take to prepare or respond to  this 

issue, then find those organizations/professionals who can help the family in dealing with this issue.  

 

This model creates a known expectation for the outcome. 

 

This model/tool is part of the Substance Use Disorders Chronic Disease Management,  

Family Model. 

 

 
 

The F.T.R. Model Steps: 

 

I. Define the Issue? 

 

II.  How does this issue impact the family? 

 

III.  What steps can the family take to prepare and respond to this issue? 

 

IV.  Creates of list of who can help and assist the family in their response? 

 

V. What should the family expect as their outcome? 
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Breakdown the Issue: The F.T.R. Model Worksheet 

I. Define the Issue? 

× Clearly State what happened or will happen. 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× Identify who is involved or should be involved. 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× What would you like to have happened, or like to see happen? 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

II.  How does the issue impact the family? 

× Who in the family? 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× In what way? 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× What is needed to move forward? 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 

 



14 

 

 

III.  What steps can the family take to prepare and then respond to the issue? 

× What needs to be done, prioritize the list. 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× Who needs to be involved? 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× What will it look like when completed? 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

IV.  Who can help and assist the family in their response? 

× How to search for an organization to help. 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× What to ask from them? 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× What to expect? 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 
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V. What should the family expect as their outcome? 

× Timeline. 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× The expenses/cost involved in this issue. 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

× Required changes to successful respond to this issue. 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 

 

NOTICE: Use the F.T.R. model for every issue, to find your best solution. 
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Issue # 1: Enabling vs. Consequences Seminar   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Seminar One: Study Guide 

 
 

 

 

 

Seminar Objectives: 
1. Learn the 10 Types of Enabling. 

2. How to deal with an enabler who is in denial of their enabling behavior. 

3. Understanding how to change enabling behavior. 
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These are the 12 Key Issues a Family Faces 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#11 Bereavement (Learning how to move forward) 
 

#12 Faith, Spiritual Practices (Itôs His will first and in all ways) 

 
 

 

 

 

 

 

 

 

 

 

 

 

#1 Enabling vs Consequences

#2 Addiction Behavior

#3 Family Intervention 

#4 The Police

#5 Emergency Medical Services

#6 Legal Court System

#7 Treatment Centers

# 8 Support Agencies 
Mapping

# 9 The 
Relapse

#10 Successful 
Lifelong Recovery
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Introduction 

Enabling vs. Consequences is an Issue many Family Face 
 

The desire to help others, especially those who mean the most to us, is one of the noblest of human 

instincts. Parents want to help their children succeed in school. Spouses want to help each other solve the 

problems that life throws at them. Friends want to help each other at work or in their personal relationships. 

Unfortunately, though, this well-meaning impulse can backfire tragically when addiction is part of the 

equation. 

In one sense, ñenablingò has the same meaning as ñempowering.ò It means lending a hand to help people 

accomplish things they could not do by themselves. More recently, however, it has developed the 

specialized meaning of offering help that perpetuates rather than solves a problem. A parent who allows a 

child to stay home from school because he hasnôt studied for a test is enabling irresponsibility. The spouse 

who makes excuses for his hung-over partner is enabling alcohol abuse. The friend who lends money to a 

drug addict ñso he wonôt be forced to stealò is enabling that addiction. 

Allowing someone to suffer logical consequences is another way of getting them to realize their need for 

change. Ideally, we can do that by confronting them, have a difficult conversation and hope they have a 

willingness to face reality. But sometimes people cannot (or do not) hear the truth of confrontation, and they 

remain stuck. At those times we often have to allow reality to touch their lives. 

Too often in our lives, we protect people from the harsh realities of logical consequences that would force 

them to see their need for grace and what it can provide. Either we feel sorry for them and bail them out, or 

we fear them and try to appease them. No matter what the personôs plight, we must help him face the truth. 

And sometimes that means letting him deal with harsh realities. 

This isnôt necessarily about discipline and correction, but how itôs important to see that sometimes our 

ñhelpingò may keep others from experiencing the tough realities that will ultimately lead them to the change 

they need. Itôs the old idea of letting people ñhit bottom.ò It may mean letting them lose a job, or lose a 

relationship, or lose a membership in a group or a fellowship. 

By Loving the family and the one with a substance use disorder, we need to face when we are serving our 

own needs for emotional support and not truly the needs of one who needs our help. 

 

 

 

 

 

 

https://www.psychologytoday.com/us/basics/addiction
https://www.psychologytoday.com/us/basics/alcohol
https://www.psychologytoday.com/us/basics/friends
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Ten types of enabling 

Practical Exercise # One: To follow are areas to consider in self-reflection.   

1. Denial  __Yes, __No, __Maybe 

Denial is one of the primary behaviors that families adopt when they learn that their loved one is addicted to drugs. 

They refuse to accept the reality that their family member has a substance use problem. They convince themselves 

that treatment isnôt necessary, and the addict will know how to control their drug or alcohol use. 

2. Justification __Yes, __No, __Maybe 

Justification and denial work hand in hand. Families often reject the problem, making up reasons to justify their loved 

oneôs addiction. For example, a family member may feel that it is fine for a loved one to use alcohol or drugs to cope 

after a stressful day at work. Parents may also believe the substance use is only temporary and will stop after a change 

in lifestyle such as college graduation. 

3. Allowing Substance Use __Yes, __No, __Maybe 

Family members may think that they are controlling the situation if they allow their loved one to use drugs at home. 

They may even consume drugs or alcohol with the addict to manage their intake level and to make sure they gravitate 

toward home when using instead of more dangerous locations. 

4. Suppressing Feelings  __Yes, __No, __Maybe 

Not expressing your concerns about addiction to a person you love gives them a reason to keep using. In some cases, 

substance users dismiss their familiesô fears by reassuring them that they will not consume drugs or alcohol. When 

an addict dismisses these fears and concerns, it may encourage family members to keep their feelings to themselves. 

5. Avoiding the Problem __Yes, __No, __Maybe 

By ignoring the problem and not confronting the substance user, family members may feel that they are keeping the 

peace in their home. Instead of getting their loved one proper treatment, the family focuses on keeping up appearances 

to look normal. 

6. Protecting the Familyôs Image __Yes, __No, __Maybe 

The stigma of substance use is ever present. People may be ashamed of their substance-using family member, leading 

them to portray the person in a falsely positive light to friends, co-workers and acquaintances. 

7. Minimizing  the Situation __Yes, __No, __Maybe 

People surrounding the addict may lighten the issue by convincing themselves that the substance user could be in 

worse situations. They treat the addiction as a phase that will improve on its own with time and patience. 
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8. Playing the Blame Game __Yes, __No, __Maybe 

Adopting negative attitudes toward substance users only pushes those struggling with addiction away. Blaming 

or punishing individuals for their substance use alienates them from their family, which may result in destructive 

9. Assuming Responsibilities __Yes, __No, __Maybe  

Family members may be inclined to take over the regular tasks and responsibilities of the addict in an effort to 

prevent their life from falling apart. Instead, assuming responsibilities and providing money to the substance user 

removes accountability and allows them to fully indulge in their addiction. 

10. Controlling Behaviors __Yes, __No, __Maybe 

Exerting control on a substance user may worsen their addiction. Constantly treating the addict as an inferior or 

placing numerous restrictions on their lifestyle may drive them further from the family unit and closer to their 

substance-using peers. This is the final consequence. 

What is a Consequence  

 

 

 

 

 

Enabling vs. Consequences: 

con·se·quence 
/῁kªnsikwᴅns/ 

 

Noun a result or effect of an action or condition 

ISSUE: Enabling by Mother: 

Bill is able to keep using drugs, because his life has no consequences that might cause 

him to consider a different alterative.  

Enabling, Type: Denial, my mother is in denial of his addiction and believes Bill will die if 

she does not provide him money and a place to live.  

Consequence, Bill can keep using drugs, because his life has no consequences that might 

cause him to consider a different alterative.  

Complete an F.T.R. and find the solution. This will only get worse with time.  

https://www.google.com/search?rlz=1C1CHBF_enUS815US816&sxsrf=ACYBGNQcPx9Ld0Ty-OG1K_43LoqV9V7S_g:1577545625265&q=how+to+pronounce+consequence&stick=H4sIAAAAAAAAAOMIfcRoyy3w8sc9YSmTSWtOXmPU4-INKMrPK81LzkwsyczPExLnYglJLcoV4pfi5eJOzs8rTi0sTc1LTrViUWJKzeNZxCqTkV-uUJKvUADUlg_Ul6qApAoAm0BGd2EAAAA&pron_lang=en&pron_country=us&sa=X&ved=2ahUKEwi4n_G0z9jmAhWGHM0KHVmdA5MQ3eEDMAB6BAgEEAg
https://www.google.com/search?rlz=1C1CHBF_enUS815US816&sxsrf=ACYBGNQcPx9Ld0Ty-OG1K_43LoqV9V7S_g:1577545625265&q=how+to+pronounce+consequence&stick=H4sIAAAAAAAAAOMIfcRoyy3w8sc9YSmTSWtOXmPU4-INKMrPK81LzkwsyczPExLnYglJLcoV4pfi5eJOzs8rTi0sTc1LTrViUWJKzeNZxCqTkV-uUJKvUADUlg_Ul6qApAoAm0BGd2EAAAA&pron_lang=en&pron_country=us&sa=X&ved=2ahUKEwi4n_G0z9jmAhWGHM0KHVmdA5MQ3eEDMAB6BAgEEAg
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How to deal with an enabler 

I. Define their Enabling and (your type of enabling here) Issue? 

 Clearly State what happened or will happen. 

______________________________________________________________________________________

______________________________________________________________________________________ 

 Identify who is involved or should be involved. 

______________________________________________________________________________________

______________________________________________________________________________________ 

 What would you like to have happened, or like to see happen? 

______________________________________________________________________________________

______________________________________________________________________________________ 

II.  How does their enabling issue impact the family? 

 Who in the family. 

______________________________________________________________________________________

______________________________________________________________________________________ 

 In what way. 

______________________________________________________________________________________

______________________________________________________________________________________ 

 What is needed to move forward. 

______________________________________________________________________________________

______________________________________________________________________________________ 

III.  What steps can the family take to prepare and then respond to their enabling issue? 

 What needs to be done, prioritize the list. 

______________________________________________________________________________________

______________________________________________________________________________________ 

 Who needs to be involved. 

______________________________________________________________________________________

______________________________________________________________________________________ 

 What will it look like when completed? 

______________________________________________________________________________________

______________________________________________________________________________________ 
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IV. Who can help and assist the family in their response to the enabling issue? 

 How to search for an organization to help. 

______________________________________________________________________________________

______________________________________________________________________________________ 

 What to ask from them? 

______________________________________________________________________________________

______________________________________________________________________________________ 

 What to expect. 

______________________________________________________________________________________

______________________________________________________________________________________ 

V. What should the family expect as their outcome, after they have addressed the enabling issue? 

 Timeline. 

______________________________________________________________________________________

______________________________________________________________________________________ 

 The expenses/cost involved in this issue. 

______________________________________________________________________________________

______________________________________________________________________________________ 

 Required changes to successful respond to this issue. 

______________________________________________________________________________________

______________________________________________________________________________________ 

REF: http://www.sharc.org.au/wp-content/uploads/2017/06/How-to-stop-enabling-someone-who-is-addicted-

Alternatives-in-Treatment.pdf 
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Issue # 1: Enabling vs. Consequences Seminar   
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Seminar One: Workbook 
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Enabling vs. Consequences is an Issue the Family Faces 
 

 
Those who habitually enable dysfunctional behavior are often referred to as co-dependent. Itôs a telling word, 

because an enablerôs self-esteem is often dependent on his or her ability and willingness to ñhelpò in 

inappropriate ways.  

This ñhelpò allows the enabler to feel in control of an unmanageable situation. The reality, though, is that 

enabling not only doesnôt help, but it actively causes harm and makes the situation worse. 

By stepping in to ñsolveò the addictôs problems, the enabler takes away any motivation for the addict to take 

responsibility for his or her own actions. Without that motivation, there is little reason for the addict to change. 

Enablers help addicts dig themselves deeper into trouble. 

Here are some questions to ask yourself when considering whether you are an enabler: 

¶ Do you often ignore unacceptable behavior? 

¶ Do you find yourself resenting the responsibilities you take on? 

¶ Do you consistently put your own needs and desires aside in order to help someone else? 

¶ Do you have trouble expressing your own emotions? 

¶ Do you ever feel fearful that not doing something will cause a blowup, make the person leave you, 

or even result in violence? 

¶ Do you ever lie to cover for someone elseôs mistakes? 

¶ Do you consistently assign blame for problems to other people rather than the one who is responsible? 

¶ Do you continue to offer help when it is never appreciated or acknowledged? 

 

 

 

 

 

 

 

 

 

 

https://www.psychologytoday.com/us/basics/self-esteem
https://www.psychologytoday.com/us/basics/motivation
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Obstacle the Family Addresses 
 

 

 

Enabling behavior: 

¶ Protects the addict from the natural consequences of his behavior 

¶ Keeps secrets about the addict's behavior from others in order to keep peace 

¶ Makes excuses for the addict's behavior (with teachers, friends, legal authorities, employers, and 

other family members) 

¶ Bails the addict out of trouble (pays debts, fixes ticket, hires lawyers, and provides jobs) 

¶ Blames others for the addicted person's behaviors (friends, teachers, employers, family, and self) 

¶ Sees "the problem" as the result of something else (shyness, adolescence, loneliness, broken home, 

ADHD, or another illness) 

¶ Avoids the addict in order to keep peace (out of sight, out of mind) 

¶ Gives money that is undeserved or unearned 

¶ Attempts to control that which is not within the enabler's ability to control (plans activities, chooses 

friends, and gets jobs) 

¶ Makes threats that have no follow-through or consistency 

¶ "Care takes" the addicted person by doing what she is expected to do for herself 
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Understanding how to deal with an enabler 

 

 
Solutions to Issues & Obstacles  

 
 

 
1. Gain support from peers 

Peer support groups like Al-Anon can put family members in touch with others who know a great 

deal about addiction, and the information shared in these meetings can be transformative. In fact, 

according to a 2012 Al-Anon membership survey, 88 percent of people who came to meetings for 

the first time reported understanding the seriousness of the addiction only after theyôd attended 

several meetings. In other words, people who go to these meetings may not know very much about 

the challenges their families are facing, but if they keep going to meetings, theyôll learn. 

 

Some families go to meetings just to listen. They come to understand that other families are also 

dealing with this problem, and they learn how these families are focusing on success. Others go to 

these meetings to network. They seek out peers who have overcome nasty addiction challenges, and 

they ask for advice on steps that really work. Either method could be helpful. The key is to get started. 

 

2. Talk openly about the shift 

After attending Al-Anon meetings, families may have a deep understanding of the habits and 

behaviors theyôd like to shift. The best way to make those adjustments is to discuss the plan with the 

addicted person in an open and honest manner. The Partnership for Drug-Free Kids provides these 

conversation tips: 

 

¶ Choose a time to talk when the person will be sober. 

¶ Emphasize the fact that the changes come from love, not a desire for revenge or punishment. 

¶ Use open-ended questions about addiction to help the person come to understand that 

substance abuse might be the root of the issues the family is facing. 

¶ Set limits clearly and be prepared to stick to them. 

¶ Stay positive and resist the urge to fight or give in to attacks. 

¶ This conversation can be brief, but the family should be sure to point out the specific 

behaviors that theyôre planning to change, along with the reasons theyôre changing those 

behaviors. 
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3. Work in teams 

After that opening conversation, families should work to limit the one-on-one time they spend with the 

addicted person. Thatôs a tip from an ARISE Intervention, and according to the Association of Intervention 

Specialists, itôs aimed to help reduce pressure and manipulation. If the family doesnôt have one-on-one talks, 

itôs harder to perform back-door attacks and sneaky innuendo. One person might be willing to fall under the 

sway of an addicted personôs charm, but the other might be the voice of reason that helps the whole family to 

stick with their new plan. 

 

4. Donôt make excuses or cover up the behavior 

Sponsor-relationship Some of the most egregious things that happen during the course of an addiction take 

place when the person is actively intoxicated, and often, drugs of abuse cause persistent memory loss. 

Alcohol, according to the National Institute on Alcohol Abuse and Alcoholism, can cause discernable 

memory changes after just one or two drinks. The more people drink, the more they forget. Some drugs work 

in the same way. 

 

The familyôs goal is to make sure that the addicted person sees the consequences of the addiction, so that 

means the family canôt be the cleanup crew. If someone stumbles home and falls asleep in the yard, that 

person stays in the yard. If the person becomes loud at a party, the family doesnôt smooth over the social 

interaction. The person is forced to deal with all those consequences alone. 

 

Families should also resist the urge to keep a personôs workplace reputation pristine. The National Institute 

on Drug Abuse reports that people with addictions are much more likely to miss work, when compared to 

people who donôt have addictions. Families may try to smooth this by calling in ñsickò for an addicted person, 

or they might push an addicted person to stop working altogether, so thereôs a smaller chance of 

embarrassment. All of those actions should stop, too. 

 

5. Let law enforcement officers do their job 

Much of the behavior associated with an addiction is illegal. People with addictions might: 

 

¶ Steal money 

¶ Steal drugs 

¶ Purchase illegal drugs 

¶ Drive while intoxicated 

 

Sometimes, people do things that are even worse. For example, in Ohio, a man who worked for an ambulance 

company stole blank doctorsô prescription pads, presumably so he could write prescriptions for drugs, and he 

allegedly obtained about $20,000 of drugs in this manner, per news reports. 

 

These can be awful crimes, and families might have the money, the legal skills, or both to help their loved 

ones to escape the consequences of these addictions. But in the end, thatôs not smart. 

 

6. Work with a counselor 

Life with a substance abuser is stressful, and according to the Partnership for Drug-Free Kids, itôs not unusual 

for families to develop persistent and uncomfortable health problems, including: 

 

Å Backaches 

Å Digestive problems 

Å Headaches 

Å Panic attacks or anxiety 

Å Depression 
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Along with all of those signs of upset and stress, family members might still believe that they can somehow 

shift the behavior and make the personôs addiction fade away. They might remember the way things used to 

be before the addiction took hold, and they might be convinced that those good times are right around the 

corner, just as soon as they say or do the right thing. 

 

These are tough thought patterns to shift, and a counselor might help. Individual counseling sessions can help 

people to work through their personal thoughts and feelings about the addiction, and counselors may provide 

coaching that can assist people when the going gets tough. 

 

7. Continue to emphasize treatment for addiction 

As families set limits and make the consequences of addiction more palpable for the substance abuser, they 

could cause the person to really think about healing and how sobriety might help. However, that person isnôt 

likely to get better without the help of a treatment team. Again, addictions are brain diseases that canôt simply 

be pushed to the side with one conversation. Theyôre caused by changes in brain chemicals and brain circuitry, 

and they need in-depth treatment to amend. 

 

Thatôs why families should continue to bring up the promise of treatment as they shift from traditional 

enabling behaviors. They should remind the addicted person that treatment works and that treatment could 

make the whole family feel better. They should keep brochures about treatment facilities on hand, so the 

addicted person can peruse them on his/her own time. 

 

Families should remember that some addicted people wonôt accept the possibility of treatment right away. 

Itôs a bold idea, and sometimes, people need to think about it and ponder it before they agree to take action. 

Families that respect that process of change, and who refuse to give up hope, may see the sobriety come with 

time. 
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Practical Exercise # One 

 

ENABLING THE WRONG OUTCOMES?    

FAMILY WORKSHEET  

 
Their Behavior? What you would 

like to see? 

Your Actions? Outcome? Were your 

actions 

productive or 

destructive? 

Why? 
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The Story 

.    

VIDEO ONE 

ASSIGNMENT VIDEO:  On www.youtube.com/ 

Search Title: Signs of Enabling Addicts 

 

 

Candace Plattor 

Educates family members of those in recovery about substance abuse disorders. Three sessions cover triggers 

and cravings; phases of recovery; and typical family reactions to the stages of addiction and recovery and how 

they can best support their loved one. 

Link: https://www.youtube.com/watch?v=tSHpgWrCYeY 

Duration: 15:14 min 

 

NOTES FROM VIDEO:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.youtube.com/watch?v=tSHpgWrCYeY


31 

 

 

FAMILY WORK SHEET  

ISSUE # 1 ñEnabling vs. Consequencesò 

 
ISSUE # 1.  Enabling vs. Disabling (30-minute session)  

GOAL :  1. To use this seminar content as a foundation into building communication techniques that do not enable 

reinforcement of negative substance misuse behavior. 2. To learn how to avoid communication that disables the 

positive habits of successful recovery. 3. How communication makes a safe place for the family.  

QUESTION:           ANSWER: 

1. Do you take steps to cover up the addiction and help keep it hidden?   _____ 

2. Do you make excuses for your loved oneôs addiction or behavior?   _____ 

3. Do you avoid confronting the addiction to avoid conflict?    _____ 

4. Do you believe your loved one is just going through a phase?    _____ 

5. Do you believe the problem will eventually resolve itself without help?   _____ 

6. Do you handle the responsibilities of your loved one?     _____ 

7. Have you bailed your loved one out of jail?      _____ 

8. Have you paid bills for your loved one, who likely used income on their addiction? _____ 

9. Do you have a parent-child relationship with your loved one even though theyôre your 

spouse?           _____ 

10. Do you enjoy the feeling of being óneededô by your loved one?    _____ 

11. Are you guilty of giving second, third, and fourth chances?    _____ 

12. Do you ever participate in risky behaviors alongside your loved one?   _____ 

          TOTAL:  _____ 

SCORE: 1 - Never,  3 ï Sometimes, 4 ï Often. 

If your Score Totals:  

12 You are doing great.  36 You could do better. 48 You should seek professional family therapist to learn 

how. 
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Practical Exercise # Two: 
 

 
1. In what way am I enabling? 

 

 

 
2. What can I do to stop enabling? 

 

 

 
3. How is my enabling self-gratifying my emotional needs? 

 

To Do List: Next Steps 

1. 

2. 

3. 

MASTER FAMILY PLAN OF ACTION FOR: ñEnabling vs. Consequencesò  

Complete answers and move to ñMaster Family Plan of Actionò found in back of workbook. 

1. Our family will identify the characteristic of Enabling and address them using the FTR model.   

2. Our Family will use the Individual Family Member Self-Assessment of Denial Worksheet to first 

understand each member degree of possible enabling and agree that it is accurate then gather the 

resources which will empower each family member in dealing with their response to the issue.  

3. As part of the Master Family Plan of Action we will complete the ñEnabling the Wrong Outcomesò 
worksheet.  
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Issue # 2: Addiction Behavior Seminar   
 

 

 

 

 

 

 

 

 

 

 

Seminar Two: Study Guide 

 

 

 

 

 

Seminar Two Objectives: 
1. The five types of addiction behavior. 

2. Setting boundaries. 

3. Understanding the brain science of this disease. 
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These are the 12 Key Issues a Family Faces 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#11 Bereavement (Learning how to move forward) 

#12 Faith, Spiritual Practices (Itôs His will first and in all ways) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#1 Enabling vs Consequences

#2 Addiction Behavior

#3 Family Intervention 

#4 The Police

#5 Emergency Medical Services

#6 Legal Court System

#7 Treatment Centers

# 8 Support Agencies 
Mapping

# 9 The Relapse

#10 Successful Lifelong Recovery
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The five types of Addiction Behavior 

Scientific advances over the past 20 years have shown that drug addiction is a chronic, relapsing disease that 

results from the prolonged effects of drugs on the brain. As with many other brain diseases, addiction has 

embedded behavioral and social impacts that are important to understand about this disorder.  

 

Therefore, the most effective treatment approaches will include biological, behavioral, and social-context 

components. Recognizing addiction as a chronic, relapsing brain disorder characterized by compulsive drug 

seeking and use can impact the familyôs overall health Financial and social associations for each family 

member.  

 

The family members need to understand what causes the behavior of their loved one. It is not them; it is the 

disease. This is a difficult concept to accept when dealing with addiction behavior because it is the person 

that presents this behavior therefore, naturally it is them creating it.  

 

Not the case in addiction, in many cases they do not want to present this behavior.  But their brain is being 

over-ridden in its neurotological firing, and the override is somewhere between the logical and pleasure 

neurons.  

 

This is how it happens; if left by itself the brain would allow logic to dictate and not be kidnapped by pleasure 

thinking. But the excess drug impact has rewired the brain into allowing pleasure to be the dominating drive 

in how they respond and make decisions. It is something they cannot control. 

 

Drug use tends to significantly alter a person's behavior and habits. Some drugs can impair the brain's ability 

to focus and think clearly. 

 

Changes in behavior, such as the following, are sometimes associated with problematic substance use:  

 

Å Increased aggression or irritability. 

Å Changes in attitude/personality. 

Å Lethargy. 

Å Depression. 

Å Sudden changes in a social network. 

Å Dramatic changes in habits and/or priorities. 

Å Involvement in criminal activity. 

 

Drug addicts often think only about their next fix of the drug. They have tunnel vision because of how their 

brain reacts to the drug, and they crave it. Their thoughts and actions are often solely dedicated to obtaining 

more of the drug, and they will do anything necessary. 

 

Thatôs why drug addicts often lie, cheat and steal. They may engage in illegal behaviors aside from the illicit 

drug use in a drive to get more, and theyôre not able to recognize the pain and harm theyôre causing themselves 

and the people around them because of their mindôs addiction. 

 

Someone who is addicted to meth or other drugs not only lie and mislead people, but they manipulate them. 

Someone who was once loving and caring may start to manipulate the people closest to them in order to 

facilitate their continued drug use. They feed on the concern and love of their family members. 
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Someone whoôs addicted may even beg and try to plead with loved ones and make promises they have no 

intention of keeping, and it can take a long time before their loved ones accept that this is in fact manipulation. 

 

1. They lie. 

¶ They must tell lies to mislead people about where they were when they were out buying or using 

drugs or alcohol.  

¶ They must lie about where the hundreds or thousands of dollars went.  

¶ The more they feel they need drugs, the more likely they are to feel the need to lie. 

 

When you have trusted a person for years and then she begins lying to you, itôs very hard to set that trust 

aside. Family and good friends can be fooled by a skillful liar for years. But all this time, the person is 

slowly destroying herself. 

 

If a personôs behavior changes markedly and the explanations donôt really add up, you have to hold onto 

your own common sense. If what youôre being told doesnôt make sense, then thereôs probably a very good 

reasonðyouôre being lied to. You might be able to check some of the stories. Most, you probably canôt. 

You will have no way of knowing if someone actually siphoned the gas out of his car, causing him to 

need $20 from you right now. The real tipoff is that these strange things keep happening to him. 

Gradually, his life descends into chaos, camouflaged by these lies. 

 

2. They manipulate. 

Couple hugging looking aside 

Unless they are also addicted, the family and close friends of an addicted person really want her to thrive 

and be happy. They try to encourage good decisions, but the addicted person is on a destructive track. 

The allure of the drugs is so powerful, she feels she needs the drugs to function, to be able to get through 

another day, to not get desperately sick from withdrawal. So, she manipulates those who love her the 

most. 

Drugs like opiates, alcohol, methamphetamine, cocaine, synthetics like Spice and even marijuana can 

change a person who was loving and open with her family into someone who must manipulate everyone 

so they will let her keep using drugs. 

 

With love in their hearts, family and close friends try to convince the addicted person to stop using these 

deadly substances, to go to rehab. But her answer? 

 

ñI have it under control.ò 

ñI can stop anytime I want.ò 

ñYou are just jealous because I can have fun and you canôt.ò 

ñYou never want me to enjoy myself.ò 

ñItôs your fault Iôm this way.ò 

ñYou donôt even try to understand how I feel.ò 

ñYou wouldnôt say that if you loved me.ò 

And many, many more examples of this type. 

 

And perhaps the most awful type of manipulation occurs between a man and wife or girlfriend and 

boyfriend. When caught using drugs, the addicted person will promise to do better, to go to meetings, to 

start going to church, to get another job, to stop seeing drug dealers or other drug users.  

 

The non-addict really wants to believe the promises, so he lets up on the pressure. He lets the addict back 

in the home or backs down from kicking her out. As soon as the pressure is off, the addicted person will 

probably be attentive and loving for a little whileðuntil the next binge of drug or alcohol use. Then all 

bets are off. 
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An addict may call in the middle of the night, crying and professing love, begging to see the one he loves just 

one more time, but then if they meet, he asks for money just to get some good food and then is gone. The 

money goes to drugs. Itôs all manipulation. 

 

Unfortunately, this pattern of manipulation all too often goes on for months or years without there being any 

change in behavior. When everything valuable is gone and the children are at risk, the non-addict finally 

moves away or changes the locks. The sad truth is that while a person is addicted, the promises canôt be 

believed. They are just more manipulation. 

 

3. They are very likely to be engaged in criminal acts. 

Stealing money, this isnôt true of every addict, but it is a typical pattern for a person who has been addicted 

for a considerable time. Eventually, the money runs out. They have pawned or sold everything of value. They 

owe friends and family money. There are no more assets, but the drugs or alcohol must be obtained. 

At this point, many people will begin committing crimes. Selling or manufacturing drugs are common ones. 

Burglary, robbery, identity theft, credit card theft, car thefts and shoplifting are also common. An employee 

may steal items from the place of business and pawn or sell them. Someone with access to cash may embezzle 

from a company. Many people steal items from the homes of family or friends. 

When a person is addicted to prescription drugs, the crimes may be a little different. He may visit multiple 

doctors to get prescriptions for pills or may forge prescriptions. In recent years, there have been more 

safeguards put in place in most states so that these attempts are less likely to succeed. 

 

Of course, there is driving while drunk or high. Also, some drugs change a personôs personality to make him 

more paranoid or aggressive which can result in assault or domestic violence charges. 

And unfortunately, some drugs so deplete a personôs sense of self-respect that he or she will turn to 

prostitution or any degraded activity that will score them their next hit. 

 

4. An addict will shift the blame pointing finger at another 

Irresponsibility is the name of the game for an addict. Whereas this person may have lived their prior life as 

a highly responsible individual, drug addiction steals that quality away. Whatever happens is never his fault. 

If he gets fired from a job, itôs the bossôs fault, the addict was unfairly targeted. If he gets in a car accident, it 

was totally someone elseôs fault. If he fails at some activity, those close to him will be blamed. 

 

Family will appeal to him to please care for the children and his spouse, please get another job, please stop 

using these drugs and so on. Even if he wants to, the addiction is more powerful than he is and he will be 

drawn to his drug dealer, his drug-using friends and whatever means he must employ to keep the drugs 

coming. What really has to happen is that he must be rehabilitated to the point of having more power than the 

drugs. 

 

5. An addict is very likely to become abusive. 

Itôs tragic that an addictôs blame can even take a violent and abusive form. With the delusional thinking 

common to most addicts, he can perceive those around him as being threatening, dangerous or malicious. As 

he shifts the blame, he may physically, mentally or emotionally attack those he blames. 

 

The spouse of an addict very often bears the brunt of both the blame and the abuse. Itôs hard to do anything 

right. He or she is not supportive. Mental and emotional abuse may be directed at the spouse to completely 

shut down any ability to effectively fight the real problemðthe addiction. Itôs very common for spouses and 

significant others to be browbeaten into submission, often for years. 

 

Of course, physical violence is a very real possibility, especially toward spouses, children, elderly parentsð

particularly those people who canôt fight back. 

 

It doesnôt matter what drug a person is addicted toðthe need to get and use the drug is a compulsion. If it 
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were not bigger and more powerful at this moment than his own will, he would not be addicted, he would 

stop using drugs and begin to fix his life. 

 

Boundary setting for your addicted loved one involves setting limits of what you will and will not allow in 

your home or relationship. Setting rules may seem harsh, but if you donôt set strict boundaries, you will allow 

your addicted loved one to continue their drug use and harm your family or relationship further. 

 

Boundary setting forces your loved one suffering from addiction to take responsibility for his or her actions. 

It is important that you only set consequences you are 100 percent comfortable with following through on if 

the boundary is violated. For boundary setting to be successful, you must follow through with that 

consequence 100 percent of the time if the boundary is violated. 

 

First and foremost, it is important to understand that it is perfectly okay and acceptable to want peace in your 

home, respect, and appropriate behavior from everyone, including your addicted loved one. Begin setting 

boundaries by asking yourself these questions: 

Å What is the most loving thing I can do for my addicted loved one? 

Å How can I show respect for myself that I deserve? 

 

Once you answer these questions, youôll realize that it is best for both of you to set strict boundaries that you 

are able to follow through with. Decide on your boundaries when you are in a calm frame of mind and be 

prepared to commit to the boundaries you set. For example, threatening to kick your teen or adult child out 

of the house when youôre upset may not be something, youôre actually prepared to enforce the next time he 

or she makes a mistake. 

 

Follow these additional tips to help you stick with the boundaries you set: 

Å Be informed on the brain disease of addiction and the extent of its power 

Å Learn more about why those suffering from addiction lie, steal, cheat, and hurt those they love (and 

why it isnôt personal) 

Å Understand that change takes time 

Å Know why it is never helpful to be an enabler 

 

List Here Some Behaviors You Are Seeing: 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 
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Issue # 2: Addiction Behavior Seminar 

 

 

 

 

 

 

 

 

 

 

Seminar Two: Workbook 
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Setting Boundaries  

 

 

 

Issues the Family Faces 
 

Normally, we would not start a workbook session with a video. However, this video so clearly states the 

introduction to this topic we could not miss the opportunity to let it guide our discussions.  

Please view this video.  

VIDEO ONE 

ASSIGNMENT VIDEO:  On  www.youtube.com/ 

Search Title: HOW TOðSet Boundaries when a Loved One has an Addiction 

 

 

 

Link: https://www.youtube.com/watch?v=rqrMhtXOHRU 
Duration: 9:04 hrs.  

 

One mother spent years of her life trying to help a son who was heavily involved in addiction and 

other poor choices. She felt like a failure because she couldnôt save her son from his choices. Her 

son spent years away from the family. As he began a slow journey back to building a relationship, 

she set boundaries of what she would and would not allow in her home. These boundaries protected 

her and ensured that she would not enable his addiction. Set Boundaries: ñThe boundaries we set 

will help us meet our spiritual, emotional, and physical needs and ultimately help us feel safe and at 

peaceò (Principle 8: ñSupport Guide: Help for Spouses and Family of Those in Recoveryò; read 

more here: https://addictionrecovery.lds.org/spo...). Bad choices thrive in secrecy, and deceit is its 

lifeblood. A turning point for our loved ones occurs when they recognize the role secrecy and deceit 

play in enabling their bad choices. When our loved ones lie to us or deceive us and minimize their 

bad behavior, we lose trust in them. Open and honest communication is the beginning of rebuilding 

trust.  
 

Is it true;  setting boundaries in a way that you know they will be broken is likely not realistic? 

 

You can expect boundaries to be broken by substance users ï especially when they are first put in place. They will 

often react to changes by pushing you and other family members to previous ways of behaving. They will probably 

https://www.youtube.com/watch?v=rqrMhtXOHRU
https://addictionrecovery.lds.org/spo...
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be less motivated to change than you are. They will also usually hope that you will be unable to keep boundaries 

in place based on their previous experience of you giving way. If a boundary is broken you need to respond quickly, 

appropriately and assertively. 

 

  

Practical Exercise # One: How to do it? 

 

The first step is to recognize and acknowledge that it has happened. Then take a step back as you consider your 

response. It is important to take time to consider everything rather than reacting from feelings of frustration and 

anger. 

  

Responses: 

¶ I believe our agreed boundary regarding -------------------- has been broken 

¶ I feel -------------------------- about this 

¶ We need to discuss this. (You may need to negotiate whether right now is the time to have a discussion or 

to set a more appropriate time.) 

In making your initial statement you need to include: 

1. What behavior is unreasonable (focus on behavior, not them as a person). How will you do this? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

2. What your feeling is about the behavior (feeling not blaming response). Describe what you are feeling? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

3. Say what you want to do now or restate the boundary. What boundaries need to be restated? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

For example ï "When you broke the agreement about using in front of your brother I felt let down, sad and angry. 

I ask again that you honor our agreement". It may be necessary then to restate and/or renegotiate the boundary. 

  

You also then need to implement the consequence for breaking the boundary. It is important that you don't let 

them off the hook for the consequences. 

 

You may need to develop a 'broken record' technique ï especially if they become defensive or start justifying 

their actions i.e. "Yes, I hear what you are saying about why this happened, but I still need you to keep to the 

agreed boundary!" 

  

It is important to comment on disparages in the drug user's words and their behavior ï example ï "I notice that 

every time something like this happens you always say sorry but then you carry on as if we didn't have an 

agreement". 
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You should then request that things be put right ï repay money taken, apology to an affected family 

member, repair damaged property etc. Be consistent. 

When making the above statement it is important to remember a few things because as with any new 

skill it needs to be developed, practiced and refined. 

 

Be assertive but not aggressive. Begin with the word 'I', maintain eye contact, speak from the same level 

ï don't stand over them. Avoid pointing, jabbing your finger or raising your voice. 

 

Be prepared for them to try and put you off track, appeal to your emotions, argue, get angry etc. You may 

even need to have another person as a mediator or negotiator but if you do it is important that they trust 

the other party and the other party doesn't take sides. 

  

You are neither all powerful nor powerless. You do have influence and you do have bargaining power. 

You can ask for what you want, say no to what you don't want and invite them to do the same. 

  

If they apologize, be gracious but consider both their words and how they say it. Actions speak louder 

than words though. 

 

 

 

Obstacle the Family Addresses 

 

Keeping a Boundary 

The last stage in the process is keeping the boundary. 

This is done by: 

¶ Observing if the boundary is being kept 

¶ Acknowledging that it is being kept or if it is broken 

¶ Responding appropriately if it is broken 

When Dialogue and Negotiation Doesn't Work 

This maybe means that the first boundary to ask for is that there is to be dialogue and negotiation. 

  

If your attempts to achieve negotiation have not worked, you may then have to impose it. This can be 

done verbally and/or in writing e.g. 'I notice that whenever I try to discuss your drug using in the house 

you seem unwilling to talk about it. I tried to talk to you twice last week and you said "later Mum" but it 

still hasn't happened. I cannot stop you using drugs even though I don't like it and am fearful of about 

what might happen. I am worried that something illegal is happening in our house but am particularly 

concerned that you do it even when your young brother and sister are here. 

  

I assume now that you are unwilling to cooperate with me on this and therefore, I am not going to buy 

food or cook meals for you. Further, I have said that if there is one more instance of your siblings seeing 
you use, I will have to ask you to leave. I regret it has come to this and would prefer it if we could now 

have an open discussion about your drug use and the impact on the family. I love you and will continue 

to no matter what and I will continue to have contact with you!' 

https://www.fds.org.au/setting-boundaries/keeping-a-boundary
https://www.fds.org.au/setting-boundaries/when-diologue-and-negotiation-doesn-t-work
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You will note that this letter: 

¶ Addresses their behavior rather than attacks them as a person 

¶ Gives the impact of the broken boundary 

¶ Uses ñIò statements and not 'you' statements 

¶ Asks for the boundary to be respected 

¶ Is honest, open, direct and assertive 

¶ Is not aggressive 

¶ Is balanced 

¶ Sets out the boundary clearly as well as the consequences for breaking it 

¶ It leaves things open for further discussion, dialogue and negotiation 

¶ It gives the substance user responsibility for their behavior and the choice they made 

 

Communicating this way has three benefits. You get to say what is important to you and you say it in a way that 

is easier for the other person to hear. It also models good communication to the other person. 

Setting A Boundary 

Having thought about the boundary you would like to set and being prepared to talk about it, the next thing is to 

set it with the substance user. The skill to utilize is negotiation. It is important to build and maintain a dialogue 

between the user and other family members ï this will work well if negotiation skills are utilized. 

Effective dialogue involves: 

¶ Listening to each other 

¶ Being open and honest 

¶ Respecting the other person ï not necessarily liking their behavior 

¶ Accepting and understanding their point of view ï even when you don't agree 

¶ Use 'I' statements. Start everything you say with 'I'. I think, I believe, I feel, I would like etc. 

¶ Take responsibility for your actions and contribution to the situation 

¶ Not taking responsibility for other people's behavior, actions and choices 

¶ Acknowledging both your own feelings and the other person's feelings 

¶ Appropriately expressing your feelings e.g. 'I am really angry that you are using in front of your brothers' 

rather than exploding and becoming aggressive 

¶ Recognizing the need for all to exercise their rights and responsibilities 

¶ Work to collaborate rather than confront 

¶ Stay calm and focused on the task of setting the boundary even if the user loses control 

¶ Modelling appropriate behavior may bring them back on track 

 

Effective dialogue builds trust, which can lead to people taking more risks with being honest, open and taking 

responsibility. 

  

Using the transactional analysis model, we are trying to work with - Adult to Adult dialogue rather than Parent to 

Child or Child to Child dialogues. 

 

  

 

 

 

 

 

 

https://www.fds.org.au/setting-boundaries/setting-a-boundary
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Developing effective negotiation skills: 

¶ Always look for win/win outcomes 

¶ Asking for what you want ï not demanding or avoiding asking 

¶ Acknowledge power differences between you and the drug user 

¶ Checking their response to your request and how they feel about it 

¶ Not making assumptions regarding their feelings, thoughts or desires 

¶ Collaborating and being flexible. Being prepared to give some ground and compromise 

¶ Holding onto what is really important while being willing to let go of what is not important 

¶ Start easy and if necessary, finish strong. Use your negotiation skills and then move onto imposition if 

necessary 

¶ Agreeing the terms of the boundary ï when it will start, when you will review it and the consequences of 

the breach of the boundary. Make sure the substance user is fully involved and understands what the 

consequences will be 

¶ Make a clear agreement of what has been decided 

 

 

 

Solutions to Issues & Obstacles  
 

 

 

Defining ñThe Boundaryò 

¶ What is the issue, circumstance, area of concern? 

¶ What do you need to achieve? 

¶ Examine your motive in wanting to set this boundary. Is it in response to clear thinking about an area of 

concern or is it an angry response to a set of circumstances? 

If the person wasn't using substances would you accept the behavior? In other words, it is important not to treat 

people differently just because they are substance users. 

Know the distinction between them as a person and their behavior. Even 'I' statements can be phrased in more 

positive ways on occasion. Note the difference between: 

'I don't want you living at home when you're using!' and 'I don't want you to use drugs in our home' 

1. Is the boundary encouraging them to be responsible for their life, the choices they made, their behavior 

and the impact on those around them or is it just treating them like a child? 

2. What are the risks of the boundary for everyone involved? 

 

Using the 'using at home' example, the home and people within it may be safer if there is no use at home but the 

user may be at more risk if they then use outside the home. There is no 'right' or 'wrong' answer. Options and 

consequences must be considered, and each family may take different approaches. Child safety and protection 

should always be a serious consideration. The rights of young children need to be the most important element. 

https://www.fds.org.au/setting-boundaries/defining-the-boundary
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¶ Set clear consequences for what happens if the boundary is breached. Consequences should be negotiated together 

including the substance user and may be graded from mild to severe. Consequences need to be appropriate to the 

breach and everyone needs to be able to live with them. Any action tied up in the consequence needs to come from 

you ï the user may not be 'made' to do something. 

Example: 

'Because you used at home twice last week, I am going to look for alternative living arrangements for you' ï rather 

than 'Because you used drugs last week you now have to go into rehab.' 

¶ How will you 'measure' if the boundary has been kept? 

¶ Is there a time limit on the boundary or does it go on indefinitely? 

¶ How often and when will you review the boundary? 

¶ What flexibility ï and it will help if there is some ï will be made for changes in circumstances? 

¶ When and where will the boundary be set and commence? 

¶ Other family members of an appropriate age who live in the home should be party to the agreement partly to 

prevent 'divide and rule' circumstances. It will be no good setting a boundary where the key people involved 

disagree with the boundary 

¶ Is the boundary realistic now in the current circumstances? 

¶ Can a win/win be achieved? In other words, set the boundary in a way that you, the other family members and 

the drug user gain something from keeping the boundary. Boundaries set as revenge or to express your anger 

or to punish the drug user are doomed to failure 

¶ When will the boundary commence? Immediately or is there a need for a commencement date? 

¶ How will you get support from within yourself or from others to be able to set and keep the boundary? How 

will you deal with harmful feelings and other issues that may arise? Support groups can be very important for 

supporting you 

¶ Remember we live in the real world and not a fantasy one. The choice of a boundary is likely to be a 

compromise rather than the ideal you might like 

¶ Be prepared to reward the drug user for respecting and keeping the boundary. They often don't get 'pay-offs' 

and it will encourage them if they see that keeping the boundary is appreciated 

¶ Prepare and rehearse the discussion on setting the boundary. Imagine their likely response. Be prepared for 

negative reactions. Use 'I' statements. Rehearse the conversation going the way you would like it to. 

¶ Remember your needs are equal to not greater or less than those of others. Your needs are worth respecting 

and you are entitled to set and have boundaries kept. 

Take your time and get it right. You can't change other people but you can change your response to them ï which 

may in turn invite them to change.  

Ref: Family Drug Support Australia  PO BOX 7363 Leura NSW 2780 

You need to know if it is addiction and this is when a clinical assessment of the behavior is warranted. By 

having them clinically assessed, a baseline of conditions is established and a diagnosis can be given.  

 

Once you have a diagnosis, you will want to know what stage they are currently experiencing. Now you can 

start to research on-line that exact diagnosis and all its characteristics. No more guessing. 

 

Also, with a diagnosis, plan of care can be set up, insurance benefits can be authorized, professional services 

can be administered. Ask the clinical team how they use best practices in the care of your loved one. 

When seeking follow up information about their status ask how the best practice is helping in their plan 

of care.  
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Understanding the brain science of this disease 

The Story 

VIDEO TWO 

ASSIGNMENT VIDEO:  On www.youtube.com/ 

Search Title: The Brain and Recovery: An Update on the Neuroscience of 

Addiction 

 
Published on May 4, 2018 

 

The last twenty years produced an explosion of understanding about addiction (substance use 

disorders) and how our brains enable our most human capacities such as assigning value to 

pleasure and making decisions based upon that value. This lecture summarizes the most current 

neuroscientific research about addiction -- research that explains how the brain constructs 

pleasurable experiences, what happens when this process goes wrong and why this can have a 

dramatic impact on our ability to make proper choices. By Dr. Kevin McCauley 

Link: https://www.youtube.com/watch?v=zYphZvRHm6Y 

Duration: 1:14 hrs.  

By Dr. Kevin McCauley 

Support provided by: 

NCADD Juneau 

Juneau Community Foundation 

Alaska Department of Behavioral Health 

Juneau Reentry Coalition 

 Notes From Video:  

 

 

 

 

 

 

 

 

 

 

 

https://www.youtube.com/watch?v=zYphZvRHm6Y
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Practical Exercise # Two: 

1. How does choice work? 

At its heart addiction is a disorder of the brains to perceive pleasure.         T____   F ____ 

Addiction is a disorder of choice.      T ____ F ____ 

Addiction is caused by stress       T ____ F ____ 

 

2. ASAM Addiction Definition There are five different systems in the brain that break. 

Which of these is NOT one of them.  

___ Genes 

___ Reward 

___ Memory 

___ Stress 

___ Choice 

___ Your Mother 

 

3. Where does the brain fail?  

Fontal Cortex is decision making       T ____ F ____ 

 

Interior Singular Cortex aids us in using how we see our rewards   T ____ F ____ 

  

4. Genetics:  

A person with genes that expose them to addiction can be reversed   T ____ F ____ 
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MASTER FAMILY PLAN OF ACTION FOR: ñFAMILY IS A SYSTEMò  

Complete answers and move to ñMaster Family Plan of Actionò. 

 

1. Our family will identify the characteristic of our loved oneôs behaviors and address them using 

the FTR model from the issues these behaviors cause.   

2. Our Family will use the lessons provided in setting boundaries.  

3. State how the understanding of brain disease changes the way our family will look at the 

behavior of our loved one.   

4. As part of the Master Family Plan of Action we will complete the review of setting boundaries 

and seek professional counseling on how the family members can support setting an 

appropriate level of boundaries.   
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Issue # Three: Family Intervention Seminar   
 

 

 

 

 
 

 

 

 

 

 

 

Seminar Three: Study Guide 

 

 

Seminar Objectives: 

1. Identify the five stages of change. 

2. Matching motivations to the stage.  

3. Gain an understanding dual diagnosis, mental health condition. 
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These are the 12 Key Issues a Family Faces 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#11 Bereavement (Learning how to move forward) 

#12 Faith, Spiritual Practices (Itôs His will first and in all ways) 
 

 

 

 

 

 

 

 

 

 

 

#1 Enabling vs Consequences

#2 Addiction Behavior

#3 Family Intervention

#4 The Police

#5 Emergency Medical Services

#6 Legal Court System

#7 Treatment Centers

# 8 Support Agencies 
Mapping

# 9 The Relapse

#10 Successful Lifelong Recovery
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Introduction 

No-one automatically knows how to talk to an addict ð someone living with an addiction. Although people 

who have lived and worked with people with addictions may have discovered effective ways to communicate, 

it is always difficult, because of the confusion addiction creates in the person with the addiction, and in those 

around them. If you are also going through the shock of just having discovered a loved one has an addiction, 

you have a recipe for poor communication. 

 

But there are ways of communicating that produce better outcomes than we might expect. Communicating 

with someone who has an addiction can be especially hard if you have been supporting the person's addiction 

by enabling them to continue with their addictive behavior. As humans, we crave social interaction with one 

another. Communication skills pave the way for meaningful conversations, telling funny jokes or relaying 

our heartaches. 

 

Despite its importance, their ability to communicate is one of the first skills they lose once addiction becomes 

a factor. As addicts, they often feel isolated and ashamed, while our loved ones are left feeling confused and 

powerless to help. Make no mistake, talking to one another can be extremely difficult.  This is why we 

suggest a family therapist be involved in the family journey.  

If we donôt know how to properly communicate with one another, our conversations can quickly turn to anger, 

avoidance, depression or indifference, on both sides. 

 

The Dynamic: 

One side of the conversation is made up of friends and family members who donôt understand the powerful 

grip of addiction. They feel betrayed; itôs as if they donôt recognize us anymore. On the other side of that 

conversation, youôll find they ï are chemically dependent. They are also frustrated and confused, but for 

completely different reasons. 

Itôs hard for addicts to verbalize their feelings. Drugs can smother their true emotions and, in many cases, 

what an act of avoidance provides is appealing. Instead of dealing with painful news or intense heartache, 

itôs often easier to escape reality by turning to mind-altering substances. 

Timing is Important:  

You may feel that this conversation has to happen now and on your terms. When approaching a loved one 

about their addiction, it is best to inform them that you want to discuss the issue. Allow them the opportunity 

to choose the time in which you have this conversation. This does not mean that they have the choice to put 

off the conversation indefinitely. Establish a time frame for the conversation. Allowing your loved one to 

choose the time for discussion decreases the chances of a hostile and defensive exchange. 

 

 

https://www.verywellmind.com/addiction-4157312
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Support the process of change and seek information  and help: 

Discussing the possibility of change is terrifying for an addict. At this point and time, living a life 

without drugs and alcohol feels impossible. Inform your loved one that it takes courage to ask for 

help and even more courage to accept it. Tell them that you are willing to support the process of 

change. Provide them with the assurance that you will be there for them throughout the entire process. 

Show them you are willing to understand their addiction. If your loved one is willing to listen and 

willing to change, it is recommended to seek professional assistance to help devise a treatment plan. 

The transtheoretical model of change is a theory introduced by psychologist James Prochaska in the 

1980s. Sometimes called the ñreadiness-to-changeò model, this theory identifies five stages through 

which people progress. Clinicians can use the transtheoretical model to meet clients where they are 

and help them move forward at any stage. 

 

What are the stages of change? 

1. Precontemplation 

2. Contemplation 

3. Preparation 

4. Action 

5. Maintenance 

 

Prochaska suggested the existing model was broken. Even if people were not ready to change, they 

could still move forward. ñSuccessful self-changing individuals follow a powerful and, perhaps more 

important, controllable and predictable course,ò Prochaska writes with fellow psychologists John 

Norcross and Carlo DiClemente in Changing for Good. ñNo one stage is any more or less important 

than another.ò 

The transtheoretical model includes key concepts from other theories to form a comprehensive theory 

of change. This broader model can be applied to a wide range of people and behaviors. It identifies 

helpful actions that build forward momentum, no matter where individuals are in the change process. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://en.wikipedia.org/wiki/John_C._Norcross
https://en.wikipedia.org/wiki/John_C._Norcross


53 

 

 

Five Stages of Change  

The core of the Transtheoretical Model is breaking down the complex process of changing behavior into 5 

distinct stages: precontemplation, contemplation, preparation, action, and maintenance. 

 

¶ Precontemplation (Expected Duration ï 6 months): 

During the first stage of the Transtheoretical Model, the addict is either uninformed about the risks 

of substance abuse, or they choose to ignore these risks. Theyôre not reading, talking, or even 

thinking about the consequenceôs substance abuse brings to them self and their family. At this 

point, the addict will actively resist anyone who attempts to get them to change their behavior. 

Theyôre not ready for treatment. Therefore, the family coming into this topic will likely not get a 

positive result. So what is needed? The steps that are required can be found in motivational 

interviewing, whereby pre discussion steps are taken to prepare the person to receive the 

consideration that a problem does exist and gaining their acceptance in this area is the families first 

step.  

 

¶ Contemplation (Expected Duration ï 6 months): 

Over time, the addict begins to recognize that there are significant reasons for them to change their 

behavior. At the same time, theyôre also aware of the negative effects that will occur if they quit 

their substance of choice (thereôs the physical fear of detox, and the possibility theyôve used 

substances as a coping mechanism to treat depression, childhood trauma, or some other issue for a 

long time, and if they stop using theyôll have to finally face that issue). 

 

¶ Preparation (Expected Duration ï 6 months): 

It is not until the third stage of the model that addicts are ready for treatment. Theyôve weighed the pros 

and cons of quitting their substance of choice, and theyôve decided to quit. In fact, theyôve gone further 

than just deciding to quit ï theyôve taken concrete steps toward changing their behavior ï this could 

include buying a self-help book, going to see a therapist, or checking into a treatment center. 

 

¶ Action (Expected Duration ï at least 1 month): 

Now comes the actual act of change. Rather than the traditional 12-step approach, Inspire Malibu 

focuses less on belief in a higher power and more on techniques that have been developed and 

reinforced objectively and scientifically. We use numerous types of therapy (individual counseling, 

group counseling, neurofeedback therapy, cognitive therapies, etc.), as well as improving health and 

fitness routines. 

 

¶ Maintenance (Expected Duration ï Indefinite): 

Even after a client has left our center, the work required to abstain from destructive substances is not 

yet over. All it takes is one stressful situation to potentially make an addict relapse. Treatment centers 

like those at Inspire Malibu, can teach clients techniques that will help them recognize and respond to 

these triggers without relapsing back into substance misuse. If your treatment center does not work with 

training families, then find one that does.  
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The Processes of Change 

 

It helps to break down the process of change into 5 stages, but that doesnôt offer much practical insight 

into what someone can do to change them self. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Ref: https://www.inspiremalibu.com/transtheoretical-model-stages-of-change/ 

 

 

 

 

 

https://www.inspiremalibu.com/transtheoretical-model-stages-of-change/
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The ten processes of change 

These are implemented throughout the Stages of Change to help move the person forward  

1. Consciousness Raising: 

recognizing the causes, consequences, and concerns of 

addiction 

2. Dramatic Relief: 

feeling the positive effects that are produced when substances are 

no longer misused (less anxiety, improved health, etc.) 

3. Environmental Reevaluation: 

recognizing how substance abuse affects oneôs environment 

(family life, career, etc.) 

4. Self-Reevaluation: 

recognizing how substance misuse affects oneôs self-image 

5. Social Liberation: 

increased social opportunities as a result of no longer abusing 

substances 

6. Self-Liberation:  

belief that one has the ability to change, and also the 

commitment required to follow-through on that belief 

7. Counter Conditioning: 

using healthy habits to replace the time and energy once spent 

supporting and engaging in substance abuse 

8. Helping Relationships: 

using the support of friends and family to strengthen the 

resolve one needs to go through treatment and prevent a 

relapse later on 

9. Reinforcement Management: 

encouragement and rewards for when one stays on the right path toward quitting their substance of choice 

10. Stimulus Control: 

staying away from stimuli and people that have the potential to inspire a relapse 
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Dual-diagnosis, mental health condition  

A co-existing substance use disorder and primary psychiatric disorder is known as a concurrent disorder. 

Given the high rates of co-occurring mental health and substance use problems, all patients presenting with a mood, 

anxiety or psychotic disorder should be screened for substance use, and all patients with a substance use disorder 

should be screened for depression, anxiety, psychosis and a history of trauma. 

 

There may be substance-induced psychiatric disorders 

A psychiatric disorder is more likely to be substance induced if: 

¶ the psychiatric symptoms developed during or within a month of substance intoxication or withdrawal 

¶ the substance used is known to cause symptoms of anxiety, depression, or psychosis 

¶ the symptoms resolve with abstinence 

¶ the symptoms cannot be better explained by a disorder that is not substance induced. 

  

 

Mental health and substance use problems interact in various ways: 

¶ Alcohol and other drugs are effective short-term anxiolytics and are often used to self-medicate symptoms 

of anxiety. 

¶ People with alcohol or other drug addiction often attribute withdrawal symptoms to anxiety. 

¶ Alcohol and other drugs tend to exacerbate co-existing primary psychiatric disorders. For example, 

cannabis worsens symptoms of schizophrenia and can precipitate a psychotic episode. 

¶ Alcohol is often responsible for depressive symptoms (alcohol-induced mood disorder) in people with 

alcohol dependence. 

¶ All of the major drugs can cause substance-induced psychiatric disorders, particularly mood and anxiety 

disorders. 

¶ People with primary psychiatric disorders can develop substance-induced disorders. For example, someone 

with an anxiety disorder can develop alcohol-induced depression. 
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¶ Substance use can interfere with treatment of the primary psychiatric disorder in various ways: 

Á People who use substances are less likely to adhere to psychiatric pharmacotherapy. 

Á Substances may interact with psychiatric medications. 

¶ Substance use can contribute to behavioral problems and interpersonal difficulties. 

 

Suicide risk with co-occurring disorders 

People with substance-induced disorders have a higher risk for suicide, particularly during acute intoxication and 

withdrawal. These patients should be carefully assessed, observed and, if necessary, admitted to hospital. 

Often a patient's mental state improves within 24 to 48 hours of abstinence, which helps to distinguish between 

substance-induced symptoms and primary psychiatric problems. 

Antidepressants and intensive treatment for substance dependence should be initiated in patients with concurrent 

depression. 

 

What is certain in most families, neither side of the conversation understands exactly what to do, how to change and 

where a change will take them. Get a professional counselor or therapist involved early in the process. It will ensure 

a greater success.  
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Issue # 3: Family Intervention Seminar   
 

 

 

 

 

 

 

 

 

 

 

 

 

Seminar Three: Workbook  
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Family Intervention 

 

Issues the Family Faces 

 
Normally, we would not start a workbook session with a video. However, this video so clearly states the 

introduction to this topic we could not miss the opportunity to let it guide our discussions.  

Please view this video.  

VIDEO ONE 

ASSIGNMENT VIDEO:  On www.youtube.com/ 

Search Title: Prochaska: Stages of Change 
 
 

 
 

 

http://amzn.to/2aDmRKX Being able to get through transformation, whether its getting over a 

breakup or quitting an addiction or cultivating a new habit, you may benefit by discovering the 

stages of change. For more visit http://reprogrammingmind.com/prochask... 

loved ones lie to us or deceive us and minimize their bad behavior, we lose trust in them. Open and 

honest communication is the beginning of rebuilding trust. As we patiently speak with our 

 

Link: https://www.youtube.com/watch?v=eE2gw5eF4Ro 
Duration: 11:41 hrs.  

 

 
  

 

 

 

 

https://www.youtube.com/redirect?event=video_description&q=http%3A%2F%2Famzn.to%2F2aDmRKX&redir_token=R7dy83r8ifnr3x-fAkdra5RQq3h8MTU2ODkzMTI4NEAxNTY4ODQ0ODg0&v=eE2gw5eF4Ro
https://www.youtube.com/redirect?event=video_description&q=http%3A%2F%2Freprogrammingmind.com%2Fprochaska-and-the-stages-of-change%2F&redir_token=R7dy83r8ifnr3x-fAkdra5RQq3h8MTU2ODkzMTI4NEAxNTY4ODQ0ODg0&v=eE2gw5eF4Ro
https://www.youtube.com/watch?v=eE2gw5eF4Ro
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Obstacle the Family Addresses 

 

Stage 1: Pre-Contemplation (In  denial) 

In the first stage of the TTM model, the addict is unaware of the negative impact of their addiction 

or/and unwilling to change. 

Family, friends, and qualified professional may try to highlight the source of life problems as the 

individualôs addiction- such efforts will rarely succeed. 

The pre-contemplator is metaphorically blind to the adverse effects of their addiction. To them, 

their addictive tendencies are nothing if not normal! 

A helpful strategy to employ is to encourage the individual to rethink their behavior, practice 

self-analysis, and examine the risks involved. 

Some pre-contemplators may have tried multiple times to change but were unsuccessful. This 

led to feeling demoralized about their ability to change, making them reluctant to try again. 

Others will see them resistant, unmotivated, or not ready for change, but the truth is that 

traditional addiction treatment programs were not designed to help such individuals. 

Usually, people in this stage who go to rehab or seek out therapy do so because they are being 

pressured by others; relatives, friends, or spouse. 

The individual feels that the situation is hopeless as the addictive behavior results from genetic 

makeup, destiny, or society- unchangeable factors. 

However, the negative consequences of oneôs addictive behavior eventually catch up to you, and 

this is what ultimately prompts one to the next stage. 

Stage 2: Contemplation (Getting Ready) 

In this stage, the individual is essentially at war with themselves. They are aware of the harm 

addiction has wrecked in their lives, but the thought of making a change, moderating or quitting 

seems ambivalent. Like catching Jerry is for Tom. 

For contemplators, the fear of changing far outweighs the potential benefits to the mental, 

physical, and emotional state. The uncertainty associated with this stage can last upwards of six 

months. 

Nonetheless, the addict is more open to hearing about the negative effects of their addiction than 

they were in the pre-contemplation stage. 
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They may also be willing to try out different approaches to cut-down or moderate problematic behavior. 

Thatôs not to say they are finally ready to commit to quitting altogether, but they have become more open 

to the idea of changing sometime in the future. 

To help a contemplator move to the next stage, confirm the readiness to change, normalize the idea of 

change by weighing the pros as well as the cons, and identify specific barriers to behavioral change. 

Non- judgmental information giving along with motivational approaches of encouraging change will 

work better than confrontational methods. Such individuals are still not ready to embark on the traditional 

addiction recovery treatment programs which advocate for immediate change. 

And until the addict decides to take the leap and make a change, they can quickly reverse to the pre-

contemplation stage. 

This decision to commit to change is the event that propels the addict to the next stage. 

Stage 3: Preparation (Ready) 

Addicts in the preparation stage acknowledge that their addictive behavior is a problem, realize the need 

to make a change, and are preparing to fix their lives. 

The idea of changing doesnôt seem so impossible anymore, and one may even be taking small steps to 

prepare oneself for a more significant lifestyle change. 

For instance, if you are preparing to quit smoking, you can start with chewing nicotine gum, using a 

nicotine patch, getting rid of ashtrays and lighters, smoking less each day, or changing cigarette brands. 

People in the preparation stage are not content to just sit and wait for change, as the saying goes if the 

mountain doesnôt come to Muhammad, then Muhammad must go to the mountain. 

Make a plan and begin to take direct action, such as consulting a counselor. Prepare a list of motivating 

statements and another for the desired goals. 

Join NA or an alternative health club. Inform your addiction buddies, family, and friends about your 

decision to change. 

Read up on your addiction to learn different ways to make a successful, lasting change. 

After making the necessary preparations, the individual is ready to move to the next transtheoretical 

stage and can be recruited into action-oriented programs. 

Stage 4: Action 

In this stage, the addict has made specific overt changes to their overall lifestyle. 

It is no longer a question of I donôt want to change, or I canôt change and more an I am changing. 

Since the changes here are more observable, itôs not surprising that behavioral change is often 

misconstrued as an action rather than the 4th stage of change that it is. 

The action stage relies on the goals set in the contemplation and preparation stages. 

Many people fail at making lasting changes because they donôt give enough thought to the kind 

of change, they want and prepare a plan of action- stage 2 and stage 3.Letôs take the example of 



62 

 

 

trying to start eating healthier. Most people will be quick to throw out all the junk food in the 

fridge, immediately enroll in a two-year gym membership, and begin eating only greens. 

For a time, your efforts will work, but it may not last. You will come home from a bad day at 

work/school, and you wonôt feel like cooking or even eating greens. 

Youôll convince yourself that itôs only this one time while you order an All-American burger 

from the takeout place just around the corner. That first delicious bite will mark the death of your 

short-lived Healthy Life. 

Often, individuals who triumph in the action stage are those who completed the subsequent 

stages. They seek out rehab, individual counseling, or group meetings as a means to manage the 

destructive behavior. 

The process can seem tedious and boring after the backstage Broadway show that was your 

addictive life and, therefore, the stage carries the highest risk of relapse. 

Nevertheless, if the addict commits to being clean and sober, identifies and eliminates triggers, 

and enthusiastically embraces their new lifestyle, they should be able to move to the next stage. 

Stage 5: Maintenance 

Recovering from an addiction is a life-long process, and Prochaska and DiClementeôs original 

last stage recognizes this fact. 

The maintenance stage is concerned with keeping to the intentions made in the third stage and 

the behaviors implemented in the fourth stage. 

Cravings and triggers may dissipate over time, but the temptation to use will never be truly 

eradicated. 

Because drugs affect the neural pathways of the brain and the sensations you felt while under the 

influence can never be completely forgotten. 

However, recovering addicts in this stage have learned how to manage their addiction and 

maintain their new lifestyle with minimal effort. 

They have created a new normal where they integrate change into their lives by continually 

guarding against triggers, focusing on preventing relapses, and consolidating their efforts to 

maintain a life free of destructive behaviors. 

Although most addiction treatment professionals advocate for complete abstinence, there are a 

few who acknowledge that it may be difficult for some addicts to go completely cold turkey. 

Such addicts would benefit from moderating their addictive behavior, practicing controlled 

drinking, along with reducing drug and substance use. 

The entire addiction treatment and recovery community recognize that relapses can occur at any 

stage and that battling addictive behavior is a life-long process; nonetheless, a sixth stage was 

added to the transtheoretical model. 
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Solutions to Issues & Obstacles  
 

 

 

First Understand what motivates us:  

¶ Health care providers are naturally inclined to act as problem solvers, provide advice and argue for 

positive change. They often overestimate or ignore patients' degree of motivation to change. For patients who 

are not ready to change, this approach is often counterproductive, resulting in silence, anger or avoidance. 

¶ As a result, health care providers may avoid the issue of substance use or push patients harder to try 

to stimulate change. These approaches tend to diminish motivation. 

¶ Assessing a patient's readiness to change is the best way to minimize frustration and improve the 

chances that change will happen. Interventions that are appropriate to the patient's stage of change can 

increase motivation and promote positive change. 

Perhaps the most important  thing to take away from Maslow's Hierarchy of Human Needs is his realization that all 

human beings start fulfilling their needs at the bottom levels of the pyramid. ... Needs like safety, esteem, and social 

interaction are insignificant when one's drive is to survive. 
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Matching interventions to the stage of change 

Precontemplation stage 

Provide brief advice about the importance of cutting down or stopping substance use and tell the patient that if 

they are ever interested, you would be willing to help. 

Contemplation stage 

Ask whether the patient would be interested in more information about treatment approaches, or what it would 

take for the patient to be willing to cut down or stop the substance use. 

Preparation/action stage 

Provide encouragement, offer assistance and, if necessary, refer the patient for addiction treatment. 

Helping patients move toward change 

Attempt to engage patients in a discussion about their problematic substance use. Simply asking patients how 

they feel about their substance use, or if they have ever considered cutting down, encourages them to talk, even if 

they are not ready to make changes. The important thing is to begin a conversation that is non-judgmental and 

avoids pressure. 

Increasing motivation involves exploring with patients their answers to the following questions: 

¶ "Why do you think you should you cut down or stop?" Explore the importance for patients of cutting 

down or stopping. Encourage them to weigh competing values, benefits, priorities and perceptions of risk. 

¶ "Do you feel that you are going to be able to cut down or stop?" Explore patients' confidence in their 

ability to cut down or stop. This includes issues of self-efficacy, past experiences and alternative solutions. 

¶ "When do you think you will be ready to cut down or stop?" Explore patients' readiness to cut down or 

stop in the near future. Allow them to weigh the competing priorities in their lives with their own assessment 

of their confidence. 

In general, the more important the issue is to the patient, and the more confident the patient is about succeeding, 

the more likely it is that they will be ready to commit to making a change ï they will be more motivated. 
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Ambivalence about change 

Some degree of ambivalence about the importance of making changes, about one's confidence in being able to 

change and about one's readiness to makes changes is inevitable. 

The level of interest in change and ambivalence corresponds to the patient's stage of change: 

 Stage of change, level of interest and ambivalence 

¶ Ambivalence is generally lowest when the patient is not at all interested in changing (precontemplation), or is 

clearly ready to make changes (action). 

¶ It is during the process of considering change ï of moving from low motivation to high motivation ï that the 

patient naturally experiences a rise in ambivalence. 

¶ The contemplation stage is where ambivalence peaks. It is characterized by the phrases "I want to, and I don't 

want to" or "I know how, and I don't know how." 

¶ Patients who are ambivalent are those most in need of counselling. 

Working with resistance 

Signs of resistance to change include "yes, but . . ." statements, outright anger, not showing up or simply 

forgetting. When patients are resistant, it means they are not ready or the process is moving too quickly. 

When this happens: 

¶ Slow down or back off. 

Example: 

"It sounds as though you feel we're moving too fast. Perhaps you're not ready to cut down at the moment." 

¶ Increase intrinsic motivation by reinforcing the patient's ideas and feelings about his or her own goals 

and personal values. 

Example: 

"I know this must seem like a big step for you, but I remember you telling me that breaking this habit is 

the most important thing you can do for yourself." 

¶ Provide education to the patient with the aim of eliciting a response. 

Example: 

"Did you know that if you quit smoking now, it would have a dramatic effect on your ability to breathe 

over the next few years?". 

https://www.porticonetwork.ca/documents/203343/0/motivation.png/e74191a4-e6e0-4b98-ad03-b23a69870138?t=1447282176000
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This approach is often more effective than information that is meant to scare the patient or to support your own 

perspective (e.g., "If you don't quit, you're going to die"). 

 

Counselling strategies for increasing motivation to change 

¶ Express empathy: In all forms of counselling, empathic listening is essential to building trust, which in turn 

opens up possibilities for change. 

¶ Develop discrepancy: In general, change is motivated by a discrepancy between a person's current behavior 

and important personal goals, beliefs and values. Drawing attention to these discrepancies and encouraging 

"change talk" may help to resolve or reduce a patient's ambivalence. 

¶ Roll with resistance: Avoid arguing for change and other forms of "resistance talk" because it tends to reduce 

motivation to change. 

¶ Support self-confidence: Small successes and emotional support can increase a patient's confidence (the 

patient is responsible for choosing and carrying out change). 

¶ Be curious: While there are many types of questions that can be used to propel a conversation that increases 

motivation, the most important characteristic of the primary care provider is a genuine curiosity about what 

motivates and what inhibits the patient's path to change. 

Increasing motivation: Tip list 

¶ Provide a decisional balance sheet to help patients reflect on the relative merits and drawbacks of making 

the proposed change (e.g., "What are the pros and cons of continuing to smoke?"). 

¶ Ask open-ended questions that evoke change talk (e.g., "What worries you about your current drug use?"). 

¶ Use scaling questions to assess motivation and to help set small goals (e.g., "What would it take to increase 

your confidence to quit smoking from a 2 to a 3 out of 10?"). 

¶ Reflect back and elaborate on small goals (e.g., "You say you are interested in changing your drinking 

habits someday. Is there anything you could do now that would be a start in that direction?"). 

¶ Provide information and elicit a response (e.g., "Drinking more than two to three drinks per day is often a 

cause of high blood pressure. What do you think about your own drinking pattern?"). 

¶ Back off to reduce resistance (e.g., "It sounds as though you're not really interested in getting help at the 

moment"). 

https://www.porticonetwork.ca/documents/203745/0/Decisional+balance+sheet+PDF/ba92f7ef-8ff8-473f-b28f-75a41c516bd2
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With the techniques listed here, aim to resolve ambivalence to the point where the patient feels ready to make a 

change that is congruent with established goals. 

At that point you might say: 

"It sounds as though you're ready to give up the drug you've been taking. Would you be interested in 

starting to talk about this?" 

When the patient indicates a willingness to try, the process of increasing motivation shifts to negotiating a change 

plan. 

Establish the end point or goal 

Clarify as precisely as possible what a patient wants to achieve. 

Do not assume that patients' goals are congruent with yours (e.g., in a case of alcohol dependence, you may be 

recommending abstinence, but the patient may be aiming to cut down to four beers per day). 

Encourage patients to set their own goals and the rate at which they hope to achieve them. For example, say, "In 

terms of your drinking, where do you want to be a few weeks from now? How about in a few months from 

now?" 

Consider change options 

Discuss different ways of achieving the goal, with an emphasis on what has worked in the past (e.g., "When you quit 

smoking last year, how did you do it?"). 

Guide the conversation toward initial small, achievable steps that lead toward the goal. This can be done simply by 

asking the patient to set a small step, or by making gentle suggestions such as, "As a first step, have you considered 

stopping smoking in your apartment?" 

Detail a plan 

Attempt to co-establish a first clear, observable step that is as specific and precise as possible. For example, in summarizing 

the discussion, you might say, "We've been discussing cutting back on your drinking, and you say you want to start today 

by cutting down to four beers a day. Is that right?" 

 

 

 

 

https://www.porticonetwork.ca/web/fundamentals-addiction-toolkit/motivation-change/change-plan
https://www.porticonetwork.ca/web/fundamentals-addiction-toolkit/motivation-change/change-plan
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Elicit commitment 

It is crucial that patients feel ready to commit to the plan and that they see it as achievable. 

Do not assume commitment. Clarify by asking, "Are you really sure that this is something you can do every day?" 

Formalize the commitment 

The appropriate level of formality for the plan depends on what each patient perceives to be helpful. While some 

patients are motivated by an explicit written "contract" that they can take with them, most patients see your notations 

in the chart as the same thing. Others like to acknowledge their commitment with a handshake. 

Establish follow-up 

Ongoing support and problem solving around failures and roadblocks is very helpful to most patients. 

Set up appointments in anticipation of such events. Initially, this could be every week or two. Above all, let your 

follow-up plan be guided by what the patient perceives as appropriate. Ask: "When do you think it would be helpful 

to see me again?" 

Continue this method of carefully moving the patient forward and then reassessing the response in subsequent 

sessions. 

When patients do not complete the plan 

An inability to achieve a commitment tends to undermine patients' confidence and decreases their sense of control. 

You can help to prevent patients from feeling this way by viewing the patient's failure to complete the goal as 

information for both you and the patient. 

Generally, such failures are a sign that the process was moving too fast. Either the patient was not ready and so 

resisted change, or the goal was too large, and the patient was set up to fail. 

Failure also suggests a need to reassess the patient's readiness, to slow down and to continue the process. 

As a general rule, it is better to err on the side of moving too slowly or making the goals too small. Faced with a 

small goal (e.g., not smoking indoors), patients tend to overachieve (e.g., putting off going out for a smoke and 

thereby cutting down the number smoked daily). You can reinforce and build on these successes. 

The goal of this process is to gradually acquire new patterns of behavior, increase awareness of the process of change 

and develop a greater sense of self-efficacy ï the feeling that one is capable of making changes in one's life. 
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The Story 

.    

VIDEO TWO 

ASSIGNMENT VIDEO:  On www.youtube.com/ 

Search Title: Introduction to Motivational Interviewing 
 
 
 

 

 

 

Bill Matulich 

In this slide presentation I talk about the basic concepts of Motivational Interviewing (MI). After a brief 

definition, topics include: the Spirit of MI, The four basic OARS skills, and the "processes" of MI. 

Link: https://www.youtube.com/watch?v=s3MCJZ7OGRk 

Duration: 17:22 hrs.  

Practical Exercise # One: 

Decisional Balance Worksheet When we think about making changes, most of us donôt really consider all ñsidesò in 

a complete way. Instead, we often do what we think we ñshouldò do, avoid doing things we donôt feel like doing, or 

just feel confused or overwhelmed and give up thinking about it at all. Thinking through the pros and cons of both 

changing and not making a change is one way to help us make sure we have fully considered a possible change. This 

can help us to ñhang onò to our plan in times of stress or temptation. Below, write in the reasons that you can think 

of in each of the boxes. For most people, ñmaking a changeò will probably mean quitting alcohol and drugs, but it is 

important that you consider what specific change you might want to make, which may be something else. 

Benefits/Pros Costs/Cons Making a change Not changing. 

 

 

 

 

 

 

 

 

 

 

https://www.youtube.com/channel/UCaNFpA-WDLiZBsQZZ1RsfuA
https://www.youtube.com/channel/UCaNFpA-WDLiZBsQZZ1RsfuA
https://www.youtube.com/watch?v=s3MCJZ7OGRk
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Decision Balance Worksheet 

 

 Benefits Pros to changing Cost or Cons to changing 

 

Making a Change 

1. 

2. 

3. 

 

1. 

2. 

3. 

 

 

Not Changing 

1. 

2. 

3. 

 

1. 

2. 

3. 

 

 

Exercise # Two: 

 

VIDEO THREE 

ASSIGNMENT VIDEO:  On www.youtube.com/ 

Search Title: How to do a Change Plan Worksheet: Worksheet 

included 

 
 

 

 

Published on May 4, 2018 

 

 

Dr. Russ Curtis 

http://www.thecounselingacademy.com. For an example of a change plan worksheet visit 

http://motivationalinterview.net/clin... Motivational Interviewing 3: Change Plan 

Search Link: https://www.youtube.com/watch?v=HOWvpl06zoQ 

 

https://www.youtube.com/channel/UCNDi1wc1NtJAPdiicv5nI3w
https://www.youtube.com/channel/UCNDi1wc1NtJAPdiicv5nI3w
https://www.youtube.com/redirect?v=HOWvpl06zoQ&redir_token=F4hgM0z31dOq9JCvEsYRrqZUn-V8MTU2ODk5NjAzN0AxNTY4OTA5NjM3&event=video_description&q=http%3A%2F%2Fwww.thecounselingacademy.com
https://www.youtube.com/redirect?v=HOWvpl06zoQ&redir_token=F4hgM0z31dOq9JCvEsYRrqZUn-V8MTU2ODk5NjAzN0AxNTY4OTA5NjM3&event=video_description&q=http%3A%2F%2Fmotivationalinterview.net%2Fclinical%2Fchangeplan.PDF
https://www.youtube.com/watch?v=HOWvpl06zoQ
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Duration: 6:41  

 

VIDEO FOUR 

ASSIGNMENT VIDEO:  On www.youtube.com/ 

Search Title: How to do an intervention | How to do a drug intervention | 

How to do an alcohol intervention 
 

 

 
Published on May 4, 2018 

 

Cassidy Cousens 

Cassidy Cousens, CCDC (dressed down) offers helpful tips and free information in order to intervene on a 

family member, loved one, or friend. The steps he outlines are simple and effective. It would be advisable to 

review the suggestions he provides if you are considering conducting an addiction or co-occurring disorders 

intervention. For more information on the steps to intervening visit triple w [dot] Method Treatment 

[dot][com] 

Search Link: https://www.youtube.com/watch?v=ad01XlRbRls 

Duration: 6:41  
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MASTER FAMILY PLAN OF ACTION FOR: ñThe Family Interventionò  

Complete answers and move to ñMaster Family Plan of Actionò. 

 

1. Our Family will use the five stages of change of Behavior scales to determine what to expect. 

2. The tips for matching motivations to the stage will be applied in the family intervention. 

3. Using the understanding a dual diagnosis might be involved in how the loved one is able to respond 

to our intervention.  
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Issue # 4: The Police Intervention Seminar   

 

 

 
 

 

 

 

 

 

 

Seminar Four: Study Guide  

 

 

 

 
Seminar Objectives: 

1. Identify the six phases of Police intervention. 

2. Learn the Doôs and do nots of a missing personôs report.  

3. How to compete a missing personôs report 
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These are the 12 Key Issues a Family Faces 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#11 Bereavement (Learning how to move forward) 

#12 Faith, Spiritual Practices (Itôs His will first and in all ways) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#1 Enabling vs Consequences

#2 Addiction Behavior

#3 Family Intervention 

#4 The Police

#5 Emergency Medical Services

#6 Legal Court System

#7 Treatment Centers

# 8 Support Agencies 
Mapping

# 9 The Relapse

#10 Successful Lifelong Recovery
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The Police Intervention, The Six Phases 

There is not much one can say to the prolog of an addict being arrested. When the police call, come to your 

door or ask you to come to the station, there has mostly likely been a crime committed or associated with one. 

The next step is to find the person or persons who committed the crime and start the process of arrest.  

 

This seminar will address two areas to inform and build knowledge of the family members about the police 

intervention: 1. The Arrest process and 2. The missing persons process. In a different seminar (The Legal 

System Intervention) the legal system and its process will be reviewed.  

 

One: Learning of Your Rights During an Arrest 

In 1966, the U.S. Supreme Court ruled in Miranda v. Arizona, that individuals who are under arrest for 

suspicion of having committed a crime have certain rights that must be explained to them before any 

questioning may occur. The rights are designed to protect your Fifth Amendment right to be free from self-

incrimination and are read in a warning as follows: 

 

¶ You have the right to remain silent and to refuse to answer questions. 

¶ Anything you say may be used against you in a court of law. 

¶ You have the right to consult an attorney before speaking to the police and to have an attorney present 

during questioning now or in the future. 

¶ If you cannot afford an attorney, one will be appointed for you before any questioning if you wish. 

¶ If you decide to answer questions now without an attorney present, you will still have the right to stop 

answering at any time until you talk to an attorney. 

Note: Miranda rights must only be read when an individual is in police custody and under interrogation which 

would not apply to situations like traffic stops. 

 

Two: Police Actions During an Arrest and Booking 

If you're stopped by the police, they may frisk you by performing a "pat-down" of your outer clothing to 

see whether you're concealing a weapon. Later, if you're arrested, they can perform a full-blown search of 

your person and immediate surroundings to ensure that you don't have any weapons, stolen items, 

contraband, or evidence of a crime. If the police take possession of your car, it may be searched as well. 

 

The police may take and secure any personal property or money that you have with you after performing 

an inventory. The police will ask you to sign the inventory, but you should only do so if you agree with the 

contents of the inventory. 

 

 

 

Once arrested, you'll be booked. During this part of the arrest process, the police will ask for basic 

information about yourself (such as your address and birthdate), and fingerprint and photograph you. You 

may also be asked to participate in a line-up or provide a handwriting sample. 
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If you're detained but not booked within a reasonable period (usually several hours, or overnight) your 

attorney may go to a judge and obtain a writ of habeas corpus. This is an order issued by the court instructing 

the police to bring you before the court to determine if you're being lawfully held. 

 

Three: The Post-Booking Process: 

Once you're arrested and booked, your case is provided to the appropriate prosecutor's office where an 

independent decision is made as to what charges should be filed, if any. You have the right to a speedy trial, 

which usually means that the prosecutor must file any charges within 72 hours (48 hours in some states). A 

prosecutor is not bound by the initial charge decision and can later change the crimes charged once more 

evidence is obtained. 

 

Next is your arraignment. At this point, the charges against you are read in court and you'll be asked whether 

you plead guilty or not guilty. You can also plead "nolo contendere" or "no contest," which aren't technically 

pleas, but indicate that you don't contest the charges. The plea of nolo contendere cannot be used in other 

aspects of the criminal trial as an admission of guilt but can be used in the indictment phase as an implied 

confession of the specific offense charged and an admission of the facts in the indictment. A plea of nolo 

contendere is only accepted by a judge if made voluntarily and intelligently. 

 

You may be able to get out of jail after your arrest and before trial by posting bail. During this process, you 

pay money to the court to ensure that you'll make future court appearances. If you do, the bail is refunded 

to you, but if not, the court keeps the money and can issue a warrant for your arrest. 

 

Four:  Getting Legal Help with Questions About the Arrest Process 

No one looks forward to an arrest, but if does happen, it's good to understand the process. It's also important 

to understand that you have rights throughout the arrest process. If you've been arrested and charged with a 

crime, you may want to contact a qualified criminal defense attorney to discuss your rights and what your 

legal options are going forward. 

 

What Happens During a Criminal Case? 

This process when not known in advance may be confusing to a victim, witness or family members. The 

following summary will explain how a case generally progresses through Michigan's criminal justice 

system. Specific procedures may be modified by local courts or judges in other states. 

 

Step 1: Crime Committed / Police Notified 

 

Step 2: Police Investigate 

 

Step 3: Police Make an Arrest (or Request a Warrant) 

 

Step 4: Warrant/Charging Request Reviewed by Prosecuting Attorney  

Step 5: Warrant Issued 

 

Step 6: Suspect Arrested 
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Step 7: District Court Arraignment 

 

Step 8: Trial (Jury or Bench/Judge) 

 

Step 9: Pre-Sentence Investigation and Report 

 

Step 10: Sentence 

 

Step 11: Appeals 

 

Police Investigate --- Investigation may include interviewing victim, witnesses, suspects; collecting physical 

evidence; visiting, viewing, photographing, measuring crime scene; identifying suspects; through line-ups ... 

etc. 

 

Police Make an Arrest (or Request a Warrant) 

When a crime is committed in a police officer's presence --- or the officer has probable cause to believe that 

certain misdemeanors or any felony was committed that the officer did not see happen --- an officer may 

arrest a suspect on the spot without an arrest warrant. The officer will later submit a charging/warrant request 

to the Prosecuting Attorney, suggesting potential charges to be authorized. 

 

Warrant/Charging Request Reviewed by Prosecuting Attorney 

Most cases begin with a warrant request. This is generally the first time that the Prosecuting Attorney's office 

is involved in a case, unless a prosecutor reviewed a search warrant or visited the crime scene. At this stage, 

the Prosecutor determines whether a person should be charged with a crime and, if so, what the crime should 

be. The Prosecutor must thoroughly review all reports and records concerning the case, including witness 

statements. The Prosecutor also reviews the suspect's prior criminal or traffic record. Occasionally, the 

reviewing Prosecutor sends the case back to the police to conduct additional investigation. 

 

Warrant Issued 

The Prosecutor can issue a charge if he or she reasonably believes that probable cause exists that the suspect 

committed the offense. But most reviewing Prosecutors apply a higher standard --- whether the charge can 

be proved beyond a reasonable doubt at trial with the information known at that time. 

 

Suspect Arrested (if not already in custody) 

The delay between the crime date and the defendant's arrest on an authorized charge can take any length of 

time (e.g., if the defendant's whereabouts are unknown, or if the defendant has left the State of Michigan). 

  

District Court Arraignment  

This is the first court appearance for any misdemeanor or felony. Once arrested and charged with a felony, 

the suspect appears in District Court for arraignment. The defendant is told what the charge(s) is (are) and 

the maximum penalty if convicted, and is advised of his constitutional rights to a jury or bench trial, appointed 

attorney, presumption of innocence, etc.  

 

The charging document is called a Complaint. The conditions and amount of bond are determined by the 

judge. In some cases --- generally based on the nature of the charge --- the Judge imposes conditions on the 

bond, such as no contact with the victim. Bond is set in almost every case, but it is up to the defendant's own 

resources to post the bail money, which allows him to be released. 

 

 

 

All further pre-trial procedures are determined by whether the defendant is charged with a felony or 

misdemeanor: 
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Five: Misdemeanor 

At a misdemeanor arraignment, the defendant will be given a chance to enter a plea to the charge: plead 

guilty, plead not guilty, or stand mute (i.e., remain silent, which is treated by the court as if the defendant pled 

not guilty). If the defendant pleads guilty or no contest, the Judge may sentence the defendant on the spot or 

may reschedule the case for a sentencing date, which will give the probation department time to prepare a 

pre-sentence report including background information about the defendant and the crime, make a sentencing 

recommendation, etc. If the defendant stands mute or pleads not guilty, the case will be scheduled for a pre-

trial conference. 

  

Pretrial Conference --- All misdemeanor cases are scheduled for a meeting between an Assistant Prosecuting 

Attorney and the defendant (or his attorney) to determine whether the case will go to trial or be resolved with 

a plea. These meetings focus on resolving the case short of trial. The Judge and witnesses are not directly 

involved in misdemeanor pre-trial conferences. If a plea bargain is going to be offered by the Prosecutor, it 

is done here. 

 

Felony 

At a felony arraignment in District Court, the defendant does not plead guilty or not guilty. He is advised of 

his right to a preliminary examination within 14 days of the arraignment. The arraigning judge may also 

consider a defendant's request for a court-appointed attorney at this time. 

 

Pre-Exam Conference --- Some courts schedule a "Pre-Exam Conference" several days before the scheduled 

Preliminary Examination. The Pre-Exam Conference operates like a misdemeanor pre-trial conference, as a 

meeting between the Prosecutor and defendant (or his attorney) to see if the case can be resolved without the 

need to subpoena witnesses for the "Prelim". 

 

Felony Preliminary Examination --- This is a contested hearing before a District Court Judge, sometimes 

called a "probable cause hearing", held within 14 days after arraignment. The Prosecutor presents witnesses 

to convince the Judge that there is at least probable cause to believe that the charged crime(s) was (were) 

committed and that the defendant committed the crime(s). Because the burden of proof is much less than at a 

trial, the Prosecutor generally does not call all potential witnesses to testify at the "prelim"; generally, the 

victim and some eyewitnesses plus some of the police witnesses testify. The defendant, through his attorney, 

can cross-examine the witnesses and present his own evidence (including witnesses). If probable cause is 

established, the defendant is "bound over" (i.e., sent to) Circuit Court for trial. If the Judge decides that there 

is not probable cause that the defendant committed the charged crime(s), the judge can bind the case over on 

different charges, can reduce the charges to misdemeanors for trial in District Court, or can dismiss charges. 

A defendant can give up his right to a Preliminary Examination. Most felonies arrive in Circuit Court after 

such a "waiver". 

 

 

Circuit Court Arraignment  --- After the case is sent to Circuit Court, the defendant is again arraigned (given 

formal notice of the charges against him or her). The charging document is called an Information. He or she 

is again advised of his/her constitutional rights, and enters a plea to the charge (guilty, not guilty or stand 

mute). 

 

Pre-Trial Conference --- The Circuit Court may schedule a meeting between an Assistant Prosecuting 

Attorney and the defendant's attorney to determine whether the case will go to trial or be resolved with a plea. 

 

Pretrial Proceedings --- The Circuit Court Judge may be called upon to resolve various pre-trial issues, some 

of which determine whether the case will continue to a trial, be resolved with a plea, or be dismissed; whether 

evidence will be admissible at trial; etc. 
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Trial (Jur y or Bench/Judge) 

A trial is an adversary proceeding in which the Prosecutor must present evidence to prove the defendant's 

guilt beyond a reasonable doubt. The defendant is not required to prove his or her innocence or to present any 

evidence but may challenge the accuracy of the Prosecutor's evidence. 

 

Both the defendant and the Prosecutor (representing the People of the State of Michigan) have the right to a 

trial by a jury. Sometimes, both sides agree to let a Judge listen to the evidence and decide the case without a 

jury; this is called a "bench trial". In a jury trial, the jury is the "trier of fact"; in a bench trial, the judge is. 

After the evidence is presented, the judge or a jury will determine whether the evidence proved that the 

defendant committed the crime. 

 

 

Six: General outline of the steps in a jury trial: 

Residents of the local county are randomly selected from a Secretary of State list of licensed drivers, and are 

summoned to the Court as potential jurors; 

a blind draw selects twelve people from that group in felonies (six in District Court misdemeanors); 

 

Voir Dire:  The Judge, Prosecutor and defense attorney question the jurors about their backgrounds and 

beliefs; 

the attorneys are permitted a limited number of "peremptory" challenges to various jurors (or an unlimited 

number of challenges for good cause); 

 

after twelve (or six) acceptable jurors remain, the Judge administers an oath to the jury and reads basic 

instructions about the trial process, etc.;  

 

¶ The Prosecutor gives an opening statement to outline the People's case and evidence to the jury; 

 

¶ The defense may give a similar opening statement, or wait until later in the trial; 

 

¶ The Prosecutor calls witnesses, which the defense may cross examine; 

 

¶ The People close their proofs; 

 

¶ The defense may call witnesses, if it wants, and the Prosecutor may cross-examine them; 

 

¶ The defense rests; 

 

¶ The Prosecutor may present "rebuttal" witnesses/evidence to challenge evidence presented by the 

defendant during his proofs; 

 

¶ The Prosecutor rests; 

¶ occasionally, the trial judge will let the defense present "sur-rebuttal" witnesses to respond to the 

Prosecutor's rebuttal witnesses' testimony; 

¶ The Prosecutor presents a closing summary to the jury; 

¶ The defense attorney presents a closing summary to the jury; 

¶ The Prosecutor may present a rebuttal argument to the jury to respond to the defendant's attorney's closing 

summary; 
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¶ The judge gives the jury detailed legal instructions about the charged crimes, the deliberation process, 

etc.; 

 

¶ The jury deliberates and returns a verdict. 

 

¶ A criminal case jury verdict must be unanimous. 

 

¶ Pre-Sentence Investigation and Report 

¶ The court's probation department prepares a report for the judge summarizing the crime, and the 

defendant's personal and criminal backgrounds.  

 

Generally, the victim is contacted for a recommendation of sentence. The probation officer concludes the 

report with a recommended sentence. 

 

Sentence 

Sentencing in Michigan varies with the crime and can be the most confusing part of the criminal process. 

Most often, sentences are at the judge's discretion. The judge will consider the information in the pre-sentence 

report (subject to factual corrections by the parties), additional evidence offered by the parties, comments by 

the crime victim, and other information relevant to the judge's sentencing decision. For felonies, the Circuit 

Court judge will consult "sentencing guidelines" (originally established by the Michigan Supreme Court, but 

now applicable by recent "Truth in Sentencing" laws). The sentencing guidelines factor in aspects of the 

defendant's criminal conduct and his prior record, to determine the minimum jail/prison sentence. The judge 

may consider different alternatives, such as a fine, probation, community service, a sentence to jail or prison, 

or a combination. The judge must also order the defendant to make restitution to any victims who have 

suffered financial harm. 

 

Appeals 

Appeals from the District Court are heard in the Circuit Court. Appeals from a Circuit Court or Probate Court 

order are heard in the Michigan Court of Appeals. Appeals from Court of Appeals decisions are heard in the 

Michigan Supreme Court. 

 

There are three kinds of appeals: (1) interlocutory, (2) of right, and (3) by leave. 

 

1) Interlocutory appeal:  occurs when a party tries to appeal a judge's decision before the case has come to 

trial or before a trial is finished. 

 

2) Appeal of Right:  occurs after a final order has been entered by the trial court (either a sentencing order, 

or an order dismissing the charge). A recent amendment to the Michigan Constitution has eliminated 

most appeals of right when a defendant pleads guilty. Most appeals of right now focus on the sentence 

imposed. 

 

3) Appeal by Leave of the Court: occurs when an appeal of right is not available (e.g., because an available 

appeal of right was not filed on time). The appellate court has the discretion to reject the appeal or can 

"grant leave". 
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Issue # 4: The Police Intervention Seminar   

 

 
 

 

 

 

 

 

 

 

 

Seminar Four: Workbook 
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The Police Intervention 

 

 

Issues the Family Faces 
 

The countdown to finding a missing person begins the moment someone concerned for his 

or her well-being alerts law enforcement. Investigators are essentially working against the clock, as with each 

passing hour decreases the likelihood that the subject will be found. 

Protect the integrity of the evidence: One of law enforcement's first steps in investigating a missing person 

case is trying to prevent the loss of evidence, Dr. Michelle Jeanis, criminology professor at the University of 

Louisiana at Lafayette, told ABC News. And it isn't just the person's family who investigators are looking to 

speak to. Law enforcement will often seek information from the public, including people who may have 

happened to be going on with their daily lives but witnessed a crucial moment in the subject's disappearance, 

said former FBI Special Agent in Charge and ABC News contributor Steve Gomez. 

The victim could be in grave danger. Those first few days are especially crucial if an individual is being 

transported or is in danger.  Investigations on missing persons who authorities believe may be vulnerable -- 

such as children and those with a mental illness -- are expedited because time is of the essence to get the word 

out to the public to look for them. Although stranger kidnappings are "very, very rare," children are usually 

murdered quickly, sometimes within the first three hours but usually within the first two days. 

The fact is people usually see something, so that period of time is absolutely vital in order to find the person 

right away, 

In addition, it's important to generate as much awareness and as many leads as possible, Gomez said, adding 

that they tend to slow down after the 72-hour mark. "That's why it's just so important to try and move the 

investigation along and to get the public's help," he said. 
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The first 48 hours are also critical because that's when investigators have the best chance of following up on leads, 

before people's memories start to fade, Dr. Bryanna Fox, former FBI agent and criminology professor at the University 

of South Florida told ABC News. "The information that law enforcement gets tends to be a little more accurate, and 

they are able to act on the information and hopefully get that person who is missing quicker."  

As soon as police get a call reporting that someone is missing, they'll begin to evaluate whether the case even involves 

a missing person at all. Law enforcement then chooses how they will allocate resources to missing persons cases on 

a "case-by-case basis."  For adults who are reported missing, one of the things investigators look to first is whether 

the subject was displaying a-typical behavior. 

Amber Alter: In "serious cases" of missing children, in which law enforcement has a reason to believe the child has 

been abducted or is in imminent danger, an Amber Alert may be issued. The Amber Alerts were designed "especially 

for those kids who are perceived to be in immediate danger," but there are specific criteria for the level of danger the 

case must meet to warrant the alert. For example, a runaway child would not qualify for an Amber Alert. The reason 

for the selectivity, in part, is to not desensitize the public. Law enforcement wants the public to be "alert and aware" 

when a message is sent out, and too many could cause people to ignore it.  

Media coverage makes a difference in closing the case 

Getting the word out to the public that someone is missing is "integral" to closing the case, "Every family wants that 

media attention" to help find their loved one. However, not all missing persons cases get the same media attention.  

Research suggests that there's a disparity in media attention, especially at the national level. 

Women received nearly 12 times more media coverage, on average, than male victims, while white victims received 

nearly three times as much total media attention than minority victims, as well as higher word counts within articles. 

White, young, female victims -- often college co-eds or mothers -- "definitely get the most amount of attention. The 

phenomenon is known as "missing white woman syndrome." 

In addition, the age of the victim correlated inversely with the word count within a story, with each additional year of 

age corresponding to a 4.4 percent decrease in the word count. 

 



84 

 

 

 

Social media now plays a vital role in missing persons cases 

Social media has become a "huge asset to safely recovering people," purely due to the ease of spreading the 

message.   

 

 

 

 

 

 

 

 

 

 

While people pay attention when seeing stories of missing persons on broadcast news, it "brings it a little 

closer to home" when they see someone they know or trust talking about it on Facebook or Twitter. 

The social media awareness "energizes the public to help the family and law enforcement," which generates 

leads.  Our law enforcement makes sure posting information on missing persons on their social media 

accounts increases the odds that they'll be able to find them sooner. Before social media, law enforcement 

would release BOLOs -- or "be on the lookout" notices -- that would be posted to various neighborhoods, It 

is now the standard practice for those BOLOs to be posted to the law enforcement agency's social media 

accounts. The sooner an announcement is made, the more likely the person will be safely recovered, Fox said. 
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Doôs and do nots of a missing personôs report 

It's not necessary to wait 24 to 48 hours before filing a report, according to www.Findlaw.com. When filing 

the report, give law enforcement a detailed description of the subject's physical appearance such as his or her 

height, weight and age, as well as any identifying markers such as a tattoo or birth mark. Be sure to include 

clear photos of the missing person. 

 

 

 

Obstacle the Family Addresses 

 

A Viable Option:  Delivering your son or daughter into police custody is a severe but rational measure for 

distraught parents whoôve exhausted other options, addiction clinicians say. ñI know parents [of people who 

went into treatment] who say if they hadnôt turned their kids in to the police, their kids would be dead now,ò 

says Deni Carise, chief clinical officer at Recovery Centers of America, which has addiction treatment centers 

in four northeast states. ñFor a lot of parents, going to the police is a matter of getting their child off the street 

so he doesnôt die.ò  

For some parents of addicts, turning their child in to authorities is a matter of protecting themselves or others, 

says Tina Muller, program manager for the family wellness department at Mountainside Treatment Center in 

Canaan, Connecticut. ñIf an opiate addict is being abusive and creating safety issues, threatening or engaging 

in violence and bringing drugs into a home where younger siblings may find them, you need to call the 

police,ò Muller says. While opioid addiction gets the most attention because it's currently claiming the most 

lives, some parents of people addicted to cocaine and other drugs also turn their sons or daughters into police. 

 

Though itôs an agonizing step for parents, turning oneôs own child in to law enforcement to save his or her 

life makes sense in the context of the deadly opioid epidemic, clinicians say. In 2015, drug overdoses driven 

by the opioid scourge ï including heroin, which is illegal, as well as prescription pain relievers such as 

oxycodone, hydrocodone, codeine, morphine and fentanyl ï were the leading cause of accidental death in the 

U.S., according to the American Society of Addiction Medicine.  

http://www.findlaw.com/
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Be sure youôve exhausted every option. You may think youôve tried everything, but before you call the 

police, make certain youôve explored every potential resource to try to get your son or daughter help, Muller 

says. ñI would definitely recommend that parents and families seek advice from local treatment centers,ò she 

says, as treatment clinicians may be aware of resources parents donôt know about. If your child is a juvenile, 

check with local and state social services officials and authorities at the school your child attends and ask if 

there are resources such as counseling or therapy for addicts, she says. Some school districts have alternative 

schools that can help students with addiction issues. If they haven't already tried one, parents can try to stage 

an intervention, in which relatives and friends confront a person to describe how his or her drug use is 

affecting them and urge them to seek help. 

 

Explain to law enforcement officers why you are turning in your child. Once youôve decided you have no 

other recourse, call the police to explain why youôre about to turn your child in, says Howard Samuels, owner 

and chief executive officer of The Hills Treatment Center, an alcohol and drug rehabilitation facility in Los 

Angeles. ñYou want the police to know that you want the person arrested because he or she is out of control 

because of drugs,ò Samuels says. ñThatôs the way to handle it. You donôt want to call 911 and have the cops 

come in with guns drawn.ò 

 

Donôt assume your son or daughter will be in jail for long. The amount of time someone spends in jail varies 

depending on the charge, the personôs prior criminal record, if any, and local statutes. Someone who's arrested 

for a first offense on a charge that doesnôt involve violence, or a weapon may be incarcerated for a brief time, 

overnight or maybe even a matter of hours, Samuels says. Let your childôs lawyer know whatôs going on and 

ask him or her what treatment resources the local criminal justice system provides, he says. 

 

VIDEO ONE 

ASSIGNMENT VIDEO:  On www.youtube.com/ 

 

Search Title:  Smart Justice - What Happens When You Get Arrested 
 

 

Buncombe County Government 

Have you ever had a family member or friend arrested? It can be a very scary and confusing experience for 

everyone involved. In this video, we are going to take a tour of the arrest and pre-trial phase of the criminal 

justice system here in Buncombe County. If you ever find yourself in this situation, you will have the needed 

information for the best possible outcome. 

 

Link: https://www.youtube.com/watch?v=Rwwx-YY5f0U  Duration: 7:22 hrs.  

 

https://health.usnews.com/wellness/family/articles/2016-12-05/how-to-stage-an-intervention
http://www.youtube.com/
https://www.youtube.com/channel/UCbLf80mjuSlo7UkGmsNqduQ
https://www.youtube.com/watch?v=Rwwx-YY5f0U
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Solutions to Issues & Obstacles  
 

 

 

 

This approach is often more effective, than information that is meant to scare the patient into support service. 

Putting an addict in jail may temporarily prevent him or her from becoming a grim statistic, but it wonôt 

guarantee immediate treatment. Throughout the U.S., there are more than 3,000 drug courts, which refer 

people to treatment instead of jail, according to the National Association of Drug Court Professionals. Drug 

courts put about 150,000 people annually into treatment. Meanwhile, there are about 650,000 people 

incarcerated in local jails at any given time, according to the Prison Policy Initiative, a nonprofit that produces 

research on the criminal justice system and advocates against mass incarceration. ñWe realize weôre just 

scratching the surface of meeting the need,ò says Chris Deutsch, a spokesman for the NADCP. 

Seek support for yourself and other family members. Just as addicts in recovery need a support system, so do 

their loved ones. ñThis is an epidemicò that affects not only addicts, but those close to them, he says. Parents 

and other relatives need to know they are not alone, and they need to learn strategies for supporting the addict 

without enabling him or her, he says. Resources include clinical licensed therapists and support groups, such 

as Nar-Anon Family Groups, which is similar to the Alcoholics Anonymous model in that it uses 12 steps to 

help people deal with their feelings about their loved oneôs addiction. "Counselors can help and being part of 

a group in which you hear from other people who are going through similar experiences is invaluable". 

"There's a feeling of fellowship. 
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Practical Exercise # One:  

MISSING PERSON REPORT 
 

Adult ___   Child  ___ 

Date and Time of Report: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Date and Time of Last Contact:  

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Reported by: Name 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Voluntary Missing Adult  

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Parental/Family Abduction 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Drug Addiction Related Circumstances: Drugs Currently Taking, past rehabilitation center treatments: 

Name and phone. 

_____________________________________________________________________________________________

___________________________________________________________________________ 

Current or Past Drug Counselors: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

 

Suspicious Circumstances: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Possible Stranger Abduction? 

_____________________________________________________________________________________________

_________________________________________________________________________ 
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Prior Missing: Date, location 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Sexual Exploitation: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

 

At Risk, Medical or Mental Health Concerns 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Missing Persons Name (Last, First, Middle): 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Sex: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Race: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Corrective Lenses: Facial Hair: Eye Color: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Alias/Moniker/Nickname: DOB/Age: Height: Weight: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Scars/Marks/Tattoos: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Residence Phone Number: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Cell Phone Number: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 
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Business Phone Number: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

 

Employer:  Name, Address Phone 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Residence Address, City, State, Zip Code: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Social Security Number: Driver's License/ID Number: State: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Business Address, City, State, Zip Code: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Probation/Parole/Social Worker Name & Phone: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Social Networking Site(s) and Screen Name(s): 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Email Address: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Clothing:  

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Piece of DNA: toothbrush, hair etc.  

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Last Known Location/Activity (Description or Address, City, State, Zip Code): Possible Destination 

(Description or Address, City, State, Zip Code): 

_____________________________________________________________________________________________

_____________________________________________________________________________ 
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Alcohol, Drug, Mental Health, or Medical Condition(s):  

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Jewelry: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Known Associates and Lifestyle: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Visible Dental Work:  

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Dentist Name, Address, Phone Number: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Medical Provider Name, Address, Phone Number: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Photo Available: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Fingerprints: Ever had taken? 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Describe Tattoos: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Any Suspect Names of who might know him best: Name, Cell Phone. 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

 

Car Registered Owner Vin Number:  

_____________________________________________________________________________________________

_____________________________________________________________________________ 
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Type, Model, Make, Color, Condition markings 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

License Number: State/Province/Country: Reg. Year: Damage to Vehicle: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Primary Bank:  

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Friends Names: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Friends Cell Phone: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Common Area for Hanging Out: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Names of people they hang out with: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Dealer locations: 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

_____________________________________________________________________________________________

__________________________________________________________________________ 

Past or Current Girlfriend/boyfriend: Name, Cell Phone 

_____________________________________________________________________________________________

_____________________________________________________________________________ 

Other Comments to Disclose:  

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 
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THE STORY 

 

VIDEO TWO  

ASSIGNMENT VIDEO:  On www.youtube.com/ 

Search Title: How to file a missing person report: What to do when a person is missing 

 

 

 

Search Link: https://www.youtube.com/watch?v=yoepCbMfAzQ 

Published on Sep 28, 2018 

 

Justice for the Missing 

 

If you need to know what to do when someone goes missing, watch this video. I answer the question, "do i 

have to wait 24 hours to file a missing person report?" I talk about when to file a missing person report and 

how to file a police report to find your missing loved one. If you are looking for a missing person report 

example, contact your local authorities. We also talk about what to do if someone goes missing. Whether you 

are looking to find a missing person for free, how to track down a missing person, or missing person cases in 

general you will want to subscribe to this channel. We talk about missing person cases that are solved, police 

missing person procedures, solved missing person cases, and unsolved missing person cases Contact us at 

justicefordaniellebell@gmail.com Facebook: https://www.facebook.com/missingdanie... Twitter: 

@JusticefortheM2 Instagram: Justice for the missing Ensure your case is listed on these sites. 

https://api.missingkids.org/missingki... http://charleyproject.org/ Search and Rescue Nonprofit 

http://klaaskids.org/pg-leg/ 

Duration: 7:41  

 

MASTER FAMILY PLAN OF ACTION FOR: ñThe Police Interventionò 

Complete answers and move to ñMaster Family Plan of Actionò. 

1. The family will follow the identified the six phases of Police intervention to determine whatôs next. 

2. The family will apply the learned the Doôs and do notôs of a missing personôs report.  

3. The family will compete a missing personôs report, now before it is needed.  

 

 

 

 

 

 

https://www.youtube.com/watch?v=yoepCbMfAzQ
https://www.youtube.com/channel/UC9CcyEiuD21Kc7PDHGrcHBQ
https://www.youtube.com/channel/UC9CcyEiuD21Kc7PDHGrcHBQ
https://www.youtube.com/redirect?redir_token=eO2mD_RM8CQF4dYENsMfxIFMQch8MTU2OTE2NTExNkAxNTY5MDc4NzE2&q=https%3A%2F%2Fwww.facebook.com%2Fmissingdaniellebell&event=video_description&v=yoepCbMfAzQ
https://www.youtube.com/redirect?redir_token=eO2mD_RM8CQF4dYENsMfxIFMQch8MTU2OTE2NTExNkAxNTY5MDc4NzE2&q=https%3A%2F%2Fapi.missingkids.org%2Fmissingkids%2Fservlet%2FPubCaseSearchServlet%3Fact%3DinitAdvanceSearch%26ctyCode%3DUS&event=video_description&v=yoepCbMfAzQ
https://www.youtube.com/redirect?redir_token=eO2mD_RM8CQF4dYENsMfxIFMQch8MTU2OTE2NTExNkAxNTY5MDc4NzE2&q=http%3A%2F%2Fcharleyproject.org%2F&event=video_description&v=yoepCbMfAzQ
https://www.youtube.com/redirect?redir_token=eO2mD_RM8CQF4dYENsMfxIFMQch8MTU2OTE2NTExNkAxNTY5MDc4NzE2&q=http%3A%2F%2Fklaaskids.org%2Fpg-leg%2F&event=video_description&v=yoepCbMfAzQ
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Issue # Five: Emergency Medical Services Seminar   

 

 

 
 

 

 

 

 

 

 

 

 

Seminar Five: Study Guide 

 

 
 

 

 

Seminar Objectives:  

1. Understand the paramedic first response phrase. 

2. Learn what happens in a hospital emergency room visit. 

3. Understanding the value of SBIRT. 
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These are the 12 Key Issues a Family Faces 
 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#11 Bereavement (Learning how to move forward) 

#12 Faith, Spiritual Practices (Itôs His will first and in all ways) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#1 Enabling vs Consequences

#2 Addiction Behavior

#3 Family Intervention 

#4 The Police

#5 Emergency Medical Services

#6 Legal Court System

#7 Treatment Centers

# 8 Support Agencies 
Mapping

# 9 The Relapse

#10 Successful Lifelong Recovery
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Introduction: The Emergency Medical Services Intervention 

Make no mistake about it, when the stages of this disease reach a need for medical intervention, you are at a 

new phase in the family journey. This is the sever stage and now is not the time to learn about what will 

happen next and how you need to respond. Fortunately, you are taking this seminar and can start the learning 

process to be prepare for this likely future event.  

 

This is an intervention and can be a critical turning point at getting your loved one to accept treatment. 

However, it can go either way; it may yield a successful next step or may be a temporary and frightening 

experience in the continuation in self-use. It may also be the end of their journey in life. 

 

Signs of OVERDOSE, which is a life-threatening emergency, include the following:  

 

 The face is extremely pale and/or clammy 

to the touch. 

 

 The body is limp. 

 

 Fingernails or lips have a blue or purple 

cast. 

 

 The person is vomiting or making gurgling 

noises. 

 

 The person cannot be awakened from 

sleep or cannot speak. 

 

 Breathing is very slow or stopped. 

 

 The heartbeat is very slow or stopped. 

 

CALL 911  
 

 

 

The reality of this experience is a hospital will not be going to take ownership of seeing your loved one 

through their next steps into recovery. That is going to be your job, not theirs. We need to keep our 

expectations in line with what is most likely to happen.  

 

The hospital will treat them for their condition, (which is what they are there for) and release them. If your 

loved one is referred to a Peer to Peer coach, great. They may also be seen in follow up visits with behavioral 

health, admitted to a treatment center or discharged to the custody of the police.  All of these are not the 

responsibility of the hospital to follow after that point, it is not their concern, it is yours and yours alone.  

 

But by knowing the steps in an ñEmergency Medical Services Interventionò, you can stay one step in front  

of their process and set up the best next choices for your loved one.  
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The family members need to: 

 

1. Get Educated on the process. 

2. Get Organized to be ready should this occur. 

3. Get Networked in advance, to know who is here to help. 

 

Get Educated, Include the Family Members 

Get Educated 
 

What is your budget for this expense? 

Nothing is free. You will get a bill for transportation to the Emergency Room and it is likely not covered by 

insurance. The emergency room patients are likely to get a surprise hospital bill from the radiology, medical 

transport and other specialty groups such as cardiology departments. 

 

They donôt necessarily have your back in follow-up. 

A new study found that fewer than 10% of ED patients treated for opioid overdoses received medications to 

treat their substance use disorder. In the years after their overdose, only 10% of those overdose patients 

received mental health counseling. Experts say a lack of training among health professionals undermines 

what happens after the overdose patient is stabilized.  However, the family members could have prevented 

this by getting their loved one to the right level of care. 

 

How can the family respond for best results?  

We should be doing everything we can to get them plugged into treatment.  By comparison to someone who 

came into the emergency room with a heart attack. It's taken for granted that the patient would leave with 

heart medication and a referral to a cardiac specialist. Similarly, you would think patients who come in with 

an overdose to start buprenorphine in the hospital and leave with a referral to other forms of treatment. The 

family needs to understand that a lack of training and understanding among health professionals continues to 

undermine what happens after the overdose patient is stabilized.  The emergency rooms are not particularly 

well trained to be able to help people in a situation like this. So, it is up to the family to get educated on what 

treatments are best practice for their loved one upon discharge from the ER. 

McEvoy, M. Naloxone: Drug Whys. EMS1. 2015, October 22. 

 

For this reason, your family is needed in the ER, to advocate for the right level of assessment, treatment 

and especially follow-up care.  
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Check list of events which may occur 

 

  
 

 

 

 

 

 

 

 

 

Stablize and Transport
Para-Medic

ωStablize VItal Signs for respiratory, cardiac and neurogolgy (brain fuctioning)

ωTransport to the ER, non-cobative

Triage, Assess, Treat, Discharge 
Hospital ER Visit

ωTriage Vitals is the hospitals first priority

ωAssess Severity, what drugs are identified, is referral to ICU required?

ωTreat condition and Co-Mobidities, stablize condition, treat other identified co-mobidities.

ωDischarge to Police, Treatment Center, Peer to Peer Coach or Home.

ωDischarge

Stablize, Improve Condition, Discharge

Hospital ICU 
Admission or 

Discharge
ωIntesive Care Unit (ICU)

ωPlan of Treatment

ωDischarge
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The Paramedic, First Responder 

Para-Medic, First Responder ONLY (NOTE: This is not for the family members to use, it is only for the family 

members to understand what the clinicians are doing as you observe). Do not take any of these steps unless you are 

a license professional in this field. 

 

A Case Simulation:  
The Emergency responders arrive. An assessment of the patientôs vital signs reveals a heart rate of 123 beats 

per minute, blood pressure of 122/86 mmHg, and an oxygen saturation of 98% with assisted ventilation (his 

room air oxygen saturation was 66%). His initial end tidal CO2 is 70 mmHg and his blood glucose is 269 

mg/dL. The patientôs skin is pale, dry and cold to the touch. After establishing IV access and starting a normal 

saline bolus, the crew administers 0.4 mg of IV naloxone (Narcan). 

After five minutes, his spontaneous respiratory effort improves and he becomes agitated and combative. 

The patientôs movement isnôt purposeful and he isnôt able to speak. The patient is placed on high flow 

oxygen via non-rebreather mask. Reassessment of vital signs reveals a heart rate of 140 beats per minute, a 

blood pressure pf 134/83 mmHg, a SpO2 of 99%, a respiratory effort of 30 breaths per minute, and an 

EtCO2 of 34 mmHg. The patient now has a Glasgow coma score of 8. 

One of the first responders suggests an additional dose of naloxone because the patient is still obtunded. 

Though the patient continues to exhibit decreased mentation, heôs breathing adequately, so thereôs no 

indication to give additional naloxone. The crew captures an ECG which is unremarkable and prepares the 

patient for transport to the hospital. 

While enroute to the receiving facility, the patient becomes increasingly combative and the crew is forced 

to sedate him with midazolam (Versed). After two 2.5 mg of IV midazolam, the patient is appropriately 

sedated. The patient doesnôt experience any respiratory depression and the rest of the transport is 

uneventful. 

Upon arrival at the ED, the patient is transferred to staff, and the crew starts to get their gear back together 

for the next call. The patientôs urine drug screen is found to be positive for opioids as well as cocaine, and 

his core body temperature is 84 degrees F. Active rewarming is initiated in the ED and the patient is 

admitted to the ICU. 

Hospital Emergency Room Visit 

Stabilization of vital signs is the hospital first concern. The cardiac, respiratory and neurological (brain) is 

closely assessed for conditions of decline. 

One of the protocols is the use of Naloxone. This may also be the response used on site with the first 

responders.  

With any overdose that results in admission, the first few hours determine not only the outcome, but also the 

pace at which patients recover. 

 

The key is to identify the important clinical effects. That means figuring out if the overdose is activating (or 

deactivating) the central nervous system, causing cardiac arrhythmias or depressing myocardial function, or 

causing anion gap acidosis. The heart. 

 

https://www.jems.com/content/jems/en/articles/print/volume-41/issue-3/special-focus-resuscitation-recommendations/prehospital-naloxone-administration-for-opioid-related-emergencies.html
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ñThose are the really big ones you need to be concerned about early on,ò says Dr. Heard, who is on the faculty 

at the University of Colorado School of Medicine. 

 

The recognizing of exactly what drug was used isnôt necessarily as important as recognizing the severity of 

patientsô symptoms and responding to them. With a drug that deactivate the CNS as Opioids, the most 

common reason people die is because they lose their airway. By managing the patientsô airway, theyôre likely 

going to survive. 

 

This means ventilation is important, when ER or First Responders overdose the short-acting sedatives to calm 

the patient with a drug like midazolam or propofol, patients may experience longer ICU course because 

someone gave them multiple doses of lorazepam. Theyôre overly sedated when they might have been ready 

to extubate. 

 

Naloxone in the ER 
1. Opioids cause respiratory compromise and naloxone can reverse it 

All opioids stimulate specific receptors in the brain, which decreases perception of pain and causes a feeling 

of euphoria. When overstimulated, opioid receptors desensitize the brainstem to rises in CO2, which causes 

respiratory depression, creating a loss of protective airway reflexes and respiratory arrest. Cardiac arrest from 

opioid overdoses is usually secondary to respiratory arrest.  Both are critical and life threatening.  

Naloxone reverses narcotic overdoses by binding to opioid receptors in the neuronal channel, which blocks 

stimulation from the opioid substance. If administered in time, this restores the patientôs airway reflexes, 

respiratory drive and level of consciousness.  

The major drawback of naloxone is that it can trigger withdrawal symptoms in patients addicted to narcotics, 

including agitation, tachycardia, vomiting and pulmonary edema. Withdrawal symptoms are usually mild and 

short lasting, but some patients can become violent after receiving naloxone. Violent reactions are usually 

after intravenous naloxone is administered at too high a dose or too quickly [2]. Remember the goal of 

treatment is to restore respiratory drive and airway reflexes, prevent respiratory and cardiac arrest, and avoid 

causing severe opioid withdrawal [1]. 

2. Address circulation and ventilation before administering naloxone 

Initial care for patients with a suspected narcotic overdose is the same as for any other patient with 

decreased mental status. They may present drowsy, even falling asleep mid-sentence, and require 

frequent verbal or tactile stimuli for arousal. They may also be unconscious with slow or agonal 

respirations, diaphoretic and cyanotic. Opioid usage also causes pupils to constrict but taking of 

another substance or anoxic brain injury may cause pupils to dilate. Once respiratory depression 

occurs, assisted ventilation and naloxone are vital to prevent permanent brain damage or death [2]. 

The pulse is first checked of an unconscious patient. If a pulse is not detected they start chest 

compressions and attach the defibrillator. The 2015 American Heart Association guidelines 

recommend standard ACLS practices for cardiac arrest secondary to opioid overdose and makes no 

recommendation regarding the administration of naloxone [1].  

For unconscious patients with a pulse, they will open the airway, assess respiratory rate and assist ventilation 

with a bag-valve mask.  

They will assess pulse-oximetry to guide ventilation rate and to determine if ventilations are effective. The 

amount of carbon dioxide (CO2) in exhaled air at the end of each breath (end-tidal CO2, or ETCO2) will be 

monitored.  

2. When giving naloxone, think intranasal administration first 

Naloxone can be administered intravenously (IV), intramuscularly (IM), intranasally (IN), subcutaneous 

(SQ), endotracheal and via nebulizer. The most common routes for EMS administration are intranasal, 

intramuscular and intravenous, which has several advantages over the other routes for the initial dose. 
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Patients respond approximately 80 percent of the time to both intravenous and intranasal naloxone, but the 

onset of intranasal naloxone is longer, the recovery is more gradual, and there is less risk of patient agitation 

and withdrawal symptoms. 

Because ventilation and oxygenation is addressed before naloxone administration, other benefits of intranasal 

administration outweigh the added time needed to restore spontaneous respiration and airway reflexes. A 

higher dose of naloxone may be needed to reverse longer-lasting oral or transdermal opioids than for heroin. 

Even if a second intravenous dose is needed later, there is no downside to giving an initial dose intranasal 

before attempting intravenous access. 

Approximately 20 percent of opioid overdose patients do not respond to naloxone. This may be from a high 

opioid dose, brain damage after a prolonged downtime, or use of other medications.  

References: 

1. Lavonas EJ, Drennan IR, Gabrielli A, Heffner AC, Hoyte CO, Orkin AM, Sawyer KN, Donnino MW. Part 

10: special circumstances of resuscitation: 2015 American Heart Association Guidelines Update for 

Cardiopulmonary Resuscitation and Cardiovascular Care. Circulation. 2015;132(suppl 2):S501ïS518. 

 

 

Hospital Admission to ICU or Discharge 

Hospital Admission to ICU 

This admission is not about the drug, it is to address the damaged caused by the drug. Admission into the 

Intensive Care Unit (ICU) will be assessed in the emergency room. Note: the death rate among overdose 

patients treated in ICUs averaged 7% in 2009 and increased to 10% in 2015. 

 

Patients admitted to ICUs due to overdoses have several common comorbidities including aspiration 

pneumonia (25%), septic shock (6%), rhabdomyolysis (15%) and anoxic brain injury (8%). Ten percent of 

patients who overdosed needed mechanical ventilation. A typical length of stay is 3-4 days.  

 

Hospital Discharge 

 

St. Paul's MN Hospital, Early Discharge Rule was derived to determine which patients could be safely 

discharged from the emergency department after a 1 hour observation period following naloxone 

administration for opiate overdose. The rule suggested that patients could be safely discharged if they could 

mobilize as usual and had a normal oxygen saturation, respiratory rate, temperature, heart rate, and Glasgow 

Coma Scale score. Validation of the St. Paul's Early Discharge Rule is necessary to ensure that these criteria 

are appropriate to apply to patients presenting after an unintentional presumed opioid overdose in the context 

of emerging synthetic opioids and expanded naloxone access 

 

Dr. Yngvild Olsen, medical director for the Institutes for Behavior Resources/REACH Health Services in 

Baltimore, says the study confirms what many in the addiction medicine field have known for a long time: 

There's a need for interventions beyond what she calls the "usual standard of care, which has been to hand 

people a phone number or pamphlet and say 'Here. Good luck.' " 

 

Olsen says such interventions are in the works. She points to a 2015 study by researchers at the Yale School 

of Medicine who tested three interventions for opioid-dependent patients who came to the emergency 

department for medical care. 

 

The first group was given a handout with contact information for addiction services. The second group got a 
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10- to 15-minute interview session with a research associate who provided information about treatment 

options and helped the patient connect with a treatment provider, even arranging transportation. The third 

group got the same interview, plus a first dose of buprenorphine, additional doses to take home and a 

scheduled appointment with a primary care provider who could continue the buprenorphine treatment within 

72 hours. 

 

Dr. Corey Waller, who trained in emergency medicine and is now senior medical director for the National 

Center for Complex Health and Social Needs, says medical teams often lack basic knowledge. 

"The professionals that are supposed to be able to refer and treat don't have the training to know how and 

what to do," Waller says, pointing out that as a resident, he received less than one hour of instruction in 

addiction treatment. 

 

Another problem, he says, is that emergency departments treat an opioid overdose as a toxicological problem, 

not unlike dealing with a patient who took too much Tylenol. 

 

"But what that completely ignores are the psychological aspects of [addiction]," Waller says. "When you 

ignore that, you are fully ignoring the disease. And you're looking at the patient like a toxicological problem 

and not a human." 

 

He says it's important to remember that opioid addiction changes people's brains in ways that keep them from 

making logical decisions, such as seeking out treatment after an overdose. "They're not putting a pros and 

cons list on the refrigerator," he says. "They're just reacting to a situation that feels very much like survival." 

 

The study found that 78 percent of patients in the third group ð the group that got a dose of buprenorphine 

in the hospital ð were still in treatment 30 days later, compared with 45 percent in the group that only got 

the interview and 37 percent who only got the handout. 

 

Based on the study, hospitals across the country are now discussing incorporating buprenorphine into 

emergency department care for patients who have overdosed, Olsen says. Several Baltimore hospitals have 

begun doing so. She is hopeful that such a system could provide new paths to treatment for people who need 

it, while not overburdening emergency department staff who are already stretched thin. 

 

"Conceptually, it makes so much sense," Olsen says. "It is, in my mind, one of those landmark studies that 

really addresses how to take advantage of those missed opportunities that the JAMA research letter 

describes." 

 

The initial assessment and treatment of patients attending an emergency department (ED) for suspected drug 

poisoning takes place in the emergency room, where the busy physicians must rapidly decide on the level of 

therapeutic measures and disposal. Decontamination procedures for drug overdose are recommended under 

specific circumstances by the American Academy of Clinical Toxicology and by the European Association 

of Poison Centers and Clinical Toxicology in a joint position statement,1 but their efficacy is questioned. The 

most important measure is a correct management of individual patients, according to their clinical status and 

hospital resources. In unstable patients, lifesaving support is mandatory, independently of laboratory results, 

whereas in uncomplicated, stable, slightly drowsy patients, with no specific symptoms of drug poisoning, the 

diagnosis may be uncertain, and there is no definite consensus on treatment and disposal. These patients are 

a special challenge for the emergency physicians.  

 

A pure clinical approach, without confirmatory laboratory results, makes diagnosis and decision making 

highly uncertain. Some patients need only a brief period of observation in ED, while others may need care in 

a high dependency unit (HDU) or in intensive care unit (ICU), in relation to worsening clinical status or long 

acting drug overdose.  

 

 

Comprehensive drug screenings have been proposed to document and confirm any acute drug overdose in 
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patients for suspected poisoning. 

 

A screening procedure is operative in our unit, permitting the determination of over 900 drugs and 

their metabolites in a turnaround of 20 to 60 minutes. Its usefulness has however been questioned 
 

 In most cases the results do not change, the decision being mainly based on clinical parameters. 
 

 Drug screening, limited to life threatening drugs selected on the basis of the clinical suspect, is 

currently considered a cost-effective diagnostic tool. 

The aim of this study was to evaluate the effects of comprehensive drug screening in decision making 

strategies of patients with suspected drug poisoning. In particular, we aimed to determine whether 

the results of such screening improved the agreement in an expert panel of emergency physicians 

and changed the decision on patientsô disposal, potentially saving hospital resources.  
 

REF: Comprehensive drug screening in decision making of patients attending the emergency department for 

suspected drug overdose A Fabbri, G Marchesini, A M Morselli-Labate, S Ruggeri, M Fallani, R Melandri, 

V Bua, A Pasquale, A Vandelli 

 

Get Organized 

 

RESOURCES FOR OVERDOSE SURVIVORS AND FAMILY MEMBERS  

Survivors of opioid overdose have experienced a life-changing and traumatic event. They have had to deal 

with the emotional consequences of overdosing, which can involve embarrassment, guilt, anger, and 

gratitude, all accompanied by the discomfort of opioid withdrawal. Most need the support of family and 

friends to take the next steps toward recovery.  

 

While many factors can contribute to opioid overdose, it is almost always an accident. Moreover, the 

underlying problem that led to opioid useðmost often pain or substance use disorderðstill exists and 

continues to require attention.  

 

The individual who has experienced an overdose is not the only one who has endured a traumatic event. 

Family members often feel judged or inadequate because they could not prevent the overdose. It is important 

for family members to work together to help the overdose survivor obtain the help that he or she needs.  

 

FINDING A NETWORK OF SUPPORT   

As with any health condition, it is not a sign of weakness to admit that a person or a family cannot deal with 

overdose and its associated issues without help. It takes real courage to reach out to others for support and to 

connect with members of the community to get help. Health care providers, including those who specialize 

in treating substance use disorders, can provide structured, therapeutic support and feedback. 

 

 If the survivorôs underlying problem is pain, referral to a pain specialist may be in order. If it is addiction, 

the patient should be referred to an addiction specialist for assessment and treatment by a physician 

specializing in the treatment of opioid addiction in a residential treatment program or in a federally certified 

opioid treatment program.  

 

In each case, counseling can help the individual manage his or her problems in a healthier way. The path to 

recovery can be a dynamic and challenging process, but there are ways to help. In addition to receiving 

support from family and friends, overdose survivors can access a variety of community-based organizations 
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and institutions, such as:  

¶ Health care and behavioral health providers.  

¶ Peer-to-peer recovery support groups such as Narcotics Anonymous.  

¶ Faith-based organizations.  

¶ Educational institutions.  

¶ Neighborhood groups.  

¶ Government agencies.  

¶ Family and community support programs. 

 

The Substance Use Disorder Journey, Itôs Time to Get Organized Binder: 

 

Because your next step will require request for new information it is best to organize these documents into a 

Binder. You will complete this exercise in ñThe Family Solution Finder Workbookò under this section: The 

Emergency Medical Services Intervention.  

 

There are a number of steps a family will go through when using a hospital for the care of their loved one. 

Most of these require documents, billing information, healthcare history information and current health 

status updates. This can all be contained by the family in a ñFamily Personal Attach® Binderò, which the 

family assembles prior to needing this level of information. Purchase on-line: www.amazon.com search 

Roy Poillon 

 

The SUD, Itôs Time to Get Organized is a binder system that contain important documents and information 

about the persons life that are requested by professional service in order for them to provide their services. 

In the Binder System there are four parts: 

 

1. The Legal Section 

2. The Medical Section 

3. The Financial Section 

4. Spiritual/Social/Community Networking Sections 

 

All these sections are filled in with specific documents and information about the persons status, history and 

future. In the case of completing this family binder for the person with a substance use disorder the medical 

section is the part that will be most frequency used and updated.  

 
Each of the above categories can be learned prior to the event taking place. It will be a great value to the 

family members if they get educated about each option and then create a plan of action on that topic to pre-

determine the choices the family will need to consider.  

 

Because each case is unique it will be difficult to determine all the steps that will be needed. However, having 

a mutual base understanding will assist the family in communicating, making stronger decision and in the 

end save time and money for improved outcomes.  

http://www.amazon.com/
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Next Steps Following Emergency Medical Services Intervention  

At this point, the hospital visit is over and now the next steps will require new decisions and choices of which 

path to take.  

 

This scenario plays out in emergency departments across the country, where is the next step ð unfortunately 

the means to divert addicted patients into treatment ð remains elusive, creating a missed opportunity in the 

health system.  A recent study of Medicaid claims in West Virginia, which has an opioid overdose rate more 

than three times the national average and the highest death rate from drug overdoses in the country, 

documented this disconnect. 

Researchers analyzed claims for 301 people who had nonfatal overdoses in 2014 and 2015. By examining 

hospital codes for opioid poisoning, researchers followed the patientsô treatment, seeing if they were billed 

in the following months for mental health visits, opioid counseling visits or prescriptions for psychiatric and 

substance abuse medications. 

They found that fewer than 10 percent of people in the study received, per month, medications like naltrexone 

or buprenorphine to treat their substance use disorder. (Methadone is another option to treat substance use, 

but it isnôt covered by West Virginia Medicaid and wasnôt included in the study.) In the month of the overdose, 

about 15 percent received mental health counseling. However, on average, in the year after the overdose, that 

number fell to fewer than 10 percent per month. 

 

ñWe expected more é especially given the national news about opioid abuse,ò said Neel Koyawala, a second-

year medical student at Johns Hopkins School of Medicine in Baltimore, and the lead author on the study, 

which was published last month in the Journal of General Internal Medicine. 

 

Itôs an opportunity thatôs being missed in emergency rooms everywhere, said Andrew Kolodny, the co-

director of Opioid Policy Research at the Heller School for Social Policy and Management at Brandeis 

University outside Boston.  ñThereôs a lot of evidence that weôre failing to take advantage of this low-hanging 

fruit with individuals who have experienced a nonfatal overdose,ò Kolodny said. ñWe should be focusing 

resources on that population. We should be doing everything we can to get them plugged into treatment.ò 

Next 
Step 
Plan

Police

Treatment Center

Home with Follow up to 
mental health or IOP

https://link.springer.com/article/10.1007%2Fs11606-018-4817-8
https://www.cdc.gov/drugoverdose/data/statedeaths.html
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¶ He compared it to someone who came into the emergency room with a heart attack. Itôs taken for 

granted that the patient would leave with heart medication and a referral to a cardiac specialist. 

Similarly, he wants patients who come in with an overdose to start buprenorphine in the hospital and 

leave with a referral to other forms of treatment. 

¶ Kolodny and Koyawala both noted that a lack of training and understanding among health 

professionals continues to undermine what happens after the overdose patient is stabilized. 

¶ ñOur colleagues in emergency rooms are not particularly well trained to be able to help people in a 

situation like this,ò said Dr. Margaret Jarvis, the 

¶ It was clear, Angerer said, that her doctors were not equipped to deal with her addiction. They didnôt 

know, for instance, what she was talking about when she said she was ñdope sick,ò feeling ill while 

she was going through withdrawal. ñThey were completely unaware of so much, and it completely 

blew my mind,ò 

¶ Ref: Journal of General Internal Medicine June 2019, Volume 34, Issue 6, pp 789ï791| Cite as 

Changes in Outpatient Services and Medication Use Following a Non-fatal Opioid Overdose in the 

West Virginia Medicaid Program 

 

Plan of Care as follow up:  

According to a news report 79% of overdose victims in Delaware died in private homes. Fifty-two percent of 

overdose deaths occurred within three months of a visit to an emergency room. Most exhibited signs of 

substance abuse disorder during those ER visits. Thatôs according to a new report from the Delaware Drug 

Overdose Fatality Review Commission, which was created to better understand the stateôs overdose death 

epidemic.  

 

It is absurd that we donôt voluntarily offer the best care we have to anyone who wants it in the aftermath of 

an overdose, on the spot. 

 

A strategy of offering immediate medication treatment has been studied in a randomized 

clinical trial published in the Journal of the American Medical Association in 2015. 329 patients were 

included. Of this group, 104 were simply provided a referral to further treatment, 111 were given referrals 

along with a brief motivational therapy aimed at encouraging them to follow through and enter care and 114 

were prescribed buprenorphine right then and there.  

 

Not surprisingly, the buprenorphine patients were twice as likely as those who were simply offered treatment 

referrals to still be in treatment a month later, and they reduced their illegal opioid use from an average of 

five days a week to an average of just one.  

 

While 78% of them were still in treatment, fewer than half of the other two groups remained engagedð and 

their drug use was reduced by far less than in the group who got buprenorphine immediately, according to 

Dr. Gail DôOnofrio, lead author of the study, and a professor of emergency medicine at Yale. 

 

ñImmediate treatment in the emergency room with buprenorphine for a patient withdrawing or after an 

overdose is critical to save more lives and engage more people in treatment, but only if the 100 patient limit 

is eliminated and people have somewhere to go for maintenance,ò says Dr. Molly Rutherford, a family doctor 

who treats addiction in Kentucky, which is one of the hardest hit states. She also notes that many E.R. doctors 

may also be unaware that they are legally able to provide emergency maintenance. 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4527523/
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Of these four, follow up is the most often neglected and creates the greatest loss in opportunity to move 

forward.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

So often is the case where the patient leaves the ER, says they are fine and months go by. Then it happens again. Over 

and over again. 

 

Stop the cycle by using the ER as a launch into follow up services, know the resources now before you need them. 

Because, it is very likely you will need them.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Para-
medic ER Visit Discharge Follow-up
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Issue # 5: Emergency Medical Services Seminar   

 

 

 
 

 

 

 

 

 

 

 

 

Seminar Five: Workbook 
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Going Forward 

We are going to begin with this video. Stop reading and view the recommending link. Afterward, you will 

now understand more about what is likely to happen. So, do you want to know how you can learn and be 

ready to respond so that when this is done you can act in a way that takes the most advantage of a bad situation. 

The emergency medical services intervention is the first place where everything stops, and the focus demands 

their attention. It typically does not last long, and when over is the point that a family has the opportunity to 

make a difference.  

VIDEO ONE 

ASSIGNMENT VIDEO:  On www.youtube.com/ 

Search Title: Opioid rescue in action (simulation) 

UMass Medical School 

 

This dramatization depicts a simulated emergency room encounter for the management of an opioid overdose. 

The individuals in this simulation are real medical professionals acting in the roles they serve in a real-world 

emergency room setting. 
 

 

Published on May 4, 2018 

 

Link: 

https://www.youtube.com/watch?v=kuIOltSBOMU&list=PLK9_yWbpBidoFLIz1znyWKebChhCVJktl&in

dex=37&t=0s 

 

 

 

 

 

 

 

 

 

https://www.youtube.com/watch?v=kuIOltSBOMU&list=PLK9_yWbpBidoFLIz1znyWKebChhCVJktl&index=37&t=0s
https://www.youtube.com/watch?v=kuIOltSBOMU&list=PLK9_yWbpBidoFLIz1znyWKebChhCVJktl&index=37&t=0s
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The Emergency Medical Services is an Intervention 

 

 

 

Issues the Family Faces 
 

 

INTRODUCTION TO SBIRT  

Because emergency medical services are an intervention and assessment is a matter of set procedures, this 

will happen in a sequence according to those that respond to your call for help. However, it is equally 

important to the family members that what is done next includes their participation. This is often not the case 

because family members are not aware to the choices involved or the decisions that need to be made by them.  

The family being included as an advocatory activist is important. Your family members need to become 

Advocatory Activist in order to address your family needs in a manner that will make a difference especially 

as it concerns the next steps in the process. We are sorry to tell you this, but you will need to stick up for 

yourself and make this industry do for you, that which needs to be done.    

Therefore, you will need to know more about ñbest practicesò that are being provided This may seem like an  

un-necessary step and is going to extremes; but consider the alterative, you knowing little about what is 

happening, you being told nothing and therefore you can do nothing. If you want nothing to do with this, then 

stay where you are and put this book away. If you want to be empowered to act then learn what is possible, 

what has been proven to work, and be an advocatory activist by learning and speaking up for yourself and 

your loved one. This level of knowledge is empowering.  

GO TO THIS LINK FOR SBIRT stands for Screening Brief Intervention and Referral Treatment. You will 

learn  ñnothing gets done in this industry until an assessment is completedò Therefore, getting the 

assessment screening completed to move forward to the referral for treatment phase is the first phase.  

https://www.integration.samhsa.gov/clinical-practice/sbirt 

 

https://www.integration.samhsa.gov/clinical-practice/sbirt
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HERE IS WHERE THE FAMILY MEMBERS CAN LEARN MORE: Substance (Other Than 

Tobacco) Abuse Structured Assessment and Brief Intervention (SBIRT) Services, Fact Sheet, created by 

CMS, provides education on substance abuse structured assessment and brief intervention (SBIRT). It 

includes an early intervention approach that targets individuals with nondependent substance use to provide 

effective strategies for intervention prior to the need for more extensive or specialized treatment.  Why 

SBIRT? is a primer developed by the Colorado SBIRT initiative to acquaint readers with SBIRT.  

The BIG (Brief Intervention Group) Initiative SBIRT Education  is a national organization of individuals 

and organizations founded by Drs. Eric Goplerud and Tracy McPherson that promotes routine screening for 

hazardous alcohol use and brief solution-focused counseling in the workplace. Access a comprehensive 

training on SBIRT or view the webinar series on SBIRT implementation in various settings and populations. 

This will give a perspective of how professionals view this process.  

Care for hospitalized patients with unhealthy alcohol use: A Narrative Review 

The review summarizes the major issues involved in caring for patients with unhealthy alcohol use in the 

general hospital setting, including prevalence, detection, assessment of severity, reduction in drinking with 

brief intervention, common acute management scenarios for heavy drinkers, and discharge planning.  

TAP 33: Systems-Level Implementation of SBIRT 

This SAMHSA Technical Assistance Publication (TAP) is a compilation of research and experience from 

over a decade of federally-funded work on SBIRT. It includes specific implementation models, details 

about reimbursement and sustainability and case studies from across the nation.  

Frequently Asked Questions by Healthcare Providers developed by the Colorado Clinical Guidelines 

Collaborative provides answers to questions commonly asked by providers when beginning to implement 

SBIRT. Since 2003, SAMHSA has funded 17 Medical Residency Cooperative Agreements, 15 State 

Cooperative Agreements, and 12 Targeted Capacity Expansion Campus Screening and Brief Intervention 

(SBI) Grants. Learn more about SAMHSAôs SBIRT grantees. A presentation for HRSA grantees 

discusses SBIRT implementation in Ryan White settings. 

The American Public Health Association manual, Alcohol Screening and Brief Intervention: A guide for 

public health practitioners, provides public health professionals such as health educators and community 

health workers with the information, skills, and tools needed to conduct screening and brief intervention to 

help at-risk drinkers limit or stop drinking. SAMHSAôs TIP 42: Substance Abuse Treatment for Persons 

With Co-Occurring Disorders provides substance abuse providers with updated information on co-

occurring substance use and mental disorders and advances in treatment for these individuals. TIP 42 

discusses terminology, assessment, and treatment strategies and models. 

http://www.integration.samhsa.gov/sbirt/SBIRT_Factsheet_ICN904084.pdf
http://www.integration.samhsa.gov/sbirt/SBIRT_Factsheet_ICN904084.pdf
http://hospitalsbirt.webs.com/Makdissi%20&%20Stewart.pdf
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The ñScreening and Behavioral Counseling Interventions in Primary Care to Reduce Alcohol 

Misuseò booklet announces that effective with dates of service on and after October 14, 2011, the Centers 

for Medicare & Medicaid Services (CMS) will cover annual alcohol screening, and for those that screen 

positive, up to 4, brief, face-to-face behavioral counseling interventions annually for Medicare beneficiaries, 

including pregnant women. 

EMERGENCY ROOMS Reducing Patient At Risk Drinking developed by the Emergency Nurses 

Association guides nurses and other healthcare professionals through implementation of SBIRT in emergency 

room settings. The Institute for Research and Education in the Addictions developed SBIRT Screening, 

Brief Intervention and Referral to Treatment , which provides an array of useful information for 

emergency departments. 

TRAUMA CENTERS Screening and Brief Interventions (SBI) for Unhealthy Alcohol Use: A Step-by-Step 

Implementation Guide The CDCôs Screening and Brief Interventions for Unhealthy Alcohol Use: A Step-

by-Step Implementation Guide for Trauma Centers helps Level I and II trauma centers plan and 

implement the American College of Surgeonôs Committee on Traumaôs alcohol-screening and brief 

intervention requirements. 

 

Obstacle the Family Addresses 

 

¶ The four common barriers to substance abuse treatment were: 

¶ Patient Eligibility.  Healthcare providers often find it difficult to determine whether or not patients 

meet the criteria for admission to certain treatment centers. 

¶ Knowledge of Treatment Options. Providers that make referrals may not understand the different 

types of addiction treatment options available and how to make recommendations to patients for 

choosing the right type of addiction treatment. 

¶ Treatment Capacity. When patients are eligible for services, providers may not be able to get timely 

information on space availability at certain treatment centers. 

¶ Communication. There may exist some difficulty in communication between the providers that refer to 

addiction treatment services, patients, and the facilities that can deliver the care. 

Referral to treatment is a critical yet often overlooked component of the SBIRT process. It involves establishing 

a clear method of follow-up with patients that have been that have been identified as having a possible 

dependency on a substance or in need of specialized treatment. 

http://www.integration.samhsa.gov/sbirt/SBIRT-NEW_MLM_Reduce-Alcohol-Misuse-ICN907798_-2-.pdf
http://www.integration.samhsa.gov/sbirt/SBIRT-NEW_MLM_Reduce-Alcohol-Misuse-ICN907798_-2-.pdf
http://www.integration.samhsa.gov/clinical-practice/reducing_patient_at_risk_drinking.pdf
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The referral to treatment process consists of assisting a patient with accessing specialized treatment, selecting 

treatment facilities, and helping navigate any barriers such as treatment cost or lack of transportation that could 

hinder treatment in a specialty setting. The manner in which a referral to further treatment is provided can have 

tremendous impact on whether the client will actually receive services with the preferred provider. 

 

 

RESOURCES 

Bridging the Gap Between Primary Care and Behavioral Health - Referral Forms  

Community Care of North Carolina, in partnership with other stakeholders, has developed a set of three referral 

forms (below) for primary care and behavioral health providers to facilitate easier consultation and 

communication. 

 

Form #1 ï Behavioral Health Request for Information ï this form is for behavioral health providers who 

begin working with a new consumer or identify a potential medical need and wish to make contact with the 

PCP. 

Form #2 ï Referral to Behavioral Health Services Section I ï this form is for PCPs to make a direct referral 

to a behavioral health provider for an assessment and/or service. 

Form #3 ï Behavioral Health Feedback to Primary Care Section II ï this form is to be used in conjunction 

with the 2nd form listed above. It is for behavioral health providers to complete and send back to the PCP after 

receiving a referral. 

 

Sample Warm Hands-Off Scripts and Procedures was created by Californiaôs Integrated Behavioral Health 

Project and provides several examples of scripts that can be used to make a ñwarm handoffò referral. 

SAMHSA Treatment Locator is a searchable directory of drug and alcohol treatment programs by location. 

SAMHSA Mental Health Treatment Locator provides professionals, consumers and their families, and the 

public with comprehensive information about mental health services and resources across the country.   

 

Sample Business Association Contract from the Wisconsin Initiative to Promote Healthy Lifestyles 

(WIPHL)  that provides details of the privacy related information that could be included in a contractual 

agreement between a health clinic and a behavioral health organization.   

 

Sample MOU from the Wisconsin Initiative to Promote Healthy Lifestyles (WIPHL) is an example of what 

types of information may need to be included in a Memorandum of Understanding between to a community 

health organization and a behavioral health organization to deliver SBIRT services.   

 

Enhancing the Continuum of Care: Integrating Behavioral Health and Primary Care through Affiliations with 

FQHCs this document walks providers through the process of setting up a formal partnership between an FQHC 

and a Community behavioral health organization.   

 

For more information on Contracts and MOU please refer to the Center for Integrated Health Solutions page. 

REF: https://www.integration.samhsa.gov/clinical-practice/sbirt/referral-to-treatment 
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VIDEO TWO  

ASSIGNMENT VIDEO:  On www.youtube.com/ 

Search Title: RaffertyWeiss Media | SBIRT - "Substance Abuse Screening" 

 

 

 

 

 

Published on May 4, 2018 

 

Link: https://www.youtube.com/watch?v=aaUm4qgk7kg 

Duration: 5:17 min.  

So why view this video? The answer is just because your hospital does not provide the Behavioral Referral 

does not mean your family con does not take this as their next step. By being prepared for this intervention, 

the family can ask a local mental health network to complete the follow up steps you have determined are 

needed.  

Pay close attention to the title of the screening assessment tools., These will be administered several times 

each year in order to stay ahead of any changes that occur with your loved one. The objective is to respond 

to their changes in a timely and level appropriate level.  

What we are asking of the family is to take charge and participate in the plan of care, what is provided, 

frequency and appropriateness. You are now a consumer of healthcare service, because this is an emergency 

medical service intervention. 

 

SUD, Itôs Time to Get Organized 

 

 

 

Solutions to Issues & Obstacles  
 

 

 

The primary solution it to move forward after the emergency medical services are finished and your loved one 

prepares to be discharged from the hospital. To take the time now, gather the critical documents which will be asked 

of you to provide as you seek the help from those in the different service fields that understand your journey. They 

will need certain pieces of information which you can prepare now to provide, by having them in a binder broken into 

specific categories.  

 

https://www.youtube.com/watch?v=aaUm4qgk7kg
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In the Personal Attaché for Substance Use Disorders Binder the family will find a selection of categories to assist in 

getting organized. The purchase of the ñItôs Time to Get Organized in the Substance Use Disorder Journey workbook, 

is strongly recommended. 

 
Practical Exercise # One: 

 

1. Purchase the ñThe Substance Use Disorder Journey, Itôs Time to get Organizedò Critical Documents 

Binder. 

 

2. Take the time to create your own Family Substance Use Disorder Binder, with all the required critical 

documents.  

 

3. Go to the ñItôs Time to Get Organizedò workbook and complete the exercise for each chapter in the binder.  

Buy On-Line:  The Substance Abuse Disorder Journey, Itôs Time to Get Organized. By Roy P. Poillon    

www.amazon.com  

 

Another activity is ñAssessment & Screeningò . This is implemented to ensure the right level of services are provided 

for our loved one. These two screening tools are those which are typically used in conjunction with other assessments. 

We are providing these two tools so your family members have an idea of what an assessment looks like. Ask your 

case worker, counselor to explain results and build your knowledge, ask what you and your family members can do 

to positively impact the results going forward.  

Practical Exercise # Two: Standard Screening Tools 

 

Drug Screening Questionnaire (DAST) 
Patient name: 

Date of birth: 

Which recreational drugs have you used in the past year? (Check all that apply) 

 methamphetamines (speed, crystal) 

 cocaine 

 cannabis (marijuana, pot) 

 narcotics (heroin, oxycodone, methadone, etc.) 

 inhalants (paint thinner, aerosol, glue)  

 hallucinogens (LSD, mushrooms) 

 tranquilizers (valium)  other 

 

 How often have you used these drugs? Monthly or less Weekly Daily or almost daily: 

 

1. Have you used drugs other than those required for medical reasons? No Yes 

2. Do you abuse (use) more than one drug at a time? No Yes 

3. Are you unable to stop using drugs when you want to? No Yes 

4. Have you ever had blackouts or flashbacks as a result of drug use? No Yes 

5. Do you ever feel bad or guilty about your drug use? No Yes 

6. Does your spouse (or parents) ever complain about your involvement with 

drugs? No Yes 

http://www.amazon.com/
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7. Have you neglected your family because of your use of drugs? No Yes 

8. Have you engaged in illegal activities in order to obtain drugs? No Yes 

9. Have you ever experienced withdrawal symptoms (felt sick) when you 

stopped taking drugs? No Yes 

10. Have you had medical problems as a result of your drug use (e.g. memory loss, hepatitis, convulsions, 

bleeding)? No Yes  

Do you inject drugs? No Yes 

 

Have you ever been in treatment for a drug problem? No Yes 

 

SCORING KEY: 

PHASES:  I  II  III  IV  

0  1-2  3-5  6 

 

 

 

 

 

Alcohol screening questionnaire (AUDIT) 
 

Patient name: ____________________________________ 

_ 

STANDARD: One drink equal: 12 oz. Beer 5 oz. wine 1.5 oz. Liquor (one shot) 

 

1. How often do you have a drink containing alcohol?  

Ans: Never Monthly or less 2 ï 4 times a month, 2 ï 3 times a week, 4 or more times a week. 

 

2. How many drinks containing alcohol do you have on a typical day when you are drinking?  

Ans: 0 - 2 3 or 4, 5 or 6, 7 ï 9, 10 or more 

 

3. How often do you have five or more drinks on one occasion?  

Ans: Never Less than monthly, Monthly, Weekly, Daily or almost daily 

 

4. How often during the last year have you found 

that you were not able to stop drinking once you 

had started? 

Ans: Never Less than monthly, Monthly, Weekly, Daily or almost Daily 

 

5. How often during the last year have you failed to do what was normally expected of you because of 

drinking? 

Ans: Never Less than monthly, Weekly, Daily or almost daily 

 

6. How often during the last year have you needed a first drink in the morning to get yourself going after a 

heavy drinking session? 

Ans: Never Less than monthly, Weekly, Daily or almost daily 
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7. How often during the last year have you had a feeling of guilt or remorse after drinking?  

Ans: Never Less than monthly, Weekly, Daily or almost daily 

 

8. How often during the last year have you been unable to remember what happened the night 

before because of your drinking? 

Ans: Never Less than monthly, Weekly, Daily or almost daily 

 

9. Have you or someone else been injured because of your drinking?  

Ans: No__ Yes, but not in the last year, Yes, in the last year 

 

10. Has a relative, friend, doctor, or other health care worker been concerned about your drinking or 

suggested you cut down? 

Ans: No__ Yes, but not in the last year, Yes, in the last year 

 

11. Have you ever been in treatment for an alcohol problem  

Ans: Never, Currently, In the past 

 

 

Scoring and interpreting the audit  
 

1. Each response has a score ranging from 0 to 4. All response scores are added for a total score. 

 

2. The total score correlates with a risk zone, which can be circled on the bottom left corner. 

 

Score Zone Explanation 

 

I - Low Risk 0-3 

ñSomeone using alcohol at this level is at low risk for health or social complications.ò 

Counselor Action: Positive Health Message ï describe low risk drinking guidelines 4-9  

 

II ï Risky: 4-9 

ñSomeone using alcohol at this level may develop health problems or existing problems may worsen.ò  

Counselor Action: Brief intervention to reduce use 10-13  

 

III ï Harmful: 10-13 

ñSomeone using alcohol at this level has experienced negative effects from alcohol use.ò 

Counselor Action: Brief Intervention to reduce or abstain and specific follow-up 

appointment (Brief Treatment if available) 14+  

 

IV ï Severe: 14 

ñSomeone using alcohol at this level could benefit from more assessment and assistance.ò 

Counselor Action: Brief Intervention to accept referral to specialty treatment for a full assessment.  

 

Positive Health Message, an opportunity to educate patients about the NIAAA low-risk drinking levels 

and the risks of excessive alcohol use.  

 

Brief Intervention to Reduce Use: Patient-centered discussion that uses Motivational Interviewing 

concepts to raise an individualôs awareness of his/her substance use and enhance his/her motivation to 

change behavior.  

 

Brief interventions are typically 5-15 minutes and should occur in the same session as the initial 

screening. Repeated sessions are more effective than a one-time intervention. The recommended 
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behavior change is to cut back to low risk drinking levels unless there are other medical reasons to 

abstain (liver damage, pregnancy, medication contraindications, etc.).  

 

Brief Intervention to Reduce or Abstain (Brief Treatment if available) & Follow-up: Patients with 

numerous or serious negative consequences from their alcohol use, or patients who likely have an 

alcohol use disorder who cannot or are not interested in obtaining specialized treatment, should receive 

more numerous and intensive BIs with follow up.  

 

The recommended behavior change is to cut back to low risk 

drinking levels or abstain from use.  

 

Brief treatment is 1 to 5 sessions, each 15-60 minutes. Refer for brief treatment if available. If brief 

treatment is not available, secure follow-up in 2-4 weeks. 

 

Brief Intervention to Accept Referral: The focus of the brief intervention is to enhance motivation for 

the patient to accept a referral to specialty treatment. If accepted, the provider should use a proactive 

process to facilitate access to specialty substance use disorder treatment for diagnostic assessment and, 

if warranted, treatment. The recommended behavior change is to abstain from use and accept the 

referral. 

 

More resources: www.sbirtoregon.org 

 

* Johnson J, Lee A, Vinson D, Seale P. ñUse of AUDIT-Based Measures to Identify Unhealthy Alcohol 

Use and Alcohol 

Dependence in Primary Care: A Validation Study.ò Alcohol Clin Exp Res, Vol 37, No S1, 2013: pp 

E253ïE259 

 

MASTER FAMILY PLAN OF ACTION FOR: ñEMERGENCY MEDICAL SERVICESò  

Complete answers and move to ñMaster Family Plan of Actionò. 

1. Use the understand the paramedic first response phrase to identify what will happen next. 

2. Prepare for a hospital emergency room visit. 

3. Have an expectation of what care can look like through a community concept of SBIRT. 
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Issue # 6: The Legal Court System Seminar   

 

 

 
 

 

 

 

 

 

 

 

 

Seminar Six: Study Guide 

 

 
 

 

 

Seminar Objectives:  

1. Have a working knowledge of the Sequential Intercept Model (SIM) 

2. Finding an attorney  

3. What is Drug Court 
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These are the 12 Key Issues a Family Faces 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#11 Bereavement (Learning how to move forward) 

#12 Faith, Spiritual Practices (Itôs His will first and in all ways) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

#1 Enabling vs Consequences

#2 Addiction Behavior

#3 Family Intervention 

#4 The Police

#5 Emergency Medical Services

#6 Legal Court System

#7 Treatment Centers

# 8 Support Agencies 
Mapping

# 9 The Relapse 

#10 Successful Lifelong Recovery
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Introduction: The Emergency Medical Services Intervention 

The Sequential Intercept Model (SIM) is a tool that enables communities to create coherent strategies to 

divert people with mental and substance use disorders from the criminal justice system. The mapping process 

associated with SIM (see Figure 1) focuses on five discrete points of potential intervention, or ñinterceptsò 

(Munetz & Griffin, 2006). This gives the family members a visual perspective to the legal court systems 

intervention process.  

 

Intervention 1: Law enforcement; 

 

Intervention 2: Initial detention/first court appearance; 

 

Intervention 3: Jails/courts; 

 

Intervention 4: Reentry from detention into the community 

 

Intervention 5: Community corrections, probation, and parole. 

 

 

 

 
 

 

The Crisis Intervention Team model has been disseminated broadly as a strategy to improve law enforcement 

interventions at Intercept 1-2. Your community may have a mental health court, drug court, or other treatment 

courts. These have become an increasingly common part of the judicial landscape and define much of the 

conversation at Intercept 3. Reentry from jail or prison, Intercept 4, has become a core topic in general 

discussions regarding correctional policies at the federal, state, and local levels. SAMHSA's SSI/SSDI 

Outreach, Access and Recovery) (Dennis & Abreu, 2010) ease reentry on release from jail or prison. And 

while many communities lack much in the way of resources at Intercept 5, a literature has emerged that 

discusses specialized probation as a strategy to ensure longer community tenure (Skeem & Manchak, 2008). 

 

While each intercept presents opportunities for diversion, Intercept 2 holds the most unexplored 

potential. This is because it is at Intercept 2 (initial detention and first court appearance) that the vast majority 

of individuals who come into contact with the criminal justice system appear. These numbers overwhelm 

many court systems.  

 

Many of these individuals have a mental illness and co-occurring substance use disorders; these are the 

individuals whom communities often try to divert. However, for a variety of reasons discussed below, this 

intercept is often overlooked.  

 

The purpose of this document is to turn the familyôs attention to the possibilities that Intercept 2, especially 

when the first appearance is at a municipal court, presents for diversion.  


