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Opening Discussion: 
What brings you here? 
 

 



Introduction - 
What brings 

us here: 
 The 

Challenges of 
Correctional 

Healthcare 

• The environment of correctional 
healthcare is one of the most challenging 
places to build a team because: 

• Our work does not have a single 
purpose 

• Correctional healthcare requires the 
integration of public safety and 
healthcare.  

• Resistance to Change 

• Intense loyalty 



Introduction - 
What brings 

us here: 
 The 

Challenges of 
Correctional 

Healthcare 

• Corrections has a high level of diagnosed 
PTSD in both staff (27%, Desert Waters 
national study 2012) and incarcerated 
women (30-33%, WCCW local intake data 
2015-2018).  

• Trauma Experience in women is consistently 
reported in 80% of our women at intake 
(WCCW local data 2015-2018). Staff 
reported trauma experience is not known. 

• The interaction of traumatized incarcerated 
individuals and traumatized staff is 
significant. 

• Trauma history has been shown to be linked 
to poor health outcomes (for any person). 



PTSD Rates in 
Corrections 

Professionals 

• PTSD Rates in Correctional 
Professionals (Spinaris, Denhof, 
and Kellaway, 2012). 

• Corrections professionals 
are exposed to the same 
types of Violence, Injury, 
and Death (VID-related) 
events as “emergency 
responders and war-time 
military personnel, and 
they are potentially 
exposed to even more life-
threatening experiences 
than law enforcement 
personnel over time (Finn, 
Talucci, & Wood, 2000).” 

Overall Men Women 

Community PTSD Prevalence (National 
Comorbidity Survey Replication, 2005) 

3.8% 1.5% 3.2% 

Corrections Staff PTSD Prevalence 
(Desert Waters, 2012) 

27% 31% 22% 



WCCW 
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Introduction - What brings us here: 
 The Challenges of Correctional Healthcare 

• Prison overcapacity 
• Female local statistics 

• Capacity: 750 
• Emergency capacity: 850 
• Current: 924 
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Introduction - 
What brings 

us here: 
 The 

Challenges of 
Correctional 

Healthcare 

• WCCW MH Staffing: 

• Psychology  

• 2 supervising psychologists (psychologist 
4’s) 

• 3 psychologist 3’s (non-supervisory 
psychologist)  

• 6  psychology associates (master’s level 
clinicians)  

• 1 psychiatric social worker 

• Psychiatry 

• 1 psychiatrist 

• 1 psychiatric ARNP 



Shift in 
Perspective 

• It was easy to focus on the challenges 

• We were living in a reactive/crisis/ “we-
be” driven state 

• It seemed normal. As correctional 
professionals, we live with limited 
perspectives on a daily basis: 

• One of the hallmarks of personality 
disorders is limited perspective 

• One of the hallmarks of correctional 
environment is a “black and white” 
viewpoint 

• We internalize what we are saturated 
in, and then live it out 

 



Shift in 
Perspective 

• We decided to stop living this way, and to start 
focusing on cultivating a nexus of excellence, drawn 
from multiple disciplines: 

• Service: “Service is the rent we pay for living” – 
M. Edelman 

• Hospitals: behavior continuums, de-escalation 
techniques, meal support, personal 
responsibility  

• Education: identifying learner 
characteristics/attributes 

• Law: psycho-legal writing tools and 
documentation practices 

• HR: growing/developing employees, providing 
training, helping employees plan and promote 

• Psychology: psychodynamic underpinnings of 
the field 



Our Vision: 
Creating a Mental 

Health Correctional 
Center of Excellence 

(MH-CCOE)  

• A team and place where we: 

• Utilize evidence based practices 

• Inspire learning and deepening of skills  

• Cultivate clinical, cultural, and reflective 
conversations 

• Collect and analyze data in real time and 
utilize it to refine services and decrease 
staff workload 

• Set expectations and provide accountability 

• Supervise staff in an integrative and 
dynamic way using a responsive, trauma 
informed, and clear model of supervision 

• Encourage staff to relate and connect, 
thereby fighting the impact of secondary 
trauma (i.e. isolation, breaking down of 
relationships).  



Our Pathway: 
Five 

Components 

• Five components: 
• Evidence Based Interventions 
• Clinical Attributes 
• Team Development 
• Trauma Informed Leadership 
• Supervision Tools 

 

 

 



Our Pathway: 
Component 1 
– EB Practice 

• First Component: Requiring clinical 
interventions to be evidence based 
and supporting staff to gain these 
skills, and/or hiring staff that can 
achieve these requirements.  

• SAMSHA 

• Group Committee 

• APA online therapy resources 

• Looking for diversity of 
skills/presence in staff (i.e. EMDR, 
psychodynamic, CBT, etc.) 

 



Our Pathway: 
Component 2 

– Clinical 
Attributes 

• Integration of educational tool into adult 
learning 

• Identify clinical attributes seen in competent 
employees and good team players 

• Cultivate these on a team level. They include: 

• An attitude of curiosity: questions about 
clients experiences and the staff’s work 
expertise. 

• Self-awareness: in general, and including 
awareness of how staff respond to 
stress/strong emotions, and how staff can 
utilize their supervisor and team to help 
when this is occurring. 



Our Pathway:  
Component 2 

– Clinical 
Attributes 

• Clinical Attributes (continued): 

• Responsivity: to both patients and team 
members needs and communications; a 
timely response; response that matches 
the emotional tenor of the situation. 

• Non-judgmental and patient approach: 
openness to all stories, no matter how 
difficult the content. 

• Humility: tolerance of our own mistakes 
and of others mistakes; grace under 
pressure.  

• Continual refinement: personal and 
professional (practice what we preach). 

 



Our Pathway:  
Component 2 

– Clinical 
Attributes 



Our Pathway:  
Component 2 

– Clinical 
Attributes 

• Recognize these in team members when we see 
them 

• Encourage Development 

• Examples: 

• Managing multiple crises at once with a calm 
and engaged demeanor (grace under pressure) 

• New staff members asking senior team 
members about their experience in corrections 
(curiosity) 

• Supervisors and team members apologizing 
when we makes mistakes without grudge 
holding (humility) 

• Staff taking a break offline due to increase in 
stress (self awareness) 
 



Component 3: Team Development 

• Team Development: Onboarding 

• Local Binder: Local processes and procedures, such as: 

• Intervention Levels: Behavioral Continuum (original: Children’s Hospital 
Seattle WA) 

• Admission/discharge protocols for intensive units 

• Process guidelines: Suicide Risk Assessments (SRA’s) 

• On-call procedures 

• How-to resources: i.e. how-to write SOAP note, how to use the local 
diagnostic tool (CRAC – Conclusion, Rule, Assessment, Conclusion) 

• See handouts for examples 

 

 

 



Component 3: Team Development 

• Off sites: quarterly meetings (see handouts for example of agenda) 

• Down-time: time together without the impact of the correctional 
environment (i.e. less noise, lights, pressure). 

• Training: includes new tools, or a focus on tools we need to expand/deepen 

• Community: Potluck and rec time over lunch 

• Ethics: discussion and reflection 

• Clinical Narratives: walk and talk and process (trauma informed to treat 
secondary trauma through movement and processing) 

• Recognition of staff (i.e. skills, retirement, contributions) 



Component 3: Team Development 
• What we hear from others about our off-sites: “How do you get away?!” 

• Our answer: “We make it a priority. It’s just like a weekend. We do it for the staff.” 

• Staff perspective: 
• “I find the off sites to be a valuable experience. We have the opportunity to learn, ask 

questions and get clarification on our duties or new procedures, as well as bond as a 
team.  Our unit is very busy on a slow day and the opportunity to increase my skills and 
discuss information/strategies with my peers is very helpful to me. Also case staffing 
time is important to me. Not all questions need to be answered at that moment so to 
know that I have the opportunity to attend a specific session with my supervisor and ask 
questions, share my concerns and feel heard, does a lot to help feeling supported, with 
the busy environment we work in. I appreciate that I feel supported by my supervisors 
and when an issues comes up, you both created an environment where supervisors are 
willing to listen and work to address the problem/issue. ”  



Component 3: Team Development 

• Continued Learning:  

• Book Club: We read a book once a year as a team. Below are the last four 
years of books:  

• 2016: Suicide: The Forever Decision. Paul G. Quinnett.  

• 2017: Women, Crime, and Justice: Balancing the Scales (2017). Gunnison, 
E., Bernat, F. & Goodstein, L. John Wiley & Sons, Inc. 

• 2018: Crucial Conversations: Tools for Talking with the Stakes are High 
(2011). Patterson, K. & Grenny, J. McGraw-Hill. 

• 2019 (in progress): The Theory and Practice of Group Therapy, 5th Edition. 
(2005). Irvin D. Yalom. Basic Books. 



Component 3: Team Development 
• Format:  

• Presentation format ranges from serious to fun 

• Discussion and inclusion of an officer when reading a chapter on female 
correctional professionals 

• Jeopardy style games focusing on chapter content 

• Quizzes/tests/puzzles 

• Occurs once a month 

• Revolving responsibility (team takes turns presenting) 

• Expectations about participation 

• Must read to attend 

• Write a summary if not able to attend 

 



Component 3: Team Development 

• Continued Learning (continued):  

• Assessment Reading: In Our Client’s Shoes (2015). Stephen E. Finn. Taylor and 
Francis.  

• Team meets once a month 

• Read out loud together and discuss chapter content; focus is on 
discussion, not “getting through” the material 

• Discuss the assessment model we use in our clinics 

• Review testing (at all levels)  

• Discussion of processes (seek stakeholder input) 

 



Component 3: Team Development 
• Projects/Data: Track data in real-time: 

• Intake (2015-present) – see initial slides for examples 

• Crisis (2017-present) – see next slides for examples 

• Provider work assignments (2019) – currently in progress 

• Treatment outcomes (2017-present) – see end slides for examples 

• Inventory of Statements About Self Injury (ISAS) (2017-present) – currently in 
progress 

• Invite the team yearly to reflect and comment on current processes 

• Share data with local stakeholders and nationally 

• Utilize basic programs (i.e. Excel, Word) 



Component 3: Team Development 



Component 3: Team Development 



Component 4: 
Leadership 

Model 

• Trauma Informed Stance (the theory): We 
utilize universal precautions with staff and 
patients due to high trauma rates in both 
populations. 

• Utilize US Department of Health and 
Human Services (USDHHS) rubric for 
repeated assessment of clinics and 
processes (see handouts). Four 
components: 

• Component 1: Physical Environment 

• Component 2: Supportive 
Environment 

• Component 3: Inclusive Environment 

• Component 4: Relational 



Component 4: 
Leadership 

Model 

• USDHHS Trauma Rubric: 
Component 1: Physical 
Environment. 

•  Incarcerated Individual (II):  

• Therapeutic 
interventions are 
completed in private 

• No hallway therapy 

• Consent process is 
discussed (not just a 
signature) 

• Feedback sought from II 
on space/layout/services 

• USDHHS Trauma Rubric: 
Component 1: Physical 
Environment. 

• Staff: 

• Supervision is behind a 
closed door 

• No hallway supervision 

• Supervision process is 
clear. The process is 
explained; who has 
access to what 
information and when 

• Feedback sought from 
supervisees each 
session on process 
 



Component 4: 
Leadership 

Model 

• USDHHS Trauma Rubric: 
Component 2: Supportive 
Environment. 

•  Incarcerated Individual (II):  
• Offender Healthcare Plan, 

consent, Releases of 
Information (ROI) explained 

• Service provision and crisis 
services explained 

• Therapists notify clients if 
they will be out ahead of 
time (when able) 

• MH vision/ethics statement 
posted in clinic 

• Services all in confidential 
spaces 

• Services are provided that 
are evidence based and 
gender specific 

• Seeks diversity on team at 
all times.  

• USDHHS Trauma Rubric: 
Component 2: Supportive 
Environment. 

• Staff: 
• First day: Staff informed 

re: supervisory process; 
given policy/procedures 

• Supervision file constantly 
accessible to staff at any 
time  

• Supervision is at a weekly 
set time. Staff notified at 
least 24 hours in advance 
if there will be a change 
(both ways) 

• Supervisors provide 
resources as needed (EAP, 
Staff counselor, policy 
references). 

• Seek diversity on the 
team at all times 



Component 4: 
Leadership 

Model 

• USDHHS Trauma Rubric: 
Component 3: Inclusive 
Environment. 

•  Incarcerated Individual (II):  

• Women identify own 
goals in treatment 
planning 

• Women participate in 
National PTSD treatment 
choice tool to help 
choose treatment 

• Language is person 
centered 

• Group and individual 
treatments have a 
orientation session so II 
can make good decision 

 

• USDHHS Trauma Rubric: 
Component 3: Inclusive 
Environment. 

• Staff: 

• Staff utilize 
supervision/feedback 
grid to develop goals, 
as well as self identify 
training goals 

• Language is person 
centered 

• PD, expectations, 
supervision process 
outlined so staff can 
make informed choice 
of working in a 
correctional 
environment 

 



Component 4: 
Leadership 

Model 

• USDHHS Trauma Rubric: 
Component 4: Relational 
Environment. 

•  Incarcerated Individual (II):  

• Staff have clear roles 

• Therapy not friendship 

• Staff explain “yes” and 
“no” based on “doing for 
all” motto 

• Staff share as 
appropriate given 
situation 

• Staff discussions focus on 
lived experience of II and 
seeing things through 
their eyes, versus a 
pathological lens 

 

• USDHHS Trauma Rubric: 
Component 4: Relational 
Environment. 

• Staff: 

• Staff have clear roles 

• Supervision not 
therapy 

• Supervisors engage 
based on “doing for 
all” motto (both 
positive and negative 
feedback) 

• Staff share both ways 
as appropriate given 
situation 

• Team meetings 
include lived 
experiences 

 



Component 4: 
Leadership Model 

• Working in a highly trauma laden environment 
means we understand secondary trauma and we 
actively encourage staff to target potential 
impacts through practice, classes, outside 
support, etc. 

• Cognitive Processing Therapy (CPT) 
application (Bass, J. K. Annan, J. Murray, S., et 
al 2013). 

• Discuss burnout and compassion fatigue(Bell, 
S., Hopkin, G., & Forrester, A. 2019). 

• Support self-care (outside/inside) 

• Discuss in supervision 

 



Component 4: 
Leadership Model 
• Supervision Overview: Nuts and Bolts (the details 

– or, theory into practice) 

• Consistent and uninterrupted 

• Utilize signs on door for transparent 
communication 

• Time: 

• Weekly 1 hour per employee 

• Continuing, New, On Deck 

• Standard task: chart review, audit 
review, caseload updates 

• Employee specific: reading, projects  

• Weekly Case staffing’s – 15 minutes per 
employee 

• Urgent issues, hot topics, updates 
(both ways) 



Component 4: Leadership Model 

• What we hear from others about our supervisory process: “That’s a lot of time!” 

• Staff Perspective on Supervision: 

• “I know for me personally, weekly supervision is incredibly valuable because I 
know it will happen and I know I’ll have answers/suggestions/guidance for all 
of my questions. I think overall I don’t feel alone in my job and the challenges 
that come with it because I know that my supervisor will make time for me 
even if it’s not immediate. I appreciate the opportunities provided to deepen 
my understanding of the different aspects of mental health/mental health 
treatment through offsites and joint team meetings.”  



Component 4: Leadership Model 

• Supervision Overview: Nuts and Bolts (continued) 

• Initial Supervision Form: Used for new employee, but can be adjusted for 
mid-stream employee (see handout). 

• Includes: 

• Chain of command 

• Discussion (Q&A) to set up communication/supervision 

• Supervision style handouts 

• Position Description (PD) – review/discuss 

• Expectations – review/discuss/collaborate 

 



Component 4: Leadership Model 

• Supervision Overview: Nuts and Bolts (continued) 
• Ongoing Supervision: 

• Utilizes supervisory conference forms each week 
• Initial supervision form is standard and includes all resources 

employee needs to begin to navigate position 
• This form then continues and is updated weekly 

• Focuses on dialogue 
• Serves as a “touchstone” for all communication and progress 
• Basis for evaluation (no surprises – trauma informed transparency) 
• Is given to employee at end of year to shred/keep. Removed from 

supervisory file. 



Component 4: 
Leadership Model 

 

• Supervision Overview: 
Nuts and Bolts (continued) 



Component 4: Leadership Model 

• Supervision Overview: Nuts and Bolts (continued) 

• Evaluations (mid-probation and annual):  

• Self evaluation: ask employee to self evaluate and share  

• Draft evaluation: incorporate pieces of self evaluation (as relevant) into 
draft evaluation 

• Schedule evaluation: give final evaluation to employee early and allow 
employee to lead. 

• Reflection/integration: reflect on discussion, revise (if needed), submit 
final evaluation to employee. 

 



Component 5: 
Supervision Tools 

Conflict Management:  

In a high stakes 
environment (corrections), 
and with long term 
employees (work-lifers), 
relationships and 
issues/tasks are nearly 
always both high, which 
means collaboration is the 
primary conflict 
management style. 

Task 

Relationship 



Component 5: 
Supervision Tools 

Situational Leadership: 
Supervision style 
depends on your 
assessment of the 
employee based on their 
skill set and the task at 
hand. Supervision is 
responsive to the 
employee and the task. 



Component 
5: Supervision 

Tools 



Component 5: Supervision Tools 
• Supervision and Feedback Grid. Created by Brodie & Carei 

(unpublished, 2018) 

• Integrates historic models (i.e. situational leadership) with trauma 
informed model, with DOC core tasks/processes, in a living format 

• Draws from psychodynamic literature (i.e. includes 
countertransference, parallel processing) and solution focused 
literature 

• Is clear and organized and can be used to track progress 

• Allows for continued mentoring (no end point) 

 



Component 5: 
Supervision 
Tools 

• First column: 
Concrete building 
blocks: are the pieces 
there? 

• See example on next 
page 

 

 

Documentation/Clinical Feedback: 

Pieces – Does each piece exist? 

 MHA/MHU 

o Reason for referral 

o Symptoms in patient’s own words 

o Functional deficit 

o Life history 

o Testing results 

o CRAC 

o S-code correct? 

o Plan moving forward 



Component 
5: 

Supervision 
Tools 

EXAMPLE 

Presenting Problems (detail the development of current mental health problems): 
Trauma Symptoms: According to Ms. X upon entry to the Pierce County Jail it was discovered that she was pregnant 
and was taken off all psychotropic medication, including Depakote for her reported Bipolar II disorder “I had a 
breakdown, I pulled my toenails off, I ripped my hair out…I was having, at the beginning, suicidal thoughts.”  Ms. X 
described challenges sleeping due to “recurring thoughts.” She reports feeling “really manic” while incarcerated in the 
Pierce County Jail and stated, “I was hyperactive most days…I was hearing things. I would get up and destroy a 
complete Bible and tear up my room.” When asked what preceded the reported destructive behaviors, Ms. X stated 
that she would be “thinking about things I couldn’t change, those flashbacks…I would fixate on it [sexual assault prior 
to incarceration] and it was like everything around it had to be destroyed.”  When asked about avoidance symptoms 
Ms. X discussed her challenges remaining in the community and reported “someone will say something that will make 
me remember [the event] and certain things will get out…words that trigger a reaction or feeling.” She also described 
that upon seeing an individual in the community that she did not like, she would retreat to her residence and “not 
come out for like a week.”  When asked about her relationships with others, Ms. X stated that she is able to interact 
with other individuals “but it’s like I’m there and I’m not there.” 

 
Functional deficit: Ms. X’s current pregnancy is a result of a sexual assault. She reports that “I don’t believe in killing 
babies so I’m, ya know…” and became tearful. Ms. X is also concerned with managing her symptoms without 
medication as she has found Depakote effective and is unable to continue taking it during her pregnancy.  



Component 5: 
Supervision 
Tools 

• Second column: 
Connections: how 
do work products 
and processes 
connect? 

• See Example on 
next page 

Documentation/Clinical Feedback: 

Connected – How do you determine 

what is connected? 

 MHA/MHU 

o Focus on differential diagnosis 

o Stating why it is not something 

else and falls into the chosen 

category 



Component 
5: 

Supervision 
Tools 

EXAMPLE 



Component 5: 
Supervision 
Tools 

• Third column: 
Integration: how do 
processes and client 
needs and 
supervision 
integrate? 

• See example on next 
page 

 

Documentation/Clinical Feedback: 

Integrated – How do you integrate all 

information? 

 MHA/MHU 

oHow does the person’s history and 

assessment results (if any) inform the 

diagnosis and the differential 

diagnoses? 



Component 
5: 

Supervision 
Tools 

EXAMPLE 

Formulation and Diagnostic Rationale: 
I am giving Ms. X a diagnosis of Other Specified Dissociative Disorder and Other Specified Schizophrenia-
Spectrum and Other Psychotic Disorder (mixed psychotic and dissociative symptoms), which I believe account 
for the particular constellation of symptoms presented and described in her record.  
 
According to the DSM-5, “dissociative disorders are characterized by the disruption of and/or discontinuity in the 
normal integration of consciousness, memory, identity, emotion, perception, body representation, motor control, 
and behavior” (DSM-5, p. 291). The DSM-5 adds that dissociative symptoms are commonly preceded by trauma, 
and though they are separated into a distinct diagnostic class from trauma-related disorders, they overlap in 
fundamental ways. The Other Specified Dissociative Disorder diagnosis applies to symptom presentations that 
reflect elements of a dissociative disorder, but do not otherwise fulfill the criteria of a disorder provided in the 
class. Other Specified Schizophrenia Spectrum and Other Psychotic Disorder applies to individuals with 
symptoms characteristic of a psychotic illness, but who do not meet criteria for a diagnosis within the category. 
 

In Ms. X’s case, her psychotic symptoms have a distinctly dissociative quality and overlap with them in important ways 
that I do not believe are sufficiently explained by another disorder in either class (that is either the Dissociative 
Disorders or Psychotic Disorders listed in the DSM-5). A review of available research provides a theoretical basis for 
the role of dissociation in the formation of psychotic symptoms, formerly identified in the literature as Hysterical 
Psychosis or Reactive Dissociative Psychosis. Early theorists considered this phenomenon to reflect “a waking 
dream,” based in traumatic experience, in which aspects of the dream become merged with normal perceptions (see 
Onno van der Hart et al, 1993). As described, dissociative psychotic symptoms involve some confusion of reality and 
fantasy and do not respond to typical interventions used to treat people with psychotic illness (e.g. medication). They 
may also include regressive behaviors and atypical symptoms (e.g. active visual hallucinations, unusual course of 
illness to include spontaneous improvement/deterioration of symptoms). According to Onn ova der Hart et al (1993), 
individuals with these symptoms have been historically classified as having schizophrenia or as malingerers. Finally, 
as with those known to experience dissociative disorders, they can be highly prone to suggestibility. While the DSM-5 
offers no such diagnostic category as dissociative psychosis, which appears to fit best in this case, Ms. X’s symptoms 
are best understood as spanning the classifications of other specified dissociative and schizophrenia-spectrum 
disorders.  



Component 
5: 

Supervision 
Tools 

EXAMPLE 

Based on all available information, Ms. X has a well-documented trauma history, idiosyncratic psychotic symptoms, 
dissociative experiences, proneness to suggestibility, regressive states, and an atypical course and response to 
treatment. She describes a prominent concern of “not being able to tell what’s real and what isn’t” and describes a 
history of such “delirious and delusional” episodes. There is evidence of cognitive and memory lapses in her records 
(particularly related to traumatic material), that increase a sense of confusion about herself and reality. Testing also 
highlighted her tendency to use dissociation and to experience herself as fragmented. She describes intrusive 
memories that come to her, but which she thinks are not her own (depersonalization). She described that her 
psychotic symptoms started when she was a late teenager, after her mother died in an accident when she wandered 
into traffic while high on cocaine. During the administration of the ROR, Ms. X suggested that one of the blots 
reminded her of her mother’s “head splatter.” Her psychotic symptoms (auditory and visual hallucinations, delusions, 
disorganized behavior) have historically responded poorly to antipsychotic medications and by some accounts, have 
worsened after taking them. At times, she has presented regressive behaviors (urinary incontinence, childlike 
mannerisms and relatedness, drinking out of the toilet) and at other times, as hypersexual (e.g. excessive 
masturbation, perseverative elicit writings, requiring separation from male peers while previously hospitalized due to 
persistent sexual behavior). Some testing indicated that she responded inconsistently (possibly due to distraction or 
reflecting different self-states) and was excessively aggregable with item suggestions, which provides some support 
for the suggestibility hypothesis. She also obtained elevated scores on the SIRS, which indicated that her reported 
symptoms were atypical and therefore classified as being likely feigned 



Component 
5: 

Supervision 
Tools 

EXAMPLE 

In terms of differential diagnoses, while there is documentation of mood problems (especially depression) in the 
past, there is not sufficient evidence that she would meet criteria for a mood disorder at this time. Her particular 
symptoms appear to fulfill criteria for PTSD, which is supported by testing, though the degree of dissociative 
experiences and overwhelming nature of her psychotic symptoms likely overshadow the usefulness of this 
secondary diagnosis at this time. While she would potentially meet criteria for Schizophrenia, the nature of her 
rather atypical symptoms (and treatment response) is best understood as an overlapping function of her 
dissociative experiences rather than being what is more typically thought of as a psychotic disorder, per se. It is 
possible that a diagnosis of Schizophrenia would be appropriate and useful in terms of treatment planning should 
her psychotic episode persist at the current level of functional impairment. History suggests that she has 
recovered and her psychotic symptoms stabilized without pharmaceutical intervention in the past. Thus, a wait 
and see approach is probably warranted prior to applying additional diagnoses. The question of a factitious 
disorder remains present, though I believe that the absence of attachment-related and dependency concerns 
identified in her testing bring the (unconscious) motivation for her symptoms into question. Conversion and other 
somatic symptom disorders have also been associated with traumatic experiences; however, these are not 
accounted for by her current presentation or her history. Her symptoms are not explained by known medical 
conditions or effects of a substance.  
 

Therefore, through a review of available information and in efforts to best explain her clinical presentation and account 
for available testing and records, I am diagnosing Ms. X with Other Specified Dissociative Disorder and Other 
Specified Schizophrenia-Spectrum and Other Psychotic Disorder (mixed psychotic and dissociative symptoms).  



Component 5: Supervision 
Tools 
New business: 

• Mr. Jones presented the SOAP and CRAC materials from his 
desktop binder. 

• SOAP: He reviewed each section satisfactorily.  

• We discussed the “A” section, specifically as related to 
the Operational Inspection (OI) anchors (to be 
reviewed more in depth at a later date), including: 

• Needing to meet a 3 for compliance 

• Discussed what will earn a 5 – which includes 
integration and theory 

• Discussed how to utilize that section as a way to 
“wrestle out” what is going on with the patient.  

• Dr. Brodie talked about thinking about “talking” 
about case conceptualization out loud as a 
frame for writing the A section.  

• CRAC: He reviewed the process. We let him know there are 
resources on the shared drive. 

• I showed Mr. Jones the mail merge process and where to find the 
excel spreadsheets and word documents on the shared drive. I 
assigned him to update his spreadsheets and make templates for 
each group he will be running using the examples provided.  

Supervision: 

Pieces – Does each piece exist? 

 Supervision 

o Begin in the Directing stage (defining, planning, 

orienting, teaching/showing, 

checking/monitoring, giving feedback) 

o Set a formal agenda at beginning of each 

meeting 

o Review job expectations and position 

description 

o Review desktop binder during initial 

supervision sessions 

o Learn how supervision works best for all parties  

o More task oriented and structured supervisory 

sessions 

o Shift from Directing stage to Coaching stage 

(exploring/asking, explaining/clarifying, 

redirecting, sharing feedback, encouraging, 

praising) 



Component 5: Supervision 
Tools 
New business: 

• Mr. Jones asked reflective questions about the difference 
between loose/tangential symptoms. We discussed the 
patient in question and how this impacts treatment/dx. 

• Ms. Jones sent out a draft of Ms. X’s IBMP. It’s looking 
good. I asked him what he needs to finish the process. He 
outlined his plan. 

• We discussed his upcoming presentation on ego states. I 
encouraged him to work on some of his skills of 
leadership by focusing on collaboration and discussion, 
versus education and presentation.  

• We reviewed a MHU. Mr. Jones has made considerable 
progress on writing MHU’s at the team standard. 
Specifically, he has a clear writing structure and he is 
addressing components of the diagnosis in the presenting 
problem section in a comprehensive way. We discussed 
his progress and reflected on his strengths. We reviewed 
the feedback and supervision grid. We agree he is solidly 
in the middle at this time. 

• We discussed internalized projection. This is a difficult 
defense cycle to understand; we utilized several examples 
and looked at a current case (Ms. X.). I suggested drawing 
out the cycle as it becomes clearer.  

• Began to discuss the meaning of parallel process. 
 

Supervision: 

Connected – How do you determine what is 

connected? 

 Supervision 

o Shift from Coaching stage to Supporting 

stage (asking/listening, reassuring, 

facilitating self-reliant problem solving, 

collaborating, encouraging feedback, 

appreciating) 

o Learn to identify parallel process when it 

is happening 

o Connect countertransference instances 

to case conceptualization 

o Focus on treatment work with clients 

and how see their case, less on specific 

tasks related to a case 



Component 5: 
Supervision Tools 

New Business: 

• We discussed her running of the COA and 
the challenges and strengths. 

• She discussed a challenge with custody and 
her ideas around resolving it. I affirmed her 
decision and let her know she has my 
support if it needs to move a higher level. 

• We discuss Ms. X’s case. 

• She shared parallels she sees in the 
case.  

• We looked for these in our supervisory 
relationship as well; discussed.  

Supervision: 

Integrated – How do you integrate all 

information? 

 Supervision 

o Shift from Supporting stage to 

Delegating stage (allowing/trusting, 

confirming, empowering, 

acknowledging, challenging) 

o Focus on case consultations 

o Learn to integrate parallel process 

into treatment planning and case 

conceptualization 



Component 
5: 
Supervision 
Tools 

Supervision of 
Supervision/Mentoring: 

Does each piece exist? 

 

• Begin in the Directing stage 

• Defining 
• Role (psych 4) versus Psych 4’s 

identity (aka, full person) – 
the pro’s and con’s, uses of 
the “role,” rationale for a 
“role,” challenges of the role.  

• Forms and their uses – PDs, 
PDPs, MOC/LOE, SCF, etc.  

• HR policies – 800 series; CBA 
and Union related challenges 

• Planning 

• Set up a daily to-do list for a 
psych 4.  

• Set up supervisory folders for 
each team member 

• Identifying where team 
members are at – onboarding, 
mid-stream, en route, etc. 

 

Weekly psych 4 
meeting: 

-No supervisory 
forms 
-We keep a 
log/journal 
-We review 
things hands-on 
(policies, CBA) 
-We co-supervise 

 

 



Component 
5: 
Supervision 
Tools 

Supervision of Supervision or 
Mentoring: 

Connected – How do you determine 
what is connected? 

 
o Shift from coaching to supporting 

stage.  
 Asking/listening about 

challenges, role 
differentiation, challenges, 
strengths, etc. 

 Reassure: recognize 
development in real time and 
overall. Discuss progress, 
reflect openly about growth 
and continued challenges. 

• Collaborate on linking processes 
together: 

• How to connect supervisory 
conference forms and self-
evaluations of employees 
being supervised to formal 
evaluations or formal actions 

 

 

• Peer support 
conversations 

• Help peer repeat 
the process but 
with new tools – 
forms, evaluations, 
etc. 

• Support and coach 

• Provide 
consultation 



Component 
5: 
Supervision 
Tools 

 

Supervision of Supervision or 
Mentoring: 

Integrated – How do you integrate all 
information 

• Shift from Supporting stage to 
Delegating stage 

• Allowing/trusting supervisor to  

• Represent department 

• Stand-in for supervisor 

• Conceptualize team and 
team members 
independently 

• Move 
positions/needs/resources 

• Take action as needed with 
employees  

• Demonstrated awareness 
of shared 
values/vision/direction 

• Confirm 
position/skills/relationship of 
supervisor in public and in 
private. 

 

• Mentoring only in 
certain areas 

• Peers trade in and out 
of each other’s places 

• Peers have a shared 
vision of how we run 
the team 

• Regardless of who is 
on-site peers can 
work with employees, 
etc.  

• Senior peer 
confirms/supports 
new peer in larger 
networks 



Bringing it All Together 

•So if we do all this……then what? 

•Let’s look at the impact of these five 
components 



Outcomes Related to Having an  
Effective Team 

• Why do all this? 

• Component 1: EB 
Practice –  

• Highly trained staff 
providing EB care 
reduces incarcerated 
individuals’ symptoms 
(unpublished treatment 
data 2019, Brodie and 
Carei) 

 



Outcomes 
Related to 
Having an  

Effective Team 

• Component 2: Clinical attributes 

• Corrections is a segmented environment, with huge 
volumes of people and low resources. High potential 
for mistakes. 

• Risk Reduction: Staff with identified clinical 
attributes pay attention to risk and notice patterns.  

• Malcolm Gladwell article in Outliers (2008):  

• The problem of being conditioned to look 
for “big red flags” 

• Gladwell examined high risk situations 
(pilots) 

• Found that seven small consecutive errors 
that have to do with communication and 
teamwork build up to “disaster” 



Outcomes 
Related to 
Having an  

Effective Team 

• Component 3: Team Development 

• Staff on boarded effectively are less likely to 
turnover and less likely to violate policy or 
create risks for DOC 

• Staff treated as professionals and given the 
respect needed to do the work (versus 
being treated like workhorses) are likely to 
produce a higher quality of work and to 
improve care. 



Outcomes Related to Having an  
Effective Team 
• Staff perspective:  

• “My work experience has spanned over many years, various supervisors, multiple team connections 
and working within bigger systems.  Since my time coming to WCCW I have been significantly impressed 
by the dedicated level of leadership our Mental Health team offers.  My role is unique to the larger 
team and since day ONE I have been allowed/encouraged to seek flexibility within my field, as a 
pathway to best address the needs of my clients.  During supervision I am encouraged to bring 
“problems” to the table, but at the same time offer “solutions”, including implementation and 
outcomes.  I feel that we are given multiple opportunities to gain new skills, provide feedback, access 
resources and participate in on-going team building events.  I value the connections that are cultivated 
as a team, stemming first and modeled from our leadership team.  These connections offer us the 
opportunities to  become strong individual colleagues as well as a cohesive team.  Working on a Mental 
Health team in a prison offers numerous  challenges……having a strength based team allows us to tackle 
these daily obstacles with compassion, dedication, humor and perseverance.” – Kim Dickens. Psychiatric 
Social Worker 3. MSW, LISW 



Outcomes Related to Having an  
Effective Team 

Deeper knowledge base, more marketable,  and more effective 

• Promoted three psychologist 3’s to psychologist 4’s 

• Ability to give good references 

Collecting data ensures safety in practice and effective decisions 

• ISAS data to ensure relevant and trauma informed safety planning 

• Intake and crisis data to ensure service provision is correct 

• Recidivism data to ensure we understand the reasons for women coming back and how to target 
those needs 

Provides ability to care for long-term individuals 

Breaks down silo’s 



Outcomes 

• Component 4: Leadership Model 
• Responsive to data on trauma in both staff 

and incarcerated individuals 
• Highlights strength of a female model in a 

female system (empowering, versus 
accommodating) 

• Good role modeling for patients 
• Highlights differences as strengths 
• Utilizes a wide range of disciplines and ideas  
• Focuses on strength 

 
 

 
 

 



Outcomes 

• Component 5: Supervision Tools 

• Reduces corrective action long term 
(number of cases) due to consistent 
and clear expectations 

• Provides a way to structure staff 
development daily/weekly/annually 

• Provides a shared language 

• Maintains clinical focus 

• Provides integrated and standard 
expectations for employees to 
understand and apply 

 



Questions • What questions can we answer? 
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