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Resources Available to Download After the
Presentation
-Pre-screening Agencies in AZ
-Nationwide State-specific
information about Emergency
and Involuntary Evaluation
-Numerous lists (AZ and Nationwide)
with vetted resources for:
•
•
•
•
•
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Crisis Intervention
Everyday Needs
Behavioral Health (BH) Treatment/Services
Substance Abuse Treatment/Services
Educational Opportunities

Online Poll: What Do You Say?
How do you rate your knowledge about
psychiatric evaluation right now?
a. Very High
b. High
c. Low
d. Very Low
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What is a Quality Improvement Organization?
• Funded by the Centers for
Medicare & Medicaid
Services (CMS)

– Dedicated to improving health
quality at the community level
– Ensures people with Medicare
and Medicaid get the care they
deserve
– Improves care for everyone
– Largest federal program
dedicated to improving health
quality at the community level
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Department of
Health & Human
Services

CMS

How this Webinar Series came About
The result of the efforts of one of the 2016 HSAG
Behavioral Health Summits’ work groups on Community
Education.
• Survey sent out to non-behavioral health
community members to help identify:
• Level of interest in education/information
• Topics of most interest
• Best times to offer webinars

5

HSAG 2017 Project Status
2017 Behavioral Health Educational Webinar Series is halfway completed!
• January 13: First Things First: Behavioral Health Basics(completed)
• March 3: Understanding Common Disorders (completed)
• May 5: De-escalation Techniques (completed)
• July 14: Community and Behavioral Health Resources (completed)
• September 8: Voluntary vs. Involuntary Evaluation and Treatment
• November 3: Medication and Medical Issues
Other Projects:

•
•
•
•
•
•
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Online Resource Guide Use training
‘Teach -Back’ patient communication training
Medication History Toolkit: Monthly education flyer, training and materials
Readmission Risk and Audit Tools in ongoing development
10 Readmission Reduction Interventions: Educational Flyer Series
Ongoing work with PCPs, IPFs and community stakeholders toward
improved care coordination and readmission reduction

World Health Organization (WHO)
News Release March 30, 2017
• Depression is the
leading cause of ill
health and disability
worldwide according
to the latest
estimates from
WHO.
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• 300 million people
are now living with
depression.
• This is an increase of
more than 18
percent between
2005 and 2015.

Source Link: From the World Health Organization:
http://www.who.int/mediacentre/news/releases/2017/world-health-day/en/

In the United States:
National Alliance on Mental Illness (NAMI)
• One in five adults in America experience a mental illness.
• Nearly 1 in 25 (10 million) adults in America live with a
serious mental illness.
• 90 percent of those who die by suicide have an underlying
mental illness.
• Suicide is the tenth leading cause of death in the U.S.
• One-half of all chronic mental illness begins by the age of
14; three-quarters by the age of 24.
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Source Link: From the National Alliance on Mental Illness (NAMI):
https://www.nami.org/Learn-More/Mental-Health-By-the-Numbers

Mental Health America (MHA) 2017 Report:
Overall Ranking by State
Arizona’s Ranking

50 of 51 (2013)
42 of 51 (2014)

• 7 measures for
adult ranking
• Lower rankings
indicate higher
prevalence of
mental illness
and lower rates
of access to care

Overall Ranking
Rank

State

Rank

State

Rank

State

1

Connecticut

18

Wisconsin

35

Nebraska

2

Massachusetts

19

Texas

36

Missouri

3

Iowa

20

Virginia

37

Ohio

4

New Jersey

21

Oklahoma

38

Montana

5

Hawaii

22

Alabama

39

Louisiana

6

Maryland

23

Kansas

40

Georgia

7

Delaware

24

Michigan

41

Washington

8

Maine

25

Colorado

42

Arizona

9

Illinois

26

Wyoming

43

West Virginia

10

South Dakota

27

North Carolina

44

11

Pennsylvania

28

Arkansas

District of
Columbia

45

Tennessee

12

Vermont

29

Alaska

46

Mississippi

13

New Your

30

New Hampshire

47

Indiana

14

North Dakota

31

South Carolina

48

Idaho

15

California

32

New Mexico

49

Oregon

16

Florida

33

Kentucky

50

Utah

17

Minnesota

34

Rhode Island

51

Nevada

Source: Mental Health America. © Copyright Mental Health America“ downloaded 08/18/17

Disclaimer
Neither HSAG, the presenters, nor their affiliated
organizations represent that this information
replaces seeking appropriate legal advice related to
any aspect of mental health processes or
outcomes. This presentation is intended for
educational and informational purposes only.
The content in this presentation is primarily related
to Maricopa County, Arizona.

Presenter Introductions
Laura Magnuson, LAMFT
Senior Director of Outpatient and Social Services
Aurora Behavioral Health System (AZ)

Patrick Norris, MC, LPC
Clinical Coordinator
EMPACT Suicide Prevention Center
EMPACT-LaFrontera

Voluntary Vs. Involuntary
Evaluation and Treatment

PRESENTED BY
LAURA MAGNUSON, LAMFT
PATRICK NORRIS, MC, LPC

Objectives
 Explain the differences between voluntary and
involuntary admissions
 Identify safety concerns which might result in a
request for involuntary evaluation
 Identify organizations where support and
information about psychiatric evaluation can be
found

Safety
• Always the primary focus - for the proposed patient as well
as everyone else.
• A person’s perception IS that person’s reality. Always take
the following behaviors seriously:
• Recklessness
• Dangerousness
• Carelessness
• Threats

• Keep yourself out of situations where you could be hurt.
• Call 911 if you have concern for your safety or the safety of
someone else.

Common Language
• Consistency among people involved
• Decreases confusion
• Increases accuracy
Please note that for simplification, a single masculine
pronoun, ‘he’ or his,’ is used in patient/client examples

Terms and Abbreviations
• DTO – Danger to Others
• DTS – Danger to Self
• SI – Suicidal Ideation
• HI – Homicidal Ideation
• GD – Gravely Disabled
• PAD – Persistently and
Acutely Disabled

• COE – Court-ordered
Evaluation
• COT – Court-ordered
Treatment
• ACOT – Amended Courtordered Treatment

Terms and Abbreviations (cont.)
• Applicant – the person who initiates a request for a court-ordered
evaluation
• Petitioner – The provider who reviews the application at the
Pre-screening agency
• PSA – Pre-screening Agency
• PNP – Psychiatric Nurse Practitioner
• ER/ED – Emergency Room/Emergency Department
• LE – Law Enforcement

Danger to Self (DTS)
(a) Behavior which, as a result of a mental disorder,

constitutes a danger of inflicting serious physical
harm upon oneself, including attempted suicide or
the serious threat thereof, or if the threat is such
that, when considered in the light of its context and
in light of the individual's previous acts, it is
substantially supportive of an expectation that the
threat will be carried out.

ARS 36

Danger to Self (DTS) (cont.)
(b) Behavior that, as a result of a mental disorder,
will, without hospitalization, result in serious
physical harm or serious illness to the person,
except that this definition shall not include
behavior that establishes only the condition of
gravely disabled.

ARS 36

Danger to Others (DTO)
The judgment of a person having a mental disorder
is so impaired that he is unable to understand his
need for treatment, and as a result of his mental
disorder, his continued behavior can reasonably be
expected, on the basis of competent medical
opinion, to result in serious physical harm to
others.

ARS 36

Gravely Disabled (GD)
A condition evidenced by behavior in which
a person, as a result of a mental disorder, is
likely to come to serious physical harm or
serious illness because she is unable to
provide for her basic physical needs.

ARS 36

Persistently or Acutely
Disabled (PAD)
 Severe mental disorder which, if not treated has a
substantial probability of causing the person to
suffer severe and abnormal mental, emotional or
physical harm
 And/or substantially impairs the person’s capacity
to make an informed decision
 And/or has a reasonable prospect of being
treatable by outpatient, inpatient or combined
treatment
ARS 36

“Voluntary” Means the Person:
• Realizes he would likely benefit from evaluation and treatment.
• Has insight to follow the recommendation of trusted others.
• Is considered reliable in stated intention to complete evaluation and follow
the recommendations from evaluation.
• Is aware that:

◦ He will be in a secured facility
◦ He cannot leave ‘when he wants’
if there is concern for anyone’s safety
◦ Smoking is not allowed
◦ He is expected to participate in treatment offered at the facility (groups, etc.)
◦ His medications will be controlled by the attending physician, including pain
medications

Voluntary Does Not Sound Like:
“Fine, I will go, but I’m checking myself out tomorrow!”
“I know I should go but I’m just not sure….”
“I will go but I’m not going to talk to anyone!”
“I’m not staying there more than 2 days!”
“I will only go only if you promise they will give me my pain meds!”
“I’ve done this before; I will be out in 24 hours!”

Comparisons
VOLUNTARY
• Willing to follow recommendations
• Reliable to complete recommended
process
• Has insight to concerns and wants
help
• Oriented and reality-based
• Is “sober”
• Does not feel safe to remain in
community without intervention

INVOLUNTARY
• Refuses to follow recommendations
(unwilling)
• Repeatedly admitted voluntary then
leaves against medical advice
• Poor to no insight
• Too psychotic to make decisions
(unable)
• Too intoxicated to make decisions
• Likely unsafe to remain in community
without intervention

Recommendation Options
from Evaluation: Voluntary
• Inpatient Admission to a variety of treatment facilities*
• Partial Hospitalization (PHP) (5 days/week, partial day)
• Intensive Outpatient (IOP) (3–5 days/week, a few hours at a time)
• Outpatient: traditional counseling and/or medication management
• Support Groups (e.g.: anger management, parenting, grief, caregiver)
• 12-step groups (e.g.: AA, Al-anon, crystal meth anonymous, overeaters
anonymous)
• Other psycho-social supports (e.g.: food, clothing, shelter, education,
employment, resources for other assistance programs)
*Dependent on the nature of crisis: behavioral health vs. chemical dependency or both, etc.; and
insurance.

Nationwide Information
http://www.treatmentadvocacycenter.org/

Nationwide information on state standards for:
◦ Initiating involuntary evaluation
◦ Emergency evaluation
◦ Civil commitment
This information will be provided at the end of the webinar.

What Entity Gives Authority for a
Person’s Rights be Suspended for
Evaluation? (AZ)
Arizona Revised Statutes (ARS) Title 36, Chapter 5 allows
for a person’s rights be suspended temporarily if there is a
validated concern for that person’s safety or the safety of
others.

Involuntary Evaluation
CIVIL PROCEEDING

Mental health
commitments
through the court
system are considered
civil matters, NOT
criminal matters.

OTHER TERMS USED
◦ Petition
◦ Involuntary petition
◦ T–36
◦ 72–hour hold
◦ Mental health hold
◦ Civil commitment
◦ Baker Act
◦ 5150

When is a Request for Petition
Appropriate?
 Person has a known mental disorder or presents in a manner strongly
indicative of a mental disorder.
 Person presents as DTO, DTS, PAD, or GD.
 Person is unwilling or unable to voluntarily seek treatment or consent to
treatment.
 Applicants and witnesses must be people who have observed the
symptoms/behaviors or heard statements made by the individual.
(all the above conditions must apply)

When is a Request for Petition
Not Likely Appropriate?
If the person’s symptoms are caused by:
◦ Diagnosed Dementia/Alzheimer’s
◦ Known Developmental Disability
◦ Diagnosed Traumatic Brain Injury – TBI
◦ Other Medical/Physical Issue
◦
◦
◦
◦

Head injury (suspected)
Electrolyte, thyroid or blood sugar issues
UTI or other infections
First-time psychotic episodes (could be a medical issue)

When is a Request for Petition
Not Likely Appropriate? (cont.)
• People under age 18 cannot be petitioned (a parent or legal guardian can
initiate inpatient treatment).
• If the person’s presentation is believed to be caused by
drug or alcohol abuse or dependence as the primary concern.
• If a person is being treated by prayer or spiritual means alone, in accordance
with the practices of a recognized church or religious denomination, such
person may not be ordered evaluated, detained or involuntarily treated
unless the court has determined that the person is, as a result of mental
disorder, a danger to others or to self. (AZ Revised Statutes).
• If housing or long-term placement are the primary concern.

Critical Considerations about
Requesting Involuntary Evaluation
• It is a class 1 misdemeanor to make false statements on a petition
with the intent to cause an individual to be confined.
• An individual who reliably agrees to be voluntary cannot be
petitioned.
• An individual may not be detained for more than 24-hours
excluding weekends and holidays following an emergency admit
unless a petition is filed.
• This process cannot be utilized as a form of changing the legal
residence of a person.
.

What is a Petition?
• A formal written request.
• Specific forms (documents) must be completed.
• Forms are submitted to a judge.
• Forms request that a person be compelled, against his will,
to undergo psychiatric evaluation.
• Forms become part of the permanent court record.

Types of Civil Court Orders
Related to Mental Health
• COE – Court-ordered Evaluation (determines whether a person is believed
to need a court to order treatment or if the person will be able to pursue
his treatment needs of his own volition)
• COT – Court-ordered Treatment (a literal order from civil court detailing
expectations for a person to participate in treatment, including length of
time, medication adherence and even the provider the patient will see for
care)
• ACOT – Amended Court-ordered Treatment (a request to amend terms of
existing COT requirements, usually because of non-adherence with prior
orders)

Who can Initiate/Request an
Involuntary Evaluation?
• Anyone over 18 having a valid ID, who is willing to testify in court if
needed, and has directly observed the safety concerns for the
proposed patient may request COE consideration. This person is
called the ‘applicant.’
• There must also be at least one second witness over 18 who will
testify if needed as to the observed safety concerns for the proposed
patient.
• The proposed patient must be over 18.

General Process for Emergent
Request
• The required forms to request involuntary evaluation can be located at a
Pre-screening Agency* (PSA) or downloaded online.
• The applicant completes the required forms (‘Form A’ and ‘Form B’) as thoroughly
as possible.
• The forms are reviewed by PSA staff for completion of required information.
• The forms are notarized (the applicant MUST have a valid ID).
• The notarized forms are given to the psychiatrist or PNP at the PSA to review.
• A decision is made by the psychiatrist or PNP about accepting or declining the
request for court-ordered evaluation.
* The PSAs statewide (AZ) will be provided at the end of the webinar.

Balancing Safety Concerns
with Personal Rights
Pre-Screening Agencies (PSAs) have the very
difficult and delicate role of seeking to ensure the
immediate safety of all parties involved in a petition
request and also ensuring that the rights of person
being petitioned are honored and
protected in this process.

What Information is Requested in
a Petition? (personal)
Personal information about the
proposed patient:
◦ Name
◦ Address (including being
homeless to indicate which
county is appropriate)
◦ Date of birth
◦ Social security number
◦ Known relatives or significant
others

Provide as much information as
you know or can find out
◦
◦
◦
◦

Height
Weight
Hair and eye color
How long the person has been
in Arizona
◦ Education level
◦ Tattoos/unique birthmarks

What Information is Requested in
a Petition? (justification)
Immediate or imminent safety concerns (i.e.: Actual threats/statements or
actual behaviors)
History that supports current concerns (i.e.: Similar situations in which safety
concerns have occurred with the person being petitioned)
Why the person is believed unwilling/unable to seek treatment voluntarily?
(i.e.: Verbally refused / Too psychotic to be reliable or appropriately give consent
/ Left treatment (AMA) today or repeatedly)
Why it is believed the person has a behavioral health disorder causing the
behavior ? (i.e.: SMI status / Current or past diagnoses / Medications consistent
with having a mental health diagnosis / Current or past inpatient or outpatient
treatment / Current or previous court-ordered treatment)
What is the evidence that the person has a persistent or acute disability as a
result of the mental disorder?

Form A (example form)
Application for Involuntary Evaluation

1. The undersigned applicant requests that the above agency conduct a pre-petition
screening of the person named herein.
2. The undersigned applicant alleges that there is now in the County a person whose name
and address are: (Name) (Address) and that s/he believes that the person has a mental
disorder and as a result of said mental disorder, is:
◦ a danger to self; a danger to others; gravely disabled; persistently or acutely disabled and
is: unwilling to undergo voluntary evaluation, as evidenced by the following facts:
◦ unable to undergo voluntary evaluation, as demonstrated by the following facts: and
who is believed to be in need of supervision, care, and treatment because of the following
facts:
3. The conclusion that the person has a mental disorder is based on the following facts:
4. The conclusion that the person is dangerous or disabled is based on the following facts:
PERSONAL DATA OF PROPOSED PATIENT:

Form B (Example form)
Application for Emergency Admission for Evaluation

The undersigned applicant, being first duly sworn/affirmed, hereby requests that admit the
person named herein for evaluation.
1. The undersigned applicant alleges that there is now in the County a person whose name
and address are: (Name) (Address)_______________________and that s/he believes that
the person has a mental disorder and as a result of said mental disorder, is: a danger to self; a
danger to others; and that, during the time necessary to complete pre-petition screening
under A.R.S. §§ 36-520 and 36-521, the person is likely without immediate hospitalization to
suffer serious physical harm or serious illness or is likely to inflict serious physical harm upon
another person.
2. The conclusion that the person has a mental disorder is based on the following facts:
3. The specific nature of the danger posed by this person is:
4. A summary of the personal observations upon which this statement is based is as follows:

What Happens After a Petition
is Authorized?
If the PSA providers believe the safety concerns in the petition are valid and
imminent and the proposed patient is not already at the facility*:
• An ‘order’ to pick up the person and bring him to the pre-screening agency is sent
by the PSA to the law enforcement (LE) agency where the person is located.
• The person is then literally picked up by LE and taken to the PSA for further
evaluation.
• LE transports the person to a PSA where the person is admitted for evaluation.
• PSA providers have up to 72 hours to complete an evaluation and make further
recommendations.
*Proposed patients are sometimes taken to a PSA by LE after 911 involvement; LE is
often the applicant and there is no need for a subsequent pick-up order.

Recommendation Options
from Evaluation: Involuntary
Evaluations occur only at state-contracted Pre-screening
Agencies (PSA)
• The court-ordered evaluation may conclude that the
person does not meet criteria to continue to be held
involuntarily and the person is discharged.
• The patient may be offered the opportunity to accept
recommendations on a voluntary basis.
• The patient has the right to decline or refuse to follow
recommendations and request a hearing on the issue.

Process and Possible Outcomes of a
Hearing on Court-ordered Treatment
(COT:DTO or DTS)
Process at the Hearing:
• An attorney is provided by the court for the patient.
• Testimony and evidence representing both the County and the patient’s
perspectives are presented.
• Applicants and witnesses may be subpoenaed to testify
• The mental health court judge makes a decision based on the evidence
presented.
Possible Outcomes:
• COT may not be ordered and the patient is discharged.
• The patient may be ordered to follow evaluation recommendations including
attending a specific clinic, taking medications and completing counseling
sessions. This order may be effective for up to a year.

Emergent vs. Non-Emergent
Emergent
 Immediate concern of DTS/DTO without intervention
 Process could take hours
Non-Emergent
 Person must meet criteria of PAD
 Process could take up to two weeks

Persistently or Acutely
Disabled (PAD) Reminder
 Severe mental disorder which, if not treated has a
substantial probability of causing the person to
suffer severe and abnormal mental, emotional or
physical harm
 And/or substantially impairs the person’s capacity
to make an informed decision
 And/or has a reasonable prospect of being
treatable by outpatient, inpatient or combined
treatment
ARS 36

General Process for
Non-emergent – PAD Request
The same application, ‘Form A,’ is used to initiate consideration, however:
Form A is reviewed by one of 2 community* pre-screening agencies:

• EMPACT-LaFrontera completes reviews and screenings in the community, medical
facilities and local jails.
• Crisis Preparation and Recovery completes reviews and screenings in ED’s and inpatient
medical facilities.

Note that for a proposed patient who is SMI case-managed, the patient’s outpatient
clinic submits non-emergent COE requests.
*Contact information for the 2 Community Pre-screening Agencies will be provided after the
webinar.

General Process for
Non-emergent – PAD request (cont.)
• The community pre-screening agency attempts contact with the
proposed patient for an assessment and then delivers the Form A as
well as the findings of the screening to the PSA (facility) provider.
• The provider at the pre-screening agency then reviews the submitted
forms and support documents (referred to as a ‘packet’) and makes a
decision about accepting or declining the request for court-ordered
evaluation.
• If accepted by the PSA, the packet is then reviewed by a judge at Desert
Vista Behavioral Health for issue of a pick-up order or dismissal of the
application.

Comparison: Emergent and
Non-emergent
EMERGENT

NON-EMERGENT

Pick-up order can be issued before
a judge reviews the application
because of the nature of there
being an immediate safety
concern.

Pick-up order must be signed by a
judge before being issued – it is
not considered an immediate
safety concern.

Proposed patient can be held for
evaluation before a judge reviews
the application because of the
nature of there being an
immediate safety concern.

Recommendation Options
from Evaluation: PAD
Evaluations occur only at state-contracted Pre-screening
Agencies (PSA)
• The court-ordered evaluation may conclude that the
person does not meet criteria to continue to be held
involuntarily and the person is discharged.
• The patient may be offered the opportunity to accept
recommendations on a voluntary basis.
• The patient has the right to decline or refuse to follow
recommendations and request a hearing on the issue.

Possible Outcomes of a Hearing on
Court-ordered Treatment (COT:PAD)
Process at the Hearing:
• An attorney is provided by the court for the patient.
• Testimony and evidence representing both the County and the patient’s
perspectives is presented.
• Applicants and witnesses may be subpoenaed to testify
• The Mental Health Court Judge makes a decision based on the evidence
presented.
Possible Outcomes:
• COT may not be ordered and the patient is discharged.
• The patient may be ordered to follow recommendations including
attending a specific clinic, taking medications and completing counseling
sessions. This order may be effective for up to a year.

What would you choose….?

Practice Scenarios

PAD, EMERGENT, OR NO PETITION?
Your client Jimmy doesn’t come to his regular counseling
session. His mother, Mrs. Gregson comes alone and reports that
she cannot control her child. She reports that he is refusing his
medication for ADHD and Bipolar Disorder as well as his blood
glucose tests and insulin shots. She reports that now he won't
come to counseling. His 8th grade teacher was told by the school
counselor that if he is acting out in school his EMPACT CPS
stabilization staff can petition him and force him to take his pills.

Scenario 1

PAD, EMERGENT, OR NO PETITION?
A crisis team arrives at Steven’s apartment at 3pm on a Tuesday. A police
officer on scene reports that Steven keeps calling police to report that he
wants them to get his landlord o exterminate the snakes that are in his apt.
Police have repeatedly told Steven that there are no reptiles in his home.
Steven recently lost his job when he arrived for work 3 hours late and
intoxicated, per the officer. You are greeted by a strong odor emanating from
the apt. and there is a bag of empty cans beside the door. Inside you can see
many cans of Old Milwaukee littering the floor, uneaten food, accumulated
garbage, and 2 un-caged ferrets. Steven appears very intoxicated, and he
admits that he’s been drinking. He denies that he wants to harm himself or
anyone else, denies that he is hallucinating: “didn’t you see that snake?!” He
refuses an intervention, refuses referrals including detox—”you know how
much it costs me to get this drunk?!”
Scenario 2

PAD, EMERGENT, OR NO PETITION?
49 year old female, Dorothy, was always an “odd duck.” For some time she has
had 3 invisible “friends” –a Robot, a large feline, and “Mr. Strawman.” She at
one time received mental health services, with a diagnosis of Schizoaffective
disorder. Last month, she said that Mr. Strawman is watching her through the
vents in her house, and “Mr. Lion” roars all night. He wants to get inside and
eat her. No one else has seen or heard these entities. Police were called by
neighbors to check on Dorothy. She appears emaciated, and is not caring for
her ADL’s. Dorothy called the police officer a “wicked witch” and refused to
speak to her.

Scenario 3

More Complex Scenarios for
Consideration
Scenarios 4, 5 and 6 are presented for your consideration and to illustrate how
complex some situations can be. We will not be providing answers to these
scenarios as there are numerous variables needing consideration before there
would be clear direction on how to proceed. Always consider consulting with
one of the resources provided, let the professionals who are trained and
experienced in making these decisions daily guide what to do, and remember
that safety is always the primary goal.

PAD, EMERGENT, OR NO PETITION?
Group home staff wants to petition a resident,
Ophelia, who is receiving case management from
DDD. Ophelia sleeps all day, is disruptive in the
home, and steals food from other residents’ plates.
Staff report that they fear that if anyone tries to
keep Ophelia’s hands out of other people’s food
that she will attack them. Ophelia is compliant with
meds which staff dispenses, and enjoys outings to
visit her various doctors.
Scenario 4

PAD, EMERGENT, OR NO PETITION?
You are talking to a client, Lucero, who reported profound
feelings of depression and thoughts of death as a solution to
his personal and financial difficulties. He has been hoarding a
3 months supply of antidepressants and states that he will
take them all tonight, the 5th anniversary of meeting his
partner Gabe. Gabe left 2 days ago, stating that he loves
someone else. You ask Lucero if he is willing to plan for
safety, take meds only as prescribed and/or go inpatient for
an evaluation. He refuses, stating “life all alone is
meaningless.”
Scenario 5

PAD, EMERGENT, OR NO PETITION?
Andy receives a frantic phone call from his Aunt Bertha. Andy’s 87 year
old Grandma Mabel, who lives alone, called Bertha screaming that
someone is trying to kill her—then the phone went dead. Andy calls 911
and goes to grandma’s house, where police are already on scene. Police
officer reports that grandma is denying that someone is trying to kill
her, but seems really confused. She was found wandering in the
neighborhood, looking for her dog [grandma does not have a dog].
Grandma is dirty, with bizarre makeup, and she is confusing Andy with
his Uncle Barney who is 92 years old. Grandma Mabel’s usually spotless
home is cluttered, and there are burn marks and half smoked cigarettes
on the furniture. Grandma has many bottles of meds [including Prozac]
on the kitchen table for multiple medical issues. She “flipped out” years
ago per family gossip. Grandma tells Andy she doesn’t need any help
other than having police find “Snoopy” [her long deceased beagle].
Scenario 6

In Closing
Goals:
• To keep everyone as safe as possible.
• Facilitate people receiving the services they need.

Live Online Poll: What Do You Say Now?
How do you rate your knowledge about
psychiatric evaluation right now?
a. Very High
b. High
c. Low
d. Very Low
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Where can You Seek Help?
Voluntary Admission (All States)
• Ask existing counselor or Primary Care Physician for referral
and admission help.
• Contact the insurance company for referrals within a specific
plan.
• Go to a non-ER facility that offers “Level-of Care” Evaluations:
they will make recommendations and help get the person to
the best place for his situation.
• Call the local crisis line and request a mobile team to come to
where the person of concern is and help figure out next steps.
• Go to the nearest ER and request a psychiatric evaluation.

When can You Seek Involuntary/
Emergency Evaluation (Outside of AZ)?
http://www.treatmentadvocacycenter.org

Where can You Seek Help? Involuntary Evaluation
Request: Emergency (Maricopa County, AZ)
There are three PSA facilities in Maricopa County:
Community Psychiatric Emergency Center (CPEC)/Community Bridges (East)
358 E. Javelina Dr., Mesa, AZ 85210
877.931.9142
Recovery Response Center (RRC)/RI International (West)
11361 N. 99th Ave, #402, Peoria, AZ 85345
602.636.4605
Urgent Psychiatric Center (UPC)/Connections AZ (Central)
1201 S. 7th Ave, #150 Phoenix, AZ 85007
602.416.7600
Call 800.631.1314 or TTY at 800.327.9254 and ask for assistance to file a
court ordered evaluation application.

Where can You Seek Help? Involuntary Evaluation
Request: Non-Emergent (PAD) (Maricopa County, AZ)
For proposed patients who are out in the community, you can contact:
EMPACT-LaFrontera
618 S. Madison, Tempe, AZ 85281
480.784.1514 x1158
Note that for proposed involuntary patients already in a medical hospital setting (ER or medical floors):
a psychiatric evaluation must be ordered by the attending physician. Family, friends or other providers
can express their concerns to the medical staff and request that an evaluation/screening be ordered. If
the attending provider agrees, hospital staff will then arrange to have either Crisis Preparation and
Recovery or EMPACT-LaFrontera providers come to the facility to complete an evaluation/screening. If
the attending provider does not agree or the proposed patient has already been discharged, concerned
parties may need to pursue an evaluation in the community by contacting EMPACT-LaFrontera.
Contact information only (do not call Crisis Preparation and Recovery regarding proposed patients who
are out in the community).
Crisis Preparation and Recovery, Inc.
1400 E. Southern Ave., Suite 735
Tempe, AZ 85282
480.804.0326

AZ Pre-screening Agencies

HSAG is developing an updated state-wide
list which will be posted on HSAG.com
Behavioral Health Resources page.

Where to Find Mental Health Statute
Information in Arizona
http://www.azleg.gov/arsDetail/?title=36
Chapter 5
http://apps.azsos.gov/public_services/Title_09/921.pdf
Title 9, Chapter 21, Article 5

Nationwide Resources
Crisis Resources: Nationwide
•

•

National Suicide Hotline
800.273.TALK (8255)
www.suicidepreventionlifeline.org
National Drug/Alcohol referral service
800.662.HELP (4357) #2 for Spanish
www.samhsa.gov/find-help/national-helpline

•

Teen Lifeline 1.877.YOUTHLINE

•

Crisis Text Line: Text “help” to 741741 for
any crisis situation

•
•

Poison Control 800.222.1222
National Alliance on Mental Illness (NAMI)
www.nami.org
800.950.6264
Mental Health America
www.mentalhealthamerica.net |800.969.6642

•

Arizona-Specific Resources
Crisis Resources:
• Crisis Response Network
800.631.1314 or
602.222.9444
• Teen Lifeline 800.248.TEEN (8336)
General Community Resources:
• AZ 211 Call “211” or
https://211arizona.org
• http://findhelpphx.org
• http://arizonaselfhelp.org
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Arizona-Specific Resources (cont.)

2017 BH Education Series More Info at:
www.hsag.com/events
Topic

Content

Date

1. Behavioral Health
Basics

“I think I know what you are talking about but I’m not
sure.” Definitions, abbreviations, and misunderstandings

Friday
Jan. 13, 2017

2. Understanding
Common Disorders

“Were you aware there is a difference between mood
and personality disorders?” Categories of diagnoses and
misconceptions

Friday
March 3, 2017

9–10 a.m. MST
8 a.m. PST
11 a.m. EST

3. De-escalation
Techniques

“This is what to do when someone is acting out of
control.” Proven tips/tactics for phone or in-person
contacts to help promote calm and cooperation

Friday
May 5, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

4. Community and
Behavioral Health
Resources

“Where do I find the most reliable referral information?”
Demonstration of finding and using resource guides
online and language use for increased success

Friday
July 14, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

5. Voluntary vs.
Involuntary
Treatment

“It is sometimes possible to help someone who refuses
treatment.” Understanding court-ordered evaluation and
treatment processes and limitations

Friday
Sept. 8, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

6. Medication and
Medical Issues

“I didn’t know that!” Medical conditions that mimic or
may cause crises and how medication can work to
decrease symptoms

Friday
Nov. 3, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

All sessions are live webinars, recorded and presented by area professionals

Time
9–10 a.m. MST

8 a.m. PST
11 a.m. EST

Thank You for participating!
Please click here: https://goo.gl/mjWZ6i
• Complete the 60-second evaluation
• Download your Certificate of Attendance
• Download the Resource Lists

If you registered online for this event, you will also receive the link via email.
A recording of today’s session will be available at: www.hsag.com/events

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization
for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, under contract with the Centers for Medicare &
Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents
presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-G.1-08302017-01

