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16 — Managing Challenging
Presentations

A clinician can encounter a variety of types of challenging behaviour when
working with substance-using client groups. Lack of willingness to engage
has already been discussed, however aggressive behaviour, intoxication,
and boundary breaches can also occur and so these are briefly discussed
next.

16.1 — Managing Intoxicated Clients

The relationships between substance use and aggression changes based
not only upon the person and the context, but also upon the drug itself.
Problem alcohol and amphetamine use is more likely to result in aggression
when intoxicated, whereas the inverse is the case for heroin users, when
aggressive behaviour is more likely during withdrawal.

Table 19 - The relationship between aggression and some more common
drugs.

Intoxicated Withdrawal

Alcohol ++ + -
Heroin = +
Cannabis + - + -
Amphetamines ++ +
Ecstasy -- -
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When managing challenging behaviours in an intoxicated client, some core
principles to remember are that the client may be:

* more attuned and reactive to non-verbal signals, and so the
clinician should adapt their non-verbals to convey concern
and genuine interest, and avoid ambiguous ones e.g. staring,

* atincreased risk of accidental self-harm — workers need to
monitor the client and move them away from any danger,

* experiencing reduced memory and become repetitive — the
clinician may have to calmly and assertively repeat
themselves,

* having reduced cognitive capacity, so clinician statements,
questions and instructions should be simple and delivered one
at a time,

* more sensitive to negative words — avoid terms like “no, not,
can’t, won’t” and try to keep dialogue framed in positive
terms, but not patronising, terms,

* irrational or psychotic, which can put them at high risk of
doing something that will cause them later problems — get
specialist support such as a CAT Team assessment,

* becoming increasingly intoxicated — if they have recently
consumed and so should be monitored against risk of
overdose.

Clients who are in withdrawal may present with some of the same
challenging behaviours as those who are intoxicated, however they will
probably be highly agitated and possibly in pain and this may need to be
validated and assistance provided.

16.2 — Psychosis

Clients can present with psychosis, or a loss of reality based upon
disordered thinking, and this can be a significant risk. Causes for psychosis
can be substance-induced such as excessive amphetamine use, cannabis or
LSD use; schizophrenia; a highly manic state; or some forms of dementia.

Signs (what the clinician can observe) and symptoms (what the client can
report) include:

* Positive symptoms include delusions (false beliefs),
hallucinations (visual, auditory, or other sensory perceptions
that do not exist), and formal thought disorder (thought
structure does not make sense)
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* Negative symptoms include flat affect (no emotions) poverty
of thought (no thoughts) lack of motivation ( social
withdrawal), and alogia (significant reduction in speech)

* Other symptoms include distractibility, impaired working
memory and executive function, and depressed or elevated
mood.

Questions for exploring for evidence of psychotic symptoms should be
conducted by trained professional.

In responding to psychotic presentations the clinician should
* ensure the client and others’ immediate safety,
* engage calmly with brief questions to assess any symptomes,

* call the local CAT Team immediately for advice (clinicians
should keep this number in their mobile),

* notify the client’s GP and any treating psychiatrist.

16.3 — Boundary Breaches

Clients with history of attachment difficulties may feel unsafe and
uncomfortable with the boundaries of a typical clinician-client relationship.
As a result they may engage in behaviours such as complementing or gift
giving in order to shore up their feeling of security. Clients with antisocial
traits may engage in manipulative or threatening behaviours. Other clients
may have low levels of social intelligence and simply not understand what
is and what is not appropriate. These, and many other types of challenge to
the client-clinician relationship mean that managing boundaries is not only
an essential skill, but also a therapeutic tool in AOD treatment settings.

Examples of the client engaging in these behaviours may include:
* Implausible excuses for lateness or missing appointments,
* Limiting the time available, or bringing others into sessions,
* Criticising the clinician or asking them to ‘prove’ themselves,
* Asking personal questions,
* Refusing to answer questions,
* Asking for “favours” or special treatment,

* Flattery, gifts, or praise, especially comparing the clinician
favourably to others,

* Inappropriate informality with the clinician,
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Physical contact with the clinician,

Aggressive outbursts.

Boundary violations can occur before the clinician is aware, and without
realising it they too may have begun to contribute to the situation. Some
examples of clinician behaviours suggesting boundary violation may
include:

Feeling angry or wanting to punish the client
Doing favours for the client

Providing or doing anything they do not routinely do with
other clients

Avoiding talking to peers/supervisors about the client
Making excuses for the client

Feeling uncomfortable/unsafe with the client
Revealing personal information

Excessive joking with the client

Feeling confused by the client

Feeling anxious before sessions

Feeling as though the clinician has to ‘perform’ or ‘deliver’.

If a boundary violation is identified and there is any risk of ethical or legal
breach of standards, immediately inform a supervisor or peer of what has
happened — secrecy gives the client power, especially in the case of
manipulative antisocial behaviours.

For all manipulative and boundary breaching behaviours, the clinician
should ask themselves the following five questions.

What is the inappropriate behaviour? This may include any of
the examples described above.

What are they wanting from this behaviour? They may want
the worker to rescue them, fear them, avoid difficult topics,
show them favouritism etc.

What is the clinician’s reaction to their behaviour? It is
helpful to label the clinician’s reaction, so that they can step
away from it. Reactions may include to give them no
sympathy at all, to disengage, to be extra tough on them, to
push them harder etc.

What are the real reasons that this behaviour occurring?
Consider factors relating to the client (e.g. they are fearful,
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insecure, in pain), the worker (e.g. lack of skills, differences in
personality or values) and the context (e.g. they’ve had a bad
few days, they have been badly treated by authority figures)

* What is the therapeutic response? Without buying into their
behaviour, what would make a healthy response taking into
account the following considerations:

* theclient’s insight and openness to change the behaviour

* theclinician’s role, responsibility, ability and opportunity for
addressing the behaviour

It may be appropriate, especially with serious violations, to reinforce the
boundaries by including the following in the response:

1. Name the behaviour that is happening.

2. Name the consequences of that continued behaviour, and
ensure that those consequences are followed through.

3. State the desired behaviour.

4. Link the experience back to their treatment goals (e.g.
difficulty in sustaining relationships).

5. Clearly and carefully, in consultation with a supervisor,
document what has happened.

Strategies that can help to prevent boundary violations include:

* During engagement it is important to set boundaries and
maintain consistency, without rigidity (i.e. boundaries can
evolve, but should not swing and change from session to
session), and remember that it is usually easier to loosen
boundaries over time, than to tighten them,

* Work in tandem with another clinician or a supervisor when
supporting clients with a known history of difficulty
maintaining boundaries — and regularly share actions,
experiences, feelings and decisions with them,

* Avoid debating issues relating to boundaries — the client is
usually more practiced at this debate than the staff member

* Be clear about the purpose of the intervention and any limits
to the clinician’s role,

* If the client has a history of pushing boundaries, advise of the
organisational responses (rather than making these the
clinician’s responses) to breaches, non attendance, and other
boundary violations,
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* Remember that all people are entitled to help; do not judge
them. This is what the clinician is there (and paid) to deal with
and help,

* Provide structure in sessions,

* Do not promise what cannot be delivered, and deliver on
what is promised,

* Follow correct procedure and defer to organisational
hierarchy when the situation requires.

16.4 - Aggression and Anger

Aggression is a common type of boundary violation, and a functional
behaviour. Anger is an emotion that commonly co-exists with aggression
but is not always present (e.g. stand-over tactics are often most
intimidating when the aggressor is calm). Aggression can sometimes be
socially sanctioned, such as on the sporting field, in a court of law, or in
business. In these contexts, participants are often trained to be aggressive
without getting angry, because they cannot afford the loss of control that
accompanies high levels of emotion.

Aggression can take many forms and can be defined as “influencing the
behaviour or attitudes/beliefs of another through threat or actual
psychological, physical, sexual, material or social injury to victim or others.’

4

Active aggression is usually the presence of additional behaviours to
influence an outcome (e.g. shouting, swearing, threatening), whereas
passive aggression can be considered as being ceasing behaviours that
would normally occur (e.g. avoiding eye contact, not answering questions,
and excluding a person).

Aggressive behaviour can occur in both males as females, however there
are likely to be cultural differences in the modality of the behaviour. For
example, there may be gender differences in terms of active versus passive
aggression or whether it is physical, sexual, psychological, social, or
material.

16.4.1 - Understanding aggression

Predisposing Factors:

Trigger factors for aggression are discussed later. However, given a
particular trigger, not everyone will react in the same way, and the factors
that influence whether the person will respond appropriately or
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inappropriately are called predisposing factors. These can be physiological,
such as:

Hypoglycaemia — diabetes, malnourished alcoholic

Metabolic disturbance — hyponatraemia (salt deficiency), or
thiamine (vitamin B1) deficiency which is very common in
daily drinkers,

Withdrawal from alcohol, benzodiazepines, or opiates
Intoxication by amphetamine, steroids, alcohal,
Interactions between certain medications

Brain injury, especially to the inhibitory areas of the front
brain,

Hormonal changes and imbalances, such as puberty,

Hunger & thirst.

These factors can also be psycho-social, such as:

developmental immaturity not having learned yet to inhibit
urges (and so behaving still like a toddler),

low social intelligence or skills,
social setting such as wanting to impress peers,

personality disorder so there is an entrenched pattern of
responding that cannot change quickly,

paranoid psychosis where the person already believes that
they are under threat or being persecuted,

psychological or physical pain, trauma or distress,

just having had a bad day.

Precipitating Factors that may trigger an aggressive reaction

These are the specific triggers to which the person is responding
aggressively:

Defence against perceived or actual physical, psychological or

social pain threat.
Feeling as though they have been ‘wronged’
Trying to coerce in order to get their own way

Failure of competence resulting in a pseudo-tantrum,
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Being startled or having a bad surprise

* Experiencing a psychotic delusion that they are being attacked
e Goal frustration such as getting caught up in bureaucracy,

e Being physically or verbally restrained,

e Misunderstanding what is being communicated,

e An emotional experience they are unable to communicate

This last point is very important as many clients enter recovery with low
levels of emotional literacy and poor emotional regulation skills. They are
unable to recognise and differentiate many emotional states, such as envy
versus jealousy, or shame versus embarrassment, or guilt versus remorse.
Furthermore, substances have often been their primary or only means of
mood altering when caught in strong or overwhelming emotion.

16.4.2 - De-escalation

Some key de-escalation skills should be in every clinician's toolkit as
aggression can not only occur from clients, but also from family members
frustrated with the client's behaviour or the clinician's perceived intrusion
into their family.

Personal Safety Plan

The first priority of any strategy must be maintaining a personal safety
plan.

e Try to remain between the client and an exit and utilise
barriers,

e Pre-plan escape routes from all work environments before
they are needed,

¢ Remember that under the influence of drugs a person’s
personality can change dramatically and possibly dangerously
so do not assume that their behaviour will be predictable

e Be aware of any potential weapons in the worker’s
environment and as well as those on their person (e.g.
lanyards),

e Maintain distance, calm and posture - stay out of striking
range.

The worker should:
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Try to understand the purpose/function of their aggression,
rather than reacting to it.

Avoid ambiguous non-verbal signals or those that could be
interpreted as aggressive signals, and focus upon respectful

and attentive non-verbal communication,
¢ Avoid staring but maintain appropriate eye contact,
e Tryto appear relaxed and non-aggressive,
e Use a courteous, calm, quiet but determined manner,

¢ Do not enter their personal space,

¢ |If possible, focus upon breathing to help reduce anxiety and

arousal.

De-escalation using DR LASSO

This acronym can help the clinician remember seven key principles in de-
escalation. These principles are not guaranteed to resolve a situation, but
will increase the likelihood that things will work out with the least amount
of harm. The seven principles do not always receive equal emphasis in
every situation; rather they should be adapted based upon what the client

needs, the risks of the situation, and the clinician's role.

Relocate

Listen

Offer Limited Ask

Choices Questions

Start with

Summarise

Figure 29 - DR LASSO de-escalation
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DR LASSO: Danger - risk and safety
Considerations include:

e Are there any key risk factors such as intoxication or
withdrawal, experiencing psychosis, or any other significant
impairment of control (e.g. dementia or delirium)?

e Are there any potential weapons in the environment, where
are your exits?

e |sthere a risk of harm to themselves or others now or in the
near future?

¢ Follow the organisation’s procedures if any risk is identified,

e Try to keep colleagues and other clients out of harms way and
do not enter into situations that the clinician may not be able
to handle.

DR LASSO: Relocate if appropriate

» If angry, the client will probably be highly agitated and will be
primed for action. Asking them to sit and calm down is
unlikely to be realistic, so give them something to do,

e Consider a safe de-escalation space away from others,
especially peers, which is low stimulus (visual and auditory),
not too hot or stuffy and not confined.

DR LASSO: Listen

Listen and try to understand their problem, rather than rushing into trying
to calm the client down. This can be helped if the clinician:

e Communicates verbally and non-verbally that the client is
being genuinely heard and validated,

e Does not try to rationalise, debate, or outsmart,
* Does not defend or react to provocative statements,
e Aims for understanding,

e Communicates abundant curiosity.

DR LASSO: Ask

Asking questions about the problem and their needs is the next principle.
This is not just information gathering; rather it is the first step in taking
control of the situation. This is achieved by asking any questions that the
client is likely to answer. In doing so, the dynamic changes from the
clinician responding to the client’s demands, to the client responding to the
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clinician. Furthermore, the clinician's genuine interest and curiosity helps
make the client feel attended to and that their issues are being taken
seriously.

Ask them questions that they are likely to answer, such as:

* About the problem - Clarify the “what, where, when, who”
details

* What they think that they need - It doesn’t matter at this
stage whether what they are wanting is realistic, rather that it
is heard and validated.

* What are the impacts of the issue, e.g. HARM Mapping (if
relevant to the clinician's role). Usually the person has gotten
upset by the incident because it is impacting them in ways
that they or the clinician may not be aware.

Assertively restate the questions if venting becomes repetitive. Utilise
open-ended what/how/why-type of questions unless the client is a rambler
in which case, closed and focussed questions may be more appropriate.
The clinician should also avoid feeling-type questions.

DR LASSO: Summarise

The person may be more likely to calm down if the clinician communicates
they understand what has happened, and validates the distress of the
client’s situation. A summary can be a helpful tool here and can include:

* A summary of the client’s thoughts, feelings, and actions,

* Validation their experience and feelings, without necessarily
justifying them. e.g. “I can see/I get that after xxx you now
feel angry” validates their experience, where as “anyone
would be angry in that situation” justifies it.

* Anapology where appropriate,
* Any points of genuine agreement.

Summarising has other benefits as well, such as helping the clinician check
that they have really understood the client, communicating to the client
that the clinician really gets what they are saying, and providing a clear
ending to the problem-focussed stage of the discussion, before work starts
on the solution-building stage.

DR LASSO: Start with “Can”

One of the most common responses to demands by clients is for the
worker to say “I’m sorry, but we don’t offer.... or we can’t provide you
with ...”. These negative responses can antagonise the client and reinforce
any belief that they are being treated unreasonably.
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The worker can instead try taking a ‘can do’ attitude, beginning by talking
about what they are able to offer them, even if it is not what the client is
wanting right now.

* Explain the role of the organisation, and/or the department,
and the clinician's role in terms of what they can do for the
client, rather than what they cannot or will not do.

* Then explain what the clinician can offer in relation to the
client's problem, acknowledging that it is not necessarily what
they want, e.g. "I know that this won't fix your problem right
now, but as a first step what we need to think about is..."

* Try to maintain a ‘can do’ attitude, rather than a ‘won’t
do/can’t do’ as perceived helpfulness helps de-escalate, and
perceived unhelpfulness will often re-escalate.

DR LASSO: Offer a couple of options

Offering options rather than informing them of a single course of action
can get the person to focus their attention upon choosing from different
ways to proceed, rather than whether or not to accept what is on offer.
Offering options also helps them have a sense of self-determination, and
reduces the feeling of having been backed into a corner. The worker may
have to be creative in creating choice where there is only one path, for
example “I can either give you the housing service’s number to call them
yourself, or, if you don’t mind waiting 5 minutes, we will organise a space
where you can call them from here. Which would you prefer?”

So the final stage of the DR LASSO model can proceed as follows:

1. Tryto create 2 or at most 3 choices even where there seems
to be only one.

2. Explain the rationale for each.
3. Highlight a fall-back option where possible.

4. Again, emphasise what the worker and their organisation CAN
do, not what they CAN'T.

5. Maintain realistic not idealistic expectations.

6. If appropriate then show the complaints process but frame it
as feedback that the clinician will pass on.

The following example illustrates the last three stages of the summary

“(summary) so just to ensure | understand what is going on for you
at the moment, you describe that you’ve been cut off methadone,
and you are in a lot of pain from withdrawal, and the priority is to
get you back with a prescriber as urgently as possible.
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(set out scope) At this service we provide withdrawal services, and
primary health and provide referrals for other services such as
methadone. So before we look at what to do about your
methadone, can we help assist with any other health needs you
have?

(offer options) OK — so with your methadone we can do one of three
things: (i) you call your doctor to make another appointment, (ii) we
call our list of prescribers for you to find out about any that have a
vacancy, or (iii) | can give you three or four numbers of prescribers
and you can follow them up directly. Whilst | know that none of
these are ideal, which would be most helpful to you?”

How to frame the suggestions can also be influenced by the client’s
emotional state. Angry people do not like being told what to do so if the
client is still angry the clinician may choose to frame the options as
another’s experience, e.g., "what another client of mine found helpful in
this situation was to..., and another client tried... ".

If they are in @ more stable emotional state the clinician may frame the
options as a suggestion, e.g. "here are a couple of things that we could try
from here...".However, anxious or frightened people often respond well to
being given instructions, and so the clinician may want to frame the
options as a direction, e.g. "so here’s what I need you to do..."

16.4.3 - Assertive Closure

Despite the clinician's best efforts, some clients are not interested in
calming down, and there is nothing that will change that, they probably
just need time. However assertive closure can be helpful in these cases,

* Try to divert their attention if they remain angry, e.g. a cup of
tea, a snack,

* Give them the room to move away from their angry state,
* Disengage and return later (after ensuring safety),

* Engage again, using a different approach, e.g. another
member of staff,

* Avoid threatening with a ‘ban’ as this may escalate the client,

* Calmly disrupt - break their stride by interrupting with a
guestion. e.g., “What time was that please?”

* Explain boundaries - it is reasonable to share with them what
behaviour is acceptable and what is not acceptable, but be
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careful not to sound condescending or as though the worker
is 'pulling rank' as that that will only reignite the situation,

* Remain respectful and courteous,

* Offer follow-up — suggest that they go away while the clinician
gets some more information meet up the following morning,

* Walk away or hang up.

As has already been emphasised, sometimes there is nothing that the
person can do to guarantee a good outcome. Good escalation and assertive
closure aims to minimise harms, increase likelihood of a positive outcome,
and, arguably most important, provides the client with the opportunity to
observe and possibly model more appropriate conflict resolution and
coping mechanisms.
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