




























STATE OF HAWAII 
DEPARTMENT OF PUBLIC SAFETY 

HEALTH CARE DIVISION 

MENTAL HEALTH TREATMENT PLAN 

PSD 0581 (11/22)  Page 1 of 2  CONFIDENTIAL 

NAME: DIAGNOSES: 

Facility: 

Module: 

SID: 

DOB: 

Date Treatment Plan Initiated: 

Date Review Due: 

IDENTIFIED PROBLEM 

 Suicidal Ideation/Communication/Behavior  Schizophrenia/Psychosis 

 Self-Mutilation/Self-Injurious Behavior  Substance Abuse/Dependence 

 Violent/Aggressive Behavior  Anxiety 
 Depression  PREA 
 Mania/Hypomania  Other:  

SPECIAL NEEDS CONSIDERATIONS 

Serious Mental Health Need Medical Condition 

 Severe and Persistent Mental Illness  Chronic Disease 

 Therapeutic Restraints Contraindicated  Terminal Illness 

 End-stage Renal Disease 
Developmental Concern  Serious Communicable Disease 

 Developmental Disability  Pregnant 
 Adolescent 

 Frail or Elderly  Known Drug Allergies:  

Other Physical Disability 
 Sex Offense History  Visual Impairment 
 Language/Cultural Differences  Hearing Impairment 

 Mobility Impairment 

STRENGTHS 

 Motivated for Treatment  Receptive to Treatment 

 Adequate Support System  Compliant with Staff Directions 

 Medication Adherent  Task Oriented 
 Positive Attitude  Other:  

 Other:   Other:  

LONG TERM TREATMENT GOALS 

 Complete incarceration safely and successfully. 

 Stop illegal behaviors by using legal means to meet needs. 

 Accept responsibility for decisions or behaviors that have resulted in incarceration. 

 Decrease mental illness symptoms and/or eliminate substance use. 
 Develop effective relapse prevention and risk management strategies. 

 Other:  

 Other:  
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Patient: Date: Authorized Representative: Date: 

Psychiatrist (01): Date: Clinical Psychologist (02): Date: 

Psychiatric Social Worker (03): Date: Registered Nurse (04): Date: 

Corrections Recreation Specialist (05): Date: Occupational Therapist (06): Date: 

Para-Medical Assistant (07): Date: Other (08): Date: 

SHORT-TERM TREATMENT OBJECTIVES Status INTERVENTIONS Frequency 
Staff 

Code 

 Take psychotropic medications as prescribed. 

 Report side-effects and effectiveness of 

psychotropic medication to staff. 

 Maintain self-control and remain safe while 

incarcerated. 

 Accept redirection, time-out, and/or changes in 

housing placement. 

 Reduce altered thought processes. 

 Establish a regular pattern of sleep. 

 Establish and maintain appropriate hygiene, 

grooming, and other daily living skills. 

 Actively participate in psychosocial treatment 

programming. 

 Demonstrate ability to focus attention and 

participate at an appropriate level of goal-directed 

activity. 

 Identify beliefs and other barriers to treatment 

compliance (e.g., medication, programming, 

evaluation). 

 Identify and explore behaviors and/or symptoms 

that have led to legal involvement. 

 Explore, identify, and verbalize thoughts and 

feelings related to mental illness. 

 Develop effective communication and coping skills 

to manage anger, stress, depression, anxiety, 

impulsivity, and/or other psychological symptoms 

and behaviors. 

 Develop a realistic sense of abilities and self-

esteem. 

 Improve self-efficacy. 

 Develop relapse prevention and risk management 

strategies. 

 Reduce Acute Risk Factors 

 Enhance and/or Maintain Protective Factors 

 Provide education about the use, expected benefits, 

and side-effects of psychotropic medications. 

 Daily 

 Weekly 
 As Needed 

01    05 

02    06 

03    07 

04    08 

 Medication Monitoring: Adherence, Effectiveness, 

and Laboratory Testing. 

 Daily 

 Quarterly 

 As Needed 

01    05 

02    06 

03    07 

04    08 

 Provide a structured therapeutic environment with 

consistent rules and predictable daily routines. 
 Daily 

01    05 

02    06 

03    07 

04    08 

 Decrease external stimuli and orient to reality. 
 Daily 

 As Needed 

01    05 

02    06 

03    07 

04    08 

 Crisis Intervention Services  As Needed 

01    05 

02    06 

03    07 

04    08 

 Interdisciplinary Behavioral Modification Program  As Needed 

01    05 

02    06 

03    07 

04    08 

 Psychiatric follow-up evaluation, psychotropic 

medication re-evaluation, and/or adjustment. 

 Monthly 

 Quarterly 
 As Needed 

01    05 

02    06 

03    07 

04    08 

Psychosocial Treatment Programming: 

  Individual Counseling and/or Individual Therapy 

  Social and Independent Living Skills Training 

(e.g., instructions about diet, personal hygiene, 

adaptation to the correctional environment) 

  Therapeutic Activities Group 

  Psycho-education concerning mental illness and 

treatment 

  Recreational Activities (including instructions 

about exercise) 

 Develop Wellness Recovery Action Plan 

 Weekly 

 Monthly 

 As Needed 

01    05 

02    06 

03    07 

04    08 

 Daily 
 Weekly 

 As Needed 

01    05 

02    06 

03    07 

04    08 

 Daily 
 Weekly 

 As Needed 

01    05 

02    06 

03    07 

04    08 

 Daily 

 Weekly 
 As Needed 

01    05 

02    06 

03    07 

04    08 

 Daily 

 Weekly 
 As Needed 

01    05 

02    06 

03    07 

04    08 

 Daily 

 Weekly 
 As Needed 

01    05 

02    06 

03    07 

04    08 

  Mental Health Rounds 
 Daily 
 As Needed 

01    05 

02    06 

03    07 

04    08 

  Manage Risk for Self-Harm 
 Daily 
 As Needed 

01    05 

02    06 

03    07 

04    08 

 Develop Safety Plan 
 Daily 

 As Needed 

01    05 

02    06 

03    07 

04    08 

 Refer for Psychological Testing and Evaluation  As Needed 

01    05 

02    06 

03    07 

04    08 

 Refer for Medical Testing and Evaluation  As Needed 

01    05 

02    06 

03    07 

04    08 

  Substance Abuse Treatment 
 Daily 

 Weekly 
 As Needed 

01    05 

02    06 

03    07 

04    08 

Status Key:  OM = Objective Met  I = Improvement  NC = No Change  DC = Discontinued 





STATE OF HAWAII 
DEPARTMENT OF PUBLIC SAFETY 

HEALTH CARE DIVISION  
 

PSD 0461 (03/14)   Confidential 

 
MH-9 TRANSFER REQUEST – PRISONER IN NEED OF TREATMENT 

 
APPLICATION FOR TRANSFER OF RESIDENT 

OF A CORRECTIONAL FACILITY TO HAWAII STATE HOSPITAL: 
CERTIFICATION OF PSYCHIATRIST/PSYCHOLOGIST 

 
        Date: ______________ 
 
To:         Director of Health 
 
From:     Director of Public Safety 
 
Subject: ______________________________ of_______________________ 
  (Inmate’s full name)    (Facility) 
 
Pursuant to HRS Section 334-74, your approval is requested for the transfer of the 
above named person, ________________________, and an inmate under  
    (Date of Birth) 
the custody of this department to the Hawaii State Hospital, Department of Health. 
 
The inmate is under the correctional custody of the Director of Public Safety for the 
period ending _______________________. 
    (Date) 
The certificate of a psychiatrist/psychologist employed by the Department of Public 
Safety is provided below: 
     Signed: ______________________________ 
        (Officer in Charge) 
 

CERTIFICATE OF PSYCHIATRIST/PSYCHOLOGIST 
 

I, ___________________________________, a psychiatrist/psychologist  
  (Name) 
employed by the Department of Public Safety, State of Hawaii, hereby certify that I have 
examined the above-named resident and recommended his/her transfer to the Hawaii 
State Hospital, Department of Health, because 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
__________________________________ 
               Signed:______________________________ 
                        (Certifying Psychiatrist/Psychologist) 
               Date:   ______________________________ 
 
APPROVED: _________________________ 
  ( Director of Health or Designee) 
Date:              _________________________ 
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