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Minimal Initial Therapy 

Therapist Workflow Guide 

September 2026 

 

 

MIT is a flexible clinical framework — not a rigid scheduling model. It prioritizes timely access, front-loaded care, 
and alignment between client need and service intensity. Clinical judgment guides every decision. 

START HERE: KEY PRINCIPLES 

 

Before working through the five steps, review these six principles. They are the spirit of MIT — the steps simply put them 
into practice. 

Framework, not a formula 

MIT guides decisions — it does not make them. Every 
scheduling and treatment choice requires your clinical 
judgment. 

 Front-load, then taper 

More contact early, less as the client stabilizes. Frequency 
should be an active decision, revisited regularly. 

 

MBC informs, not decides 

Use measurement data as a clinical tool. When scores and 
clinical presentation conflict, your judgment leads. 

 Right service, right time 

Not all clients need the same level of care. Some clients 
need frequent therapy, case management, and medication 
management. Others may need less services such as group 
therapy and medication management only. Use your MBC, 
clinical judgment, and collaboration with the client to decide 
level of care for the client.   

 

The goal of therapy is to not need it 

Plan the exit from day one. Transition and discharge 
planning starts at the first appointment — clients who know 
the endpoint engage better. 

 You are not on your own 

When a decision feels unclear, consult your clinical or direct 
supervisor, or bring it to your treatment team. These 
guidelines support judgment, not replace support. 

 

 ✓ MBC IS THE FOUNDATION OF MIT 

• Steps 2 and 3 depend on Measurement Based Care (MBC). Make sure you understand how MBC assessments work 
before applying this workflow. 

• Refer to the current MBC Assessment Guide for the full walkthrough of tools, scoring, and interpretation. This 
workflow shows how MBC feeds clinical decisions — it does not replace that guide. 
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THE FIVE-STEP PROCESS 

 

1 

INTAKE & 
RAPID ACCESS 

▶ 
2 

ASSESS & 
DIAGNOSE 

▶ 
3 

DEFINE 
LEVEL OF CARE 

▶ 
4 

SCHEDULE & 
FRONT-LOAD 

▶ 
5 

TRANSITION & 
DISCHARGE 

 

Each step is detailed below. Use this as your reference throughout every episode of care — and notice how every step points 
toward the same destination: a client who no longer needs the service. 

STEP 

1 
Intake & Rapid Access 

 

Get clients connected to care quickly. Early engagement increases the likelihood of continued participation and lets 
you act on a client's initial motivation for change. 

Priority Access 

• Where your clinic allows and your clinic manager has 
approved, reserve intake slots for high-risk, urgent, or 
recently disengaged clients. Please have a discussion 
with your manager if you’re interested in using this 
strategy 

• Hold standing schedule blocks for high-risk client 
follow-ups 

• Run a DNS (Did-Not-Show) clinic for clients who 
repeatedly miss appointments (see Appendix A) 

• Offer same-week follow-up for high-need clients 

• Consider shorter session lengths when appropriate 
(20, 30, or 40 min) 

• Use cancellation and waitlists to fill openings quickly 

• Use telehealth as appropriate for cancellations and 
same-day conversions 

 Outreach & Re-engagement 

• Follow up promptly after missed appointments 

• When a client no-shows, call and offer a same-
moment Zoom session 

• Identify barriers early: transportation, technology, 
childcare, employment 

• Use groups for early engagement or skills building 
when appropriate 

• Collaborate with support staff and case managers on 
outreach 

 

 ⚕ WHERE YOUR JUDGMENT COMES IN 

• Access strategies must remain clinically appropriate and individualized 

• Clinical urgency, safety concerns, and level of need drive prioritization 

• Not every client needs the same access pathway — use your judgment 

↳ Toward discharge:  Name the goal at the first appointment. A client who knows what an accomplished treatment goal 
looks like is already oriented toward discharge. 
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STEP 

2 
Assess & Diagnose 

 

MIT integrates Measurement Based Care (MBC) to support early, structured assessment. MBC tools help you track 
symptom severity, engagement, and treatment response over time. MBC informs your decisions — it does not replace 
them. 

Assessment Actions 

• Discuss attendance expectations and session 
frequency during initial phases 

• Collaboratively establish initial treatment goals 

• Assess appropriateness for therapy, medication, case 
management, or other supports 

• Identify participation barriers early 

• Monitor symptom progression and functional 
improvement via MBC tools 

• Adjust frequency and interventions based on ongoing 
clinical presentation 

 MBC in Practice 

• MBC results are delivered by email notification — 
dashboard access is not currently available to clinical 
staff 

• Assessment is ongoing, not a one-time event — revisit 
throughout treatment 

• For tool details, scoring, and interpretation, use the 
current MBC Assessment Guide 

• When scores and clinical presentation conflict, your 
judgment leads 

 

MBC ASSESSMENT TOOLS REFERENCED 

GAD-7 
Generalized Anxiety 

 PHQ-9 
Depression 

 RASP 
Risk/Alcohol/Substance/Psychosis 

 DAST-10 
Drug Abuse 
Screening 

 AUDIT-C 
Alcohol Use 

 PSC-17 
Pediatric Symptom 

Checklist 

 PGI 
Patient Global 

Impression 

 

 ⚕ USE YOUR JUDGMENT 

• MBC supports clinical judgment — when scores and presentation conflict, your judgment leads 

• Assessment must evolve throughout treatment, not stop after intake 

↳ Toward discharge:  Baseline scores are the yardstick you’ll use later to recognize when a client has improved enough to 

consider a level of care change. 
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STEP 

3 
Define Level of Care 

 

Once you have assessed the client, use MBC data alongside your clinical judgment to land on a tier. A tier is a 
starting point that suggests how often to meet — not a fixed rule. Expect to revisit it as the client changes, and follow 
your program's guidebook and pathways where they apply. 

TIER FREQUENCY CLINICAL INDICATORS & MBC THRESHOLDS 

1 
Intensive 

Weekly 
(minimum) 

• Violence/urgent pathway in last 30 days 

• Psychiatric hospitalization, suicide attempt, or crisis contact in last 90 days 

• Inpatient alcohol & drug (A&D) treatment 

• First episode psychosis 

• MBC: Above cutoff + symptom worsening (RASP, DAST-10, AUDIT-C, PSC-17, PGI) 

• MBC: Moderate-severe severity, with or without worsening (GAD-7, PHQ-9) 

2 
Routine 

Bi-weekly 
(first 8 weeks) 

• Moderate pathway, no violence/urgent pathway in last 30 days 

• MBC: Above cutoff + unchanged or improving (RASP, DAST-10, AUDIT-C, PSC-17, PGI) 

• MBC: Mild-moderate severity, stable or improving (GAD-7, PHQ-9) 

3 
Maintenance 

Monthly+ 
(post 8 weeks) 

• Moderate pathway, stable post-acute phase, no violence/urgent in last 30 days 

• MBC: Above cutoff + stable or improving (RASP, DAST-10, AUDIT-C, PSC-17, PGI) 

• MBC: Mild-moderate severity, stable (GAD-7, PHQ-9) 

4 
Med / 

CM Focus 

Reduced or 
no 
individual therapy 

• No active pathways in last 30 days, past the first 8 weeks of care 

• MBC: Below cutoff + stable (all tools); no clinically meaningful severity + stable (GAD-7, PHQ-9) 

• Medication focus: client continues psychiatric medication management without regular individual 
therapy 

• Case-management focus: needs are mainly practical — housing, benefits, coordination, referrals 
— rather than active therapy 

• Confirm the specific step-to-med-only rule (e.g., session count) with your clinic guidance — it is 
not set at intake 

• Consult the treatment team before making a final decision  

 

 ⚕ FLEXIBILITY MATTERS 

• Tiers are a guide, not a label — reassess as the client's presentation changes 

• Clients move between tiers based on symptom changes, life events, or treatment response 

• Use judgment when indicators fall across multiple tiers or present ambiguously 

• Factor in client readiness and group fit when considering individual vs. group care 

• Consider guardianship and minor-specific scheduling factors when applicable 

↳ Toward discharge:  Each tier is a temporary setting, not a home. The direction of travel is always toward less intensive 

care as the client improves. 
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STEP 

4 
Schedule & Front-Load Care 

 

Scheduling should reflect clinical need — not routine habit. Front-load contact early in treatment, especially for higher-
acuity clients. Taper as the client stabilizes and progresses. 

Intentional Scheduling 

• Avoid scheduling appointments excessively far apart 
early in treatment 

• Increase frequency during high acuity, recent crises, 
or strong readiness for change 

• Review attendance patterns regularly — intervene 
early when engagement falters 

• Limit future scheduling for clients with chronic 
attendance barriers while keeping doors open 

• Adjust duration: 20, 30, or 40-minute appointments 
when clinically appropriate 

 Flexible Options 

• Telehealth conversion when clinically appropriate 

• Shorter appointment durations to improve access and 
attendance 

• Admin/documentation time built in for urgent needs 
and outreach 

• Align availability with client schedule patterns where 
possible 

• Groups as an alternative for early engagement or 
skills building 

 

 ⚕ CLINICAL JUDGMENT FIRST 

• Scheduling frequency must reflect clinical need — not convenience or routine 

• Service mix (therapy, medication, case management) is explored over time and handled per clinic — it is not set at 
intake 

• Discuss session frequency expectations with clients early and revisit as needs change 

↳ Toward discharge:  Every clinical decision to adjust scheduling frequency should ask: how much care does this client 
need? Tapering is how scheduling moves a client toward discharge. 
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STEP 

5 
Transition, Step-Down & Discharge 

 

The goal of therapy is to not need it. Transition and discharge planning belongs from day one — not just at the end of 
care. As client need decreases, frequency and intensity should decrease with it. This step is deliberately placed 
before the scheduling examples because it is easy to lose, and it matters most. 

Transition Planning 

• Begin discussing discharge and transition goals in 
early sessions 

• Reduce frequency gradually when clinically 
appropriate 

• Use referrals and transfers to align clients with 
appropriate services 

• Reinforce skill use, natural supports, and maintenance 
strategies before discharge 

 What Success Looks Like 

• Successful treatment does not always require long-
term therapy 

• Discharge decisions weigh both clinical progress and 
client readiness 

• A planned, prepared discharge is better clinical 
practice than an open-ended one 

• Transition planning should be collaborative and 
individualized at every step 

 

 ⚕ KEEP IN MIND 

• Discharge decisions should weigh clinical progress and client readiness equally 

• Transition planning is collaborative and individualized — not a standard checklist 

• When a client resists an appropriate step-down, don't force it and don't ignore it — bring it to your treatment team and 
consult your clinical supervisor 
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PUTTING IT ALL TOGETHER 

 

MIT is a system with room in it. The flowchart and vignettes below show how the pieces work together in real situations — 
and what to do when a client doesn't follow the textbook. 

Reading the catalyst: when to step down from weekly to bi-weekly 

Client is currently on WEEKLY sessions 

▼ 

CATALYST CHECK — look for all three: 

2+ consecutive stable or improving MBC scores   •   No active pathways in the last 30 days   •   Client is engaged, functioning, 
and safe 

▼  if the picture is mixed → stay weekly, keep monitoring, reassess next interval 

Discuss stepping down to BI-WEEKLY 

Review the scores together and invite the client into the decision 

▼  client's response ↓ 

CLIENT AGREES 
Step down to bi-weekly. Reassess at the next interval — step 
back up if scores worsen. 

 CLIENT RESISTS 
Explore the concern. Hold current frequency, try again later, or 
bring it to the treatment team. 

 

 Vignette 1 — Ready on paper, not ready in the room 

A client with a personality disorder has attended faithfully for months. Their PHQ-9 and GAD-7 have improved and held 
steady — by the numbers, a clear candidate for bi-weekly. But they become anxious at any mention of meeting less often. 

Clinician:  "I want to show you your scores over the last few months — look how much steadier things have gotten. That's 
real progress, and it made me wonder whether we could try every other week." 

Client:  "I don't think I'm ready for that. Coming here is what keeps me okay." 

Clinician:  "That's important, and I hear you. That’s very normal at this point in treatment. Let's not change anything today. 
There are other treatment options. Would you be open to reviewing them in the next session?” 

 

Why this works:  The scores said step down; the clinical picture said not yet. MIT allows that. The clinician offered the 
step, respected the resistance, held frequency, and flagged it to bring to the treatment team rather than forcing the change. 
Document the offer, the response, and the plan to revisit or present alternative treatment options. 

 

 Vignette 2 — The full arc 

A new client presents after a recent crisis contact — Tier 1. You front-load weekly sessions, track MBC every few weeks, 
and by week 8 the scores have dropped below cutoff and stabilized. 

Weeks 1–8: Weekly sessions (Tier 1). Baseline GAD-7 of 17 falls to 8 by week 6 and holds. 

Clinician:  "Your numbers have come down a lot and stayed there. Based on the catalyst check, this feels like the right 
time to move to every other week — what do you think?" 

Client:  "Yeah, honestly I've been feeling like I've got more tools now." 

Weeks 9–16: Bi-weekly (Tier 2), then monthly as gains hold. Discharge planning begins; skills and natural supports are 
reinforced. 

 

Why this works:  This is the system working as designed: assess, tier, front-load, taper on a real catalyst, and plan the 
exit. The exception is always allowed — if the client had worsened at any point, you'd step back up without hesitation. 
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EXAMPLES: A Week of Intentional Scheduling 

 

These samples show how intentional scheduling practices fit into a single clinician's calendar — reserved intake slots, 
standing holds for high-risk follow-ups, a DNS clinic for re-engagement, group time, and protected admin blocks. It is 
illustrative; your actual week will depend on caseload, clinic, and client need. 

 

Scheduling interventions in Action: Throughout this week, several scheduling strategies helped maximize client access and 
recover the clinical time that may have otherwise been lost. These included converting appropriate no-shows to telehealth, moving 
clients into newly available opening, utilizing intake and provider hold appointments, adjusting the schedule as changes occurred 
throughout the day. While not every cancellation can be filled, consistently using these interventions helps improve access to care, 
maintain continuity for clients, and make the most of available appointment time.  
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Scheduling Interventions in Action: This example shows how intentional scheduling strategies can help recover clinical time 
even during a week with a high number of cancellations and o-shows. Interventions include protected intake appointments, adding 
clients into dedicated SPP follow-up slots, filling cancellations from the waitlist, and strategically utilizing administrative time could 
not be recovered. While not ever opening can be filled, consistently using these interventions helps improve client access, 

maximize available clinical capacity, and ensure more individuals receive timely care 
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Scheduling Interventions Demonstrated: This mock schedule illustrates several proactive scheduling strategies that can 
improve client access while reducing lost clinical time. Interventions include dedicated SPP follow-up appointments, protected 
intake slots, same day telehealth conversions for appropriate no-shows, outreach to the cancellation list to fill unexpected 
openings, strategic use of admin time when appointments cannot be recovered, and group services to maximize access. While 
every week will look different, consistently using these scheduling interventions can improve continuity of care, increase timely 
access to treatment, and maximize available clinical capacity.  
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Scheduling Interventions Demonstrated: This example illustrates how proactive scheduling strategies can be 
incorporated into an elongated works week. Intervention includes protected intake appointments, dedicated SPP 
follow-up slots, outreach to the waitlist to fill cancellations, same day telehealth conversions when appropriate, 
extending session following a no show, strategic use of group services, a dn converting unrecoverable appointment 
time into admin time. These interventions demonstrate how clinicians can maintain timely client access and maximize 
available clinical capacity while working flexible schedule.  
 
 

 ✓ MAKE IT YOURS 

• Protect the intake and urgent-hold blocks — these are what keep rapid access possible 

• If high-risk follow-ups are light one week, use those holds for outreach or documentation 

• Adjust the mix to your caseload; the point is to plan the week with intention, not to copy it exactly 

• A fillable, Avatar-style weekly template will be provided separately for hands-on planning 

 

 

 

WHEN IN DOUBT 

 

MIT is a framework for judgment, not a substitute for it. When a level-of-care call, scheduling decision, or transition 
feels unclear, consult your clinical or direct supervisor, or bring it to your treatment team. Use the MBC Assessment 
Guide for measurement questions and lean on your team — that is what good intentional care looks like. 
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APPENDIX A: DNS CLINIC — BOOKING PLAN 

 

The DNS (Did-Not-Show) clinic gives you regular, protected availability for clients who chronically no-show — without 
leaving that time empty. The goal is a full schedule and reliable access for the clients hardest to reach. 

How to set it up 

• Use the Admin General code and add “DNS Clinic” to 
the note section; block off one hour per week  

• Book up to 2–3 DNS clients into that hour 

• Add a Client Alert for repeated no-shows: “Repeated 
no-shows. Schedule DNS clinic for therapy.” 

• When a DNS client requests a therapy appointment, 
place them in the DNS clinic about two weeks out 

• Review the DNS clinic concept with support staff in 
your clinic if they are not familiar with it already 

 How to keep it full 

• If DNS clinic time is open within the next week, use it 
for urgent or high-risk clients — not DNS clients 

• If one DNS client is booked and time remains, you 
may add one urgent or high-risk client to the slot 

• If two or more DNS clients are booked, work urgent or 
high-risk clients in elsewhere 

• When a client no-shows, call and offer a same-
moment Zoom — telehealth fills DNS slots well 

 

 ✓ WHY IT WORKS 

• Staff schedules need to stay full — waiting on DNS clients alone would leave time wasted with no one booked 

• Using DNS time to work in urgent and high-risk clients keeps the hour productive and reduces empty slots 

• Tell support staff and other team members about the DNS clinic and how to use it — it only works if everyone books it 
the same way 

 

Adapted from the DNS Clinic Strategy (April 2026). Confirm the setup codes and alert wording against current clinic practice before rollout. 


