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Navigating Transitions
& Discharge

FOR RULA PROVIDERS  ·  CLINICAL QUALITY

Why Discharge Is an Ethical Imperative

Therapy is not intended to be a lifelong fixture; it is a time-limited intervention designed to
foster client self-efficacy and independence. Continuing individual therapy after a client has
achieved maximum therapeutic benefit or met their goals is not benign. It risks fostering
clinical dependency and may reinforce an implicit belief that the client cannot navigate life
without professional oversight.

Discharging a stable client (or transitioning a client who requires a different level of care) is a
core clinical duty, not a failure. It reflects high-quality, ethical care that honors the client’s
growth and autonomy.

This resource outlines common clinical scenarios that arise during client discharge and offers
practical strategies and scripts to navigate them effectively.

1 Scenario 1: The “Attachment-Based” Resistance

THE DILEMMA

The client no longer meets criteria for medically necessary outpatient care (e.g., mild diagnosis,
stable functioning, goals met), but they are highly resistant to leaving because therapy has become
a primary support system, coping mechanism, or weekly routine.

Ethical & Clinical Framing

•  The “Doing Harm” Paradox: Keeping a client in individual therapy when it is no longer clinically

indicated can stall their progress. It can foster dependency and might send the signal that they lack

the capacity to cope independently.

•  Reframing “Graduation”: Discharge isn’t abandonment! It is a clinical victory and the ultimate

validation of the client’s hard work.

•  Day-One Foundation: Remind yourself (and the client) that termination was the destination from

the intake session. Discharge is the fulfillment of that initial contract.
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Actionable Strategies

•  Consider Dependency & Review Objective Data: Is session time spent on active clinical work, or

has it shifted to a “weekly catch-up”? Use objective tracking (e.g., PHQ-9/GAD-7 trendlines over time)

to show the client concrete proof of their progress and stability.

•  Anticipate “Termination Regression”: Expect a temporary spike in anxiety or symptom complaints

when discharge is first introduced. Normalize this as a standard transition reaction rather than proof

that the client “isn’t ready.”

•  Step-Down Spacing: Transition from weekly to bi-weekly sessions before ending treatment.

Spacing out final visits proves to the client that they can thrive during longer gaps between

appointments.

•  Pivot to Community Scaffolding: Replace the therapeutic relationship with sustainable, non-clinical

supports (e.g., peer support groups, community spaces, self-care routines).

Script Ideas for Providers

SCRIPT 1

“We’ve been working together for over a year, and looking back at your starting scores and initial

goals, your growth is incredible. You are managing your symptoms beautifully on a day-to-day

basis. Because you’ve achieved these goals, our individual sessions are winding down. Our focus for

our remaining time is building your ‘graduation blueprint’ (including spacing out our final visits

bi-weekly) to ensure you feel confident flying solo.”

SCRIPT 2

“I hear that ending our sessions feels scary, and that anxiety is completely normal. My job as your

therapist isn’t to be a permanent fixture in your life. It’s to help you build a life where you don’t need

me anymore. You have the tools now. Let’s look at how we can transition this time into other

supportive spaces in your community.”
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2 Scenario 2: The HLOC Refusal

THE DILEMMA

The client’s acuity or lack of progress indicates standard outpatient therapy is no longer an
appropriate or safe level of care. The client requires a Higher Level of Care (HLOC) but refuses to go,
and the provider fears that terminating outpatient care constitutes client abandonment.

Ethical & Clinical Framing

•  Scope of Practice & Clinical Efficacy: If a client requires an HLOC and you continue providing

50-minute weekly outpatient sessions, you are providing an ineffective (and potentially unsafe)

treatment.

•  Abandonment vs. Administrative Discharge: Malpractice or ethical abandonment occurs when a

therapist abruptly cuts off care without notice or referrals. It is not abandonment to state: “I can no

longer offer you outpatient therapy because it does not match your clinical needs, but here are the

intensive programs that do.”

Actionable Strategies

•  Frame HLOC as a “Boost,” Not a Failure: Clients often view HLOC as being “sent away” or failing

therapy. Frame it as an intensive, time-limited acceleration of their healing.

•  Establish Clear Clinical Boundaries: Explicitly document that outpatient care is insufficient for their

clinical presentation and outline the possible risks of refusing recommended care.

•  Collaborative Safety Planning: Ensure a robust crisis response plan is documented, including local

crisis lines and emergency services details, before winding down sessions.

Script Ideas for Providers

SCRIPT

“Based on how severe these symptoms have been lately, weekly outpatient therapy is no longer

enough to give you the support you deserve. It’s like trying to treat a deep wound with a small

band-aid. I am recommending {HLOC}, which offers the daily structure you need right now.”
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3 Scenario 3: The Unengaged or “Ghosting” Client

THE DILEMMA

The client stops attending sessions or responding to outreach, leaving the chart open indefinitely
because the therapist worries about closing the file improperly.

Actionable Protocol

•  Enforce the 30-Day Outreach Standard: Initiate a standard outreach timeline (e.g., two outreach

attempts across different modalities like phone and secure portal over 14–21 days).

•  Send a Formal Written Closing Letter: If no response is received by day 21, send a clear, written

administrative closure letter outlining:

–  That their file is being administratively closed due to inactivity.

–  Immediate crisis resources (988, local crisis centers, emergency services).

–  Steps on how to re-engage care in the future when they are ready.

Clinical Documentation & Risk Management Checklist

The following items should be explicitly documented in the chart prior to closing:

Progress vs. Goals: Document that the client has achieved maximum therapeutic benefit, citing

treatment plan goals.

Clinical Rationale for HLOC: Document why outpatient care is no longer a safe or effective dose of

treatment.

Transition & Tapering Timeline: Note the exact timeline given to the client (e.g., “Client given 30

days notice of transition and scheduled for final bi-weekly visits”).

Referrals Provided: Chart that specific internal/external resources, community groups, or HLOC

coordinators were provided.

Refusal & Risk Discussion: Explicitly chart if the client refuses a clinically indicated HLOC, alongside

the provider’s discussion of the risks of non-compliance.

Outreach & Closure Letter: For unengaged clients, document outreach attempt dates and

complete a discharge note in the portal.


