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Monitoring, Evaluating  
and Researching— 
Recommendations from an 
Academic Perspective for  
an Evidence-Based Approach  
to Psychoactive Crisis  
Intervention

IMaria Carmo Carvalho

Mariana Pinto de Sousa

Appendix B

Implementing a successful care service doesn’t 
solely depend on your capacity to guarantee a 
skilled and trained team, appropriate intervention 
strategies, or adequate resources. Furthermore, 
an appraisal of these factors frequently isn’t really 
formed until well after work in the field has com-
menced. This seems to be the case with all interven-
tions occurring where guidelines and experiences 
haven’t been systematically reported and documented, 
as often occurs in the case of psychedelic support.  
It is every intervention agent’s responsibility to  
contribute in order to change this scenario. 

The only way of doing so is to monitor your activity, 
making sure you have accomplished your interven-
tion goals, and to share the product of your work 
with your colleagues. This is the kind of approach 
that will allow you to grow from spontaneous and 
informal action into an evidence-based care service.  
Please note that some topics in this Appendix are 
also covered in Chapters 10, “Running the Service” 
and 15, “Risk Management and Performance  
Improvement”.
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Specific motives that justify keeping a detailed account of 
the work done by a care service are diverse and may vary 
from one context to another. In this chapter we briefly pre-
sent central arguments for recording the results of your pro-
ject, and we offer short instructions and practical examples 
on how to implement this process. We will go over three 
important reasons for researching, monitoring, collecting 
feedback, and documenting your psychedelic care service.

After carefully examining the legal landscape within the  
jurisdiction of the event, you should consider recording the  
results of your interventions for clinical purposes. The diver-
sity of guests and situations you will encounter, and the need 
to pass on information to a team colleague during interven-
tions, are only a couple of the reasons why you should think 
about this kind of data collection. In “Feedback and Monitor-
ing” below, we will provide examples of basic information 
you could collect to allow an effective transmission of rel-
evant clinical details during a guest’s stay at the care space. 
We will also emphasise how this effort can contribute to 
growing knowledge in the field of psychedelic support.

Another valuable benefit to documentation is that it pro-
vides a means for evaluation. The only way to assess a 
project’s efficacy is to plan goals and measure your out-
come. Did you achieve what you initially set out to attain? 
Advanced intervention team leaders are those who have 
studied their own processes and efficacy, who continuously 
improve their strategies, and who aspire to standardised 
(yet evolving) intervention guidelines that help in future 
implementations. This means that even though socialising 
and passing on knowledge to the larger community of 
colleagues who share your interests is always relevant, 
the product of evaluation efforts is primarily directed at 
yourself as a care service leader, and at your promoting 
entities (such as the event organisation) and other partners. 

Evaluation may be conducted in various ways. You may 
choose to study intervention processes, intervention out-
comes, or both; you may choose to use quantitative indica-
tors, qualitative approaches, or both. The important thing 
to keep in mind is that you will guarantee appropriate 
evaluation as long as you make sure you are addressing 
your project’s specific goals whilst designing your evalua-
tion process. This means there is no optimal single way of 
evaluating—it is always good as long as you make sure it 
is appropriate for you project’s characteristics. Since it is 
impossible for us, without knowing your project’s specific 
goals, to present targeted suggestions on how to perform 
evaluation, we will share some basic principles and present 
examples based on our experiences in “Evaluation” below.
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Finally, where legal considerations do not preclude the 
ability to do so, you may wish to consider using your care 
service for scientific research purposes. Care services 
for psychedelic support at recreational settings present 
unique opportunities to get in touch with research subjects 
who can be difficult to sample elsewhere. Data regard-
ing their personal backgrounds and experiences is a 
potentially precious contribution to scientific knowledge 
in many diverse domains (including pharmacology, health 
studies, psychology, anthropology, sociology, criminolo-
gy, and more) and research themes (risk behaviour, drug 
use patterns, life trajectories, transpersonal experiences, 
psychopathology, and so forth). Implementing research 
is a demanding task, and it is clearly not an essential 
requirement for the effective facilitation of a psychedelic 
care service. So our purpose here is simply to present 
examples of what could be achieved, should you have 
the required resources and skills, and decide to go ahead 
with conducting some manner of scientific study. We develop 
this approach under “Research” below.

1. Feedback and Monitoring

Gathering basic information about your guests and 
their experiences at the care service ensures you get 
feedback about what is happening, allowing you to 
monitor your interventions in the field. That information 
is useful for clinical purposes, since it provides you with 
an opportunity to get to know your guests and decide 
how to best respond to their needs. In the field you will 
encounter a diversity of individuals presenting varying 
requests, symptoms, and predicaments. It is often the case 
that you will expect some of these situations, whilst others 
may catch you off-guard. During care work you will also 
find the need to pass along information from a guest to 
a colleague or team lead who replaces you in the next 
shift, or to medical personnel who become involved with 
a guest’s care. There is much variation between care ser-
vices in terms of event type, number of care team mem-
bers, and complexity of team management. As an event 
and its corresponding care service increase in size, the 
challenges posed to gathering data about guests are also 
expected to increase.

Below we outline some of critical aspects you should con-
sider regarding data collection. When building your data 
collection forms, you should endeavour to use easily man-
ageable formats that facilitate consultation of the information 
whilst in the field (when you need it), and provide a structure 
for future data analysis (if applicable). We will present sug-
gestions on how to do this, along with practical examples.

Monitoring, Evaluating and Researching Recommendations
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There are a couple of distinct options for keeping track of 
the work being done. You may choose to monitor individu-
als and open a single care record for each uniquely named 
(identified) person. Or, you may choose to record each 
individual visit attended to by the service, regardless of the 
identity of the guest. These two options present different im-
plications if the same individual comes to the service on more 
than one occasion. In the first option, you identify your guest, 
open the record only once, and always use the same record 
if the guest visits again at a future time. In the second option, 
you assume you are only accounting for the situations that re-
ceived help regardless of the guest’s identity, so you open a 
new record for each situation attended, even if some of these 
records may refer to the same person. The recommendations 
we present below refer to the first option. In our opinion, it is 
useful to know what happened in the previous visit(s) when 
dealing with a repeat customer; how did the guest respond 
to the earlier intervention(s)? However, keeping track of 
all your guests might be a difficult challenge, especially at 
larger events.

IDENTIFYING GUESTS

You must find some basic method for identifying your 
guests, even though the collection of personal data is 
potentially concerning within the operation of a care ser-
vice related to the use of illegal substances (see Chapter 
3, “Legal Considerations”). As shown in Figure 1, “Data 
Collection Regarding Guests’ Identification”, we suggest 
you collect data concerning the guest’s name or nickname, 
age, and nationality. Approaching guests using their names 
is an important strategy for building rapport. Frequently, 
age can be estimated; if you don’t have a way of know-
ing a guest’s age precisely, use this alternative. National-
ity helps you decide on which language the care giver 
should use whilst interacting with the guest; when possible, 
care service staff should make efforts to communicate in a 
guest’s native tongue. When you are assembling a team, 
knowledge of guests’ expected nationalities (based on the 
known pattern of attendance for that festival) is useful for 
planning the languages required by the care service.

You should also include a checkbox that informs you if it is 
the first time a guest has been at the service during the event, 
whether they have visited the service previously, or if you 
simply can’t determine that information accurately. From our 
experience, distinguishing between first admissions and re-
admissions poses a major challenge. The only way of solving 
this is to gather data concerning guests’ identification as well 
as information about the number of previous occasions they 
visited the service.
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Finally, we also suggest you ask about the guests’ previous 
attendances at that particular event. From our experience 
of evaluating a large-scale care service (KosmiCare at 
Boom 2010), we noticed that 68% of the guests were visit-
ing the event for their first time (Carvalho, Pinto de Sousa, 
Frango, Carvalho, Dias, & Veríssimo 2011). This poses the 
possibility that guests less familiar with a particular event’s 
dynamics might be the ones more likely to find themselves 
in need of assistance.

INFORMATION ABOUT ARRIVAL

You should try to gather as much information as possible 
about how your guest arrived at the care service (see Fig-
ure 2, “Data Collection on Arrival”). If the individual didn’t 
walk in alone, identify who brought the guest (this person 
may also be able to provide relevant information about the 
situation and how the guest was found); the date and time 
the guest arrived; and which care giver was assigned to the 
case. Also keep a running list of the other care givers who 
followed. As the number of guests increases, these are the 
crucial pieces of information that help you situate a new  
arrival and sometimes determine whether the guest has 
been at the service before. 

The Arc of Reflection by Amy Stabler 
was a twenty-foot tall arc of mirrors  
built on the playa at the 2003  
Burning Man Festival.
Photo by Jon Hanna.

Monitoring, Evaluating and Researching Recommendations
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People who first encounter a guest in trouble are the ones 
who are often most able to offer details that will help in 
understanding the guest’s needs, particularly in situations  
where the individual isn’t communicating verbally. At large-
scale events, a guest might be brought in by other event 
services in the field (including medical and security ser-
vices), by other staff at the event, by care service staff, 
by friends, or by a well-meaning passer-by. If the guest 
has lost consciousness at any point or if they have trouble 
recalling what happened prior to the admission, they will 
probably ask you about the circumstances that brought 
them to the service once they become more coherent. To 
be able to offer this feedback is frequently reassuring for 
the individual. In cases where the guest was brought in 
by friends, it is very important to keep track of and stay 
in touch with these people—they are the ones most likely 
to provide relevant information such as which substances 
were consumed, their quantities, the time(s) of ingestion, 
combinations, and any details on medical and/or psychiat-
ric history. Most of all, friends may be able to offer reas-
surance and grounding for the guest who is likely to be 
suffering from all the insecurities that an unexpected and 
painful experience usually brings up.

The date and time of a guest’s arrival have implications 
for team organisation that surpass the mere identification 
of the situation attended. From our experience evaluating 
a care service, these data have helped us realise that the 
care service was receiving more guests on specific days of 
the event, which was a large scale festival that lasted for 
a total of eight days. In our example of Boom 2010, these 
were the days immediately following the beginning and 
immediately preceding the end of the event. Data on times 
that guests were received furthermore allowed us to under-
stand that the number of guests at the care space peaked 
during the afternoon (15:00 to 23:00) (Carvalho et al. 
2011). Future editions of the same intervention at the same 
event might take advantage of this information to improve 
human resource management.

Information regarding substance use is central at this point 
and you should allocate specific attention to a number of 
details including not only the substance names, but also 
quantities, timing of ingestions, the setting/context of  

visitor deMograpHics
1.  Name: 

2.  Age:                             o  Actual     o  Estimated 3.  Gender:               o  Male     o  Female

4.  Nationality and language(s) spoken:

5.  Number of times at the service:     o  One     o  Two or more 6.  Number of times at the event:     o  One     o  Two or more

People  

who first  

encountered a  

guest in trouble  

are the ones  

who are often  

most able to  

offer details  

that will help in  

understanding  

the guest’s needs,  

particularly  

in situations  

where the  

individual isn’t  

communicating  

verbally.

F IGURE 1:  
Data Collection 

Regarding Guests’ 
Identification
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ingestions (where, with whom), method of ingestions (how), 
and if interaction with alcohol existed. From our experience, 
some substances are being used in such high prevalence that 
their consumption is frequently under-reported. This happens 
because guests tend to consider their common use as normal-
ised behaviour that, in their perception, seems less relevant. 
This is the case primarily with alcohol and cannabis. Knowl-
edge of these, however, is important for intervention; for 
example, a guest may have been ingesting stimulants (such 
as amphetamine or cocaine) alongside alcohol (a depres-
sant), which can affect treatment choice. Our documentation 
has found substance use to be the most common source of 
symptoms presented by guests, even though other factors, 
including contextual emotional effects and health or psychiat-
ric history, may also be of prime importance.

A final aspect to consider at the initial stage is a summary 
description of symptoms presented and an evaluation of 
the type of crisis situation. Symptoms and their evolution 
during intervention will also be part of a distinct sec-
tion of the record that is solely dedicated to intervention. 
However, a summary of the most visible signs of distress 

arrivaL
7.  Date: 8.  Time: 9.  Care Giver #1: 10.  Care giver #2:

11.  Guest was brought in by:     o  Him-/herself     o  Friend     o  Paramedics     o  Care giver     o  Other

12.  If brought in by friends, did they stay with the guest?

13.  Describe the guest’s physical condition

14.  Describe the guest’s psychological condition

15.  Describe presented symptoms and their severity

16.  Describe relevant physical or mental health history

17.  Regarding guest’s psychoactive substance uses, describe each product, quantity of ingestions, ingestion day(s),  
       ingestion time(s), ingestion context (where, with whom), and ingestion method (oral, smoked, injected, other)

Product Quantity Day Time Context Ingestion method

17-a.

17-b.

17-c.

17-d.

17-e.

18.  This guest was brought in because he/she was:     

o  having an intentional but difficult experience related to PAS              

o  having an accidental experience related to PAS  

o  having a personal crisis not related to PAS   

o  having a mental crisis concurrent with PAS use   

o  having a mental crisis without any PAS use   

o  not having any sort of crisis (explain reason in 18-a)

18-a.  Any additional notes related to question #18:

Monitoring, Evaluating and Researching Recommendations

F IGURE 2 :  
Data Collection 
on Arrival Related  
to the Use of any  
PsychoActive  
Substances (PAS)

…some substances  

are being used  

in such high  

prevalence that  

their consumption  

is frequently  

under-reported.
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presented by the guest upon arrival will allow for a quick 
overview of the situation and aid initial decision-making. 
From our experience, you can expect a wide variety of  
crisis situations that present for assistance. At Boom Festival 
2010, from an approximate total of 120 guests who visited 
the care service, we noted that 76% presented situations 
related to difficult intentional experiences with a psycho-
active substance (PAS); 8.3% were mental crises that  
also involved the use of a PAS; 7.4% of situations didn’t 
correspond to any sort of psychological crisis (for example, 
information and first aid requests); 5% related to mental 
(psychiatric) crisis without PAS use; 2.5% related to acci-
dental experiences with a PAS; and 0.8% had to do with 
personal crisis (due to emotional and contextual factors) 
not related to a PAS (Carvalho et al. 2011). Knowledge of 
this breakdown helps you better prepare the team in terms 
of training emphasis.

In our experience, psychiatric situations, whether involv-
ing PAS use or not, tend to be the most demanding on a 
care service’s resources, and are the ones you will prob-
ably feel least prepared to deal with. They are also the 
ones with higher probability for unsuccessful intervention, 
occasionally even resulting in the transfer of the guest to a 
medical/psychiatric facility. These guests are more likely to 
arrive earlier in the event, and they tend to stay for longer 
periods of time. They are also more likely to require pre-
scription drugs. Despite these challenges, and provided 
that there is appropriate medical/psychiatric assessment 
and supervision, in our opinion the care service remains 
the most suitable place to attend to these individuals’ 
needs at an event. To better respond to these situations, 
the help of qualified staff is essential. The skills required 
have to do not only with adequate medical and psychi-
atric training, but also with a good understanding of the 
dynamics of recreational drug settings and substance- 
using communities.

INTERVENTION PROCESS DESCRIPTION

This is perhaps the richest section of your data collection, 
since it provides feedback on clinical decisions, contains 
detailed qualitative content to evaluate the success of the 
intervention, and gathers knowledge about your guests 
and their PAS experiences for research purposes.

We suggest you gather information on a number of gen-
eral topics that summarise your guest’s episode, and then 
simply record in the most systematic way possible what 
happens, following a timeline of the guest’s stay at the care 
space (see Figure 3, “Description of Intervention Process”).

We suggest  

you gather  

information on  

a number of  

general topics  

that summarise  

your guest’s  

episode, and  

then simply  

record in  

the most  
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what happens,  

following a  

timeline of  

the guest’s stay  

at the  

care space…
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Whilst previous sections should be completed at the moment 
of arrival, the intervention section should be filled out during 
the course of care, and completed just after the guest’s situa-
tion has resolved and the guest has left the care space. In this 
process you should register information that tells a “story”, 
with a clear time sequence of major events, guest reactions, 
and care givers’ decisions and their impact on the guest.

As for general topics, we suggest you try to start with a 
short summary of the psychological issues the guest was 
dealing with when intervention began, the guest’s primary 
emotional states, and how these developed. Also include 
a short summary of any therapeutic strategies to which the 
guest responded positively. After this, simply register all  
major reactions, events, therapeutic decisions and strate-
gies, and their impact on the guest, along a timeline.

INFORMATION ABOUT DEPARTURE

Your basic records for Feedback and Monitoring of inter-
vention should conclude at the time your guest leaves the care 
service. Take notice of two aspects: the date and time the 
guest left, and how the guest left. Date and time allow you to 
know how many hours were spent in the care space, and thus 
the average length of intervention per guest or type of situa-
tion—for the care service as a whole—may eventually be cal-
culated. For example, at KosmiCare’s intervention at the 2010 
Boom Festival we concluded that 52% of all guests attending 
the care service stayed for between one and five hours.  
This means that all remaining guests (48%) stayed at the care 
service for a minimum of six hours, which represents a consid-
erably more lengthy intervention (Carvalho et al. 2011).

intervention
19.  Summarise the psychological issues that the guest was dealing with during the intervention: 

 

 

20.  Describe the guest’s primary emotional states during the intervention in chronological order  
        (for example: hyper alert, anxious, calm, etc.):

 

 

21.  Summarise therapeutic strategies used with guest that seemed to help most (for example: listening; sitting with quietly; talking;  
        music therapy; walking around; holding; wanted to be left alone, etc.). Also describe strategies used that were less helpful:

Date: Time: Care giver:

Date: Time: Care giver:

Take notice of  

two aspects:  

the date  

and time  

the guest left,  

and how  

the guest left. 

Monitoring, Evaluating and Researching Recommendations

F IGURE 3 :  
Description of  
Intervention Process
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Knowing how your guest left the care service is an important 
indicator to evaluate your intervention efficacy. Following the 
above example, we established that 67% of the guests left 
the care service on their own, which largely indicates inter-
vention success. Guests may also leave with friends, partners, 
or relatives; be escorted by a care giver back to camp; or, 
less frequently, be transferred to another health service  
outside the event.

It might also be useful to consult your intervention process 
notes and have a small summary describing the guest’s psy-
chological and physical condition on departure (Figure 4, 
“Data Collection on Departure”).

INFORMED CONSENT

When personally identifiable data is being collected, we 
recommend you ask guests to sign an informed consent doc-
ument (Figure 5, “Example of an Informed Consent Form”). 
You may present a small text with a general overview of your 
feedback and monitoring goals, or your evaluation goals, 
or even your overall research purpose. Consider including 
a request for a contact email that allows you to check up on 
the person at a future date, if that is relevant to your interven-
tion or research. This request should ideally be presented by 
someone other than the care giver assigned to the guest.

You should expect a range of different reactions when an 
informed consent request is presented. It may be that the 
person feels grateful and is willing to contribute to your work 
in any way possible; it may be that the guest finds it okay to 
give the information but wants to leave the care service as 
quickly as possible, and isn’t interested in taking the time to 

F IGURE 4 :  
Data Collection  

on Departure

departUre
22.  Date and estimated number of hours that the guest stayed at the care service: 

Date: Time of arrival: Time of departure: Approximate number of:  

o  hours 

o  days

23.  Indicate how guest was released from the care service:

o On his/her own o Other (describe)

o  Escorted by friends/relatives/partners

o  Escorted by care giver

o  To off-site medical or mental facility

24.  Describe guest’s current psychological condition:

25.  Describe guest’s current physical condition:

Consider including  

a request for  

a contact email  

that allows you  

to check up on  

the person  

at a future date,  

if that is relevant  

to your  

intervention  

or research.
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read and sign a document; or it may be that the guest totally 
rejects (and sometimes regards with intense suspicion) the 
idea of his/her information being used in the future. From 
our experience, verbal consent can be considered valuable 
for our purposes—if this is the case, register what occurred 
so you will know later why the document wasn’t properly 
signed. If you find yourself in the scenario where a guest 
totally refuses to cooperate, we recommend that you destroy 
all personal information (for example name, age, nationality, 
and any notes that contain information referencing personal 
data, such as the names and phone numbers of friends), but 
retain a global record of the situation so that you can still 
use it as a simple indicator of the project’s activity. 

See Chapter 3, “Legal Considerations”, for a further discus-
sion regarding consent and record keeping. Please note that 
informed consent documentation may not be deemed valid 
and/or legally binding when signed by an individual in any 
altered/intoxicated state.

2. Evaluation

Data collection suggestions presented above for Feedback 
and Monitoring purposes already constitute a valuable 
contribution to your intervention evaluation. In the follow-
ing, however, we will give a broader overview on what may 
be accomplished through evaluation, the questions you can 
expect to answer, and further indicators you may want to 
consider. We’ll start with a short introduction to the origins of 
evaluation practice and what its general goals are.

Systematic empirical methodologies for intervention evalu-
ation began to appear in the 1950s, mostly in the fields of 

inforMed consent
 

All of the guest data collected at this care service is kept 100% confidential.  

Within that framework of confidentiality, we are conducting scientific research that will help us increase and share knowledge 

regarding the use of psychoactive substances within a variety of social environments, and the unique—and sometimes challenging—

mental spaces that can be inspired by the consumption of psychedelics. Information concerning your experience whilst at the care 

service is of great importance for us. We would very much appreciate if you agreed to allow us to use—within an entirely anonymous 

context—the data collected during your stay for research purposes. Please indicate your preference and sign below:

o  YES     I have been informed about the objectives of this research project, and  
                   I agree to the anonymous use of information collected during my stay at the care service.

o  NO       I have been informed about the objectives of this research project, and  
                   I DO NOT agree to the anonymous use of information collected during my stay at the care service.

If you agree to participate, we would be interested in checking back in with you in a few months.  

If that would be okay, please neatly print your email address below. 

EMAIL: 

SIGNATURE:                                                                                                  DATE:

F IGURE 5 :  
Example of an Informed  
Consent Form

Monitoring, Evaluating and Researching Recommendations
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education and human resources (Illback, Zins, Maher & 
Greenberg 1990). Flaherty and Morell (1978; cited in 
Illback et al. 1990) refer to a number of factors that led to 
the increased concern for evaluating interventions, such as: 
guaranteeing that public funding would be distributed ac-
cording to worthy criteria; researchers’ increased concern 
for public matters; limited resources available for social 
sciences; and the need to improve methodologies available 
for evaluation itself. These factors combined have been 
contributing to an evolution in the way that planning and 
evaluation of interventions has been implemented over the 
last few decades.

Recognition of the importance of evaluation has been  
followed by the understanding that this effort should not 
focus on the results alone of intervention, but also on the 
process through which intervention implementation occurs 
(Illback, Kalafat & Sanders 1997). From here, consensus 
arose around the idea that programme evaluation should 
contribute in determining intervention efficacy and the ef-
ficiency of strategies used for programme implementation. 
The way to achieve this should be through the gathering of 
systematic information on a programme’s activities, charac-
teristics, and results (Almeida & Mourão 2010).

The purpose of evaluation should therefore be, on the one 
hand, to determine whether goals and expected results 
have been achieved, and on the other hand, to gain insight 
into how the programme could be improved (Almeida & 
Mourão 2010).

Regarding methodology for developing such evaluation, the 
literature suggests a combination of qualitative and quan-
titative approaches. There is, however, a growing trend to 
favour qualitative methodologies. In our own work we have 
been placing increasing emphasis on strategies such as 
observation, in-depth interviewing, focus-groups, and con-
tent analysis, since these methods seem to provide rich and 
detailed information concerning process and programme 
implementation (Illback et al. 1997).

The three main stages for evaluating an intervention pro-
gramme consist of Programme Planning, Process Evalua-
tion, and Outcome Evaluation. For each of these stages we 
will provide examples of our own approach employed in 
the evaluation of KosmiCare at the Boom Festival in 2010 
(Carvalho et al. 2011). That evaluation will serve as an 
example to help you visualise each of the steps involved; 
however, it does not constitute a one-size-fits-all evaluation 
plan, as each evaluation effort must be designed accord-
ing to a particular project’s characteristics and context.

The purpose of  
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PROGRAMME PLANNING

Every programme should begin with thorough plan-
ning of the intervention being implemented. This means 
that the first task has to do with clearly stating intervention 
goals and strategies. However, these are not always easily 
definable; therefore, we suggest you reflect on what your 
intervention problem is, and who your target group is.  
We commonly refer to this stage as evaluation of needs 
and available resources.

At this stage you should consider who will conduct evalua-
tion. There are two alternatives: evaluation conducted by an 
external agent, meaning a person who isn’t involved in the 
intervention itself (as a care giver, for example); or evalu-
ation conducted by a person who is responsible for some 
aspect of the intervention, and assumes an additional evalua-
tion coordination role. The people responsible for evaluation 
will be in charge of collecting information alongside the team 
responsible for implementation (care givers) and the target 
group (guests). This can happen through in-depth interview-
ing, observation, questionnaires, checklists, written reports, or 
a combination of several strategies.

At our project we decided that evaluation was to be managed 
by a leadership team member. This person had the primary 
responsibility of organising the intervention team and care 
space. Occasionally this individual would also be involved in 
assistance with guests as needs required. This person super-
vised data collection, which was performed by a group of 
three research assistants, who took turns in eight-hour shifts. 
During this period they helped care givers collect information 
about guest identification, arrival details, intervention specif-
ics, and departure. At the moment a guest was about to leave, 
and provided that informed consent had been granted, they 
would also conduct a small interview assessing guest satisfac-
tion with the intervention. The research assistants had no in-
volvement with actual intervention care. Additionally, a group 
of four external evaluators was present during all intervention 
stages, assisting in adjusting the process and making on-site 
decisions about evaluation methods. These consultants also 
had no involvement with intervention care. After the event, they 
produced a comprehensive report, which contained valuable 
insights about the care service’s intervention.

Another requirement is that you characterise your interven-
tion problem and develop a conceptual framework. This means 
you should describe the nature, scope, and localisation of the 
intervention problem you’ll focus on (Kröger, Winter & Shaw 
1998). National or local surveys and scientific publications are 
useful resources to consult when structuring your framework.
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After clarifying this, succinctly present your ideas on the the-
ories that support your opinions on causes, development, 
and control of the situation that requires intervention. Whilst 
doing this, clearly state why you set those particular goals to 
achieve, and the methods for achieving them (Kröger et al. 
1998). Goals and methods are appropriately stated when 
they describe a clear picture of the expected effects that 
should be produced by the intervention and describe how 
those effects will be produced. 

At our project we assumed our intervention problem con-
cerned the potential risk for development of a mental health 
problem subsequent to an unresolved psychoactive sub-
stance–induced crisis in a recreational setting. Even though no 
epidemiological data of this particular problem was available 
for our intervention context, we counted on data from national 
and international surveys that showed increasing PAS use in 
recreational settings (EMCDDA 2006; EMCDDA 2009; Balsa 
2008). We also counted on currently accepted interpretations 
of this trend that conceptualise it as a highly normalised behav-
iour, especially among youths’ perceptions of their drug-using 
habits (Parker, Aldridge & Measham 1998; Parker, Williams & 
Aldridge 2002). Additionally, we could refer to crisis inter-
vention models (Hoff & Adamowski 1998; Kanel 2003), the 
transpersonal psychology approach to psychedelic emer-
gency (Grof 2008), and harm reduction and risk minimisa-
tion approaches to PAS use in recreational settings (Hedrich 
2005; Marlatt 1998), as valuable contributions that helped us 
consolidate our programme’s conceptual framework. 

Carrying personal water bottles and protecting oneself from the 
sun is important during hot days at any summer festivals in order to 
stay hydrated and avoid heat stroke. Photo by Jon Hanna, 2010.
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The care service project we were undertaking had occurred 
during number of previous editions at the specific event we  
attended. It was closely supported by that event’s organisers, 
who actively promoted the project. It was the organisers’  
perception that such a service made sense at an event at-
tended by tens of thousands of participants from all over the 
world who frequently chose to experience altered states of 
consciousness. We assumed that our project would contrib-
ute to the well-being of the participants, not only by diminish-
ing the negative impact of unresolved difficult experiences 
with PAS, but also by taking the opportunity to encourage 
personal growth that might arise from such experiences. 

With regard to intervention methods, reflect on whether the 
strategies you plan to use are the most appropriate for the 
attainment of your intervention goals. You can do this by  
considering aspects such as: Is there empirical evidence for 
the efficacy of these strategies? Or, is the intervention time-
line appropriate for their implementation?

Another important task is to analyse, understand, and 
deliver what you need, in terms of resources for programme 
implementation. Aspects you should consider are: (1) A 
trained and skilled team; (2) Work schedule; (3) Budget;  
(4) Logistics (Where and how will the care space be settled? 
What materials do you need to assemble it and make it  
appropriate? What intervention equipment is required?).

At our project, intervention strategies were based on crisis 
intervention and psychedelic emergency principles, the most 
basic therapeutic technique consisting of sitting and facilitat-
ing the experience for the guest. The method for performing 
these techniques has been the subject of a considerable 
amount of literature, even though it is rare to find effective-
ness reports of its use and impact. Programme coordinators 
tried to overcome this limitation through the recruitment of skilled 
and experienced staff, and by offering the team training that 
was conducted by experienced teachers. Despite the extended 
length of the festival, the care team was staffed to provide 
100% coverage on every day of the event, which allowed us to 
maintain a positive therapeutic approach with the guests.

The planning stage was also fundamental for ensuring 
resources. Even though inevitable challenges arose in this 
area, with central elements sometimes failing and teams hav-
ing to adjust to difficulties as they came up during interven-
tion, we had several key items in our favour. The organisers 
supported us with the majority of our budget; we operated in 
partnership with a governmental agency that provided staff 
for implementation and consultancy; we had a university-
provided budget and resources for evaluation and research; 
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and a number of non-governmental organisations assisted us 
with pro bono consultancy and harm reduction services that 
complimented and enhanced our interventions. With this sup-
port, the care team itself was able to concentrate on logistics, 
assembling the care space, and ensuring that it was ready on 
schedule for the event opening.

After you plan your intervention methods, we suggest you focus 
on your target group. Characterise the demographics of the 
target involved as thoroughly as you can. Think about the scope 
of the problem that involves them and what led you to choose 
that particular group or context. Think about the numbers you 
expect to cover; think about how you plan to contact, recruit, and 
motivate volunteers and other partners such as event organisers 
or public entities (Kröger et al. 1998). Also consider whether in-
tervention has support from any potential intermediate or indirect 
target-groups; these are the groups or persons that, even though 
not directly served by intervention, may also benefit from it. 

At our project we could predict the major demographics of our 
target group due to past similar interventions. In those previous 
events, even though no planned evaluation had been imple-
mented, there were efforts to monitor and collect feedback 
about operations. That data proved valuable, as it allowed us 
to anticipate various factors such as age, gender, nationality, 
PAS-use patterns, and other considerations that influenced our 
intervention strategies (Nielsen & Bettencourt 2008; Ventura 
2008). As the intervention unfolded, we noticed that our work 
wasn’t solely benefiting guests in crisis, but also event staff mem-
bers who became increasingly aware of PAS-related issues. 
They brought guests to our care service and wanted to know 
more about how to respond when finding someone in difficulty. 

Keep in mind that evaluation of needs means that you are al-
ready aware of the dimension of your intervention problem and 
whether that dimension justifies the intervention and resources 
you plan to allocate to it. Consider such things as an estima-
tion of how many people are affected, and present arguments 
in favour of your particular intervention to the relevant bodies. 
Questions you should be answering at this stage include: (1) 
How many people are affected by this problem? (2) How many 
new situations are expected and how frequently do they come 
up? (prevalence and survey data); (3) What is the result of the 
“status quo” of not providing any intervention? (4) How can 
the need for intervention be described? (5) Are there different 
opinions about the need for intervention? (6) How has the need 
for intervention been assessed? (7) Is there knowledge regard-
ing other related interventions in the field? And if so, can benefit 
be obtained by following their efforts? (Kröger et al. 1998). The 
main points presented under “Programme Planning” above have 
been summarised in Figure 6, “Tasks for Programme Planning”.
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Process Evaluation

The central purpose of process evaluation is to determine 
whether intervention produced the expected results. Through 
this we promote process improvement, as areas in need of 
development are identified. Moreover, we can identify dif-
ficulties in procedures, and obstacles that emerged during 
programme implementation. We also document strengths 
and aspects in which the programme was effective. When 
we perform process evaluation, our trust in perceived ben-
efits is increased because we are confident that results are 
directly associated with interventions that were implemented 
and not with random happenstance (Illback et al. 1997).

In developing process evaluation, one follows a planned 
methodology. This consists of obtaining answers to several 
questions: (1) Which variables and indicators will offer us 
useful information on intervention implementation? And what 
kind of information (qualitative and/or quantitative) do we 
intend to collect? (2) What methods and instruments will we 
use to collect that data (interviews, questionnaires, observa-
tion checklists, and so forth)? (3) Where, when, and for  
how long will we collect data regarding the intervention 
process? (4) Who will provide this data? (5) How will data 
be analysed?

These concerns strongly resemble the questions any scientist
asks when planning a research project. What is particular
here is that you will be planning research that has a specific
intention: to know more about how intervention is occurring
and how it can be improved in the future. Whilst scientific
research has a global audience and community composed of
every person studying the same problem or its analogue (ac-
ademically or for intervention purposes), evaluation research
is primarily aimed at a more restricted audience of pro-
gramme coordinators, partners, and the team itself, as these
stakeholders will benefit most from its results in the future.

At our process evaluation of a care service at a large-scale 
event, we decided to gather information on our implementa-
tion through multiple approaches, and through a combined 
use of qualitative and quantitative indicators. Observation 
checklists were created that allowed close monitoring of the 
intervention received by each guest. Even though it was the 
care givers’ responsibility to provide this input, research assis-
tants frequently assumed the lead in soliciting, documenting, 

F IGURE 6 :  
Tasks for Programme 
Planning

prograMMe pLanning cHecKList
o  1.  Characterise intervention problem o  4.  Decide on intervention methods

o  2.  Clearly state goals and objectives o  5.  Characterise target-groups

o  3.  Decide who does evaluation o  6.  Assess and guarantee resources
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and maintaining information for all guests at the care space. 
Additionally, our implementation was retrospectively  
evaluated through care team feedback subsequent to the 
interventions.

When you plan process evaluation for implementation 
monitoring, consider including information about indicators 
such as: (1) Intervention strategies; (2) The target group 
(how many and their demographics); (3) The target group’s  
exposure to intervention (intervention duration and number 
of activities/interventions delivered) (Kröger et al. 1998).  
At our project, these indicators were approximately the same 
as we described above under “Feedback and Monitoring”.

Process evaluation also contributes to assessing programme 
efficacy. This is obtained through the measurement (quantita-
tive or qualitative) of the reaction of the subjects and their 
attitudes towards the programme: Did they accept interven-
tion? Did they identify with the goals of the programme? 
Did they obtain benefit from intervention? These are just
some examples of questions you can attempt to answer to 
help assess efficacy through process evaluation (Kröger et 
al. 1998). Consider what indicators you need in order to 
answer these questions, and how to collect this data.

F IGURE 7:  
Guest Satisfaction 

Questionnaire

gUest satisfaction QUestionnaire
Totally agree Agree Don’t know / Can’t tell Disagree Totally disagree

26.  I consider I have been helped 
      by the care services

27.  I consider the care space had 
       all the appropriate conditions  
        to satisfy my needs during my  
      stay

28.  I consider the care services  
      had well-prepared, efficient  
          staff to help me deal with my  
        situation

29.  I consider care givers were  
             helpful, caring, and available  
            to satisfy my needs during my  
       stay

30.  Please feel free to comment below on any aspect(s) related to your experience at the care service

departUre
31.  Do you consider that this guest was helped by the care service?

Yes, much Yes, a little Don’t know / Can’t tell No, not much No, not at all

32.  Please include other comments below (for example, guest’s verbalisations regarding his/her experience at the care service)

F IGURE 8 :  
Care Giver’s 

Assessment of  
Treatment Outcome

Did they accept  

intervention?  
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care teaM satisfaction QUestionnaire
Totally agree Agree Don’t know / Can’t tell Disagree Totally disagree

1.  Care service training was of   
     an appropriate duration

2.  Care service training had well- 
     prepared sessions

3.  Care service training content  
     was relevant

4.  The content of the care service  
     training contributed to my  
     preparation for intervention

5.  Care service training was well  
     organised

6.  Care service physical work  
     conditions (lighting, tempera- 
     ture, comfort, etc.) were  
     appropriate

7.  Guests’ acceptance of  
     intervention was positive

8.  Intervention met its purposes  
     effectively

9.  Care givers’ work was effective.

10.  Organisational support to  
       the care service was effective.

11.  Care service implementation 
       levels were high.

12.  The climate and cooperation  
       in the care service team was  
       very positive.

13.  Working conditions were  
       appropriate.

14.  Care space capacity was  
       appropriate for intervention’s  
       needs.

F IGURE 10 :  
Care Team Satisfaction 
Questionnaire

F IGURE 11:  
Care Team Satisfaction 
through S.W.O.T. Analysis

care teaM satisfaction / s.w.o.t. anaLysis 
Please fill in the following table referring to Strengths (S), Weaknesses (W), Opportunities (O), and Threats (T) of given topics.

Training Team Work conditions Organisers Implementation

Strengths

Weaknesses

Opportunities

Threats

At our project, each care team member  

was invited to express their thoughts  

about the project by filling in a form 

 that allowed for both “closed” (Figure 10)  

and “open” (Figure 11) responses.
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Figure 12, “Tasks for Process Evaluation” lists some of the 
main points discussed above under “Process Evaluation”.  
To end, we suggest that when you report and discuss  
process evaluation results you focus on the following 
(Kröger et al. 1998):

• Compare intervention plan, intervention implementation, 
and evaluation results.

• Reflect on any discrepancies and their impact on the  
intervention.

• Identify the intervention’s strengths and weaknesses  
and compare it with other interventions you have  
researched.

• Formulate suggestions for any future intervention and  
for future process evaluation approaches to the same 
intervention.

Outcome Evaluation

The central purpose of outcome evaluation is to determine 
to what level the original goals for intervention were at-
tained. An essential requirement is to ensure that your goals 
and objectives have been stated clearly from the start of 
the programme. According to Illback, Kallafat, and Sanders 
(1997), however, the success of an intervention should be 
determined more by the subjects’ perception of intervention 
efficacy than by the measurement of goals achieved. For this 
reason, it is also crucial to consider guest satisfaction for the 
purpose of outcome evaluation. We have presented a num-
ber of items above referring to guest satisfaction that may be 
used simultaneously as process and outcome measures.

Whilst planning for outcome evaluation, contemplate the 
following questions: (1) What do you consider to be the 
intervention’s result indicators and how do you plan to 
measure them (through which instruments)? (2) What type 
of data (quantitative or qualitative, or both) do you intend 
to analyse? (3) What guarantees exist regarding the quality 
of those instruments (for example, if you use standardised 
instruments, are they objective, reliable, and trustworthy?)  
(4) Where, when, and how do you plan to collect those 
data? (5) How do you plan to analyse the results? (Kröger 
et al. 1998).

F IGURE 12 :  
Tasks for Process 
Evaluation

process evaLUation cHecKList
o  1.  Plan process evaluation (as you would prepare scientific 
          research)

o  4.  Include team satisfaction assessment

o  2.  Include implementation monitoring indicators o  5.  Consider measuring side-effects and discrepancy

o  3.  Include programme efficacy indicators o  6.  Discuss results
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At our evaluation of a care service at a large-scale festi-
val, we intended to measure if our goal of contributing to  
diminished mental health risk following a psychoactive 
substance–related crisis had been achieved. We deter-
mined that to accomplish this we could obtain a quantitative 
and standardised measure of guests’ mental state through 
a symptom checklist on arrival at the care space and again 
on departure. Even though we had other more qualitative 
and indirect measures for intervention outcome (such as care 
giver perception and guest satisfaction, already presented 
above), we wanted to complement these with more direct 
and quantitative measures of our intervention.

Whilst performing a mental state exam (through instruments 
such as the Mini-Mental State,1 for example) our attention 
should focus on the presence of symptoms and signs, and not 
so much on formally diagnosed “syndromes”. Consequently, 
this exam consists of a discrete “instantaneous” assessment of 
an individual’s operative functioning (Fugas 2011; Baños & 
Perpiñá 2002) which, unlike formally diagnosed “syndromes”, 
might suffer alterations at any moment. Traditionally, a mental 
state exam is performed by a psychotherapist who observes 
a patient whilst conducting a clinical interview (Trzepacz & 
Baker 2001). But in our case, we had some challenges to 
overcome. Considering PAS produce modified states of mind 
that can have an impact on speech, data collection through an 
interview could be extremely challenging or not even possible. 
Another aspect was the immediate nature of the crisis interven-
tion setting; this meant that all data had to be collected during 
the guests’ time at the care space, as there was no expecta-
tion of further contact after their departure. Finally, we had to 
recognise that using standardised instruments was usually an 
impossible request for guests undergoing the often mentally 
distorting effects of PAS. 

So we decided to build a new instrument—the Mental State 
Exam Checklist (MSEC) (Carvalho, Carvalho, Frango, Dias, 
Veríssimo, & Llandrich 2010)—consisting of 74 items that were 
evaluated by a trained observer (the care giver assigned to 
the guest). The 74 items were organised into eight sub-scales 
of dimensions: (1) Appearance, attitude; (2) Psychomotor 
behaviour; (3) Consciousness, alertness, attention, and orien-
tation; (4) Language and speech; (5) Thought process; (6) 
Self-awareness; (7) Affect and emotions; (8) Physiological 
functioning. In this way we could ensure an unobtrusive 

1  The Mini-Mental State exam was developed in 1975 (Folstein, 
Folstein & McHugh 1975), and it has been used as an auxiliary 
to the diagnosis of cognitive functioning problems. It consists 
of a series of requests and tasks that subjects must solve. Perfor-
mance on these tasks can be quantified, yielding a final score.
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description of the mental condition presented by a guest  
possibly under the influence of PAS. These results would be 
analysed later through descriptive statistics, allowing us to 
obtain the quantitative outcome indicator we were aiming for.

Creating a new checklist meant that we wouldn’t be using a 
reliable and trustworthy data-collection instrument with proven 
results and quality standards. However, we could in this 
manner ensure maximum adjustment to our intervention pro-
gramme’s characteristics and contribute to a scientific research 
path that could be explored in the future.

If you intend to collect data through a standardised question-
naire that produces a quantitative measurement of a given 
outcome indicator, you must consider issues such as sample 
selection and sample demographics. Also consider the number 
of guests who may leave the intervention without completing 
their questionnaires.

Once sampling issues are solved, guarantee that your  
measures are suited to answer questions such as: (1) How did 
intervention affect the subject group’s behaviour (directly and 
indirectly)? (2) Are there any specific sub-groups among  
your targets that intervention affected differently (for example, 
different age groups or genders)?

The main points discussed above for “Outcome Evaluation” 
are listed in Figure 13, “Tasks for Outcome Evaluation”. Whilst 
discussing outcome evaluation results, we suggest you consider 
analysing a variety of aspects (Kröger et al. 1998), such as:

• Possible discrepancies between expected versus actual 
results, reasons for these discrepancies, and their impact 
on intervention.

• Compare results obtained with others from different studies 
and discuss their relevance and significance.

• Reflect on the degree to which your results are directly 
related to intervention and not to other random/indirect 
effects. (Can you find any other alternative explanations 
for your results other than the intervention?)

• Discuss how negative results can be explained.

• Formulate suggestions for future interventions and methods 
for developing outcome evaluations of similar programmes.

3. Research

F IGURE 13 :  
Tasks for Outcome 
Evaluation

oUtcoMe evaLUation cHecKList
o  1.   Make sure you have clearly and concisely formulated  
             intervention objectives

o  4.   Chose measures, data collection instruments, type of  
             data, and data analysis strategies

o 2.  Include indicators related to target’s perception of  
             intervention efficacy (qualitative and/or quantitative)

o  5.     Guarantee appropriate sampling

o 3.    Include indicators that measure intervention effects on  
            target groups’ behaviour

o  6.     Discuss outcome results
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3. Research

Earlier in this chapter we described the demanding nature 
of scientific research. We also stated that monitoring/feed-
back, evaluation, and scientific research have different objec-
tives, and that contribution for the sake of scientific research 
may be a lower priority, given the scope of implementing a 
care service for psychedelic emergencies. Reasons to con-
sider undertaking scientific research—for those who have the 
appropriate skills and resources—were also mentioned. 

We do not wish to gloss over the highly specific scientific re-
search method steps that require lengthy and comprehensive 
training. We simply want to share how research opportuni-
ties might arise in this field of intervention, and describe how 
they were developed in our own case.

You might have noticed above how the same indicators and 
questions contribute towards distinguishable objectives. Basic 
data monitoring that concerns, for example, your subject 
demographics may also provide valuable input that allows 
you to better characterise the subject population for process 
evaluation. Indicators and questions may also serve as a start-
ing point for developing a more in-depth research project. You 
may want to consider the feasibility of following up on people 
who attended the care service, and how they perceived the 
benefits, if any, from their interventions. You may want to take 
the opportunity to study these individuals’ life-trajectories with 
biographic research into their life histories, including experienc-
es with psychoactives and other aspects you deem relevant. 

In our case, an opportunity arose that allowed us to develop 
the Mental State Exam Checklist we created for outcome eval-
uation. We have decided to research the instrument’s validity 
and psychometric properties by replicating its use within a 
sample of controls who are not under the influence of PAS, 
and outside of a recreational setting (Fugas 2011).

We realise that our exposition of scientific evaluation may 
seem exceedingly academic or overwhelming to some read-
ers. Nevertheless, we would like to encourage you to always  
develop at least some form of monitoring and evaluation of 
your work, regardless of the scope of your project. If you 
need to apply for public or private funding, it is likely that you 
will be asked to present this kind of data. Keep in mind that 
the principles of monitoring and evaluation are fundamental 
to the deliberate improvement of the quality of your work, as 
is open communication with others on the topic. We encour-
age you to incorporate monitoring and evaluation into your 
work to achieve better results for your project, your team 
members, your event, and ultimately, for your guests and the 
quality of care they receive.
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