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medical advice. Providers are encouraged to reproduce pages as desired from this booklet for use in
their own clinical practice.
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e PAL is a free consultation program for primary care providers (PCPs). It is funded

by the Washington State Legislature and by the Department of Social and Health
Services (DSHS)

e PCPs may call the PAL toll free number (866-599-7257) during business hours (M-F,
9-5) for any type of child mental health advice for any child they see
o A program assistant will ask for the provider’s name, contact information and
basic patient information
o A child psychiatrist then will speak to the provider either immediately, or will
schedule a convenient call back time (almost always on the same day)

o If the child psychiatrist and PCP determine over the phone that further consultation
is needed on a DSHS or Healthy Options client, a rapid consult appointment will
be offered with one of our child psychiatrists

¢ Primary care providers may be reimbursed for phone consultations with the PAL
psychiatrist regarding DSHS clients (call us for details)

PCP has
a question
)
PCP calls MD telephone = Evaluation Brief note
consult line consult provided if fax to
DSHS or PCP
Healthy l
Options, ’
SW phone consult, may be with Typical
resource questions telemedicine clinical note
dictated,
then mailed
Direct

Phone Consultation Consultation Communication

A study at the University of Washington is being conducted to investigate the effectiveness of the PAL program. You may be
contacted by the research team. Your participation in the research is voluntary. You do NOT need to participate in the research to
participate in the PAL clinical program.
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Peer Review

This guide is based on current evidence in the literature about mental health treatments in children.
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Methods

Dr. Hilt is the primary author of this guide, and peer reviewers have been utilized to verify the
validity of the information, and help guide the content of the final product. Patient handout
information chosen for inclusion in the guide was selected based on the clinical experiences of Dr.
Hilt and the section reviewers.

The process of formulating the care recommendations in the original Care Guide document started
with a review of the most recent applicable practice guidelines from the American Academy of
Child and Adolescent Psychiatry, and reviewing the applicable sections of Bright Futures in
Practice: Mental Health practice guide from HRSA (which has received widespread endorsements
including from the American Academy of Pediatrics). Regarding medications, Ovid Medline
searches were performed between December 2007 and March 2008 looking back at least 10 years
with limits set to include only child studies. These Medline searches were supplemented by
reviewing recent conference presentations of drug treatment studies, and reviewing bibliographies of
the published studies that were found. Bibliographies of review textbooks were also searched,
including in particular the bibliography of a recent textbook, Pediatric Psychopharmacology Fast
Facts by DF Connor and BM Meltzer (2006).

For this current version 2.0 update, additional Medline topic searches for papers published between
March 2008 and November 2009 were performed to be certain the medication advice remained up to
date. An additional section on Autism care was added, for which Dr. Alison Golombek was a co-
author.

Psychosocial treatment guidance was formulated in consultation with the named section reviewers,
and with members of the steering committee. Expert consultations and review of online CAMHD
Hawaii Department of Health information (included herein) and review of a WA DSHS report from
the Children’s Evidence Based Practices Expert Panel, dated December 15, 2006 yielded evidence
based psychosocial treatment recommendations.

All recommendations in this guide were reviewed and modified by a panel of state experts in each of
the applicable fields to reflect current and regionally endorsed, state-of-the-art care.





How this Care Guide can help you:
As with all diagnostic processes, one has to think of the possibility of a mental health disorder before
it is possible to diagnose it.

e Ask for the history of the child’s problem

¢ Ask about acute and chronic stressors relating to their problem

e Then ask yourself if there is a mental health diagnosis to consider

¢ Ask whether appropriate social, behavioral and family support is present

Certain clusters of symptoms bring up the possibility of particular diagnoses. For instance consider:
ADHD if: inattentive or hyperactive with school difficulty

Anxiety disorder if: unexplained somatic complaints, general or specific worries

Autism if: developmental concern with the most severe impairment in social functioning

Bipolar disorder if: episodic mood changes with manic features

Depression if: withdrawn, irritable, unexplained somatic complaints

Eating disorder if: losing weight or odd eating habits
Conduct or Oppositional Defiant Disorder (ODD) if: oppositional or aggressive behavior

A primary care provider considering a particular mental health diagnosis can consult the
corresponding section of this guide easily to find information and tools that they may need.

Contained inside:
e Tips on the general approach to mental health issues in primary care practices

e Recommended thought process for the evaluation and treatment of the above 7 common
childhood disorders.

e Free- to- reproduce rating scales for assistance with diagnosis and follow up

e Organized, current evidence based medication information

e Community resource guide for DSHS clients for social, behavioral and family support
e Free- to- reproduce patient handouts

e Reference information that will be consistent with advice given out by PAL program
psychiatrists
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Public Mental Health Overview

DSHS/Medicaid contracts for mental health services via three avenues:
e Contracts with the Regional Support networks (RSNs)
e Contracts with Healthy Options Managed Care Organizations (MCO)
¢ Individual Core Provider Agreements with professionals who will accept payment on a fee-for-service
basis for people who are eligible for Medicaid, but who are not enrolled with a Healthy Options MCO
or eligible for care through the Regional Support Networks.

Regional Support Networks

The RSNs subcontract with local community mental health clinics which provide the services. Assessments are
available to all Medicaid covered individuals who request them, and emergency services are available 24/7.
However, ongoing care is determined on the basis of severity, using the “Access to Care Standards.”

Summary of the DSHS/RSN Access to Care Standards

An individual must meet all of the following before being considered for a level of care assignment
with a RSN:

e The individual is determined to have a mental illness. The diagnosis must be included as a covered
diagnosis in the list of Covered Childhood Disorders. That list, maintained on the DSHS website
listed below, contains most major Axis | and Axis Il disorders. The covered diagnosis list does not
include Autism, Aspergers Disorder and PDD.

e Some mental health diagnoses require some additional criteria documenting that there is a high
level of impairment in order to qualify for services.

The individual’s impairment(s) and corresponding need(s) must be the result of a mental illness.
The intervention is deemed to be reasonably necessary to improve, stabilize or prevent deterioration
of functioning resulting from the presence of a mental illness.

The individual is expected to benefit from the intervention.

The individual’s unmet need would not be more appropriately met by any other formal or informal
system or support.

e Children under the age of six may not readily fit diagnostic criteria. For them eligibility is
determined on the basis of functional impairment related to the symptoms of an emotional disorder.

Functional Criteria: Children’s Global Assessment Scale (CGAS)

There must be demonstrated functional impairment including a C-GAS score of less than 60, and requiring
assistance to meet the need in at least one life domain for Brief Services (up to 6 months, or low intensity
for 12 months). For Community Support services (up to 12 months) there must be a C-GAS score of less
than 50 and requiring assistance to meet the need in at least one life domain.

CGAS is generally not considered valid for children under the age of six, therefore these children are
exempt from such Axis V scoring. A “DC:0-3” rating score may be substituted for that evaluation.
Functional impairment for very young children is further described in the published Access to Care
Standards.)





Life domains for the Access to Care Standards include:
o Health & Self-Care, including the ability to access medical, dental and mental health care to include
access to psychiatric medications
Cultural Factors
Home & Family Life Safety & Stability
Work, school, daycare, pre-school or other daily activities
Ability to use community resources to fulfill needs

To read more detailed information about the Access to Care Standards, visit DSHS on-line at:
http://www1.dshs.wa.gov/Mentalhealth/publications.shtml

Requesting Services from the RSN System

If your patient presents as having serious emotional disturbance, such that more intensive mental health
services are warranted for more than the 20 hours per year provided through Healthy Options or Fee-For-
Service, you should refer the child to the local RSN for assessment.

Crisis mental health services are provided upon request, 24-hours a day, 7 days a week and are available to
anyone who needs them regardless of ability to pay. All RSNs publish a toll free crisis number in local
phone books.

To refer someone for crisis intervention services, you or the family should call the
appropriate crisis line listed below.

RSNs ensure an intake evaluation is made available within 10 business days of the request for routine
mental health services, unless an intake evaluation has been provided in the last 12 months, that establishes
Medical necessity based upon the Access to Care Standards. This is true no matter how the request for
services is made. To view a map of the RSN’s, go to http://www.dshs.wa.gov/mentalhealth/rsnmap.shtml

Requests for RSN services may be made to an RSN or to an RSN contracted provider via:

A telephone call

An in person request for services by family

A written request for services by family

Through a written EPSDT referral (Early and Periodic Screening, Diagnosis and Treatment)

Unless the individual requests a later appointment date or the scheduled clinician is unexpectedly
unavailable, the individual will be seen by their assigned provider within 28 days of their intake assessment.

RSN Name Counties Serviced Address & Ombudsman | Crisis Lines
Phone Number Services

Clark County Clark PO Box 5000 866-666-5070 800-626-8137
Vancouver, WA
98666-5000

www.clark.wa.g

ov/mental-health 360-397-2130 or
800-410-1910

Grays Harbor Grays Harbor 2109 Sumner Ave 888-816-6546 800-685-6556
Suite 203Aberdeen,

www.ghphss.org WA 98520-3699

[page.aspx?id=9 360-532-8665x285 or

9590 800-464-7277




http://www1.dshs.wa.gov/Mentalhealth/publications.shtml

http://www.dshs.wa.gov/mentalhealth/rsnmap.shtml

http://www.clark.wa.gov/mental-health

http://www.clark.wa.gov/mental-health

http://www.ghphss.org/page.aspx?id=99590

http://www.ghphss.org/page.aspx?id=99590

http://www.ghphss.org/page.aspx?id=99590



RSN Name Counties Address & Ombudsman | Crisis Lines
Serviced Phone Number Services
Greater Asotin 101 N Edison Street 800-257-0660 Asotin: 888-475-5665
Columbia Benton Kennewick, WA 99336- Benton 800-548-8761
Behavioral Columbia 1958 Columbia: 800-734-9927
Health Franklin Franklin: 800-548-8761
Garfield 509-735-8681 Garfield: 888-475-5665
Kittitas or 800-795-9296 Kittitas: 509-925-9861
Klickitat Klickitat: 509-733-5801/
Skamania 800-572-8122
Walla Walla Skamania: 509-427-9488
Whitman Walla Walla: 509-522-4278
Yakima Whitman: 866-871-6385
Yakima: 509-575-4200/
v GEDR.org 800-572-8122
Yakima Children: 509-576-
0934, or 800-671-5437
King County King 821 Second Avenue, Suite 800-790-8049 866-427-4747
610 TDD: 206-461-3219
http://www.kingco Seattle, WA 98104
unty.gov/healthSer 206-296-5213
vicessMHSA.aspx or 800-790-8049
North Central Adams 119 Basin Street SW 800-346-4529 Adams (collect):509-488-5611
Washington Ferry Ephrata, WA 98823-1855 Ferry 866-268-5105
Grant Grant: 877-467-4303
Lincoln 509-754-6577 Lincoln: 888-380-6823
Okanogan or 800-251-5350 Okanogan: 866-826-6191
Pend Oreille Pend Oreille: 866-847-8540
Stevens Stevens: : 888-380-6823
North Sound Island 117 N. 1* Street 888-336-6164 800-584-3578
Mental Health | SanJuan Suite 8
Skagit Mount Vernon, WA
Snohomish 98273-2858
Whatcom 800-684-3555
PSR LTG or 888-693-7200
Peninsula Clallam 614 Division Street, MS 23 | 888-377-8174 East Jefferson County: 360-
Jefferson Port Orchard, WA 98366- 385-0321 or 800-659-0321,
Kitsap 4676 East Clallam County: 360-
452-4500
360-337-4886 Kitsap County: 800-843-4793
or 800-525-5637 or 360-479-3033
West Jefferson and West
Clallam County:
360-374-5011 (Non Business
Hours: 360-374-6271)
Pierce County Pierce 3580 Pacific Ave 800-531-0508 800-576-7764
Tacoma, WA 98418-7915
http://www.co.pier 253-798-4500
ce.wa.us/pc/service or 800-531-0508
s/health/mental/ser
vices.htm
Southwest Cowlitz 1952 9™ Ave 360-414-0237 800-803-8833
http://www.co.cow Longview, WA 98632-4045
litz.wa.us/humanse 800-803-8833
rvices/mental_heal or 800-347-6092
th_services.html
Spokane Spokane 312 West 8" Avenue 4th 866-814-3904 877-678-4428

www.spokaneco

unty.org/mentalh
ealth

Floor; Spokane, WA 99204-
2506

509-477-5722

or 800-273-5864




http://www.gcbh.org/

http://www.kingcounty.gov/healthServices/MHSA.aspx

http://www.kingcounty.gov/healthServices/MHSA.aspx

http://www.kingcounty.gov/healthServices/MHSA.aspx

http://www.nsmha.org/

http://www.co.pierce.wa.us/pc/services/health/mental/services.htm

http://www.co.pierce.wa.us/pc/services/health/mental/services.htm

http://www.co.pierce.wa.us/pc/services/health/mental/services.htm

http://www.co.pierce.wa.us/pc/services/health/mental/services.htm

http://www.co.cowlitz.wa.us/humanservices/mental_health_services.html

http://www.co.cowlitz.wa.us/humanservices/mental_health_services.html

http://www.co.cowlitz.wa.us/humanservices/mental_health_services.html

http://www.co.cowlitz.wa.us/humanservices/mental_health_services.html

http://www.spokanecounty.org/mentalhealth

http://www.spokanecounty.org/mentalhealth

http://www.spokanecounty.org/mentalhealth



RSN Name

Counties Serviced

Address &
Phone Number

Ombudsman | Crisis Lines

Services

Thurston- Thurston 412 Lilly Road NE 800-658-4105 800-754-1338
Mason Mason Olympia, WA 98506-
5132
360-786-5830 or
http://www.co.th 800-658-4105
urston.wa.us/heal TDD 360-786-5602
th/ssrsn/index.ht or 800-658-6384
ml
Timberlands Lewis PO Box 217 888-662-8776 Lewis: 800-559-6696
Pacific Cathlamet, WA Pacific: 800-884-2298,
Wahkiakum 98612-0217 Wahkiakum: 800-635-5989

360-795-3118 or
800-392-6298

Future updates to these RSN listings:

Crisis line number updates can be found at http://www.dshs.wa.gov/Mentalhealth/crisis.shtml

RSN contact information updates can be found at
http://www1.dshs.wa.gov/mentalhealth/rsndirectory.shtml

Healthy Options

As of the date of this publication, the following Managed Care Organizations contract with DSHS under the
Healthy Options Program. If your patient is enrolled with a Healthy Options plan, you may call that
health plan for assistance in coordination of benefits.

Plan

Phone Number

Medicaid Provider
ID Number

Asuris Northwest Health Plan
P.O. Box 91130
Seattle, WA 98111-9230

1-866-240-9560

7502685

Columbia United Providers
19120 SE 34th Street, Suite 201
Vancouver, WA 98683

1-800-315-7862

7500416

Community Health Plan
720 Olive Way, Suite 300
Seattle, WA 98101

1-800-440-1561

7502453

Group Health Cooperative
320 Westlake Ave. N., Suite 100
Seattle, WA 98109-5233

1-888-901-4636

7502602

Molina Healthcare of Washington, Inc.
Post Office Box 4004

Bothell, WA 98041-4004
21540 — 30th Dr. SE, Suite 400
Bothell, WA 98021

1-800-869-7165

7520158

Regence BlueShield
1501 Market Street, MS: MK510
Tacoma, WA 98402

1-800-669-8791

7502677
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http://www.co.thurston.wa.us/health/ssrsn/index.html
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http://www.dshs.wa.gov/Mentalhealth/crisis.shtml
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For an updated list of currently contracted Healthy Options providers,
http://hrsa.dshs.wa.gov/healthyoptions/newho/client/planlinks.htm

Not all Healthy Options plans serve all counties. To obtain more information about Healthy
Options and all other managed care programs, visit DSHS on line at:
http://hrsa.dshs.wa.gov/HealthyOptions/

Fee-For-Service

If your patient is not enrolled with a Healthy Options plan and is not likely to meet medical
necessity (per the Access to Care Standards), you may contact DSHS by calling 1-800-562-3022
(TTY: 1-800-848-5429) to find a mental health provider who will accept payment from DSHS to
provide mental health services to your patient on a “fee-for-service” basis.

11
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Dear Provider:

Knowing where to refer individuals with mental health needs can be challenging. DSHS is
working to support you in your efforts to find the right services for your patients. In fact, recent
legislation has allowed DSHS to expand the number of sessions available and the number of
providers eligible to accept mental health referrals for children age 18 and younger who receive
medical benefits from DSHS (and are Medicaid eligible). The intention of this expansion is to
increase access to mental health services for children and youth who do not meet the RSN Access
to Care Standards.

As of July 1, 2008:

v" The number of outpatient mental health treatment hours, including evaluation, that may be paid in a
calendar year for individuals under age 19 is being increased from 12 to 20, and

v The type of provider who may bill for these services, previously limited to psychiatrists, is being
expanded to include the following:
e Licensed Psychologists
Licensed Psychiatric Advanced Registered Nurse Practitioners
Licensed Independent Clinical Social Workers
Licensed Advanced Social Workers
Licensed Marriage and Family Therapists
Licensed Mental Health Counselors

These expanded resources are available to individuals with Medicaid who are enrolled in a DSHS
contracted Managed Care Program under the Health Options program or who see a individual
provider who accepts payment from DSHS on a fee-for-service basis.

To learn more about these services and how you may bill for them for dates of service on and
after July 1, 2008, visit DSHS on or after May 19, 2008 at:

http://hrsa.dshs.wa.qgov/download/Bl.html

Where do I call if I have questions?

You may call any of the numbers listed on the tool kit, or you may call provider relations at 1-800-562-
3022. Providers wishing to enroll as a DSHS reimbursable provider as above should call the Provider
Relations number or access http://hrsa.dshs.wa.gov/providerenroll/

12
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Additional Tools from DSHS

12 Month Service History Reports

In order to provide a comprehensive medical history for you regarding your patients, DSHS has developed a
rolling 12-month client medical profile. It includes prescriptions, emergency room usage and other
services. To obtain a profile:

o Fax patient’s signed release form to 360-725-1328 Attn: Carolyn Geimer. You may use your own
release or the DSHS release.

e Include on the request: Your return fax and phone numbers, including area code, and the client’s
name and DSHS identification number.

Requests are processed Monday through Friday, 8am to 5pm and will be sent to you within 24-48 hours.
The client will also be sent a notification to their last known address.

To obtain a 12 month history of Rx, ER and other services, visit DSHS on line at:
http://hrsa.dshs.wa.gov/pharmacy/ToolKit.htm

Patient Review and Coordination (PRC) Program
PRC (formerly PRR) helps to prevent patients from inappropriate use of services by limiting patients to the
following for a period of at least 24 months:

e One primary care provider

¢ One narcotic prescriber

e One pharmacy

e  One hospital for non-emergent services

To refer your patient for enrollment in the Patient Review and Coordination (PRC) program, call DSHS at:
(360) 725-1780 (Calls are returned within 24 hours) or visit DSHS on line at:
http://hrsa.dshs.wa.gov/PRR/

CHET (Child Health & Education Tracking) screening tools for foster care

The purpose of Child Health & Education Tracking is to identify the well-being, needs and strengths of
children in out-of-home care and to review and monitor the outcomes of the services provided to meet the
needs or to support the strengths of the child.

What this means practically is that for children placed in foster care (for whom a greater than 30 day
out of home placement is anticipated), a series of health screening questionnaires are administered by
Children’s Administration within that child’s first 30 days of placement. The actual instruments in the
CHET may be changing in the near future, but historically the CBCL and ASQ-SE would have been the
two items of particular interest to someone looking into a child’s mental health needs.

The CHET rating scales are collected and maintained by Children’s Administration, and can be accessed by
asking for any CHET results for the child from the child’s foster care case worker.
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Adolescent Substance Abuse Treatment and Prevention

HRSA’s Division of Alcohol and Substance Abuse (DASA) oversees the provision of substance abuse
treatment for adolescents in Washington State.

To learn more about DASA, visit: http://www.dshs.wa.gov/dasa/default.shtml

Drug and Alcohol Treatment for Adolescents

Adolescents who need alcohol/drug treatment should be referred to the Teen Line 1-877-345-TEEN to
arrange for an assessment, to locate a treatment agency, and to verify that they are eligible for state-funded
services.

e Adolescent Chemical Dependency Treatment 24-Hour Referral: 1-877-345-TEEN

o For help screening patients in need of alcohol/drug treatment, providers can access a Screening and
Referral Pocket Card found at http://www.dshs.wa.gov/pdf/hrsa/dasa/PocketScreeningGuide.pdf

o Information on youth treatment services: Referral & Resource Guide for Adolescent Chemical
Dependency Treatment found at http://www.dshs.wa.gov/pdf/hrsa/dasa/youthreferralguide.pdf

e Regional treatment managers are available Monday-Friday from 8-5 for assistance placing youth or
updates on services. The web address for reaching them is:
http://hrsa.dshs.wa.gov/pharmacy/DASA%20Reqgion%20Treatment%20Administrators%20listed%
20by%20County.doc

o For additional information about chemical dependency and support services for pregnant women go
to: http://www.dshs.wa.gov/pdf/hrsa/dasa/PregnantWomenGuide.pdf

e Recently updated DASA youth residential treatment bed availability can be found at
http://www.theteenline.org/dasa_youth_residential_treatment.htm

Youth Residential Treatment Providers

e Full descriptions of each facility below can be found via web links at
http://www.theteenline.org/dasa_youth_residential treatment.htm

Inpatient Facilities Recovery House

Fresh Start Skagit Recovery (John King)
Healing Lodge of the Seven Nations
Sundown M Ranch

Daybreak

Excelsior Youth Center

Lakeside Milam

Providence St. Peter

Ryther Child Center

SeaMar Visions

SeaMar Renacer

Youth Detox/Stabilization Facilities
Lakeside Milam Recovery Center- Kirkland
Recovery Centers of King County- Seattle
Tacoma Detoxification Center- Tacoma
Skagit Recovery Center- Mount Vernon
Community Detox Services- Spokane
Providence St. Peter- Lacey

Dependency Health Services- Yakima

Reduce Underage Drinking

Find resources parents can use to prevent underage drinking at Start Talking Now, the Washington State
Coalition to Reduce Underage Drinking (RUaD Coalition) website. That web address is:
http://www.starttalkingnow.org/stateefforts/index.shtml
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What:

ADHD Drug Utilization Review Program:

Washington State
-? Y Department of Social
7 & Health Services

HRSA is interested in the safe and effective use of ADHD medications in children. Specific
areas include use of medication in children between the ages of 0-4 and appropriate dosing
limits in the prescribing of these medications. This program is being implemented to assure
prescriptions covered by HRSA are within the guidelines established in collaboration with the
members of the Mental Health Stakeholder Workgroup.

> Patient is < 5 years of age: Requires prior authorization & HRSA approved second opinion
> Methylphenidate (generics, Metadate CD, Concerta, Methylin ER Ritalin SR/LA, Metadate
ER) for age 5 and older doses @ >120mg/day

Methylphenidate DAYTRANA transdermal for age 5 and older doses @ >30mg/day
Dexmethylphenidate- (generics, Focalin /XR) for age 5 and older @ >60mg per day
Amphetamines (generics, Adderall /XR, Dexedrine SA, Dextrostat, Liquadd, Procentra) for
age 5 and older doses @ > 60mg/day

V V V

» Lisdexamfetamine (Vyvanse) for age 5 & older doses @ >70mg/day

» Atomoxetine (Strattera) for age 5 and older doses @ >120mg/day

» Combinations of medications in 2 or more categories:

Methylphenidate Dexmethylphenidate Amphetamines Atomoxetine

Methylphenidate X X X
Dexmethylphenidate X X X
Amphetamines X X X
Atomoxetine X X X

» New orders for ADHD medications should not exceed these guidelines recommended by
the Mental Health Stakeholders Workgroup

» Anyone under 18 years of age requires a second opinion if the prescription exceeds these
limitations

Of the 16,115 of clients receiving ADHD medications in 2009:

» 258 clients <5 years of age

» 432 clients exceed dosage limits

» 248 clients with combinations that have no effectiveness evidence

Prescriptions exceeding the Age and Dose Limitations:
» Will be authorized only for continuation of therapy (same medication/same dose) until a
final decision can be made by HRSA.
» Will require a consult by a member of HRSA’s second opinion network for clients under
18 years of age.
o Providers are encouraged to consult with a physician member of HRSA'’s second
opinion network before initiating a prescription that exceeds these limits. Contact
Children’s Hospital Psychiatry Department to initiate a review.

Seattle Children’s Hospital
Child Psychiatry: 4800 Sand Point Way NE, Mail-Stop W3636, Seattle, WA 98105-3916
Phone: 206-987-1771, Fax: 206-987-2246

If you participate in a phone consult with the second opinion network provider, you may
be reimbursed for this service by billing with procedure code 99371





Washington State
'ﬂ Y Department of Social
7 & Health Services

DSHS Drug Utilization Review Program-Antipsychotics

The following safety guidelines regarding other child psychiatric medications were
agreed upon by the by the DSHS Pediatric Advisory Group, and community practice
consensus in 2009. The DSHS second opinion review program which was previously
restricted to just ADHD medications now reviews these other safety standards.

Child in crisis: Unlike with ADHD medications, families can receive an urgent
medication fill of an antipsychotic prescription that will trigger a review per the below
guidelines if they indicate at the pharmacy that their child is in crisis, or if the provider
records that same information on the prescription.

Drug Dosing Limits**

Age 3-5 years* Age 6-12 years Age 13-17 years
Abilify® (aripiprazole) 0 20 mg per day 30 mg per day
Clozaril®, Fazaclo® 0 600 mg per day 900 mg per day
(clozapine)
Geodon® (ziprasidone) 0 80 mg per day 160 mg per day
Haldol® (haloperidol) 0 10 mg per day 15 mg per day
Invega® (paliperidone) 0 0 0
Risperdal®/M-Tab® 2 mg per day 4 mg per day 8 mg per day
(risperidone)
Seroquel®/XR 0 300 mg per day 600 mg per day
(quetiapine)
Trilafon® 0 12 mg per day 24 mg per day
(perphenazine)
Zyprexa®/Zydis® 2.5 mg per day 10 mg per day 20 mg per day
(olanzapine)

*A zero indicates the need for a DSHS-approved second opinion.

**Prescriptions exceeding dosing limitations for age require a DSHS-approved second opinion.

Other criteria accepted by the DSHS Pediatric Advisory Group as appropriate reasons to
initiate a required second opinion review of a psychiatric medication include:

1

Absence of a DSM-1V diagnosis in the child’s claim record

Five (5) or more psychotropic medications prescribed concomitantly after 60 days

Two (2) or more concomitant antipsychotic medications after 60 days

2
3
4

Three (3) or more concomitant mood stabilizer medications {i.e. defined as not
including the AAP/AP class} for a mental health diagnosis (i.e. no seizure diagnosis in
a claim file) after 60 days.

The prescribed psychotropic medication is not consistent with appropriate care for the
patient’s diagnosed mental disorder or with documented target symptoms usually
associated with a therapeutic response to the medication prescribed

Psychotropic poly-pharmacy for a given mental disorder is prescribed before utilizing
psychotropic mono-therapy as new start noted from pharmacy claims data

Psychotropic medications are prescribed for children of very young age, including
children receiving an antipsychotic in less than five (5) years of age
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Washington State
'ﬂ Y Department of Social
7 & Health Services

Generics First for New Starts of Psychiatric
Medications

Effective for dates of service on and after October 1, 2009, DSHS will cover only
preferred generic drugs as a client’s first course of therapy within the following drug
classes:

Atypical Antipsychotics (for ages 17 and younger only)

Attention Deficit Hyperactivity Disorder (ADHD) Drugs

Note: Only clients who are new to the above drug classes will be required to start
on a preferred generic product over a brand name product. Prescriptions filled for
any one of the above drug classes within the preceding 180 days establishes that
the patient is not new to the drug class. DSHS is not requiring clients who are
established and doing well on a drug to be changed to a generic product. See
DSHS Memo 09-61 found at http://maa.dshs.wa.gov/ for more details.

Atypical antipsychotic generics (as of 11/09) that may be prescribed first include:
risperidone

Attention Deficit Hyperactivity Disorder generics (as of 11/09) that may be
prescribed first include:
amphetamine salt combo
amphetamine salt combo XR
dexmethylphenidate
dextroamphetamine
dextroamphetamine SA
methylphenidate
methylphenidate SA
Methylin® (methylphenidate HCI) tablet
Methylin ER® (methylphenidate HCI)
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Clinical Care Recommendations
From the PAL team

General Evaluation and Treatment
Basic screening tools

Specific problem based advice
ADHD
Anxiety
Autism
Bipolar
Depression
Eating disorder
Oppositional/conduct disorder
Sleep Hygiene
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1)

2)

3)

4)

5)

6)

7)

8)

9)

General Assessment

11 Mental Health Assessment Principles for Primary Care Providers:

You do not have to complete an assessment in one visit. Listen to the general problem, establish that the
situation is safe to wait another week or so, and then schedule a second visit to finish your assessment.
Mental health specialists often take more than one visit to decide on diagnoses.

Establish what pushed the situation into your office, “Why are you here today?” A chronic stressor
(like sadness about parents separating) does not usually trigger an office visit: acute stressors do (like a major
child outburst after one parent cancels their upcoming weekend plans with the child).

Strongly consider use of a general screening instrument during health maintenance visits, like the PSC-
17, to see if mental health problems are worth investigating further.

Seek to interview the child alone, especially if an internalizing problem like depression or anxiety is
suspected, to obtain a more thorough history.

Empathic engagement with the child is worth the effort. Young children open up better after inquiring
about low risk topics like their name, birthday, or school. Adolescents open up better after showing genuine
interest in them, such as asking about their interests, hobbies. If a patient looks like they don’t want to be
there, comment on this and show them you are able to connect with how they feel.

Collateral information is invaluable. Parents often differ from each other in their view of their child, and
schools often have other information vital to your assessment. Ensure that past medication history and
treatments are available to you (i.e. like the “12 month service history” from DSHS on page 13)

If suspecting a particular disorder, give that specific rating scale to parent/child. You could leave the
room to see another patient, then return and review rating scale results. Rating scales can help confirm
diagnoses, and they provide an objective measure for following treatment responses.

Recognize that child disorders have a developmental trajectory. For instance early oppositionality may
evolve into depression or anxiety, and early depression may evolve into bipolar disorder.

Pay close attention to what you see. The mental status exam of a child involves watching how they
position themselves, process information and interact. For instance a child complaining of body aches who
appears withdrawn, speaks softly, and will not look you in the eye should be screened for depression.

10) Put it all together into your best clinical judgment, then revise your diagnosis over time. It is very

difficult to get it exactly right on the first visit. Mental health specialists often revise their diagnoses over
time as more information becomes available. Also with children the process of development can make it hard
to be definite about a diagnosis. You are ahead of the game if you can recognize with certainty the general
category of problem, such as some type of learning disability or some type of anxiety disorder. Remember
Occam’s Razor; a single diagnosis plus a full social/family picture may explain things better than multiple
mental health diagnoses.

11) Remember you can ask for help. Contained in this care guide are numerous State and County programs,

like the Partnership Access Line, that are designed to assist you and your patient. For severe behavioral
problems always consider referral to an RSN contracted mental health provider to obtain a care assessment
and take advantage of the state’s mental health benefits.

Robert Hilt, MD
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1)

2)

3)

4)

5)

6)

7)

What can you do if everything looks like a problem?

Establish what seems to be the leading problem, and focus your attention on that. For instance if a
child is having screaming tantrums, hitting other children, is sleeping poorly and sometimes appears
anxious, one may decide the leading problem is externalizing behavior. In that case, review the steps of
our aggression/disruptive behavior decision tree. The child’s sleep problems and intermittent anxiety
can be explored further at a future appointment.

Get collateral information. Particularly if the caregiver does not know the child’s full history, other
information sources including school, former physicians or therapists, other relatives, and foster care
case managers will likely be able to give you information that clarifies what should be done. Respect
the fact that it takes time to gather this additional information, which can be done by phone calls, record
requests, or by sending out questionnaires or rating scales. The DSHS resource guide describes how to
obtain claims histories. Remember our first assessment principle; you don’t have to figure this all out
in one visit.

Use checklists for preliminary behavior/mental health screening. These will help you narrow down
what area to investigate and can quantify the likelihood of finding different types of diagnoses. Options
include:

a. PSC-17 (free, included in this guide)

b. SDQ (Strength and Difficulties Questionnaire, 25 questions, 5 subscales, good psychometrics,
multiple languages available, free for individual providers to download and use, free online
scoring.) You must go to the developer’s website to obtain: http://www.sdginfo.com/b1.html

c. CBCL (Child Behavior Checklist, school age version has 113 core questions plus 2 other pages
to describe child functioning, widely used, very good psychometrics, translated versions
available.) Requires scoring software and requires purchase from the developer:
http://www.aseba.org/products/forms.html

d. BASC-2 (Behavior Assessment Scale for Children, 2" edition, all multiple choice, 134-160
items for parent report on school age child, commonly used, very good psychometrics, scoring
software recommended, requires purchase from the developer:
http://ags.pearsonassessments.com/Group.asp?nGrouplnfolD=a30000

Discuss the scenario with a specialist. PAL psychiatrists would like to talk about any tricky situations
with you, and are available to do this Monday through Friday from 9am to 5pm.

If you suspect a specific problem, a disorder specific rating scale can help you learn how likely or
severe that diagnosis might be. Disorder specific scales like the Vanderbilt scale for ADHD will not
make the diagnosis for you—a diagnosis must be based on your overall clinical impression. When
children have severe mental health symptoms, referral to a mental health clinic is appropriate. Very
high rating scale scores might similarly indicate that referral to specialty care is appropriate.

A good therapist can help you refine your diagnosis over time. If you identify the child has a general
problem for which a therapist referral is appropriate (such as having some sort of mood disorder), then
the therapist can provide further specialized assessment (such as diagnosing Major Depression).

If you choose to prescribe a medication when the diagnosis is still uncertain, be very clear what the
target symptom is you are treating, and monitor that symptom closely. If that target symptom does not
improve, then that medicine needs to be stopped. It is very important to not simply stack medicines one
upon another without demonstrating a clear benefit to the child.

Robert Hilt, MD
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6)

Where can | go to get unbiased information about
child mental health treatment and medications?

(This is not intended to be an all-inclusive list.)

Peer reviewed care guidelines from a professional association:
a. American Academy of Pediatrics, Clinical Practice Guidelines
a) http://aappolicy.aappublications.org/
b. American Academy of Child and Adolescent Psychiatry, Practice Parameters
a) http://www.aacap.org/cs/root/member_information/practice_information/pract
ice_parameters/practice _parameters

Peer reviewed care guidelines from a State sponsored workgroup
a. Partnership Access Line(PAL) in Washington
a) http://www.palforkids.org
b. CMAP project in Texas
a) http://www.dshs.state.tx.us/mhprograms/CMAP.shtm
c. Evidence based service guide in Hawaii
a) http://hawaii.gov/health/mental-health/camhd/library/webs/ebs/ebs-index.html

Federal agency publications
a. National Institute of Mental Health
a) http://www.nimh.nih.gov
b. Substance Abuse & Mental Health Service Administration
a) http://www.samhsa.gov

Collaborative guidance from respected organizations
a. www.parentsmedguide.org --from AACAP and APA
b. www.nami.org --from the National Alliance for the Mentally IlI

New original research, particularly if a randomized controlled trial design is used
a. Pub Med provides free Medline searches
a) http://www.ncbi.nlm.nih.gov/pubmed/

State pharmaceutical policy reviews (which review the current evidence base)

a. Independent reviews of medications performed by OHSU Center for Evidence-Based
Policy (Oregon EPC), used by Washington Pharmacy and Therapeutics (P&T)
committee:

a) http://www.ohsu.edu/ohsuedu/research/policycenter/DERP/about/final-
products.cfm

b. Washington State P&T committee transcripts, processes and decisions

a) http://www.rx.wa.gov

Robert Hilt, MD
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Special Issues for Foster Care Children

Post Traumatic Stress Disorder

Children in foster care frequently have past traumatic experiences like witnessing violence or being abused
themselves, which might lead them to develop a long lasting anxiety stress disorder called PTSD. Nightmares
(that are atypical for their age), flashbacks (suddenly feeling like one is re-experiencing a trauma), and
hyperarousal (hypervigilance, irritability, exaggerated startle) that are still occurring more than one month after
the traumatic experience are the three hallmarks to look for when diagnosing PTSD. While checking for PTSD,
it is not advisable to ask a foster child to recount to you their exact past traumatic experiences within a 10
minute office visit—the child is likely to experience this as “re-traumatizing.” Instead, simply ask the child
about any current symptoms of PTSD: if they are having nightmares, if they feel very jumpy if someone walks
in the room, if they ever find themselves re-experiencing difficult events from their past in a sudden way.

Primary care providers suspecting that a child has PTSD should address these things:

1) The child’s current and future physical and emotional safety must be assured. No one recovers from PTSD if
abuse is ongoing.

2) The child needs to understand what the plans are for their living situation, where they will be, and for how
long. Not understanding where they will live day to day is very stressful and enhances their fear of returning to
an unsafe environment.

3) The child should be referred for counseling support with a licensed mental health professional, and the
Trauma Focused Cognitive Behavioral Therapy (TF-CBT) technique is preferred where available.

4) Recognize that there is no “PTSD medication.” As per the anxiety treatment guideline, SSRI’s are the
medications most commonly recommended when symptoms of PTSD are severe. Sometimes medications like
clonidine are given at bedtime to help with nightmares that are not improving via other treatments.

Attachment Concerns

Children in foster care may have difficulties with attachment to caregivers. These difficulties may manifest in a
variety of ways depending on a child’s age. Very young children may be difficult to soothe when they are
upset. Slightly older children may not turn to their caregivers for comfort in the same way other children do.
The degree of attachment issues may vary from very minor to relatively extreme.

On the far end of the attachment spectrum is Reactive Attachment Disorder, which is characterized by
pervasively impaired social relationships. It is defined in DSM-IV TR as “markedly disturbed and
developmentally inappropriate social relatedness in most contexts, beginning before age 5 years” and may
involve either inhibited or disinhibited behavior. Assessment, according to APSAC Attachment task Force
Recommendations, must look at the child’s patterns of behavior over time to avoid over-interpreting the child’s
adjustment to new or stressful circumstances. By gathering information from teachers, day care providers,
peers, and from prior living situations one can understand the child’s attachment pattern more accurately.
Cultural issues are important, especially with cross-cultural or international placements or adoptions. Overly
broad, nonspecific, or unproven checklists should not be the basis of an evaluation. Care should be taken to rule
out conditions such as autism spectrum disorder, pervasive developmental disorder, childhood schizophrenia,
genetic syndromes, or other conditions (for example, Conduct disorder, ADHD) before making a diagnosis of
an attachment disorder.

There are several core elements of treatment for attachment problems ,including securing a nurturing and safe
environment for the child, working directly with the child’s caretakers to teach them appropriate parenting
skills, focusing on the child and family’s coping, and maintaining the child in the least restrictive and intrusive
level of care. With Reactive Attachment Disorder the need for these treatments is multiplied. No specific
pharmacotherapy is recommended. Play therapy and cognitive behavioral therapy addressing the child’s
symptoms of fear, anxiety, and posttraumatic stress may be of benefit. Coercive or holding therapies are not
recommended as they have been associated with harming the child.
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PEDIATRIC SYMPTOM CHECKLIST-17

Caregiver completing this form:

Name of child:

your child

Please mark under the heading that best fits

For Office Use

NEVER

SOMETIMES

OFTEN

I A | E

. Fidgety, unable to sit still

. Feels sad, unhappy

. Daydreams too much

. Refuses to share

gl B~ W N

. Does not understand other
people’s feelings

(o]

. Feels hopeless

~

. Has trouble concentrating

[ee]

. Fights with other children

9. Is down on him or herself

10. Blames others for his or
her troubles

11. Seems to be having less
fun

12. Does not listen to rules

13. Acts as if driven by a
motor

14. Teases others

15. Worries a lot

16. Takes things that do not
belong to him or her

17. Distracted easily

(Scoring totals)

Scoring:
Fill in unshaded box on right with: “Never”=0,
“Sometimes’=1, “Often”=2

Sum the columns.
PSC17 Internalizing score is sum of column |
PSC17 Attention score is sum of column A
PSC17 Externalizing score is sum of column E
PSC-17 Total Score is sum of I, A, and E columns

PSC-17 may be freely reproduced.
Created by W Gardner and K Kelleher (1999), and based on PSC by M Jellinek et al. (1988)
Formatted by R Hilt, inspired by Columbus Children’s Research Institute formatting of PSC-17

Suggested Screen Cutoff:
PSC17--1

PSC17--A
PSC17--E
Total Score > 15

>5
>7

>

increased

Higher scores can indicate an

behavioral
being present.

likelihood of a
health  disorder

23





PSC-17 scoring

The PSC-17 can help primary care providers assess the likelihood of finding any mental health
disorder in their patient. The brief and easy to score PSC-17 has fairly good mental health
screening characteristics, even when compared with much longer instruments like the CBCL
(Child Behavior Checklist by T. Achenbach).

A 2007 study in primary care offices compared use of the PSC-17 to simultaneous use of the
CBCL in 269 children aged 8-15, showing reasonably good performance of its three subscales
compared to similar subscales on the CBCL. The gold standard here was a K-SADS diagnosis,
which is a standardized psychiatric interview diagnosis. These comparison statistics are
summarized below, with positive and negative predictive values shown based on different
presumed prevalence (5 or 15%) of the disorders Providers should notice that despite its good
performance relative to longer such measures, it is not a foolproof diagnostic aide. For instance
the sensitivity for this scale only ranges from 31% to 73% depending on the disorder in this
study:

K-SADS Screen Sensitivity | Specificity | PPV PPV NPV | NPV
Diagnosis 5% 15% 5% 15%
ADHD PSC-17 Attention 0.58 0.91 0.25 0.53 0.98 0.92
CBCL Attention 0.68 0.90 0.26 0.55 0.98 0.94

Anxiety PSC-17 Internalizing 0.52 0.74 0.10 0.26 0.97 0.90
CBCL Internalizing 0.42 0.88 0.16 0.38 0.97 0.90

Depression PSC-17 Internalizing 0.73 0.74 0.13 0.33 0.98 0.94
CBCL Internalizing 0.58 0.87 0.19 0.44 0.98 0.92

Externalizing PSC-17 Externalizing 0.62 0.89 0.23 0.50 0.98 0.93
CBCL Externalizing 0.46 0.95 0.33 0.62 0.97 0.91

Any Diagnosis PSC-17 Total 0.42 0.86 0.14 0.35 0.97 0.89
CBCL Total 0.31 0.96 0.29 0.58 0.96 0.89

W Gardner, A Lucas, DJ Kolko, JV Campo “Comparison of the PSC-17 and Alternative Mental Health Screens in an At-Risk
Primary Care Sample” JAACAP 46:5, May 2007, 611-618

PSC-17 Internalizing score positive if > 5
PSC-17 Externalizing score positive if > 7
PSC-17 Attention score positive if >7
PSC-17 Total score positive if >15

“Attention” diagnoses can include: ADHD, ADD

“Internalizing” diagnoses can include: Any anxiety or mood disorder

“Externalizing” diagnoses can include: Conduct disorder, Oppositional Defiant Disorder,
adjustment disorder with disturbed conduct or mixed disturbed mood and conduct.





Evidence Based Mental Health Care

Throughout this guide, the treatment options listed are based on both the best available
research evidence, and expert opinions from Seattle Children’s Hospital Department of
Psychiatry and the UW Division of Public Behavioral Health and Justice Policy.
Evidence based care is a relative concept, not an absolute one. Evidence for treatment
varies in its reliability: randomized controlled trials carry a different evidence weighting
than individual provider experiences. As more information emerges, what is considered
the most evidence based treatment is expected to evolve. Evidence based medication
treatment advice is spread throughout this guide, in tables and care flow diagrams for
each included disorder. Psychosocial treatment guidance is also listed briefly within each
care flow diagram.

A common theme typically emerges in both clinical experience and in the results of
formal research trials: that a combination of medical treatment and social/behavioral
care often ensures the best of outcomes.

The importance of engaging both a child and family in treatment can not be
underestimated. An “evidence based treatment” will not work if families can not make it
to appointments, or if the treatment does not meet the child’s or family’s own goals.
Engagement can be enhanced through educating your families about what to expect.
“Wraparound” programs, where available, have a philosophy emphasizing engagement
and shared setting of treatment goals, and can be a further asset in this regard. Families
can find additional support from organizations like SAFE-WA
(www.safewashington.org) and Youth ‘N Action (www.youthnaction.org).

Families wishing to learn more about Evidence Based Treatments for children are
encouraged to look at a brochure on the subject from NAMI, the National Alliance on
Mental Illness. That document called “A Family Guide: What Families Need to Know
about Evidence-Based Practices” can be found by going to:
http://www.nami.org/template.cfm?section=child_and_teen_support and selecting the
header appearing on the upper right, “For Parents, Caregivers, & Youth.”

The following table shows, based on the best available evidence, examples of which
psychosocial practices are recognized to work for particular problem areas. This table
was prepared by a workgroup in the State of Hawaii, and is reproduced here due to its
recent updating and their formalized process for making treatment categorizations.
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“Blue Menu” - Evidence-Based Child and Adolescent Psychosocial Interventions
This tool has been developed to guide teams (inclusive of youth, family, educators and mental health practitioners) in developing appropriate plans using psychosocial interventions. Teams should
use this information to prioritize promising options. For specific details about these interventions and their applications (e.g., age setting, gender) see the most recent Evidence Based Services
Committee Biennial Report (http://www.hawaii.gov/health/mental-health/camhd/library/webs/ebs/ebs-index.html).

Disorders

Communication Training

Problem Area Level 1- Level 2- Level 3- Level 4- Level 5-
BEST SUPPORT GOOD SUPPORT MODERATE SUPPORT MINIMAL SUPPORT NO SUPPORT
Anxious or Avoidant Cognitive Behavior Therapy, Cognitive | Assertiveness Training, Cognitive Behavior | Contingency Management, Biofeedback, Play Therapy, Attention, Client Centered Therapy,
Behaviors Behavior Therapy and Medication, Therapy for Child and Parent, Cognitive Group Therapy Psychodynamic Therapy, EMDR, Relationship Counseling,
Education, Exposure, Modeling Behavior Therapy with Parents, Family Rational Emotive Therapy Teacher Psychoeducation
Psychoeducation, Hypnosis, Relaxation [poorly tested: CBT with Parents Only]
Attention and Behavior Therapy and Medication, Biofeedback, Education, Parent None Parent Management Training Attention, Client Centered Therapy
Hyperactivity Behaviors | Contingency Management, Self Management Training (alone, with and Social Skills, Relaxation, [poorly tested: Cognitive Behavior
Verbalization Problem Solving, or with Teacher Self-Verbalization and Therapy, Cognitive Behavior Therapy
Psychoeducation), Physical Exercise, Contingency Management, and Anger Control, Parent
Relaxation and Physical Exercise, Social Social Skills Coping/Stress Management, Parent
Skills and Medication, Working Memory Management Training and Self-
Training Verbalization, Self Control Training, Self
Verbalization and Medication, Skill
Development]
Autistic Spectrum Intensive Behavior Therapy, Intensive None None None [poorly tested: Auditory Integration

Training]

Delinquency and
Disruptive Behavior

Assertiveness Training, Cognitive

Behavior Therapy, Contingency

Management, Multisystemic Therapy,
Parent Management Training, Social

Skills

Anger Control, Client Centered Therapy,
Communication Skills, Functional Family
Therapy, Multidimensional Treatment
Foster Care, Parent Management Training
and Problem Solving, Problem Solving,
Rational Emotive Therapy, Relaxation,
Transactional Analysis

Attention, Outreach Counseling,
Peer Pairing, Self Control
Training

Parent Management Training
and Self-Verbalization,
Physical Exercise, Stress
Inoculation

CBT with Parents, Education,
Exposure, Family Systems Therapy,
Group Therapy (!), Life Skills, Project
CARE (!),Skill Development

[poorly tested: CBT and Anger Control,
Catharsis, Collaborative Problem
Solving, Family Empowerment,
Psychodynamic Therapy, Self
Verbalization]

Parents

Depressive or Cognitive Behavior Therapy, Cognitive Client Centered Therapy, Cognitive None Self Control Training, Self Attention, Counselors Care, Counselors
Withdrawn Behaviors Behavior Therapy and Medication, Behavior Therapy with Parents, Expressive Modeling Care and Anger Management,
Family Therapy Writing/Journaling/Diary, Interpersonal Psychodynamic, Life Skills, Social Skills

Therapy, Relaxation [poorly tested: Problem Solving]

Eating Disorders None Cognitive Behavior Therapy, Family None None Client Centered Therapy, Education,
Therapy, Family Systems Therapy Goal Setting

Substance Use None Cognitive Behavior Therapy, Contingency None Goal Setting, Motivational Client Centered Therapy, Education,
Management, Goal Setting/Monitoring, Interviewing/Engagement Group Therapy (!!), Project CARE (!!),
Purdue Brief Family Therapy, Family Twelve Step Program
Therapy, Family Systems Therapy

Traumatic Stress Cognitive Behavior Therapy with Cognitive Behavior Therapy None Play Therapy, Psychodrama Client Centered Therapy, Cognitive

Behavior Therapy with Parents Only
[poorly tested: Cognitive Behavior
Therapy and Medication, EMDR]

Note: Level 5 refers to treatments that were tested and found ineffective. Risk of harm is noted by the symbol (!1), which indicates that at least one study found negative effects on the main outcome measure. The risk of using
such treatments should be weighed against potential benefits.

Above table reproduced with permission from State of Hawaii CAMHD, from http://hawaii.gov/health/mental-health/camhd/library/webs/ebs/ebs-index.html,
Table last updated 4/1/09, and downloaded 11/1/09




http://hawaii.gov/health/mental-health/camhd/library/webs/ebs/ebs-index.html



ADHD

27





Considering ADHD diagnosis?
Problem from inattention/hyperactivity?

Conduct Disorder
Substance Abuse

Anxiety Disorder
Mood Disorder
Autistic Spectrum Disorder

Consider comorbidity or other diagnosis:
Oppositional Defiant Disorder

Language or Learning Disability

Low Cognitive Ability/Mental Retardation

Diagnosis:

Use DSM-IV TR criteria:

Preschoolers have some normal hyperactivity/impulsivity: recommend skepticism if diagnosing ADHD
in this group. (Note that DSHS will require a medication review if prescribing and child age <5)
If rapid onset symptoms, note this is not typical of ADHD

Must have symptoms present in more than one setting
Symptom rating scale strongly recommended from home and school
e Vanderbilt ADHD Scale (many others available, for a fee)
If unremarkable medical history, neuro image and lab tests not indicated
If significant concern for cognitive impairment, get neuopsychological testing

‘ Treatment: If diagnose ADHD ‘

v

Mild impairment,
or no medication per family
preference

!

v

Significant impairment,
or psychosocial treatments not helping

Behavior management training

Psychosocial Treatment: Treat substance abuse,
Behavior therapy consider atomoxetine

Active
substance
abuse?

(essentially more effective time outs
and rewarding positive behavior)
Social skills training
Classroom support/communication

Give parent our resource list to
explain the above treatments
(the parent handout in this guide)

Primary References:

AACAP: “Practice Parameter for the Assessment and
Treatment of Children and Adolescents with Attention
Deficit/Hyperactivity Disorder.”JAACAP 46(7):July
2007:894-921

Jellinek M, Patel BP, Froehle MC eds. (2002): Bright
Eutures in Practice: Mental Health-Volume |. Practice
Guide. Arlington, VA: National Center for Education in
Maternal and Child Health: 203-211

Monotherapy with methylphenidate or
amphetamine preparation.

Titrate up every week until maximum
benefit (follow-up rating scales help)

If problem side effects or not improving,
switch to other stimulant class

v

If problem side effects, or not improving,
switch to atomoxetine or alpha2 agonist
monotherapy

v

If no improvement, reconsider diagnosis.
Medication combinations like alpha-2 agonist
plus stimulant may be reasonable at this stage.
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Vanderbilt ADHD Teacher Rating Scale (page 1 of 2)

Child’s Name: Date of Birth Grade Today’s Date
Completed by: Subject Taught (if applicable):

Each rating should be considered in the context of what is appropriate for the age of the child.
If you have completed a previous assessment, your rating should reflect the child’s behavior since you last completed a form.

Symptoms Never Occasionally  Often Very Often

1. Does not pay attention to details or makes careless 0 1 2 3
mistakes, such as in homework

2. Has difficulty sustaining attention to tasks or activities 0 1 2 3

3. Does not seem to listen when spoken to directly 0 1 2 3

4. Does not follow through on instruction and fails to finish 0 1 2 3
schoolwork (not due to oppositional behavior or failure
to understand)

5. Has difficulty organizing tasks and activities 0 1 2 3

6. Avoids, dislikes, or is reluctant to engage in tasks that 0 1 2 3
require sustained mental effort

7. Loses things necessary for tasks or activities (school 0 1 2 3
assignments, pencils, or books)

8. Is easily distracted by extraneous stimuli 0 1 2 3

9. Is forgetful in daily activities 0 1 2 3

10. Fidgets with hands or feet or squirms in seat 0 1 2 3

11. Leaves seat when remaining seated is expected 0 1 2 3

12. Runs about or climbs excessively when remaining seated 0 1 2 3
is expected

13. Has difficulty playing or engaging in leisure activities 0 1 2 3
quietly

14. Is “on the go” or often acts as if “driven by a motor” 0 1 2 3

15. Talks too much 0 1 2 3

16. Blurts out answers before questions have been 0 1 2 3
completed

17. Has difficulty waiting his or her turn 0 1 2 3

18. Interrupts or intrudes in on others (butts into 0 1 2 3
conversations or games)

19. Loses temper 0 1 2 3

20. Actively defies or refuses to comply with adults’ 0 1 2 3
requests or rules

21. Is angry or resentful 0 1 2 3

22. |s spiteful and vindictive 0 1 2 3

23. Bullies, threatens, or intimidates others 0 1 2 3

24. Initiates physical fights 0 1 2 3

25. Lies to obtain goods for favors or to avoid obligations 0 1 2 3
(“cons” others)

26. Is physically cruel to people 0 1 2 3

27. Has stolen items of nontrivial value 0 1 2 3

28. Deliberately destroys others’ property 0 1 2 3
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Vanderbilt ADHD Teacher Rating Scale (page 2 of 2)

Child’s Name: Today’s Date
Symptoms Never Occasionally  Often Very Often
29. Is fearful, anxious, or worried 0 1 2 3
30. Is self-conscious or easily embarrassed 0 1 2 3
31. Is afraid to try new things for fear of making mistakes 0 1 2 3
32. Feels worthless or inferior 0 1 2 3
33. Blames self for problems, feels guilty 0 1 2 3
34. Feels lonely, unwanted, or unloved; complains that “no 0 1 2 3
one loves him/her”

35. Is sad, unhappy, or depressed 0 1 2 3
Performance Problematic Average Above Average
Academic Performance

Reading 1 2 3 4 5

Mathematics 1 2 3 4 5

Written expression 1 2 3 4 5
Classroom Behavior

Relationship with peers 1 2 3 4 5

Following directions/rules 1 2 3 4 5

Disrupting class 1 2 3 4 5

Assignment completion 1 2 3 4 5

Organizational skills 1 2 3 4 5

Comments:

For Office Use Only:
SYMPTOMS:
Number of questions scored as 2 or 3 in questions 1-9:
Number of questions scored as 2 or 3 in questions 10-18:
Total symptom score for questions 1-18:
Number of questions scored as 2 or 3 in questions 19-28:
Number of questions scored as 2 or 3 in questions 29-35:

Vanderbilt ADHD Diagnostic Parent Rating Scale was developed by Mark L. Wolraich, MD.
Reproduced and format adapted by R. Hilt MD and Washington’s PAL with permission.
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Vanderbilt ADHD Parent Rating Scale (page 1 of 2)

Child’s Name: Date of Birth Grade Today’s Date
Completed by: Relationship to child: ['mom [Jdad [J other:

Each rating should be considered in the context of what is appropriate for the age of your child.
When completing this form, please think about your child’s behaviors in the past 6 months.

Symptoms Never Occasionally  Often Very Often

1. Does not pay attention to details or makes careless 0 1 2 3
mistakes, such as in homework

2. Has difficulty sustaining attention to tasks or activities 0 1 2 3

3. Does not seem to listen when spoken to directly 0 1 2 3

4. Does not follow through on instruction and fails to finish 0 1 2 3
schoolwork (not due to oppositional behavior or failure
to understand)

5. Has difficulty organizing tasks and activities 0 1 2 3

6. Avoids, dislikes, or is reluctant to engage in tasks that 0 1 2 3
require sustained mental effort

7. Loses things necessary for tasks or activities (school 0 1 2 3
assignments, pencils, or books)

8. Is easily distracted by extraneous stimuli 0 1 2 3

9. Is forgetful in daily activities 0 1 2 3

10. Fidgets with hands or feet or squirms in seat 0 1 2 3

11. Leaves seat when remaining seated is expected 0 1 2 3

12. Runs about or climbs excessively when remaining seated 0 1 2 3
is expected

13. Has difficulty playing or engaging in leisure activities 0 1 2 3
quietly

14. Is “on the go” or often acts as if “driven by a motor” 0 1 2 3

15. Talks too much 0 1 2 3

16. Blurts out answers before questions have been 0 1 2 3
completed

17. Has difficulty waiting his or her turn 0 1 2 3

18. Interrupts or intrudes in on others (butts into 0 1 2 3
conversations or games)

19. Argues with adults 0 1 2 3

20. Loses temper 0 1 2 3

21. Actively defies or refuses to comply with adults’ 0 1 2 3
requests or rules

22. Deliberately annoys people 0 1 2 3

23. Blames others for his or her mistakes or mishbehaviors 0 1 2 3

24. Is touchy or easily annoyed by others 0 1 2 3

25. Is angry or resentful 0 1 2 3

26. Is spiteful and vindictive 0 1 2 3

27. Bullies, threatens, or intimidates others 0 1 2 3

28. Initiates physical fights 0 1 2 3

29. Lies to obtain goods for favors or to avoid obligations 0 1 2 3
(“cons” others)

30. Is truant from school (skips school) without permission 0 1 2 3

31. Is physically cruel to people 0 1 2 3
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Vanderbilt ADHD Parent Rating Scale (page 2 of 2)

Child’s Name: Today’s Date
Symptoms Never Occasionally  Often Very Often
32. Has stolen things of nontrivial value 0 1 2 3
33. Deliberately destroys others’ property 0 1 2 3
34. Has used a weapon that can cause serious harm (bat, 0 1 2 3
knife, brick, gun)
35. Is physically cruel to animals 0 1 2 3
36. Has deliberately set fires to cause damage 0 1 2 3
37. Has broken into someone else’s home, business, or car 0 1 2 3
38. Has stayed out at night without permission 0 1 2 3
39. Has run away from home overnight 0 1 2 3
40. Has forced someone into sexual activity 0 1 2 3
41. Is fearful, anxious, or worried 0 1 2 3
42. Is afraid to try new things for fear of making mistakes 0 1 2 3
43. Feels worthless or inferior 0 1 2 3
44. Blames self for problems, feels guilty 0 1 2 3
45. Feels lonely, unwanted, or unloved; complains that “no 0 1 2 3
one loves him/her”

46. Is sad, unhappy, or depressed 0 1 2 3
47. Is self-conscious or easily embarrassed 0 1 2 3
Performance Problematic Average Above Average
Academic Performance

Reading 1 2 3 4 5

Mathematics 1 2 3 4 5

Written expression 1 2 3 4 5
Classroom Behavior

Relationship with peers 1 2 3 4 5

Following directions/rules 1 2 3 4 5

Disrupting class 1 2 3 4 5

Assignment completion 1 2 3 4 5

Organizational skills 1 2 3 4 5

Comments:

For Office Use Only:

SYMPTOMS:
Number of questions scored as 2 or 3 in questions 1-9:
Number of questions scored as 2 or 3 in questions 10-18:

Total symptom score for questions 1-18:

Number of questions scored as 2 or 3 in questions 19-26:
Number of questions scored as 2 or 3 in questions 27-40:
Number of questions scored as 2 or 3 in questions 41-47:
Number of questions scored as 1 or 2 in questions 48-49;

Vanderbilt ADHD Diagnostic Parent Rating Scale was developed by Mark L. Wolraich, MD.
Reproduced and format adapted by R. Hilt MD and Washington’s PAL with permission.
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Scoring the Vanderbilt ADHD Scales

The Vanderbilt rating scale is a screening and information gathering tool which can assist with making an ADHD
diagnosis and with monitoring treatment effects over time. The Vanderbilt rating scale results alone do not make a
diagnosis of ADHD or diagnose any other disorder—one must consider information from multiple sources to make a
clinical diagnosis. Symptom items 1-47 are noted to be significantly present if the parent or teacher records the
symptom as “often or very often” present (a 2 or 3 on the scale). The “performance” items at the end are felt to be

significant if the parent or teacher records either a 1 or 2 on each item.

Parent Version

Predominantly Inattentive Subtype
Requires 6 or more counted behaviors on items 1 through 9 and a performance problem

(score of 1 or 2) in any of the items on the performance section.

Predominantly Hyperactive/Impulsive Subtype
Requires 6 or more counted behaviors on items 10 through 18 and a performance problem

(score of 1 or 2) in any of the items on the performance section.
Combined Subtype
Requires 6 or more counted behaviors each on both the inattention and

hyperactivity /impulsivity dimensions.

Oppositional-defiant disorder

Requires 4 or more counted behaviors on items 19 through 26.

Conduct disorder

Requires 3 or more counted behaviors on items 27 through 40.

Anxiety or depression

Requires 3 or more counted behaviors on items 41 through 47

Teacher Version
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Predominantly Inattentive Subtype

Requires 6 or more counted behaviors on items 1 through 9 and a performance problem

(score of 1 or 2) in any of the items on the performance section.

Predominantly Hyperactive/Impulsive Subtype

Requires 6 or more counted behaviors on items 10 through 18 and a performance problem

(score of 1 or 2) in any of the items on the performance section.

Combined subtype
Requires 6 or more counted behaviors each on both the inattention and

hyperactivity /impulsivity dimensions.

Oppositional defiant and conduct disorders

Requires 3 or more counted behaviors from questions 19 through 28.

Anxiety or depression

Requires 3 or more counted behaviors from questions 29 through 35.

The performance section is scored as indicating some impairment if a child scores

1 or 2 on at least 1 item.

ADHD STIMULANT MEDICATIONS

Short Acting Stimulants

Drug Duration | Dosages Usual Starting FDA max DSHS maximum
Name Dose daily dose before a review
methylphenidate 4-6 hours | 5, 10, 20mg 5mg BID 60mg 120 mg
(Ritalin,
Methylin) Y dose if 3-byr
dextroamphetamine 4-6 hours | 5,10 mg 5mg QD-BID 40mg 60 mg
(Dexedrine
DextroStat Y dose if 3-5yr
Dexedrine SA)
amphetamine salt combo| 4-6 hours | 5, 7.5, 10, 12.5, 5mg QD-BID 40mg 60 mg
(Adderall) 15, 20, 30mg
Y> dose if 3-5 yr
dexmethylphenidate 4-6 hours | 2.5, 5, 10mg 2.5mg BID 20 mg 60 mg
(Focalin)

Extended Release Stimulants
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Drug Duration Dosages Stimulant | Usual FDA | DSHS Editorial
Name Class Starting | max maximum Comments
Dose daily | before review
dose
Methylin ER 4-8 hours | 10 or Methyl. | 10mg 60mg | 120 mg Generic available.
Methylphenidate 20mg tab QAM Uses wax matrix.
SR Variable duration
Metadate ER of action
Concerta 10-12 18, 27,36, | Methyl. | 18mg 72mg | 120 mg Osmotic capsule
hours 54 mg QAM
Adderall XR 8-12 hours | 5, 10, 15, 20| Dextro. | 5mg QD | 30mg | 60 mg Generic available.
25,30 mg Beads in capsule
can be sprinkled
Metadate CD ~8 hours 10,20,30, Methyl. | 10mg 60mg | 120 mg Beads in capsule
(30% IR) 40,50, 60 QAM can be sprinkled
mg
capsules
Ritalin LA ~8 hours 10,20,30, Methyl. | 10mg 60mg | 120 mg Beads in capsule
(50% IR) 40 mg QAM can be sprinkled
capsules
Focalin XR 10-12 5, 10, 15, Methyl. | 5mg 30mg | 60 mg Beads in capsule
hours 20 mg QAM can be sprinkled
Daytrana patch Until 3-5 | 10,15,20, Methyl. | 10mg 30mg | nfa Rash can be a
hours after | 30mg QAM problem, slow AM
patch Max (no PO dose | startup, has allergy
removal 30mg/9hr equivalence) | risk
Lisdexamfetamine | ~10 hours | 30,50,70 Dextro. | 30 mg 70mg | 70mg Conversion ratio
(Vyvanse) mg QD from
dextroamphetamine
is not established

Versions of all of the above medications (except Ritalin LA) are on WA preferred drug list, http://rx.wa.gov

NON-STIMULANT MEDICATIONS FOR ADHD

Duration | Dosages Usual Starting Dose | FDA max Editorial
daily dose Comments
Atomoxetine All day 10,18,25,4 | 0.5mg/kg/day Lesser of usually lower
(Strattera) 0, 1.4mg/kg/day | effectiveness than
60,80,100 or 100mg stimulants; has
mg (1 to 1.2 mg/kg/d (DSHS limitis | Gl side effects
usual full dosage) 120mg/day)
Clonidine 12 hour ¥ | 0.1, 0.2, 0.05mg QHS if (Not per FDA) | Often given to
(Catapres) life 0.3mg <45kg, otherwise ~ 27-40kg 0.2mg | help sleep, also
0.1mg QHS 40-45kg 0.3mg | treats tics, can
>45kg 0.4mg | have rebound BP
Caution if <5 yr. effects
Guanfacine 14 hour % | 1,2mg 0.5mg QHS if (Not per FDA) | Often given to
(Tenex) life <45kg, otherwise ~ [27-40kg 2mg help sleep, also
1mg QHS 40-45kg 3mg | treats tics, can
>45kg 4mg have rebound BP
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Caution if <5 yr.

effects

Guanfacine XR 16 hour%: | 1,2, 3, 1mg QD if over 6 4mg daily May have more

(Intuniv) life 4mg years old even duration of
(full dosage 0.05 to action than
0.12mg/kg) regular Tenex

Versions of all the above medications, except Intuniv, are on WA preferred drug list,

Reference: AACAP ADHD Practice Parameter (2007), Micromedex 2009

Effect size of all stimulants ~1.0
Effect size of atomoxetine ~0.7
Effect size of guanfacine ~0.65

Medication net costs to DSHS:

Strattera
Vyvanse
Daytrana
Concerta
Adderall XR
Focalin XR

dextroamphetamine SA
amphetamine salt combo
dextroamphetamine
methylphenidate SR

methylphenidate

http://rx.wa.gov
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ADHD Resources

Information for Families

Books families may find helpful:

Taking Charge of ADHD: The Complete Authoritative Guide for Parents (Revised
Edition, 2000), by Russell A. Barkley, PhD.

Raising Resilient Children: Fostering Strength, Hope and Optimism in Your Child
(2002), by Robert Brooks, PhD. and Sam Goldstein, PhD.

Attention Deficit Disorder: The Unfocused Mind in Children and Adults (2006) by Tom
Brown, PhD.

Books Children may find helpful:

Learning to Slow Down & Pay Attention: A Book for Kids About ADHD (2004) by
Kathleen Nadeau, PhD., Ellen Dixon, PhD., and Charles Beyl

Jumpin’ Johnny Get Back to Work! A Child’s Guide to ADHD/Hyperactivity (1981) by
Michael Gordon, PhD

Websites families may find helpful:

www.chadd.org (support groups, information resource)

www.teachadhd.ca (teaching advice for ADHD Kkids)

www.parentsmedguide.org (quality information about medications for ADHD)
www.dshs.state.tx.us/mhprograms/CMAPadhdED.shtm (CMAP family information)

More book and other information recommendations can be found at parentsmedguide.org
Change link to: http://www.psych.org/share/parents-med-guide.aspx

“Behavior Management Training” and “Behavior Therapy” are manual and research
based therapies for ADHD related problems lasting 10-20 sessions that can be performed
by a qualified therapist. These treatments, though helpful with ADHD, are usually less
effective than medications. The principle elements of these treatments are:

1) reviewing information about the nature of ADHD

2) learning to attend carefully to both misbehavior and when child complies

3) establishing a “token economy,” like sticker chart rewards

4) using time out effectively

5) managing non-compliant behavior in public settings

6) using a daily school report card

7) anticipating future misconduct
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Anxiety Problem?
Unexplained somatic complaints?

v

Safety check: Neglect/Abuse?
Drug abuse?
Medical cause? (i.e. medication effects, asthma)

v

Think about comobidity: Depression and ADHD are common.
~50% of kids with anxiety have 2 or more anxiety diagnoses

Diagnosis:
DSM-1V TR diagnostic criteria
SCARED rating scale (or others for a fee)
If obsessions/compulsions, think of OCD
If nightmares/flashbacks, think of PTSD

Label as “Anxiety Disorder, NOS” if the type is unclear

an problem be
managed in primary
care?

YES NO—p> Referral

v

Moderate/Severe Problem
(significant impairment in one setting or at least
moderate impairment in multiple settings

Mild Problem

(noticeable, but basically functioning OK)

Discuss their concerns

Reassure that “many kids feel this way”
Correct any distorted thoughts (e.g. “If T don’t get an ‘A’, I’1l die”) ) )
Reduce stressors, but will still have to face a fear to conguer it Also offer advice on the left pathway as per a “mild problem

Offer tip sheet on relaxation techniques to help child tolerate ) ) o
exposure to their fears Most children should have a trial of therapy before medications.

Offer parent/child further reading resources on anxiety, as self-help Consider start SSRI if therapy not helping or anxiety very severe.
Low dose Fluoxetine or Sertraline are first line choices

Recommend Individual psychotherapy
(CBT is preferred; key element is a gradual exposure to fears)

is possible
¢ Wait four weeks between SSRI increases, use full dose range if no SE.
- Check for agitation/suicidal thought side effect by phone or in person
Come back if not better in 1-2 weeks, and stop medicine if agitation or increased anxiety.

Try a second SSRI if first is not helpful

Reference:
Jellinek M, Patel BP, Froehle MC eds. (2002): Bright Futures in Practice: Mental Health-Volume I. Practice Guide. Arlington, VA: National

Center for Education in Maternal and Child Health: 203-211

AACAP: Practice Parameter for the Assessment and Treatment of Children and Adolescents with Anxiety Disorders, JAACAP; 46(2): 267-283
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Relaxation Therapy Tip Sheet

The following two techniques when practiced regularly can become useful skills that help a child face a plan
of gradually increasing exposure to their fears. Gradual, tolerated exposures are a core element of
“unlearning” a fear. It is suggested to do either or both of these once a day for a while until the calm state
produced can be easily achieved. Using one of these behaviors will decrease physiological arousal if the body
feels anxious, stressed or in pain. It is best to practice these skills at times when not feeling anxious so that it
will be less intimidating to try at a time of high anxiety.

Breathing Control:

1.

w

Imagine that you have a tube that connects the back of your mouth to your stomach. A big
balloon is connected to the tube down in your stomach. When you breathe in the balloon
blows up and when you breathe out the balloon deflates. Put your hand on your stomach and
practice taking breaths that push your hand out as that balloon inflates. When learning this
trick, it might be easier to lie down on your back while you observe what is happening.

Now focus on doing these stomach balloon breaths as slowly and as comfortably possible.
Inhale slowly, pause briefly, and then gently exhale. When you allow that balloon to deflate,
notice the calm feeling that comes over you. Counting the length of each phase may help you
find that sense of calm, such as counting slowly to 3 during inhalation, to 2 while pausing, then
to 6 while exhaling.

Now practice making your breath smooth, like a wave that inflates and deflates.

If you experience brief dizziness or tingling in fingers, this just means you are breathing too
quickly (hyperventilating), so slow your breathing further to stop that sensation. Once skilled
at this, just a few controlled breaths at a time of stress will produce noticeable relief, and can
be done anywhere.

Progressive Muscle Relaxation:

=

This is particularly helpful for kids who experience body aches along with stress/anxiety. It is easier to
have someone guide a child through this the first few times until the technique is learned. Tell kids this
is like learning to turn their muscles from uncooked spaghetti into cooked spaghetti.

Lie down in a quiet room and take slow breaths, try Breathing Control as above.

Think about the muscles of your head and face, now scrunch them up tightly and clench your
teeth, hold that as you count to 10, then allow all of those muscles to relax. Notice that
feeling of relaxation in your face, and your jaw loosening.

Now concentrate on muscles of your shoulders and neck, tighten up your neck muscles
pulling your head down, shrug your shoulders up, hold that uncomfortable tightness, for a
count of 10, then let all those muscles relax and notice the feeling.

While continuing your slow breathing, move your attention to your arms and hands,
tightening those muscles further and further, hold it as you count to 10. Then allow those
muscles to relax.

Now think about the muscles in your legs, your bottom and your feet, tighten all these
muscles up, feel the hard tension throughout your legs, hold it as you count to 10, then allow
your legs and feet to relax as you continue your slow breathing.

40





6.  Now that all of your muscles have relaxed, continue your slow breathing and take some time
to enjoy the sense of relaxation. Focus on how the most relaxed areas of your body feel now.

Robert Hilt, MD
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Screen for Child Anxiety Related Disorders (SCARED)
Child Version—Pg. 1 of 2 (To be filled out by the CHILD)

Name:

Date:

Directions:

Below 1s a list of sentences that describe how people feel. Read each phrase and decide if 1t 15 “Not True or Hardly
Ever True” or “Somewhat True or Sometimes True” of “Very True or Often True™ for you. Then for each sentence,
fill in one circle that corresponds to the response that seems to describe vou for the last 3 months.

0 1 2
Not True or | Somewhat Very True
Hardly True or or Often
Ever True Sometimes True
True

1. When I feel frightened, 1t 15 hard to breathe. O O O
2.1 get headaches when I am at school. O O O
3 Tdon’t like to be with people T don’t know well. O O O
4.1 get scared 1f I sleep away from home. O O O
5. I worry about other people liking me. @) 9 O
6. When I get frightened_ T feel like passing out. O O O
7.1 am nervous. O O O
8.1 follow my mother or father wherever they go. O D O
9. People tell me that I look nervous. O O O
10. I feel nervous with people I don't know well. @) ) O
11.1 get stomachaches at school. O O O
12. When I get frightened, I feel like [ am going crazy. O P ]
13. I worry about sleeping alone. O S O
14. I worry about being as good as other kids. @) - O
15, When I get frightened, I feel like things are not real. @ O O
16. I have nightmares about sometlung bad happening to my . p
parents. O O O
17. I worry about going to school. O ) O
18. When I get frightened, my heart beats fast. O @) O
19. I get shaky. O O O
20. I have nightmares about something bad happening to me. @) O O

Reproduced with permission from the developer, Boris Birmaher, MD. May be reproduced for clinical use.
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Screen for Child Anxiety Related Disorders (SCARED)
Child Version—Pg. 2 0of 2 (To be filled out by the CHILD)

0 1 2
Not True or | Somewhat Very True
Hardly True or or Often
Ever True Sometimes True
True

21. T worry about things working out for me. O O O
22. When I get frightened. I sweat a lot. O O O
23 Tam a worrier. @] O O
24. 1 get really fnghtened for no reason at all. O O O
25 T am afraid to be alone 1n the house. O @) O
26. It 15 hard for me to talk with people I don’t know well. O @ O
27. When I get frightened, I feel like I am choking. @] O 9
28. People tell me that I worry too much. O O @
29.Idon’t like to be away from myv family. O i @)
30. I am afraid of having anxiety (or panic) attacks. O i @)
31. I'worry that something bad might happen to my parents. O O O
32. 1 feel shy with people I don™t know well. O @) o
33. I'worry about what 1s going to happen in the future. ) O QO
34. When I get frightened, I feel like throwing up. o O O
35. I'worry about how well I do things. O O O
36. I am scared to go to school. O @ O
37. I'worry about things that have already happened. O O O
38. When I get frightened, I feel dizzy. O o O
391 feel nervous when I am with other children or adults and I i
have to do something while they watch me (for example: read O @ O
aloud. speak, play a game. play a sport.)
401 feel nervous when I am going to parties, dances, or any place o~ ~ -
where there will be people that I don’t know well. ~ © ©
41.1am shy. O O O

SCORING:
A total score of = 25 may indicate the presence of an Anxiety Disorder. Scores lugher that 30 are more specific.

A score of 7 forttems 1, 6, 9. 12, 15, 18, 19, 22_ 24, 27, 30, 34, 38 may indicate Panic Disorder or Significant
Somatic Symptoms.

A score of 9 for ttems 5, 7, 14, 21, 23, 28, 33, 35, 37 may indicate Generalized Anxiety Disorder.
A score of 5 for items 4, 8, 13, 16, 20, 25, 29, 31 may indicate Separation Anxiety Disorder.
A score of 8 for items 3 10_ 26_ 32, 39, 40, 41 may indicate Social Anxiety Disorder.

A score of 3 for ttems 2, 11, 17, 36 may indicate Significant School Avoidance.

*For children ages § to 11, it is recommended that the clinician explain all guestions, or have the child answer the
guestionnaire sitting with an adult in case they have any questions.

Developed by Bonis Birmaher, M.D., Suneeta Khetarpal, M.D.. Marlane Cully, M.Ed.. David Brent M.D_, and Sandra McKenzie, Ph.D., Westem
Psychiamic nstitute and Chinie, University of Pgh. (10/95). E-mail: birmaherb@msx upme edu
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SCARED Rating Scale Scoring Aide

Question

Panic/Somatic
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41
Total

General Anxiet

Separation

School Avoidance

Social

Cutoff=7

Cutoff =9

Cutoff =5

Cutoff =8 Cutoff =3

Total Anxiety = 25

0=not true or hardly true

1=somewhat true or sometimes true  2=very true or often true
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Child Anxiety Medications

Starting at a very low dose of SSRI for the first week or two with anxiety disorders is especially
essential to reduce the child’s experience of side effects (augmented by associated somatic anxieties).

Dosage Form | Usual Increase RCT anxiety | FDA anxiety Editorial
starting dose | increment treatment approved for | Comments
for (after ~4 benefit in children?
adolescents | weeks) kids

Fluoxetine 10,20,40 mg 5-10 mg/day | 10-20mg** Yes Yes Long % life, no
(Prozac) 20mg/sml SE from a
(60 max)* (For OCD>7yr) | missed dose
Sertraline 25,50,100mg 25 mg/day 25-50mg** Yes Yes May be prone
(Zoloft) 20mg/ml to SE from
(For OCD weaning off
(200 max)* >6yr)

Sertraline and Fluoxetine are both first line medications for child anxiety disorders, per the evidence base
Fluvoxamine | 25,50,100 mg 25 mg/day 50 mg ** Yes Yes Often more
(Luvox) side effect than

other SSRI’s,
(For OCD has many drug
(300 max)* >8yr) interactions
Paroxetine 10,20,30, and 5-10 mg/day | 10-20mg** Yes No Not preferred if
(Paxil) 40 mg child also has
10mg/5ml depression.
12.5, 25, 37.5 (60 max)* Can have short
mg CR forms Y life
Citalopram 10,20,40 mg 5-10 mg/day | 10-20mg** Yes No Very few drug
(Celexa) 10mg/5ml interactions
(40 max)*
Escitalopram | 5,10,20mg 2% 105 5-10mg** No No No generic
(Lexapro) 5mg/5ml mg/day form.
Active isomer
(20 max)* of citalopram

Highlighted generics are on WA preferred drug list, http://rx.wa.gov
* Recommend decrease maximum dosage by at least 1/3 for pre-pubertal children

** Recommend using the lower dose increase increments for younger children.

Successful medication trials should continue for 6-12 months

DSHS Costs: citalopram<fluoxetine<mirtazapine<paroxetine<bupropion<bupropion SR<venlafaxine<EffexorXR

45




http://rx.wa.gov/



Anxiety Disorder Resources—Patient Information

Books that parents may find helpful:

Freeing your Child from Anxiety (2004), by Tamar Chansky, PhD.

Helping Your Anxious Child (2008), by R Rapee PhD., A Wignall DPsych, S Spence PhD., V
Cobham PhD., and H Lyneham, PhD.

Worried No More, 2" Ed (2005), by Aureen Pinto Wagner, PhD

Talking Back to OCD (2006), by John March MD

Freeing Your Child from Obsessive-Compulsive Disorder (2001), by Tamar Chansky, PhD

Books that children may find helpful:

What to Do When You Worry Too Much (2005), by Dawn Huebner, PhD.

What to Do When You Are Scared and Worried (2004), by James Crist, PhD.

Websites that parents may find helpful:

Anxiety Disorders Association of America
www.adaa.org

Children’s Center for OCD and Anxiety
www.worrywisekids.org

Child Anxiety Network
www.childanxiety.net/Anxiety Disorders.htm

American Academy of Child and Adolescent Psychiatry
www.aacap.org/cs/root/facts for families/the anxious child

US Department of Health
http://mentalhealth.samhsa.gov/publications/allpubs/CA-0007/default.asp
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Autism
and Autism Spectrum Disorders

This section was co-authored
by Dr. Robert Hilt and Dr. A.A. Golombek
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Considering an Autism Spectrum Disorder?
Any Early Red Flags? Not smiling in response to being smiled at, or making eye contact
Does not develop shared attention with others
Does not respond to own name by 1 year of age

Poor social communication or lack of interest in other children

v
Consider a comorbidity or other diagnoses:
Intellectual Disability (ID), Global Developmental Delay (GDD), Learning Disorders
Speech and Language Disorders
Hearing or Vision Impairment
Neglect or Abuse
Other Neurologic Disorders (epileptic, infectious, auto-immune, neoplastic, metabolic)
Other Psychiatric Disorders (Anxiety, Depression, ADHD)

v

Diagnosis: Use DSM-IV TR diagnostic criteria which include presence of:

A. Impairments in Social Interaction—including impairments in non-verbal behaviors, developmentally-appropriate
peer relationships, spontaneous sharing interests, and/or social or emotional reciprocity.

B. Impairments in Communication—including a delay or lack of spoken language without use of alternative modes of
communication, a marked impairment in starting and sustaining conversation, a lack of developmentally-appropriate
pretend or social imitative play, and/or stereotyped, repetitive, or idiosyncratic language

C. Restrictive, repetitive, stereotyped behaviors, interests, and activities—including abnormally intensely focused and
restricted interests, inflexible adherence to non-functional routines, stereotyped and repetitive motor mannerisms (finger
or hand flapping or twisting), and/or persistent preoccupation with parts of objects.

May augment one’s assessment with an age-appropriate screening tool:
M-CHAT (Modified Checklist of Autism in Toddlers) for age 16-30 months.
Found at www.firstsigns.org/downloads/m-chat.PDF
CAST (Childhood Autism Spectrum Test) for age 4-11 years. Found at www.autismresearchcentre.com/tests
AQ (Autism Quotient) for age 12-15 years. Found at www.autismresearchcentre.com/tests

(many others are available for a fee)
Treatment:

Refer to further evaluation, Early Intervention and education:
If birth to 3 years old, contact the Family Health Hotline (800-322-2588) or the Washington State Infant Toddler Early
Intervention Program (http://www.dshs.wa.gov/iteip). They assist with evaluation and treatment of any developmental concerns.

If 3 years or older, contact the special education department in the local school system, and request an evaluation for an I1EP.
May ask for evaluation of intellect, academic progress, social and communication skills including pragmatic or social language,
and occupational and adaptive function as all are relevant to the school setting.

Individually evaluate/address any deficits in the following areas (might consider a formal autism evaluation):
Speech and language deficits —consider referral to speech/language therapist

Social skills deficits —consider social skills groups or a speech/language therapist

Sensory sensitivities/motor abnormalities that impact function —consider referral to occupational or physical therapy
Maladaptive behavior that affects function —consider referral to a behavioral therapist, psychologist, or psychiatrist

Medical Evaluation:

1. Check hearing and vision. Check on dental status. Assure getting routine medical care.

2. Consider epilepsy if comorbid intellectual or global developmental delay, or decline in functioning.

3. Do genetic, metabolic, or other studies as indicated by presentation. Consider Fragile X testing.

4. Monitor closely for treatable medical problems like ear infections and constipation which can worsen symptoms.
5. Consider co-morbid psychiatric conditions (like ADHD, anxiety or depression) which can worsen functioning

Primary References:

Johnson C, Myers S, Council on Children with Disabilities, “Identification and Evaluation of Children with Autism Spectrum Disorders,” Pediatrics 120(5):
November 2007: 1183-1215.

Myers S, Johnson C, Council on Children with Disabilities, “Management of Children with Autism Spectrum Disorders,” Pediatrics 120 (5), November 2007:
1162-1182.
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Treatments for Autism and Difficulties Associated with Autism

Treatment for Autism:
--Currently, there is no single treatment for autism, but a variety of approaches may fit the child’s unique circumstances.

Speech and Language Therapy:

--Consider when communication is a key concern. Goal is to teach pragmatic or social language skills, rewarding any
steps child makes in this direction. Alternative communication systems like Picture Exchange Communication System
(PECS) may be needed if child remains non-verbal. The picture exchange system lets the child and others point to pictures
representing things (like food) or activities (like using the bathroom) to communicate. Achieving a means of basic
communication is often essential in improving function and reducing maladaptive behaviors.

--Speech/Language therapists are commonly available in most communities and/or schools.

Social Skills Training:

--Consider when this is appropriate to the child’s developmental level. Social skills training often uses social stories, role-
playing, and peer skills groups. Social stories are cartoon-like illustrations depicting social events (e.g., greeting new
people, going to the store) or skills (e.g., asking for help when teased or distressed) to help children anticipate new events
or practice skills. Social skills training may become a primary focus of the school environment to teach steps of how to
interact with others, especially after basic communication skills are learned.

--May be available in communities and schools through the work of Speech and Language or other therapists.

Occupational and Physical Therapy:

--Consider when there are functional problems with adaptive skills or with muscle control. Occupational therapists (OTs)
are often effective in improving function impaired by sensory sensitivities by modifying the environment. OTs may also

assess and work on improving adaptive skills or skills of daily living. Physical therapists (PTs) can be helpful if the child
has muscle control abnormalities which impair function.

-- OT and PT providers are commonly available in communities

Medical Assessment: Consider medical, neurological, psychiatric, medication-induced, and trauma-related causes of
maladaptive behaviors, especially if there are sudden changes in function. Rule out pain (head or ear aches, constipation)
as a trigger for any new behaviors, particularly since children with autism are not typically very good at communicating
distress and may exhibit maladaptive behavior when medically distressed.

Behavior therapy:

Consider to address core deficits associated with autism and to reduce maladaptive behaviors. Applied behavioral therapy
and related training methods (which are the components of Applied Behavior Analysis or “ABA”) have been shown to
improve many autism symptoms by teaching and reinforcing social and communication skills and by reducing maladaptive
behaviors. Any behavioral program should be tailored to a child’s needs, build on the child's interests, offer a predictable
schedule, teach tasks as a series of simple steps, actively engage the child's attention in structured activities, and provide
regular reinforcement of behavior. Efficacy of interventions should be tracked by establishing a baseline and monitoring
progress, with interventions adjusted accordingly. Parental involvement is a major factor in treatment success—parents
help identify target skills and behaviors, and are often trained to continue the therapy at home.

Maladaptive behaviors can be reduced via a functional analysis of behavior, which includes characterizing the behavior,
the setting, provoking, and reinforcing factors. The behavior is then modified by changing these factors. See also
“Treating Maladaptive Behavior Using Functional Analysis,” and “Autism Resources—for Families and Care Providers.”
--Behavior therapists may be available in either a school or in the community.

Psychotropic Medications: If aggression, self-injury, irritability, or mood swings are severe, consider Risperidone or
secondarily Abilify after reviewing “Psychotropic Medication Considerations for Children with Autism.”

Co-morbid Psychiatric Disorders:

Conditions such as ADHD, anxiety or depression do occur in children with autism, but avoid attributing core autism
spectrum symptoms (e.g., poor eye-contact, flat affect, social withdrawal, repetitive behavior, rigidity, or concrete thought
process) to a psychiatric diagnosis without noting a if there had been a change from baseline. Use evidenced-based
therapies for psychiatric disorders to the extent they are developmentally appropriate. Consider psychotropic medications
when appropriate for a condition, but first review ‘“Psychotropic Medication Considerations for Children with Autism.”

A.A. Golombek, MD and Robert Hilt, MD
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Treating Maladaptive Behavior Using Functional Analysis

Identify the behavior
Character (what they do)
Timing  (especially noting provoking and reinforcing factors)
Frequency (times per day or per week)
Duration (i.e. 30 minute behaviors are different than 30 second behaviors)

Analyze and make hypotheses about the function of the behavior

--Communication. This is the primary etiology to investigate if a child lacks communication skills.
Maladaptive behavior may communicate physical discomfort like pain, constipation, reflux or a
new illness. It may also communicate an emotional discomfort like boredom, anxiety, anger,
frustration, sadness, or over-excitement.

--Achieving a goal. How does performing the behavior benefit the child, what does he/she gain? This
might include escaping an undesired situation, avoiding a transition, acquiring attention, or
getting access to desired things like toys or food.

--No function. If there is no function identifiable for the behavior, this suggests causes like seizures,
medication side effects, sleep deprivation, and other medical or psychiatric disorders.

Modify the environment by changing provoking and reinforcing factors.

Enhance communication--consider using an alternative communication system, such as a picture-
exchange system (such as PECS) for non-verbal children.

Use simple, concrete sentences and questions with child. Remain calm.

Increase structure--provide schedule of day’s events, use routines, anticipate transitions. Consider
social stories to practice routines, especially to prepare for new situations. Teach child how to
ask for help and how to tell adults when they need a break.

Modify demands--match the task to their 1Q, developmental stage & language ability. Limit time
for tasks, schedule fun activities after less preferred ones.

Allow child access to a time-limited escape to a calm, quiet place if overwhelmed.

Reinforce positive behavior with attention and praise, find out what child finds rewarding (special
activity, food, favorite toy, a gold star, etc.)

Avoid reinforcing maladaptive behavior with attention or other gains.

Schedule special, non task-driven, time for child and parents together that is honored and not
conditional on other behaviors.

Consult with a behavioral specialist to facilitate process and support family.
Behavior modification specialists can make tailored suggestions for the family’s situation.
If behavior is at school, consult with the school psychologist for a behavioral intervention.

If strategies are insufficient or behavior is severe, or places child or others at risk of harm, consider
augmentation with medications.

See Care Guide sections, “Psychotropic Medication Considerations in Children with Autism”
and “Non-Specific Medications for Maladaptive Aggression.”

A.A. Golombek, MD and Robert Hilt, MD
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Psychiatric Medication Considerations in Children with Autism

1. Medications do not improve core autism features; i.e. there is currently no “autism medication.”

2. Consider augmenting behavioral or counseling treatments with medications if there is moderate to
severe distress and dysfunction in an area noted to be medication responsive.

3. Use a single medication appropriate to a diagnosis or target symptom. Start low and increase slowly.
4. Track the target symptom’s response to interventions.

5. Be skeptical about the utility of medicines that “work™ for only a couple of weeks before a dose
increase seems to be required—it is not safe to increase medicine doses indefinitely beyond the normal
dosage range.

6. If an intervention isn’t reducing symptoms, taper and remove the medication, then re-evaluate. Be
vigilant about stopping any medication that is not clearly helpful

7. A history of past benefit from a medication does not necessarily mean there is continued benefit
from ongoing use. Periodic attempts to wean off a previously helpful medication (such as annually)
will reveal if ongoing use of that medicine is desirable.

8. Do not exceed maximum dose recommendations for typically developing children. Note children
with autism typically experience more adverse effects than others do from psychotropic medications.

Some medications to consider include:

Risperidone: FDA approved for children 5-16 years of age with irritability, aggression, self-
injury, and quick mood swings associated with autism. Use if behavioral therapy is yielding
inadequate results on severe symptoms. Can have many adverse effects including weight
gain, dystonia, sedation, neuroleptic malignant syndrome, tardive dyskinesia and both
cholesterol and glucose elevations. Suggest start at 0.25-0.5mg/day, usual effective dosage is
less than 2mg/day. Requires glucose, lipid panel, and AIMS monitoring (see page 55).

Avripiprazole: FDA approved for children aged 6 to 17 years for symptoms of aggression
toward others, deliberate self injury, temper tantrums and quick mood swings associated with
autism. Has same adverse effects and monitoring needs as risperidone, including probability
of weight gain. As a newer agent, less autism research and clinical experience exists relative
to risperidone. Effective in 5-10mg/day range of dosing. No generic formulation.

Stimulants: Consider if an ADHD comorbidity, though they may have less benefit on ADHD
symptoms than children without autism. They have more adverse effects than children
without autism, including more irritability, insomnia, and social withdrawal. Best studied of
this group is methylphenidate. If used, start with 2.5mg/dose or 0.125mg/kg bid to tid.

SSRI’s: Consider if an anxiety or depression comorbidity. Are shown to not improve any of
the core autism features. SSRI’s have increased rates of adverse effects including agitation,
irritability, elation, and insomnia than for children without autism.

A.A. Golombek, MD and Robert Hilt, MD
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Autism Resources--for Families and Care Providers

Books that families may find helpful:
Children with Autism: A Parent’s Guide (2000), by Michael D. Powers.

A Parent’s Guide to Asperger Syndrome and High-functioning Autism: How to Meet the Challenges
and Help Your Child Thrive (2002), by Sally Ozonoff, Geraldine Dawson, and James McPartland.

Websites families may find helpful:

http://wwww.autismspeaks.org (advocacy, diagnostic, treatment and support resources)
http://depts.washington.edu/uwautism (advocacy, diagnostic, treatment and support resources)
http://www.arcwa.org/parent_to_parent.htm (parent peer mentorship program)

Resources for Teaching Social Skills:

All Ages:

The Social Skills Picture Book: Teaching Play, Emotion, and Communication to Children with
Autism (2003), by Jed Baker, (Future Horizons.)

The New Social Story Book, Illustrated Edition (2000), by Carol Gray, (Linguisystems.)

Preschool-Kindergarten:

Skillstreaming in Early Childhood: Teaching Prosocial Skills to the Preschool and Kindergarten Child
(1990), book and program forms booklet, by Ellen McGinnis and Arnold Goldstein, (Research Press.)
Do, Watch, Listen, Say (2000), by Kathleen Ann Quill, (Thinking Publications.)

Elementary Grades (1% through 4™):

Social Star: General Interaction Skills (Book 1), Social Star: Peer Interaction Skills (Book 2), and
Social Star: Conflict Resolution and Community Interaction Skills (Book 3), by Nancy Gajewski,
Patty Hirn, and Patty Mayo, (Thinking Publications.)

Skillstreaming the Elementary School Child: New Strategies and Perspectives for Teaching Prosocial
Skills (1997), by Ellen McGuinnis and Arnold Goldstein, (Research Press)

Comic Strip Conversations (1994), by Carol Gray, (Thinking Publications.)

Secondary Grades and Adolescents:

SSS: Sacial Skills Strategies Book A and SSS: Social Skills Strategies Book B (1989), by Nancy
Gajewski and Patty Mayo, (Thinking Publications.)

Navigating the Social World: A Curriculum for Individuals with Asperger’s Syndrome, High
Functioning Autism and Related Disorders (2001), by Jeanette McAfee, M.D., (Future Horizons.)
Inside Out: What Makes the Individual with Social-Cognitive Issues Tick? (2000), by Michelle Garcia
Winners, (Thinking Publications.)

Board Games and Online Games:

10 Say and Do Positive Pragmatic Game Boards, (Super Duper Publications.)
The Non-Verbal Language Kit (ages 7-16), (Linguisystems.)
www.do2learn.com (free games that teach about feelings and facial expressions.)

Picture Exchange Communication System (PECS) resource
www.do2learn.com (has pictures that can be printed out for arranging a visual daily schedule)
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Bipolar Disorder

The diagnosis of bipolar disorder in children is a controversial topic even amongst child
psychiatric specialists. This controversy makes it difficult for primary care providers to
know what to do when they are wondering about bipolar disorder in their patient.

In an ideal world, primary care providers would not have to struggle with this, and
could refer all such patients to skilled mental health specialists to assist with diagnosis
and treatment. The reality is that many primary care providers feel they do not have
that option.

This guide on bipolar diagnosis and treatment aims to provide guidance to the primary

care provider struggling on their own to sort out a diagnosis, or otherwise manage a
bipolar disordered child in their practice.
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Considering Bipolar Disorder?

v

Strongly consider other reasons for the symptoms such as:
ADHD
Conduct Disorder
Oppositional Defiant Disorder
Major Depression

Treat other causes of

Early abuse or neglect in dysregulation syndromes - - uszl;?sgg?bgfgleizgzé;s
“Difficult” temperament of child plus interpersonal conflicts
Asperger Disorder, especially with oppositionality
OCD, separation anxiety or other anxiety disorder
Medical causes of mania (including fetal alcohol syndrome)
v
Safety check: Suicidality?
Drug abuse?
Current neglect/abuse?
Diagnosis: L. If yes to any, child should
®  Does child have history of clear manic episode for >4 days? S22 n_19nta| health
®  History of hospitalization for mania? | vesp| SPecialistatRSN to
e History of psychosis or severe suicidality? sl Efelen U ey 1]
e  Symptom of inappropriate euphoria/grandiosity? e
I phenotype” bipolar)
Maybe
A 4

Is this Bipolar Disorder NOS?

® This is label used for bipolar symptoms that cause impairment, but
severity or duration criteria for bipolar | or Il not met.

® Diagnosis is controversial.

®  Most irritable, moody, irrational, hyperactive kids do NOT have a
bipolar disorder.

v v

More likely Bipolar Disorder NOS if: Less likely Bipolar Disorder NOS if:
Episodic patterns of mood changes Younger age (such as <10)
including elation, hyperactivity, Rages only after frustrations

grandiosity, hypersexuality, decreased

sleep that are a departure from baseline ﬁgms)toms only in 1 setting (i.e. Reconsider oppositional
function (and not fully explained by High expressed emotion in defiant disorder, ADHD,
child’s response to stressors) household (think ODD) or other reasons for
behaviors
Have 1 degree relative with bipolar
Treatment:
1. Consider consultation with a mental health specialist, especially if
safety concerns
2. Consider medical causes of manic symptoms like hyperthyroidism,
neurological dysfunction Primary References:
3. Psychosocial/behavioral intervention tailored to family, including:
a. family psychoeducation AACAP “Practice
b. child/family focused CBT Parameter for the
¢. enhancing school and community supports Assessment and

Treatment of Adolescents
and Children with Bipolar
Disorder” JAACAP 2007,

d. individual or family psychotherapy
e. behavior management training

4. Medication trial, single agent preferred, choose among: 46(1), 107-125
a. atypical antipsychotic
b. lithium DSM-IV TR June 2000,
c. lamotrigine (especially if bipolar depression) American Psychiatric
d. divalproex, carbamazepine also options, though have less Publishing, Inc. 4" edition

evidence basis
5. Be cautious of prescribing antidepressants \/\
6. Follow up frequently, perhaps weekly until stabilizing
7. Ensure adequate sleep hygeine.






Bipolar Disorder Medications—Page 1

Evidence base on bipolar medications is for narrow phenotype, or classic Bipolar | or I1.
Broad phenotype, or Bipolar NOS has not been well researched in children.

Atypical Antipsychotics

w m| 2sZ |8 Om
19 98¢ & |95|23|558 283 g=
=p: 225 | & 2o |25 |3 22y 38
@ a = S 2182 |80~| 8% S
R o442 | S 7 S
Risperidone | 0.25,0.5, 0.25mg | + + + Yes Yes Generic forms.
(Risperdal) | 1,2,3,4mg | QHS More dystonia
1mg/ml (Age >10) | risk than rest
Avripiprazole | 2,5,10,15, | 2mg QD | + + +/- | Yes Yes Long ¥ life,
(Abilify) 25,30mg can take weeks
1mg/ml (Age >10) | to build effect
Quetiapine | 25,50,100, | 25mg ++ + +/- | Yes Yes Pills larger,
(Seroquel) | 200,300, BID could be hard
400mg for kids to
(Age>10) | qyallow,
Ziprasidone | 20,40,60, |20mg + + +/- | No No Greater risk of
(Geodon) 80mg BID QT lengthen,
EKG check
Olanzapine | 25,575, |25mg |++ ++ | +/- | Yes Yes Greatest risk of
(Zyprexa) 10,15, QHS weight gain,
20mg (Age >13) | scholesterol

Table + and — from Fedorowicz VJ. Fombonne E. (2005), Lublin, H; et al ( 2005), and Correll CU et al (2009)

All of the above are currently on the WA preferred drug list, http://rx.wa.gov

DSHS relative costs: Risperdal < < Seroquel, Geodon, Abilify, Zyprexa

Monitoring for all atypical antipsychotics:
1. Weight checks and fasting glucose/lipid panel roughly every Q6months.
2. If weight gain is severe, will need to change treatments.
3. AIMS exam at baseline and Q6months due to risk of tardive dyskinesia that increases with duration of use.
4. Review neuroleptic malignant syndrome risk (i.e. severe allergic reaction) before starting medication.
5. Discuss dystonia risk, and explain the use of diphenhydramine if needed as antidote.
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Bipolar Disorder Medications—Page 2

Other Medication Options

Bipolar FDA bipolar | Monitoring Editorial Comments
(+) RCT approved
evidence in children?
kids
Lithium Yes Yes Baseline EKG, Sedating, weight gain, renal and
BUN/creat, TSH,CBC. thyroid toxicity. If dehydration
Lithium level after 5 days. can get acute toxicity. Reduces
(overage 12) | Q3month Lithium level. suicide risk though an overdose
Q6mo TSH,BUN/crt can be fatal
Valproate No No CBC, LFT at baseline, in 3 Weight gain, sedation, rare severe
month, then Qémonth. VPA | toxicity of liver, |platelets |WBC,
level checks needed risk of polycystic ovary syndrome
Carbamazepine | No No CBC, LFT at baseline, then | Aplasia and rash risk. Note a
every 3-6 months. CBZ negative result trial with kids and
level checks needed oxcarbazepine & bipolar
Lamotrigine No No CBC, LFT at baseline, in 2-4 | Stevens-Johnson rash risk requires

weeks, then Q6 month
Monitor for rash

slow titration, adult studies
support use for bipolar depression
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ABNORMAL INVOLUNTARY MOVEMENT SCALE

(AIMS)
INSTRUCTIONS: COMPLETE EXAMIMATION PROCEDURE BEFORE CODE 0= MNONE

MAKIMNG RATINGS. MOVEMENT RATINGS: RATE HIGHEST 1= MINIMAL, M&Y BE EXTREME MORMAL 2 = MILD
SEVERITY OBSERVED, RATE MOVEMEMNTS THAT OCCUR UPCHN 3 = MODERATE 4 = SEVERE

ACTIVATION ONE LESS THAN THOSE OBSERVED SPONTAMEOUSLY.

EXAMINATION PROCEDURE

EITHER EEFORE OR AFTER COMPLETING THE EXAMINATION FROCEDURE OBSERVE THE PATIENT UNMOEBTRUSIVELY AT REST (E.G., IN WAITING RCOOM).
THE CHAIR TO BE USED IN THIS EXAMINATION SHOULD BE A HARD. FIRM ONE WITHOUT ARMS.

1. ASK PATIENT WHETHER THERE IS ANYTHING IN HIS/HER MOUTH (LE., 7. ASKPATIENT TO PROTRUDE TONGUE. CBSERVE ABNORMALITIES
GUM, CANDY, ETC.) AND IF THERE IS, TO REMOVE IT. OF TONGUE MOVEMENT.) DO THIS TWICE. - e
2 ASKPATIENT ABOUT THE CURRENT CONDITION OF HISIHER TEETH. 8. ASK PATIENT TO TAP THUMB. WITH EACH FINGER, A5 RAPIDLY AS
ASK PATIENT IF HE/SHE WEARS DENTURES. DO TEETH/DENTURES POSSIBLE FOR 10-15 SECONDS; SEPARATELY WITH RIGHT HAND,
BOTHER PATIENT NOW? THEN WITH LEFT HAND. (OBSERVE FACIAL AND LEG MOVEMENTS.)
3. ASK PATIENT WHETHER HE/SHE MOTICES ANY MOVEMENTS INMOUTH, |9, FLEX AMD EXTEND PATIENT'S LEFT AND RIGHT ARMS (OME AT A
FACE. HAMNDS, OR FEET. IF YES, ASK TO DESCRIBE AND TO WHAT TIME}. (NOTE ANY RIGIDITY AND RATE OM DOTES.)
EXTENT THEY CURRENTLY BOTHER PATIENT OR INTERFERE WITH 10, ASK PATIENT TO STAND UP. {OBSERVE IN PROFILE. OBSERVE ALL.
HISHER ACTIVITIES. BODY AREAS AGAIN. HIPS INCLUDED.)
4. HAVE PATIENT SIT IN CHAIR WITH HANDS ON KNEES LEGS SLIGHTLY
APART AND FEET FLAT OM FLOOR. (LOOK AT ENTIRE BODY FOR =11, ASK PATIENT TC EXTEND BQTH ARMS QUTSTRETCHED IN FROMNT
MOVEMENTS WHILE IN THIS POSITION WITH PALIS DOWN. (DBSERVE TRUNK, LEGS. AND MOUTH.)
x4 g A AF =T e
5. ASK PATIENT TO SIT WITH HANDS HANGING UNSUPPORTED. IF MALE, 12 g,‘f ;IEHF?CTE"ES“EL.T.';HE r‘fj‘SEQNFD“EE?F.Ig*gﬂﬁ'-_'f:;ﬁn‘frgg‘ BACK TO
BETWEEN LEGS; IF FEMALE AND WEARING A DRESS, HANGING OVER . vE RANUS - :
KNEES (OBSERVE HANDS AND OTHER BODY AREAS.) . .
= ACTIVATED MOVEMENTS
6. ASK PATIENT TO OPEN MOUTH. (OBSERVE TONGUE AT REST WITHIN =
MOUTH,) DO THIS TWICE.
T, MUSCLES OF FACIAL EAPRESSION EG., MOVEMENTS OF FORENEAD,
FACIAL AND EYEBROWS, PERIORBITAL AREA, CHEEKS; INCLUDE FROWNING, BLINKING, 0 1 2 3 4
ORAL SMILING, GRIMACING
4 2 e 4| 4| L Ela L LY
MOVEMENTS LIPS AND PERIORAL ARE E.G.. PUCKERING POUTING, SMACKING 0 1 2 3 4
3. JAW E.G., BITING CLENCHING, CHEWING, MOUTH OPENING, LATERAL 0 1 5 3 4
MOVEMENT
4. TOMGUE RATE ONLY INCREASE IN MOVEMENT BOTH IN AND QUT OF 0 1 2 3 4
MOUTH. NOT INABILITY TO SUSTAIN MOVEMENT
. 5. UDPER (ARMS, WRISTS HANDS FINGERS INCLUDE CHOREIC MOVEMENTS
EXTREMITY (LE. RAPID, OBJECTIVEL ¥ PURPOSELESS, IRREGULAR SPONTANEOUS). 0 1 2 3
, ATHETOID MOVEMENTS (LE., SLOW IRREGULAR, COMPLEX SERPENTINE). DO
MOVEMENTS MOT INCLUDE TREMOR (L.E., REPETITIVE, REGULSR, RHYTHMIC)
§. LOWER (LEGS, KMEES, ANKLES, TOES) E.G.. LATERAL KNEE MOVEMEMNT,
FOOT TAPPING, HEEL DROPPING, FOOT SQUIRMING, INVERSION AND
EVERSION OF FOOT
7 NECK, SHOULDERS, HIPS E.G., ROCKING. TWISTING, SQUIRMING PELVIC
TRUNK GYRATIONS 0 1 2 3 4
MOVEMENTS:
GLOBAL 8 SEVERITY OF ABNORMAL ACTION 0 1 2 3 4
JUDGMENTS: 9 INCAPACITATION DUE TO ABNORMAL MOVEMENTS o 1 2 3 4
10. PATIENT'S AWARENESS OF ABNORMAL MOVENMENTS 0 1 2 3 4
DENTAL 11 CURRENT PROBLEMS 0 1 2 3 4
STATUS: 12 DOES PATIENT USUALLY WEAR DENTURES? 0 1 2 3 4

I:l NOT APPLICABLE: PATIENT HAS NO HISTORY OF TREATMENT WITH NEUROLEPTICS FOR ONE MONTH OR MORE.

I:l EXAMINATION COMPLETED

PHYSICIAN'S DATE OF
SIGHNATURE EXAMINATION

reviseD 03/20/97

Public domain, formatted by University of Massachusetts Medical Center Adult Mental Health Unit

Monitoring for all atypical antipsychotics: AIMS exam at baseline and ~Q6months due to risk of tardive dyskinesia.
Warn of dystonia risk. Weight checks, fasting glucose/lipid panel ~Q6months at minimum.
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Bipolar Disorder Resources
Information for Families

There is no shortage of books written about childhood bipolar disorder. Despite this fact,
quality research based and balanced information is hard to find. This reflects the fact that
an intense professional debate is currently raging about how bipolar disorder in children
is defined, with some authors using “bipolar NOS” as a label for any very irritable child.

Families should start their learning about bipolar disorder with the following websites
that provide high quality information and support:

Websites

American Academy of Child and Adolescent Psychiatry, Practice Parameter on Bipolar
Disorder, updated in 2007. This is a very detailed review of our current state of
knowledge and a review of currently available treatments.
http://www.aacap.org/galleries/PracticeParameters/JAACAP_Bipolar_2007.pdf

National Institute of Mental Health:
www.nimh.nih.gov

National Alliance for the Mentally IlI:
WWwWWw.nami.org

American Academy of Child and Adolescent Psychiatry, then select “Facts for Families:
Www.aacap.org

Child and Adolescent Bipolar Foundation
www.bpkids.org

Books

An Unquiet Mind (1995) by Kay Redfield Jamison, MD (a memoir by a bipolar disorder
researcher who had the illness herself—can be helpful for understanding the nature of
Bipolar I illness)

Bipolar Disorder for Dummies (2005) by Candida Fink, MD and Joe Craynak (don’t be
put off by the name of the book, it is balanced and easy to read)

The Bipolar Workbook: Tools for controlling your mood swings (2006) by Monica
Ramirez Basco. (contains some practical advice, based on CBT principles)
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Depressive Symptoms?
Unexplained Somatic Complaints?

v

Safety screen: Neglect/Abuse?
Medical condition (i.e. anemia, thyroid problem?)
Thoughts of hurting oneself?
--if yes, are there plans and means available?

v

Think about comobidity: Anxiety, ODD, Conduct Disorder, ADHD,
Dysthymia, Substance abuse

Diagnosis:
DSM-1V TR Diagnostic Criteria
Rating Scale: SMFQ or PHQ-9 (or others for a fee)
Label as “Depression, NOS” if significant symptoms
but not clear if Major Depression

Can problem be
managed in primary
care?

YES NO—p>| Referral

Judgment Call

! }

Mild Problem Moderate/Severe Problem
(significant impairment in one setting, or at least
moderate impairment in multiple settings

¢ v

Individual psychotherapy referral
oCBT and IPT are preferred, where available
ePsychoeducation, coping skills, and problem
solving focus are all helpful in therapy
Educate patient and family (as per mild problem on left)
Consider family therapy referral

(noticeable, but basically functioning OK)

Educate patient and family
Support increased peer interactions
Behavior activation, exercise
Encourage good sleep hygiene
Reduce stressors, if possible
Remove any guns from home

Offer parent/child further reading resources . . .
Consider starting SSRI, especially if severe

¢ e Fluoxetine first line
eCitalopram/Sertraline second line

Follow up appointment in 2-4 weeks to check if
situation is getting worse

Repeating rating scale helps comparison

Those not improving on their own may become

oThird line agents are other SSRIs, buproprion, mirtazepine
e Wait four weeks between dose increases to see changes
oCheck for side effects every 1-2 weeks in first month of use
(by phone or in person)

oStop SSRI if get agitation, anxiety or suicidal thoughts
oConsult MH specialist if monotherapy is not helping

referral candidates for counseling

Monitor progress with repeat use of rating scale

Primary References:

Jellinek M, Patel BP, Froehle MC eds. (2002): Bright Futures in Practice: Mental Health-Volume |. Practice Guide. Arlington, VA: National Center for Education in
Maternal and Child Health: 203-211

Marek JS, Silva S, Vitiello B, TADS team (2006): “The treatment for adolescents with depression study (TADS): methods and message at 12 weeks.” JAACAP
45:1393-1403

AACARP (in press): “Practice parameter for the assessment and treatment of children and adolescents with depressive disorders.” Accessed 2/08 on www.aacap.org
Zuckerbrot R ed.: “Guidelines for Adolescent Depression in Primary Care (GLAD-PC) Toolkit.” Columbia University: Center for the Advancement of Children’s
Mental Health

¥/\
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Self Report Version

SHORT MOOD AND FEELINGS QUESTIONNAIRE

This form is about how you might have been feeling or acting recently.

For each question, please check how much you have felt or acted this way
in the past two weeks.

If a sentence was true about you most of the time, check TRUE.
If it was only sometimes true, check SOMETIMES.
If a sentence was not true about you, check NOT TRUE.

TRUE SOME NOT

TIMES TRUE

1. Ifeltmiserable or unhappy . . .........oueeuuenn.s I I
2. | didn't enjoy anythingatall ..................... L1 LJ L
3. Ifeltso tired | just sat around and did nothing ....... 1 L1 L
4, Iwasveryrestless ..............couivvnunnnnns, I I e
5. Ifelt Iwasnogoodany more . ..........oovivuunnn 1 L] L[
B. 1A A0 ..o e e e e e ] L1 L]
1. | found it hard to think properly or concentrate . ... ... ] L1 L
8. Ihatedmyself ...........coiiiiieinienunnnnnn 1 L1 L
9. Iwasabad Person ............oovrinninnnnnnnn, ] 1 L]
10. Ifeltlonely .........c.ccouiiiiinnnnnnnnnnnnnnn I e
11. I thought nobody really lovedme . ................ L1 L L
12.  |thought | could never be as good as other kids . ..... L1 ) [
13. ldideverythingwrong ........... ... i, 1 L1 L

Copyright Adrian Angold & Elizabeth I, Costello, 1987; Developmental Epidemiclogy Program; Duke University

Reproduced with permission from developer, may be reproduced for use with one’s own patients.
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Parent Report Version

SHORT MOOD AND FEELINGS QUESTIONNAIRE

This form is about how your child may have been feeling or acting recently.

For each question, please check how much she or he has feit or acted this way
in the past two weeks.

If a sentence was true about your child most of the time, check TRUE.
If it was only sometimes true, check SOMETIMES.

If a sentence was not true about your child, check NOT TRUE.

10.

11.

12.

13.

S/he felt miserable or unhappy . ..

S/he didn't enjoy anything at all . .

S/he felt so tired that s/he just sat around and did nothing.

S/he was very restless . . . .......

----------------

----------------

S/he felt sThe wasnogoodany more . . .......... ...

Shhecriedalot...............

S/he found it hard to think properly or concentrate . . ..

S/he hated him/herself .........

S/he felt s/he was a bad person . . .

Shefeltlonely ...............

----------------

S/he thought nobody really loved him/her ... .......

S/he thought s/he could never be as good as other kids .

S/he felt s/he did everything wrong

................

izl
L1 1 [
I I S
I I
L1 L1 [
L1 L1 [
L1 L1
I I
1 [
I I o
L1 L1 L
L1 L] U
I I A
I [ N (o

Copyright Adrian Angold & Elizabeth J. Costello, 1887; Developmental Epidemiology Program; Duke University

Reproduced with permission from developer, may be reproduced for use with one’s own patients.
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Scoring for the SMFQ

(Short Mood and Feelings Questionnaire)

Note the SMFQ has been validated for use in children age 6 years and up.

The SMFQ should not be used to make a definitive diagnosis of depression. It has
usefulness as a screening tool for situations where depression is suspected, and as an aide
toward following a child’s symptom severity and treatment response over time.

Scoring:

Assign a numerical value to each answer as follows:

NOT TRUE=0
SOMETIMES=1
TRUE=2

Add up the assigned values for all 13 questions. Record the total score.

A total score on the child version of the SMFQ of 8 or more is considered
significant.

(Sensitivity of 60% and specificity of 85% for major depression at a cut off score of
8 or higher. Source is Angold A, Costello EJ, Messer SC. “Development of a short
questionnaire for use in epidemiological studies of depression in children and
adolescents.” International Journal of Methods in Psychiatric Research (1995),
5:237-249)

Sensitivity/specificity statistics of the parent version is not reported in the literature. If

your patient does not complete the child version of SMFQ, repeated administration of the
parent version over time should still be useful for symptom tracking.

63





PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME:

Over the last 2 weeks, how often have you been
bothered by any of the following problems?
{use “y" to indicate your answer) >

1. Little interest or pleasure in doing things

DATE:

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep,
or sleeping too much

4. Feeling tired or having little energy

5. Poor appetite or overeating

6. Feeling bad about yourself—or that
you are a failure or have let yourself
or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite—being so fidgety
or restless that you have been moving around a lot
more than usual

9. Thoughts that you would be better off dead,
or of hurting yourself in some way

add columns:

(Haalthcara profassional: For intarpratation of TOTAL,  TOTAL:

plaase rafar to accompanying scoring card).

10. If you checked off any problems, how
difficult have these problems made it for
you to do your work, take care of things at
home, or get along with other people?

Not difficult at all
Somewhat difficult
Very difficult

Extremely difficult

Version formatted by Macarthur Foundation. Copyright © Pfizer, Inc., 1999. Developed by R Spitzer and J Williams et al.
with an educational grant from Pfizer. May be reproduced for clinical use.
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Scoring Instructions*
Note this scale has not been evaluated for use with pre-pubertal children.
A number of studies have used this scale for adolescent patients.
The PHQ-9 should not be used to make a definitive diagnosis of depression. It has

usefulness as a screening tool for situations where depression is suspected, and as an aide
toward following a child’s symptom severity and treatment response over time.

Any positive response to question 9 should be followed up with questions about the
child’s current safety. Any immediate plans for suicide require an emergent response.
Question 10 should be noted as at least “somewhat difficult” to be consistent with a

diagnosis of depression. A depression diagnosis requires a functional impairment to be
present.

Add up the total number from items 1-9

Estimated depression severity:

0-4  None

5-9  Minimal symptoms

10-14 Possible dysthymia, or mild Major Depression
15-19 Consistent with Major Depression

>20 Consistent with severe Major Depression

*As recommended by Macarthur Foundation and Pfizer, Inc.
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Child Depression Medications

Dosage Usual Increase RCT FDA Editorial
Form starting increment | evidence in depression Comments
dose for (after ~4 kids approved for
adolescent | weeks) children?
Fluoxetine 10,20,40 mg | 10 mg/day | 10-20mg** | Yes Yes Long % life, no
(Prozac) 20mg/5ml (over age 8) side effect from
(60 max)* a missed dose
Fluoxetine considered first line due to stronger evidence base in children
Citalopram 10,20,40 mg | 10 mg/day | 10-20mg** | Yes No Few drug
(Celexa) 10mg/5ml interactions
(60 max)*
Sertraline 25,50,100mg | 25 mg/day | 25-50mg** | Yes No May be prone
(Zoloft) 20mg/ml to side effects
(200 max)* when stopping
Escitalopram | 5,10,20mg 5 mg/day 5-10mg** | Yes Yes No generic
(Lexapro) 5mg/5ml form. Active
(20 max)* (for isomer of
adolescents) citalopram
Citalopram (escitalopram) and Sertraline considered second line per the evidence base in children
Buproprion 75,100 mg 75 mg/day | 75- No No Can have more
(Wellbutrin) (later dose | 100mg** agitation risk.
this BID) Also has use
100,150,200 for ADHD
mg SR forms | (400mg treatment.
max)*
Mirtazepine 15,30,45mg | 15 mg/day | 15mg** No No Sedating,
(Remeron) increases
(45 max)* appetite
Venlafaxine 25,37% 50, |37% 37%to No No Only
(Effexor) 75,100mg mg/day 75mg ** recommended
(May have for older
higher Sl risk adolescents.
37.5,75,150 than others
mg ER forms | (225 max)* for children) Withdrawal
symptoms can
be severe.

Others above considered third line treatments per the evidence base in children

For highlighted items, the generic form is on WA DSHS preferred drug list
Starting doses in children less than 13 may need to be lowered using liquid forms

Successful medication trials should continue for 6 to 12 months

* Recommend decrease maximum dosage by around 1/3 for pre-pubertal children
** Recommend using the lower dose increase increments for younger children.

DSHS Cost: citalopram<fluoxetine<mirtazapine<paroxetine<bupropion<bupropion SR<venlafaxine<EffexorXR
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Child Depression Resources
Information for Families

Books for Adults:

The Childhood Depression Sourcebook (1998), by Jeffery Miller

The Depressed Child: Overcoming Teen Depression (2001), by Mariam Kaufman

The Explosive Child (2001), by Ross Greene

Books for Kids:

Taking Depression to School (2002), by Kathy Khalsa (for young children)

Where’s Your Smile, Crocodile? (2001) by Clair Freedman (for young children)

Feeling Good: The New Mood Therapy (1999), by David Burns (for adolescents)

Crisis Hotlines:

TeenLink

Seattle based teenagers with professional training and support, 6-10PM daily
1-866-TEENLINK

National Hotline
1-800-784-2433

Find local line number on http://suicidehotlines.com/washington.html

Websites families may find helpful:

Guide to depression medications from multiple professional organizations:
www.parentsmedguide.org

National Institute of Mental Health:
www.nimh.nih.gov

American Academy of Child and Adolescent Psychiatry:
WWwWWw.aacap.org

CMAP patient and family information:
www.dshs.state.tx.us/mhprograms/CMAPmMddED.shtm

Excellent consumer guide to childhood depression from NAMI:
www.nami.org/Content/ContentGroups/CAAC/Family_Guide_final.pdf
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Possible Eating Disorder?
Consider other causes of symptoms:

Malignancy

GI disorder like Crohn’s disease

Endocrine disorder like diabetes mellitus

Depression

Obsessive compulsive disorder

Chronic infection or disease

Superior mesenteric artery syndrome

History of sexual abuse
Safety check: Suicidality?
Medically unstable? (hospital criteria below)

Diagnosis:

EAT-26 rating scale can be helpful for screening

DSM-IV TR criteria for anorexia nervosa and bulimia nervosa
Note > half of all youth with eating disorders do not fully meet specific criteria
and are then diagnosed “eating disorder, NOS”

Record highest stable weight and current weight

Body image concerns: “Do you like your body?”

Inquire about all restrictive and purging habits

(including exercise, laxative, vomiting, caffeine/nicotine or other substance abuse)

Management:

1. Initial lab: CBC, electrolytes, LFT, UA, TSH, baseline EKG

2. Establish plan for frequent weight check, HR, BP, temp. Follow-up weekly if
low weight.

3. Referral to a nutritionist, preferably one with eating disorder experience

3. Referral to therapist, eating disorder experience preferred
Family based approach best supported if <16 years old or illness < 3 year.
Group therapy with anorexic children is not recommended.

4. Medications:
consider SSRI like fluoxetine for binge/purge of bulimia, or if anorexic
with weight > 85%ile to decrease rate of relapse

(not good evidence for use of other medications)
5. Consider hospital admission if:

HR <40 Intractable vomiting

Weight < 75 percentile of ideal Orthostatic hypotension
Severe dehydration Precipitous weight loss
Acute food refusal Severe electrolyte imbalance
Suicidality Hypothermia

EKG changes

Primary References:
Jellinek M, Patel BP, Froehle MC eds. (2002): Bright Futures in Practice: Mental Health-Volume I. Practice Guide. Arlington, VA: National
Center for Education in Maternal and Child Health: 203-211

AAP Committee on Adolescence (2003): “Policy statement: identifying and treating eating disoders.” Pediatrics 111(1):204-211
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Eating Attitudes Test (EAT-26)°

Instructions: This is a screening measure to help you determine whether you might have an eating disorder that needs professional
attention. This screening measure is not designed to make a diagnosis of an eating disorder or take the place of a professional
consultation. Please fill out the below form as accurately, honestly and completely as possible. There are no right or wrong answers.
All of your responses are confidential.

Part A: Complete the following questions:

1) Birth Date  Month: Day: Year: 2) Gender: Male Female
3) Height Feet: ‘ Inches: ‘ | ‘ u] |
4) Current Weight (lbs.): 5) Highest Weight (excluding pregnancy):
6) Lowest Adult Weight: 7: Ideal Weight:
Part B: Please check a response for each of the following Some
statements: Always | Usually |Often | times | Rarely| Never
1. Am terrified about being overweight. ] ] O O |
2.  Avoid eating when I am hungry. O O O O O O
3.  Find myself preoccupied with food. ] ] O O ] O
4. Have gone on eating binges where I feel that I may not be able to stop. O O O O O o
5. Cut my food into small pieces. ] ] O O ] O
6. Aware of the calorie content of foods that I eat. ] ] O O ] O
7. Particularly avoid food with a high carbohydrate content (i.e. bread, rice,
potatoes, etc.) = = g g = =
Feel that others would prefer if I ate more. ] ] O O ] O
9. Vomit after I have eaten. ] ] O O ] O
10. Feel extremely guilty after eating. ] ] O O ] O
11. Am preoccupied with a desire to be thinner. ] | m) O o O
12. Think about burning up calories when I exercise. ] | | o ] o
13. Other people think that I am too thin. ] | m) O o O
14. Am preoccupied with the thought of having fat on my body. O O O O O O
15. Take longer than others to eat my meals. ] | | o ] o
16. Avoid foods with sugar in them. ] | | o ] o
17. Eat diet foods. ] | m) O o O
18. Feel that food controls my life. O O O ] O O
19. Display self-control around food. ] | m) O o O
20. Feel that others pressure me to eat. ] | m) O o O
21. Give too much time and thought to food. ] ] m] ] | ]
22. Feel uncomfortable after eating sweets. ] ] m] O o O
23. Engage in dieting behavior. ] | ] ] ] o
24. Like my stomach to be empty. ] ] m] O o O
25. Have the impulse to vomit after meals. ] | ] ] ] o
26. Enjoy trying new rich foods. ] ] m] m] ] m]
Part C: Behavioral Questions: Cigae | 23 Oigs | 26 s
. Never |month or| timesa| a times a | day or
In the past 6 months have you: less | month | week | week more
A | Gone on eating binges where you feel that you may not be able to stop? O O O O O o
B | Ever made yourself sick (vomited) to control your weight or shape? o o o o o 5]
C Ever used laxatives, diet pills or diuretics (water pills) to control your weight
m] 0O 0O O O m)
or shape?
D | Exercised more than 60 minutes a day to lose or to control your weight? o O O O O o
E | Lost 20 pounds or more in the past 6 months Yes o No o
e Defined as eating much more than most people would under the same circumstances and feeling that eating is out of control

EAT-26: Garner et al. 1982, Psychological Medicine, 12, (871-878); adapted/reproduced by D. Garner with permission.
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Eating Attitudes Test© (EAT-26):
Scoring and Interpretation

The Eating Attitudes Test (EAT-26) has been found to be highly reliable and valid (Garner,
Olmsted, Bohr, & Garfinkel, 1982; Lee et al., 2002; Mintz & O’Halloran, 2000). However the
EAT-26 alone does not yield a specific diagnosis of an eating disorder.

Scores greater than 20 indicate a need for further investigation by a qualified professional.

Low scores (below 20) can still be consistent with serious eating problems, as denial of
symptoms can be a problem with eating disorders.

Results should be interpreted along with weight history, current BMI (body mass index), and
percentage of ldeal Body Weight. Positive responses to the eating disorder behavior questions
(questions A through E) may indicate a need for referral in their own right.

EAT-26 SCORE

Score the 26 items of the EAT-26 according to the following scoring
system. Add the scores for all items.

Scoring for the first
25 questions:
Always = 3
Usually = 2
Often = 1
Sometimes = O
Rarely = 0

Never = 0 Scoring for question

# 26:

Always = 0

Usually = 0

Often = 0

Sometimes = 1

Rarely = 2

Never = 3
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Eating Disorder Resources
Information for Families

Books for Parents:

Helping Your Child Overcome an Eating Disorder: What You Can Do at Home, by Teachman,
Schwartz, Gordic and Coyle (2003)

Help Your Teenager Beat an Eating Disorder, by James Lock and Daniel le Grange (2004)

Effective Meal Support: A Guide for Family and Friends, by British Colombia Children’s Hospital
and Seattle Children’s Hospital, order info at 604-875-2260 or mcatamo@cw.bc.ca

Off the C.U.F.F. (Calm, Unwavering, Firm and Funny) by Duke Eating Disorders Program, order
info at http://eatingdisorders.mc.duke.edu/parent_training.htm or 919-668-7301

Books for Youth:

Eating Disorders by Trudi Strain Trueit (2003)

No Body’s Perfect by Kimberley Kirberger (2002)

Suggested web sites:

National Eating Disorders Association provides information and referrals
www.nationaleatingdisorders.org

Parent guide to an evidence based, outpatient treatment for anorexia
http://www.maudsleyparents.org

Academy for Eating Disorders, professional organization
www.aedweb.org

Recovery support site
www.somethingfishy.org

Triage information regarding severe symptoms:
Seattle Children’s Hospital Adolescent Medicine Consulting Nurse Line: 206-987-3005
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Aggression/Disruptive Behavior?
Suspect Conduct Disorder or Oppositional Defiant Disoder?

v

Safety check:
Drug abuse?

Neglect/Abuse?

Specific plan to hurt someone?

If acute danger, have
duty to protect.
Consider consultation

—>

v

Think about comobidity:

ADHD
MDD (irritable mood type)
Bipolar disorder
Anxiety disorder

v

Diagnosis:
See DSM-1V TR criteria

ODD: Pattern of negative, hostile, defiant behavior of > 6 months
CD: Pattern of behavior violating rights of others/societal norms > 1 year
Rating scale screen: Vanderbilt ADHD scale

YE

Can problem be
managed in primary

care?

Referral

Child

+_l

Parent

|_+

Individual psychotherapy focused on problem solving skills, and

helping identify and institute tangible rewards for desired behavior.
(Avoid group therapy as may reinforce negative behaviors)

Parent involvement/training is essential to get positive results.

Encourage “special time” interactions between parent and child

v

If ADHD present, strongly consider use of stimulant medication

Parent creates some regular positive time with their child (“special
time””) which helps discipline like “time outs” be more effective.

Younger Children: recommend behavior management training such
as Parent Child Interaction Training (PCIT) or 1-2-3 Magic

Older Children: recommend parent/family therapy or training such
as functional family therapy(FFT) or Multisystemic Therapy(MST).

Encourage parent try using our bibliotherapy/video references

v

If very severe symptoms (i.e. frequent suspensions from school)
or if unable to make progress with child/parent counseling after a
reasonable counseling effort over a few months, consider
medication as symptomatic trial

Note planned, purposeful aggression is not helped by medication

-

If use medicine, stop any failed medication treatments before
beginning another (avoiding polypharmacy). lIdentify child specific
treatment goals which can be monitored to measure treatment
effects, like the frequency/severity of violent incidents.

Medication options include divalproex sodium, lithium, atypical
antipsychotics, stimulants, and a-2 agonists

Primary References:

Jellinek M, Patel BP, Froehle MC eds. (2002): Bright Futures in Practice: Mental Health-Volume I. Practice Guide. Arlington, VA: National Center for

Education in Maternal and Child Health: 203-211

AACAP (2007): Practice parameter for the assessment and treatment of children and adolescents with oppositional defiant disorder. JAACAP 46(1):126-141
Pappadopulos E, Woolston S, Chait A, et al. (2006): Pharmacotherpay of aggression in children and adolescents: efficacy and effect size. J Canadian Acad Child

Adolesc Psychiatry 15(1):27-39

Cheng K and Myers KM. Child and Adolescent Psychiatry The Essentials, LWW, Inc. 2005.






Non-Specific Medications for Maladaptive Aggression

1. If used, choosing a single medication is strongly recommended over polypharmacy
2. Establish a specific target to treat, and measure the response over time (such as anger explosion frequency, duration)
3. Aggression is not a diagnosis—continue to look for and treat what may be the cause, usually prescribing psychotherapy

Dosage Start Sedation | Weight | Extra- (+) RCT | Editorial
Form dose Gain pyramidal | evidence | Comments
symptoms | in Kkids*
Risperidone | 0.25,0.5, 0.25 + + + Yes Most researched med
(Risperdal) 1,2,3Amg | mg in kids of the group
Img/ml QHS
Avripiprazole | 2,5,10,15, |2mg + +/- No Long ¥ life, takes
(Abilify) 25,30mg QD weeks to build effect
Img/mi
Quetiapine 25,50,100, | 25 mg ++ +/- No Pills larger, could be
(Seroquel) 200,300, QHS hard for kids to
400mg swall.
Ziprasidone | 20,40,60, 20 mg + +/- No Greater risk of QT
(Geodon) 80mg QHS lengthen, EKG
check
Olanzapine 25,575, |25mg | ++ ++ +/- No Greatest risk of
(Zyprexa) 10,15,20 QHS weight
mg gain, Tcholesterol

Table + and — from Fedorowicz VJ. Fombonne E. ( 2005), Lublin, H; et al ( 2005), and Correll CU et al (2009)

*Pappadopulos E et al., J Cdn. Acad. Child Adol. Psych. (2006)

Monitoring for all atypical antipsychotics: AIMS exam at baseline and Q6months due to risk of tardive
dyskinesia. Warn of dystonia risk. Weight checks, fasting glucose/lipid panel Q6months at minimum.

(DSHS relative costs: Risperdal < Seroquel < Geodon < Abilify < Zyprexa)

Other Medication Options

Description | (+) RCT evidence | Monitoring Editorial Comments
in kids*

Lithium A salt, is Yes Baseline EKG, Sedating, weight gain, Renal and
renally BUN/creat, TSH,CBC. thyroid toxicity. If dehydration
excreted Lithium level after 5 days. can get acute toxicity. Reduces

Q3month Li. Qémo suicide risks, though an overdose
TSH,BUN/crt can be fatal

Valproate Anti-seizure | Yes CBC, LFT at baseline, in 3 Sedating, weight gain, rare severe
month, then Q6month. toxicity of liver, |platelets
VPA level checks needed

Carbamazepine Anti-seizure | No CBC, LFT at baseline, then | Aplasia and rash risk. Note a
every 3-6 months. CBZ negative result trial with kids and
level checks needed oxcarbazepine & bipolar d/o

Clonidine, a-2 agonists | Yes Pulse, BP Orthostasis, sedation sign of excess

Guanfacine dose, avoid high doses, rebound

hypertension if quick stop

*Pappadopulos E et al. (2006) and lit. review

None of the medications on this page are FDA approved for aggression treatment, with the exception of risperidone
which is approved for irritability/aggression treatment in autism.
All of the above medications are currently on the WA preferred drug list, http://rx.wa.gov
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ABNORMAL INVOLUNTARY MOVEMENT SCALE

(AIMS)
INSTRUCTIONS: COMPLETE EXAMINATION PROCEDURE BEFORE CODE 0= HMONME

MAKING RATINGS. MOVEMENT RATINGS: RATE HIGHEST 1= MIMNIMAL, MAY BE EXTREME NORMAL 2 = MILD
SEVERITY OBSERVED, RATE MOVEMENTS THAT QCCUR UPOH 3 = MODERATE 4 = SEVERE

ACTIVATION ONE LESS THAN THOSE OBSERVED SPONTAMEOUSLY.

EXAMINATION PROCEDURE

EITHER BEFORE OR AFTER COMPLETING THE EXAMIMATION FROCEDURE OBSERVE THE PATIENT UNCBETRUSIVELY AT REST (E.G.. IN WAITING ROOM).
THE CHAIR TO BE USED IN THIS EXAMINATION SHOULD SE 4 HARD. FIRM ONE WITHOUT ARMS.

1. ASK PATIENT WHETHER THERE IS ANYTHING IN HIS/HER MOUTH (LE., 7. ASKPATIENT TO PROTRUDE TONGUE. OBSERYE ABNORMALITIES
GUM, CAMD'Y, ETC.) AND IF THERE IS, TO REMOVE IT. OF TONGUE MOVEMENT.) DO THIS TWICE. - e
2. ASK PATIEMT ABOUT THE CURRENT CONDITION OF HIS/HER TEETH. 8. ASK PATIENT TO TAP THUMB. WITH EACH FINGER, AS RAPIDLY AS
ASK PATIENT IF HE/SHE WEARS DENTURES. DO TEETH/IDENTURES POSSIBLE FOR 10-15 SECONDS; SEPARATELY WITH RIGHT HAND,
BOTHER PATIENT NOW? THEM WITH LEFT HAND. (OBSERVE FACIAL AND LEG MOVEMENTS.)
3. ASK PATIENT WHETHER HE/SHE MOTICES ANY MOVEMENTS IN MOUTH, | 9. FLEX AND EXTEND PATIENT'S LEFT AND RIGHT ARMS (OME AT &
FACE. HANDS, OR FEET. IF YES, ASK TO DESCRIBE AND TO WHAT TIME). {NOTE ANY RIGIDITY AND RATE OM DOTES.)
EXTEMT THEY CURRENTLY BOTHER PATIENT CR INTERFERE WITH 10.  ASK PATIENT TO STAND UP. {OBSERVE IN PROFILE. OBSERVE ALL.
HIS/HER ACTIVITIES. BODY AREAS AGAIMN. HIPS INCLUDED. )
4. HAVE PATIENT SIT IN CHAIR WITH HANDS ON KNEES LEGS SLIGHTLY
APART AND FEET FLAT ON FLOOR. (LOOK AT ENTIRE BODY FOR *11.  ASK PATIENT TO EXTEND BQTH ARMS OUTSTRETCHED IN FRONT
MOVEMENTS WHILE IN THIS POSITION WITH PALMS DOWM. (OBSERVE TRUNEK, LEGS. AND MOUTH.)
*q{% \r A LA i A AR
5. ASK PATIENT TO SIT WITH HANDS HANGING UNSUPPORTED. IF MALE, 12. g,‘f J;F;;géi’g.ﬁ;h’f r‘:gfﬁh':;ggﬁ.I'B*Oﬂﬁ-_'f‘s”ﬁn‘frgg‘ BACKTO
BETWEEM LEGS; IF FEMALE AND WEARING A DRESS, HANGING OVER s VB RANLS - :
KNEES (OBSERVE HANDS AND OTHER BODY AREAS.) - -
6. ASK PATIENT TO OPEN MOUTH. (OBSERVE TONGUE AT REST WITHIN ACTIVATED MOVEMENTS
MOUTH,) 00 THIS TWICE.
1. MUSCLES OF FACIAL EXPRESSION E.G.. MOVEMENTS OF FOREHEAD,
FACIAL AND EYEBROWS, PERIOREITAL AREA, CHEEKS; INCLUDE FROWNING, BLINKING, 0 1 2 3 4
ORAL SMILING, GRIMACING
MOVEMENTS: 2. LIPS AND PERIORAL AREA E.G.. PUCKERING POUTING, SMACKING 01 2 3 4
3. JAW E.G., BITING CLENCHING, CHEWING, MOUTH OPENING, LATERAL
MOVEMENT 0 1 2 3 4
4. TOMGUE RATE ONLY INCREASE IN MOVEMENT BOTH IM AND QUT OF 0O 1 2 3 Fil
MOUTH. HOT INABILITY TO SUSTAIN MOVEMENT
f . UPPER (ARMS, WRISTS HANDS FINGERS INCLUDE CHOREIC MOVEMENTS
EXTREMITY (LE., RAPID, GBJECTIVELY PURPOSELESS, IRREGULAR SPONTANEQUS). 0 1 2 3
, ATHETOID MOVEMENTS (LE.. SLOW IRREGULAR, COMPLEX SERPENTINE). DO
MOVEMENTS NOT INCLUDE TREMOR (LE., REPETITIVE. REGULAR, RHYTHMIC)

[=r]

. LOWER (LEGS, KMEES, AMKLES, TOES) E.G.. LATERAL KNEE MOVEMEMT,
FOOT TAPPING, HEEL DROPPING, FOOT SQUIRMING, INVERSION AND
EVERSIOM OF FOOT

7 NECK, SHOULDERS, HIFS E.G., ROCKING. TWISTING, SQUIRMING PELVIC

TRUNK GYRATIONS ' ' 0 1 2 3 4

MOVEMENTS:

GLOBAL 8 SEVERITY OF ABNORMAL ACTION 0 1 2 3 4

JUDGMENTS: 9 INCAPACITATION DUE TO ABNORMAL MOVEMENTS 0 1 2 3 4
10. PATIENT'S AWAREMNESS OF ABNORMAL MOVEMENTS 0 1 2 3 4

DENTAL 11 CURRENT PROELEMS 0 1 2 3 4

STATUS: 12 DOES PATIENT USUALLY WEAR DENTURES? 0 1 2 3 4

I:‘ NOT APPLICABLE: PATIENT HAS NO HISTORY OF TREATMENT WITH NEUROLEPTICS FOR ONE MONTH OR MORE.

I:' EXAMINATION COMPLETED

PHYSICIANS DATE OF
SIGHNATURE EXAMIMNATION

reviseD 03/20/97

Public domain, formatted by University of Massachusetts Medical Center Adult Mental Health Unit

Monitoring for all atypical antipsychotics: AIMS exam at baseline and ~Q6months due to risk of tardive dyskinesia.
Warn of dystonia risk. Weight checks, fasting glucose/lipid panel ~Q6émonths at minimum.
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Time Out

“Time out” means taking a specific time away from attention, interesting activities, rewards or other
reinforcement. It usually means placing the child in a dull, boring place immediately following an
undesired behavior, and having them remain there for a specific amount of time. Time out can also
involve a temporary loss of parental attention or interaction in situations where the physical space is
limited (like no talking for 5 minutes while riding in a car).

It is often said that the length of time out should be one minute for each year of age, but adjustments
need to be made based on developmental level—for instance a developmentally delayed child should
have their time out times significantly reduced.

Time outs are simple in concept, but can be hard to implement. Here are some tips for greater success:

1. Set limits that are consistent—if a given child behavior requires a time out one day it should always
get that response. Inconsistency leads to more testing of the limits.

2. Focus on changing only one or two types of misbehavior at a time. For instance if hitting a sibling
is the main concern, focus your efforts on consistent time outs for that behavior and try to let other
things slide for a while until you have results.

3. When you announce the time out, do not continue to engage verbally with your child. This is
very important—children that continue to verbally engage with you, bargain, plead, and yell back and
forth with you will not receive the benefit from a time out because they are in essence receiving
MORE attention from you during a time out rather than less. You can’t control what their mouth does,
but you can control your own. Remain calm, and refuse to take the bait.

4. Time outs should occur immediately after misbehavior. A time out many minutes later sends a
confused message. Delaying a time out by lecturing the child before the time out also hurts the
process. The action of being quietly brought to a time out location and having no verbal interaction
from you speaks far more loudly than any words can.

5. If giving a warning before use of time out, make it count. For instance saying “one more time and
you will get a time out” needs to be followed up by actually bringing the child calmly to time out if
they do “it” one more time.

6. Remember that kids enjoy making a splash. Like throwing rocks in the water, triggering a parent
to lose their cool can be interesting or satisfying for a child. Keeping your cool when setting limits
keeps from inadvertently reinforcing their behavior to occur again.

7. You determine when the time out is over, not the child. Setting a timer can make this seem less
arbitrary to the child. Don’t be punitive with your child immediately after time out (e.g., lecturing,

having your child apologize to you). Simply “resume business as usual” or congratulate them on
regaining personal control. Actively look for the next positive behavior to praise.

Procedure summary by Robert Hilt, MD
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Special Time
Sometimes called ‘Child Directed Play’

A strength based approach to overall child behavior problems.

Goal of this is to establish regular times when parent and child have a positive experience
in each other’s presence, supporting family self confidence, pleasure and hope. Regular
special time together is like money in the bank that lessens times of crisis and re-
establishes motivation for positive behaviors. Families often find that time-outs work
better after initiating special time.

How to do special time:

1.

ok w

~No

10.

Important to be done regularly, every day is optimal, but two or three times a
week consistently is OK. Siblings should receive equal opportunity.

Child picks activity, which needs to be something the parent does not actively
dislike doing and which does not involve spending money or completing any task
or chore.

Parent picks time of day.

Label it “special time.”

Pick a time short enough that it can be done reliably as scheduled, usually 15-30
minutes.

Do it no matter how good or bad the day was.

One on one without interruption.

End on time: may use a timer to help. Remind child when the next special time
will be. May play with the child more after a break from each other.

If the child refuses at first, tell the child that you will just sit with him/her for a
while, and/or that you will continue to invite the child to participate when next
special time is scheduled.

Parent also needs to have some special time for him/herself. This is often a
prerequisite for the parent to do special time with the child.

Procedure summary by Robert Hilt, MD

78





Oppositional Defiant Disorder Resources
Information for Families

Books parents may find helpful to help their oppositional children:

The Explosive Child (2001), by Ross Greene, PhD

The Difficult Child (2000), by Stanley Turecki, MD and Leslie Tonner

1-2-3 Magic (2004), by Thomas Phelan, PhD

How to Raise an Emotionally Intelligent Child (1998), by John Gottman, PhD

SOS Help For Parents (2006), by Lynn Clark, PhD

Parenting Your Out-of Control Teenager: 7 Steps to Reestablish Authority and Reclaim
Love (2001) by Scott P. Sells, PhD.

Videos that parents may find helpful:
1-2-3 Magic, by Thomas Phelan, PhD.
Managing the Defiant Child by Russell Barkley, PhD.

The Kazdin Method for Parenting the Defiant Child (book with DVD), by Alan Kazdin
and Carlo Rotella

Raising an Emotionally Intelligent Child, by John Gottman, PhD

Websites:

American Academy of Child Psychiatry oppositional defiant disorder resources
http://www.aacap.org/cs/ODD.ResourceCenter

The Incredible Years training programs (based in Seattle)
http://www.incredibleyears.com/

DSHS explanation of Wraparound Services
http://www.dshs.wa.gov/mentalhealth/quidetotailoredcare.shtml
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10.

11.

12.

13.

14.

15.

Sleep Hygiene for Children

Keep consistent bedtimes and wake times every day of the week. Late weekend nights or sleeping-
in can throw off a sleep schedule for days.

Avoid spending lots of non-sleep time in bed—spending hours lying on a bed doing other activities
before bedtime keeps our brains from associating the bed with sleep time.

Child’s bedroom should be cool, quiet and comfortable. Those children who stare at clocks should
have their clocks turned away from them.

Bedtime should follow a predictable sequence of events, such as brushing teeth and reading a story.

Avoid high stimulation activities just before bed, such as watching television, playing videogames,
communication with friends, or exercise. Do not do these things during a nighttime awakening
either. It is best not to have videogames, televisions, computers or phones in the child’s bedroom.

Having physical exercise as a part of the day often helps with sleep time many hours later.

Relaxation techniques such as performing deep, slow abdominal breaths or imagining positive
scenes like being on a beach can help a child relax.

Avoid caffeine (sodas, chocolate, tea, coffee) in the afternoons/evenings. Even if caffeine doesn’t
prevent falling asleep it can still lead to shallow sleep or frequent awakenings.

If child is awake in bed tossing and turning, it is better for them to get out of bed to do a low
stimulation activity, (i.e. reading) then return to bed later. This keeps the bed from becoming
associated with sleeplessness. If still awake after 20-30 minutes, spend another 20 minutes out of
bed before lying down again.

Worry time should not be at bedtime. Children with this problem can try having a “worry time”
scheduled earlier when they are encouraged to think about and discuss their worries with a parent.

Children should be put to bed drowsy, but still awake. Letting them fall asleep other places forms
habits that are difficult to break.

Security objects at bedtime are often helpful for children who need a transition to feel safe and
secure when their parent is not present. Try to include a doll, toy or blanket when you cuddle or
comfort your child, which may help them adopt the object.

When checking on a child at night, checks should be “brief and boring.” The purpose is to reassure
the child you are present and that they are okay.

If your child is never drowsy at the planned bedtime, you can try a temporary delay of bedtime by
30 minute increments until the child appears sleepy, so that they experience falling asleep more
quickly once they get into bed. The bedtime should then be gradually advanced earlier until the
desired bed time is reached.

Keep a sleep diary to keep track of naps, sleep times and activities to find patterns and target
problem areas when things are not working.

Robert Hilt, MD
Primary reference: A Clinical Guide to Pediatric Sleep by Jodi Mindell and Judith Owens

80






Appendix B

The Partnership Access Line Establishing an
Empirically Based Child Psychiatry
Consultation Program for Washington State:
Background, Program Description, and
Measures





Partnership Access Line

The Partnership Access Line

Establishing an empirically based child psychiatry consultation program
for Washington State: Background, Program Description, and Measures

Program Update
September 2009

Robert Hilt, MD, PAL Program Director
Jim Myers, MBA, PAL Administrative Director





Partnership Access Line 3

Background

The Partnership Access Line is a consultation and education service designed to help
primary care providers throughout the state to deliver more rapid, accessible and evidence based
mental health treatments. The program was created based on a perceived need from the public,
from the state agencies and from the state legislature that the psychiatric care of Medicaid
children had shortfalls which could be addressed by providing child mental healthcare support
for primary care providers.

Concerns about the system as usual were many fold. It has been noted that medications
were being given to children with an ever increasing frequency for emotional/behavioral
disorders, both nationally and locally here in Washington. Nationally, investigators have found
two to three fold increases in prescriptions for most psychiatric medications in children over a
recent 10 year period,’ as well as a significant increase in use of psychopharmacology in
preschool children.? In Washington State these trends are no different. Even very strong
psychiatric medications have been used more and more often with young children. It has been
reported that 10% of all adolescents, and as high as 34% of all children and youth in certain high
risk populations (children in foster care) are now receiving psychiatric medications.>*® Between
2004 and 2007 with Washington Medicaid the number of children taking atypical antipsychotics
has risen 25%, and the associated per unit costs from this medication class have risen 38%.°

Inadequate treatment of child mental health problems is a significant public health
concern. Functionally impairing emotional or behavioral disorders occur in approximately 20%
of youth in the United States,” and occur in even higher rates (44%) for youth in foster care.?
Untreated mental health disorders are associated with poor childhood outcomes such as suicide,
juvenile delinquency, school violence, and educational failure, and poor adult outcomes such as
school failure, poor employment opportunities and poverty.!90:1+:12

The Partnership Access Line is designed to address all five of the recognized barriers to
primary care providers delivering quality mental health care, as published by the American
Academy of Pediatrics:

e a lack of mental health training/knowledge

e a lack of time to dedicate to caring for mental health issues

e a lack of sufficient reimbursement

e a lack of knowledge about local resources

e insufficient referral feedback from local mental health specialists™

Arguably one of the greatest barriers to Medicaid children receiving quality mental health
care is access to child mental health specialists. Washington State has far fewer child
psychiatrists than it needs, with its number of child psychiatrists calculated to be 6.6 per 100,000
youth. This number is well below the national average of 8.7 and also well below an estimated
need of 14.4 in an ideally designed managed care utilization system.** Rural access to child
psychiatry is comparatively abysmal compared to urban centers, so the rural areas of the state
have the greatest need for such access. At its core, the Partnership Access Line is a program
designed to create rapid access to child psychiatric specialists that are otherwise inaccessible.
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Program

In April 2008 the Partnership Access Line opened for service, employing one FTE of
child psychiatry time, and marketing to DSHS Region 6. In June 2008 the program was asked to
expand its service to DSHS Region 1. As part of that expansion, a second FTE of child
psychiatrist time was then assigned to the PAL program (this second FTE was subsequently
removed in July 2009 due to budget constraints). In November 2008 the Partnership Access
Line opened a satellite office in Spokane to ensure a high level of service to the East side of the
state as part of the Region 1 expansion.

The Partnership Access Line

The planning group’s working assumption was that the ideal consulting experience from a
PCP’s perspective would be a child psychiatrist who is immediately available to offer curbside
advice whenever it is needed. Physically locating a child psychiatrist in every practice of the
state was of course not an option, so the Washington Partnership Access Line (PAL) was
designed to approximate that immediately available experience in as resource efficient a manner
as possible. Immediate telephone availability of a PAL consultant provides the experience of
rapidly accessed consultation to as many practices as possible with as few child psychiatrists as
is necessary. By ensuring that phone availability is rapid (rather than via a scheduled phone
appointment, or only available during very restricted hours) we make a major investment in
encouraging providers to call the program repeatedly over time, by giving them immediate
responses for their questions. Rapid phone availability also provides an opportunity to shape the
patient’s treatment plan before that child patient leaves the PCP’s office that same day.

The PAL Consultation Process

Each consultation begins by the PCP calling a toll free number that is answered by the
program assistant. The assistant records basic information such as name of provider calling,
name of patient and patient’s date of birth. A child psychiatrist, affiliated with Seattle Children’s
Hospital, is on duty for the PAL service and is then called or paged. The PAL consultant and the
PCP are connected and discuss the PCP’s consultation question. Occasionally, if a PCP has a
resource-specific question, they may be connected to a PAL social worker directly, upon request.
The PAL psychiatrist or social worker who handles the call is commonly referred to as the “PAL
consultant”. If the PAL consultant is not available immediately, the PCP will receive a call back
typically within 10 to 20 minutes (an accessibility that is virtually unheard of without such a
system).

The nature of the conversation between PCP and PAL consultant is best characterized as a
“curbside consult,” in style, but in substance it offers much more than a simple curbside
discussion. PAL consultants have to hold their advice to a high evidence based standard, using
regular consultation group meetings to review currently available evidence based assessment and
treatment information, and to assure consistency across consultants. Careful documentation of
the telephone discussions allows other members of the PAL team, such as our social worker, to
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provide additional assistance to the child’s provider. Consultant recommendations are
referenced to a child mental health care guide developed specifically for this program, a guide
which is also distributed to PCPs (and available at www.palforkids.org).

The 70 page long care guide, which was coordinated by Dr. Hilt, contains care algorithms,
medication tables, patient handouts, and rating scales tailored to child mental health care in a
primary care practice. This care guide was developed with expert input from Washington State
academic child psychology and psychiatry specialists and from state policy makers; it is also
endorsed by the Washington State Department of Social and Health Services, Children’s
Administration, DSHS Regional area medical directors, and the Washington State Chapter of the
American Academy of Child and Adolescent Psychiatry. Preparation of the care guide was a core
work product of the PAL program, necessary before the program could open its doors for business.

If a PCP requests a full consultation assessment during their phone conversation with the
PAL consultant, then the PAL psychiatrist has the option of conducting a telemedicine or in-
person evaluation of the patient. Full consultation appointments are rapidly available, and may
occur as quickly as the next day if feasible for the family. The decision about whether to
schedule a full consult visit is decided jointly by the PCP and PAL phone consultant. Consult
appointments may occur in person, or via telemedicine at a clinic site more convenient to the
family (see figure 1). PAL consultants never write prescriptions for the children who are seen
for full appointments—this is essential for ensuring care remains coordinated within the child’s
medical home. The PAL consultant’s role is to support the PCP in their work with the child,
and/or to help advocate for the most appropriate long term local mental health specialty care to
be engaged on behalf of the child.

PAL consultants provide same day verbal or written feedback to the referring PCP after a
consult visit, as well as a formal consultation report mailed to the provider as quickly as possible.
Ongoing care remains with the PCP, or (when applicable) with a local mental health provider.
Providers may call repeatedly about the same patient, and in this way can get ongoing support
for individual cases. It has now become a regular occurrence (about 10% of our calls) that we
talk to a PCP repeatedly about the same child and provide longitudinal care assistance. On some
occasions we have been called by two different providers on different occasions about the same
child, placing the PAL program in a unique role of providing the child with some additional care
continuity as the family moves around from practice to practice.

One of the two PAL social workers will create an individualized referral plan for a patient
if they may benefit from further mental health evaluation or a new ongoing care relationship
within the child’s own community. This plan is then directly communicated to the PCP’s office.
An example of a typical social work consultation might be a referral for an empirically supported
treatment such as Parent Child Interaction Therapy for children with externalizing disorders.

The PAL social worker maintains a large database of community referrals and empirically
supported treatments available throughout Washington State.
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Figure 1. Areas Contracted for Coverage by PAL

DSHS Region 1
(2" PAL region)

DSHS Region 6

(1 PAL region) .

;’k= PAL Telemedicine Site

Another key component to the PAL program are community outreach education efforts
such as full-day continuing medical education conferences or other local lectures on child mental
health topics at no cost to PCP’s in Washington State. These outreach efforts include topics that
are germane to best practice assessment and treatment of mental health disorders in children, as
well as education about community resources and use of the PAL program. Presenters at these
educational efforts have included PAL consultants, University of Washington based experts, and
the Eastern WA area health education director.

To maintain rapid PAL consultant availability, any given PAL consultant on duty is not
given any more than two in-person consultations per day long shift. That way the PAL
consultant has time available to quickly catch up on PCP phone calls that may arrive during their
in person consultation assessments. When the program had two child psychiatrists on duty at
any given time, this enabled us to triage PCP calls to the most available PAL consultant at the
moment the PCP reached out by phone to the program. The PAL consult program does not bill
insurance for in person consultation services for Medicaid clients, because as a Medicaid-funded
program the consultant’s time has already been pre-purchased by the state.

Case example, demonstrating how the PAL program works

A typical example of a PAL case involves only phone contacts. In one situation, a provider
called one day to review the care of a 6 year old boy who was taking risperidone (an
antipsychotic) and clonidine for “bipolar disordered” behavior that the PCP described as “all
over the place,” involving emotional meltdowns. The risperidone dose had been pushed up over
time to the point of heavy sedation and things were still going poorly, at which point the provider
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called PAL. The PAL consultant learned that before the risperidone was initiated, there had been
a failed trial of methylphenidate that had caused significant side effects of low appetite and
increased aggression.

A collaborative plan was made to have Vanderbilt behavior scales completed at home and
school to better assess the current externalizing problems, and to start weaning the child off the
risperidone since there was a lack of benefit. The PAL social worker assisted the provider’s
office with locating therapists and after school resources for this child. During a second PAL
phone discussion with the same provider it was noted that aggression had increased after
stopping the risperidone (when the risperidone sedation was gone) and that the VVanderbilt scales
strongly supported an ADHD problem. The PAL consultant recommended that the child receive
a cautious trial of dextroamphetamine for ADHD since some children respond much better to
one stimulant than another. Further inquiry at that time revealed this child had expressive
language delays which had not been previously identified, so a speech evaluation and therapy
plan was facilitated to occur at his school. His teacher revealed the child was easily
overwhelmed by the other students, and so he and his teacher decided to move his desk slightly
away from the other children during times of increased activity. The PCP called PAL a third
time, this time just to report that the medication and environmental changes were all working out
very well for the child. The PAL program social worker continued to work with the PCP’s office
to facilitate this family’s pursuit of behavioral management therapies in their area.

The case above exemplifies how it is possible for simple phone contacts with a PAL
consultant to enhance evidence based mental health practice within a collaborative care
framework.

Program Goals

Succinctly put, the PAL program designers hoped the PAL program will improve child
mental health care access, quality, and outcomes. The primary measured goals of the program
are looking to: (1) demonstrate overall feasibility and PCP satisfaction with the program, (2)
demonstrate changes in PCP knowledge about assessment and treatment of child psychiatric
disorders, (3) demonstrate any impacts on PCP prescriptive practices, (4) demonstrate a
preference for steering children into non-medication evidence based practices, and (5)
demonstrate changes in symptomatic and functional outcomes of children who are exposed to the
PAL program.

Evaluation Plan

Since the PAL program is predicted to have a multi-layered impact on regional child
mental health care delivery, a complex evaluation plan is needed to capture the full range of
impacts. Primary data (e.g., surveys) are being collected from PCPs who utilize the PAL
program. Data on each individual call are recorded on a secure Microsoft Access database, to
allow tracking of calls, call topics and overall program utilization. Secondary data is planned to
be obtained from the Washington State DSHS Medicaid claims, mental health, and Children’s
Administration (i.e., child welfare) databases. These secondary data will be utilized to
investigate PCP and child level outcomes and will allow for evaluation of outcomes to
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comparison groups of non-participating PCPs and children. The initial study plan also involved
an IRB approved procedure for interviewing guardians of children impacted by the PAL
program—however that procedure had to be dropped in May 2009 due to inability to enroll a
sufficient number of families through what was a too complicated consenting procedure.

Research Sample

All PCPs who provide care for Medicaid funded children in the predominantly rural
Regions 1 and 6 of Washington State are eligible to participate in the evaluation study. (Figure 1)
PCPs are defined as pediatricians, family practice physicians, physician assistants, and nurse
practitioners who provide primary health care to children. Through database and internet
searches, the PAL program has been able to identify a total 1042 PCPs combined in the two
intervention regions. Parents and foster parents of children who receive a PAL consultation and
whose care is Medicaid funded were also originally planned to become direct participants in the
study. However, experience has been that utilizing the Washington State IRB approved
procedure for contacting families was terribly cumbersome, and despite best efforts was unable
to achieve receipt of feedback from any significant percentage of children potentially benefiting
from the service. In May of 2009 this family interview procedure was officially dropped due to
failure of the IRB approved procedure to generate any significant amount of data.

Evaluation Procedure

Institutional review board (IRB) approval was obtained from the Washington State IRB in
May 2008, with primary data collection beginning at that time. PCPs in Region 1 and 6 were
recruited to participate in the study via direct mail invitations and consenting. PCP’s are also
informed about the research program if they attended one of our PAL educational sessions.
PCPs are clearly informed that they are not required to participate in PAL research in order to
utilize the PAL clinical service, as also stipulated by the IRB.

After stopping the IRB research procedure for family contact in May 2009 (as described
earlier), the PAL team in June initiated its own quality improvement follow up procedure with
families who received consultation appointments. For this, families are called by the PAL team
1 month and 3 months following a consult appointment to inquire about the child’s current
clinical condition and experience with seeking care in their local system. This new QI follow up
procedure has been much better accepted by families, but it is too soon to interpret results at time
of this writing.

PCP satisfaction and feasibility are being measured via surveys completed after the 1%, 2",
5™ and subsequent 5™ telephone consultations and after every telemedicine consultation. These
satisfaction tools include 12 (telephone consultation) and 15 (telemedicine/in person
consultation) Likert scale items and one qualitative item. Feasibility of the PAL program will
also be measured by assessing the percentage of eligible providers who participate in the
program, as well as the overall frequency of provider consultations. Process measures of the
nature of each consultation call will demonstrate the type of work being performed.

PCP perceived child psychiatry knowledge will be evaluated utilizing the Mental Health
Resource and Self-Assessed Confidence Survey, a measure created for this study. This tool
includes 49 items assessing provider demographics, perceptions about the mental health system
and resources in their community, and perceived knowledge and comfort about psychiatric
assessment and treatment. It includes both quantitative and qualitative items. This measure will
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be administered to all eligible providers prior to implementation of the PAL program via a
general mailing. In order to assess changes in perceived knowledge after PAL consultations this
measure will be re-administered after the 1%, 5™ and every 5" subsequent Medicaid funded
consultation. Comparisons between pre and post-consultation knowledge will be conducted to
investigate the impact of the PAL program on PCP perceived knowledge.

It is planned that PCP level administrative data will be utilized to investigate the impact of
PCP program participation on PCP prescriptive practices. These outcomes will include: average
number of psychiatric medications prescribed, number of children receiving psychotropic
polypharmacy, and number of children receiving within class polypharmacy. Outcomes will be
investigated for one year before and after program utilization to investigate within subject
change. Between subject change will be investigated by utilizing a matched group of PCPs who
did not participate in the program. Data will be gathered from these providers for a
corresponding two year time period. PAL consultant recommendations for medication changes
will be compared to DSHS database record of actual prescription fills. Other administrative data
to be assessed will include inpatient and outpatient psychiatric utilization, psychiatric diagnosis,
number of foster care placements, number of child protection service referrals, psychotropic
medication prescribed, and medication adherence. This administrative level data analysis is
currently being negotiated for how best to conduct it.

PAL consultant advice with every phone or in person consultation contact is being
carefully recorded with a unique record for each call. PAL consultants review each others’ de-
identified PAL consultation notes on a regular basis to maintain an active peer review process
amongst the consultants. Advice will be catalogued, and compared to accepted care standards,
such as whether or not a non-medication treatment like CBT is recommended for an adolescent
with depression.

Feasibility

The first element of establishing program feasibility was to ensure that our assumptions
about the needs of the practice community were correct. The baseline experience of practicing
PCPs was assessed with a detailed survey completed by PCPs at the time they enrolled with the
UW as a PAL study provider. At the time of last analysis, 253 baseline assessment surveys have
been received out of a possible total of 1042 PCP’s practicing in DSHS Regions 1 and 6.

With this survey, it was confirmed that mental health care access is relatively a greater
problem for Medicaid clients than for privately insured children, though both populations have
significant issues have major problems with access.

e Only 21% of PCPs stated they can access a child psychiatrist for Medicaid children
when one is needed

e only 31% of PCPs stated they can find a child therapist for Medicaid children when
one is needed
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e only 23% of PCPs felt that with existing resources that they can usually meet the
needs of children with psychiatric problems

These results confirmed the original assumption that there was a tremendous need to
enhance the current care system through providing support to primary care providers. The
specific survey questions which pertained to mental health resources are presented below along
with summarized responses by the PCPs participating in the survey:

PAL Baseline Needs Assessment of Regions 1 and 6

Mental Health Resources Strongly Strongly Mean
(1= Strongly Disagree, 5= Strongly Agree) Disagree/Disagree Agree/Agree (SD)
With existing resources | am usually able to 53% 23% 2.6
meet the needs of children with psychiatric (1.1)
problems.

When | want to, | can consult with a mental 62% 23% 2.4
health specialist about my child patients within a (1.2)
reasonable period of time.

I have an established relationship with a mental 58% 26% 25
health specialist, who helps me care for my child (1.2)
patients.

When | need to, | can make referrals to therapists | 53% 26% 2.6
skilled in cognitive behavior therapy (CBT). (1.1)
For my MEDICAID patients 46% 31% 2.7

I can find a therapist/counselor when needed. (1.1)
For my MEDICAID patients 67% 21% 2.2

I can find a psychiatrist when needed. (1.1)
For my PRIVATE INSURANCE patients I can 26% 51% 3.3
find a therapist/counselor when needed. (1.0)
For my PRIVATE INSURANCE patients | can 45% 38% 2.8
find a psychiatrist when needed. (1.2)

We further asked PCPs on the same baseline survey to simply tell us what they felt was the most
important need to be addressed in child mental health. Specifically, the question we posed was,
“What are the biggest challenges in finding mental health specialist resources for your
child patients?” Some of the typical responses included:

“Getting patients in to a psychiatrist also finding a counselor that actually makes a
difference in the child and parent functioning”

“There are only a couple counselors who are good with children/adolescents and they are
booked out for months. I can refer, but this requires travel in typically dysfunctional
families and therefore low compliance”
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“Even available counselors are difficult to access. Most available counselors don't manage
needs at all.”

“Not very user friendly. Rarely feedback from mid-levels. Psychiatry- unable to directly
refer. (For welfare which is 90% of practice.)”

“Not enough child psychiatrist, Insurance limitations, listing of providers-- not sure who to
call sometimes.”

“Insufficient resources. There are 2 ARNP's in the county and no psychiatrists. Evals are
done but due to backlog in school system, only the most severe get any treatment.”

“For severely ill patients (acute psychosis) I can’t get someone (child) to see a psychiatrist
for months.”

Overall, the results of our baseline survey of PCPs confirmed our original assumption that
the state’s existing care system has not been able to adequately to meet the mental health care
needs of Medicaid children, as assessed by the perspective of the state’s primary care providers.
It appears that a more easily accessed mental health specialist resource like PAL is in fact well
matched to what primary care providers say they need and want.

A second core element of feasibility of the program is showing that it is actually possible to
hire child psychiatrists to work on the program. Child psychiatrists are an extremely scarce
resource in this state. Without the ability to staff the program with experienced child
psychiatrists, the program could not exist, however the PAL program had no difficulty with
recruiting skilled consultants to participate.

A third early measure of the PAL program’s long term feasibility is the overall utilization
of the program by PCP’s. Changing PCP behavior to reach out to a mental health consultant
during the course of a busy work day is a major hurdle. The potential barriers to making that
phone call are numerous, including lack of familiarity with the program, lack of time for making
a call, and lack of willingness to do something different than their usual practice pattern. We
utilized a multifaceted marketing approach of face to face meetings, local CME outreach,
repeated direct mailings, phone calls and fax communications to raise awareness about the
program. Our initial experience has shown us that face to face meetings between PAL
consultants and PCPs, or positive recommendations from respected colleagues seem to be the
most effective strategies behind increasing PAL program utilization by PCP’s.

Unfortunately arranging face to face meetings between a PAL consultant and local primary
care providers is not easy, in large part because it is a ~2 hour drive for a PAL consultant to
reach the nearest edge of one of our intervention regions (Figure 1). This makes it difficult for
us to informally drop by a practice to do a meet and greet. To improve our efficiency with such
face to face meetings, effort was made to meet with whole practices at once, usually organized
around providing them with a mental health educational talk of the local practice’s preference.
Also we organized having PAL consultants provide presentations at local institutions to give
CME category 1 or 2 education as another way of establishing professional collaborations. (See
Appendix 2 for samples of PAL presentations) Organized presentations have occurred at the





Partnership Access Line

following dates and locations so far, which represent face to face meetings with about 1/4 of the

providers in our intervention regions.

PAL Presentation History
3/13/08 Salmon Creek Hospital
4/3/08 Northwest Pediatric Center
4/9/08 Jefferson Memorial Hospital

Vancouver
Centralia,
Pt. Townsend

10 providers
11 providers
5 providers

4/22/08 St. Peter’s Hospital Olympia 18 providers
5/7/08 Vancouver Clinic Vancouver 13 providers
5/19/08 Child and Adolescent Clinic Longview 10 providers
6/14/08 Sacred Heart Children’s Hospital Spokane 18 providers
6/19/08 Mark Reed Hospital Olympia 9 providers

7/12/08 WCAAP board meeting Leavenworth 14 providers
7/16/08 Cowlitz Family Health Center Longview 16 providers
7/22/08 SW Washington Medical Center Vancouver 13 providers

8/4/08 Olympic Medical Center

Port Angeles

3 providers

10/4/08 Sacred Heart Medical Center Spokane 27 providers
10/6/08 Jefferson Hospital Port Townsend 3 providers
11/11/08 Jefferson Hospital Port Townsend 7 providers
11/15/08 Sacred Heart Medical Center Spokane 44 providers
12/9/08 Seattle Children’s Hospital Seattle 9 providers
1/31/09 SW Washington Medical Center Vancouver 54 providers
2/28/09 St. Peter’s Hospital Olympia 44 providers

4/25/09 Olympic Medical Center

Port Angeles

12 providers
(340 in all)

Initial utilization of PAL was low in the first several months of the startup phase, at the rate
of around one phone call per day. As we got stronger word-of-mouth spread within local
practice communities, utilization has significantly improved. The initial low utilization was an
unavoidable part of the program’s design. This is because the PAL program requires rapid
availability of a child psychiatrist to give the PCP a positive clinical experience from calling the
program; otherwise it is unlikely that the PCP will choose to call again in the future. For this
reason it was essential to build up our consultation capacity long before overall program
utilization would keep an assigned child psychiatrist busy with work on the PAL program.
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Recent utilization trends have shown this strategy of providing an early positive experience
with rapidly reaching the PAL consultant is now working. Call volumes grew throughout the 15
months of the Program with the expected slowdowns around Christmas and summer.

Figure 2: Utilization of PAL program over time
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Figure 3: Number of Providers Using PAL for First Time
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PAL call response times:

The goal of the PAL program is for the Psychiatrist to be able to take the call immediately when
the call comes in. In the first 15 months of the program we were able to transfer a PCP directly
to the consultant about 1/3" of the time. Often the consultant might be on another call, with a
patient, or away from their desk. More than half of the time the consultant was able to return the

PCP’s call within 30 minutes often within 5 minutes.

PAL call sites of origin:

The PAL program has only been marketed to providers in DSHS Region 1 and 6, because these
are the two state regions where the program has been contracted to provide service. However
some calls have come to us from outside of these regions as well, due to word of mouth spread
about the program. The PAL team has decided that unless the phone line becomes too busy to
provide a high level of service to our contracted regions, that we will offer the same service to
our out of area callers. The following is a graph showing the counties of origin for calls to the

PAL line.
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Counties of Origin for PAL Calls
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Full Consult Appointments

The PAL program has provided a total of 54 in person consultations through the end of
June, which means one full consultation occurs for approximately every 15 PCP calls to the PAL
program. This experience seems to confirm that consultation phone contacts with a child
psychiatrist are providing the major part of the value of the PAL program overall; the telephone
discussions are providing the majority of the program’s value. Telemedicine was an important
mechanism for how our in person full consultations were occurring, in that 33 of the 54
consultation appointments occurred with use of telemedicine. The PAL program has used
Telemedicine sites in Wenatchee, Longview, Olympia, Richland and Spokane.

Advantage of having more than one PAL consultant on duty

The PAL program had two child psychiatrists available daily between July of 2008 and
June of 2009, and during that time it was noted that these two providers offered a distinct
program availability advantage to having just one psychiatrist on duty at a time. For instance, an
essential component of the PAL program is that the PAL child psychiatrist needs to perform
some patient consults with DSHS children either in person or with telemedicine. These
appointments each last at least 60 minutes in duration. If another PCP calls the program while
the PAL consultant is tied up performing an in person consultation, then it may be 30-60 minutes
until the PCP can get a call back from that PAL consultant. If there is a second PAL consultant
on duty, work schedules can be arranged such that a rapid phone response is always possible
when the PCP calls. Running a PAL hotline consultation system that is busy enough to justify
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having 2 FTE of child psychiatry time assigned to it thus offers superior service than a system
half that size with only one FTE of child psychiatry time assigned. The PAL care delivery
process is thus improved through economy of scale.

Nature of the calls
Who calls: 82% of calls to PAL come from DO’s and MD’s. 15% of calls have come
from nurse practitioners, and 2% have come from physician assistants.

Types of Providers Utilizing PAL Line

RN, 1%

Physican Assistant, 2%

Subjects of the calls: 17% of calls are about children less than 6 years of age, 39% about
children aged 6-12, and 44% are about children over 12 years of age. Therefore over half of our
consultation work involved pre-pubertal children.

Ages of Patients

Age 0-6
17%

DSHS status: Despite the fact that primary care providers are invited to have a phone
consult with the PAL program about any child they see in their practice, most calls to the PAL
line are about DSHS clients.
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e 59% of calls to the PAL program have been about DSHS clients
e 37% of all of the state’s children are enrolled in Medicaid®®

We expected that the phone call frequencies as sorted by insurance coverage would fairly
closely match the prevalence of insurance plan enrollment in the community—after all, this is
the pattern observed with the similar Massachusetts’ MCPAP statewide consult program.
Instead the frequency of Medicaid client calls was nearly twice the rate we anticipated. This
difference may be because there is a greater perceived need for additional assistance with
Medicaid clients over insured clients (i.e. they are “sicker”) in our state, or because providers
have a higher rate of dissatisfaction with existing Medicaid systems in our state as compared to
private insurance care systems). The fact that full consultation visits are only available in the
PAL program for children with Medicaid coverage is not likely the reason, because only about 1
in 15 phone calls results in a full consultation.

Severity of child problems: PCPs are observed to call the PAL program for consultations
on children with quite significant mental health problems. For instance in the month of October,
the mean Children’s Global Assessment Scale (CGAS) score for patients about whom a PAL
phone consult occurred was 48, and the mean number of mental health diagnoses was 2.5. Using
the WA State access to care standards cutoff of a CGAS score of less than 60 (which indicates
the presence of a functional impairment serious enough to be eligible for RSN services), our
records indicate that 86% of the time in October calls to PAL occurred about children who are
functionally impaired enough to be eligible for RSN services.

PCPs most often stated that they decided to call PAL because they wanted to review the
use of a psychiatric medication with a child psychiatrist.

e Overall, 69% of calls to the PAL line through October 2008 have occurred because the
PCP wanted to review use of a psychiatric medication (186 out of 269 calls).

¢ 21% of the medication-focused calls involved a discussion about an antipsychotic
medication.

¢ 52% of the time that an antipsychotic medication was mentioned by the PCP during a
PAL call, that particular antipsychotic was recommended to be either stopped or reduced
in dosage

¢ 26% of the time when calls were focused on an antipsychotic medication, the PAL
consultant recommended either a dose increase or to go ahead with the provider’s existing
plan to start an antipsychotic medication.

These numbers above were important for us to monitor, because the intended philosophy of
the PAL program is a conservative approach to psychiatric medication use in children, as
supported by good evidence based practice. So far, following these parameters regarding use of
the potent antipsychotic agents has led us to recommend them to be stopped or reduced in dosage
at about twice the rate that we endorse their startup or increase in dosage.

Ensuring children are engaged with non-medication treatments

46% of the time when a PCP called with a limited focus of discussing how to manage a
child’s medication, the phone call ended with the child psychiatrist recommending the child
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engage in an evidence based psychosocial treatment (such as cognitive behavioral therapy). The
PAL program feels this statistic is very important as it shows our consultants are frequently
turning a medication only question by a PCP into an educational discussion about the available
non-medication approaches to managing behavioral health problems. (Note that this percentage
of 46% does not include those children who are already receiving evidence based psychosocial
interventions. Overall the percent of PAL consult children who are either already receiving an
evidence based psychosocial treatment or being recommended to start one would be significantly
higher.)

Our interpretation of the statistics on consult outcomes overall is that the PAL consultants
are showing PCP’s how to practice good evidence based medicine, and showing PCP’s how to
be appropriately conservative about the decision to prescribe psychiatric medications to children.

Costs

A cost analysis performed in 2008 noted the following: 27% of PAL calls received through
the month of October 2008 resulted in a recommendation to stop, decrease, or change a
medication. We compared the Medicaid Average Daily Costs of the medications that the
patients were currently prescribed to the cost of following the PAL recommendation. For the
269 consultations done between April and October of 2008 the potential savings were between
$75K and $110K for 12 months of medication (the savings range is due to generic versus brand
name Medicaid costs). Projected annualized medication savings based on current call
volumes and assuming the same rate of savings would be between $290K and $425K per
year.

Another cost savings of the PAL program is that some specialist evaluation appointments
(CPT codes 90801 or 99205) are no longer required in the community after a PAL consultation is
utilized. 61% of PCPs who called during the month of October reported that their referral
question had been fully answered by the PAL consultant, and that there remained no need for a
psychiatrist visit. Given a call volume of ~20 calls per week, 64% of which are calls on
Medicaid clients, this projects to an additional annualized Medicaid specialist appointment cost
savings of between $42K and $57K per year.

Results of Research Evaluation to Evaluate Provider and Child Outcomes

Michael McDonell, Ph.D.

Eric Trupin, Ph.D.

Division of Public Behavioral Health and Justice Policy (PBHJP)
Robert Hilt, MD

Executive Summary
Faculty at PBHJP in collaboration with the PAL clinical team, have conducted a research
evaluation of the PAL program utilizing primary care provider and family survey data. Overall
pre-PAL primary care provider (PCP) needs surveys indicated a lack of confidence in providing
mental healthcare to children in a primary care setting, as well as a perceived lack of access to
specialty mental health care providers, particularly for Medicaid covered children. Post-PAL
PCP survey results suggested high levels of physician satisfaction with the PAL program, as well





Partnership Access Line 19

as increases in physician confidence in providing psychiatric treatment and accessing psychiatric
resources. Parent surveys indicated an overall decrease in child mental health symptoms from 1
to 3 months after PAL consultations.

Highlights of the evaluation are summarized here and described in greater depth throughout this
document.

PCP SURVEYS:

Pre-PAL Needs Assessment
e 299 PCPs returned pre-PAL needs assessment surveys
e Results indicated:

o PCPs had relatively low levels of confidence in managing psychiatric illness in
primary care

o Confidence was lowest for managing challenging mental health problems
(prescribing atypical antipsychotics, managing youth with severe behavioral
problems)

o PCPs who provided care to higher numbers of pediatric patients with psychiatric
disorders reported higher levels of confidence in management of youth with
psychiatric disorders.

o 90% of PCPs reported that access to adequate behavioral health specialty care was
one of their biggest concerns regarding mental health care for their patients

o Overall, increasing provider confidence/knowledge in managing psychiatric
disorders and increasing access to specialty care should be main objectives of
PAL.

Post-PAL PCP Surveys:
PCP Satisfaction

e 153 satisfaction surveys were received from 91 PCPs

¢ Results indicated:

o Very high levels of PCP satisfaction

PCPs were most satisfied with the quality and helpfulness of PAL consultation
PCPs reported that PAL increased mental health access for their patients
Satisfaction increased after multiple PAL consultations
Providers who reported few community resources had significantly higher
satisfaction with PAL
Areas of improvement include providing more timely written feedback and
increasing availability of consultations outside of typical business hours

o O O O

o

Changes in Confidence and Community Resources
The initial pre-PAL needs survey was administered again after the 1%, 5, and subsequent 5"
PAL consultation to investigate changes in provider confidence and community resources after
PAL consultations

e 122 surveys were received from 99 providers

e 37 providers completed a pre and post-PAL survey allowing for comparisons

e Results indicated:
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o PAL users reported higher levels of confidence and resources, when compared to
non-users (those who only completed the pre-PAL survey)

o No statistically significance increase in confidence or resources were observed in
the 37 providers who completed a pre and post-PAL survey.

CHILD OUTCOMES:
We attempted to contact parents or foster parents of all children who received a PAL
consultation in order to assess mental health care and changes in psychiatric symptoms 1 and 3
months after a PAL consultation. We experienced significant challenges obtaining parent contact
information and obtaining parental consent to participate in the study. Due to these challenges
we completed 40 parent interviews with 31 parent respondents
¢ Results indicated:
o Statistically significant decreases in psychiatric symptoms in youth from 1 to 3
months post-PAL consultation
o PAL consultations lead to access to mental health treatment, with 80% of youth
being prescribed psychotropic medication and 60% receiving psychotherapy.
o 83% of parents reported that their child’s psychotherapy was clearly or somewhat
helpful

Results of Research Evaluation to Evaluate Provider and Child Outcomes
Detailed Study Results

PHYSICIAN SURVEYS

PAL NEEDS ASSESSMENT

All primary care providers (PCPs) who provide care to children in regions 1 and 6 in Washington
State were recruited to participate in a pre-PAL assessment of provider perceived mental health
knowledge and resources. The 49 item Mental Health Perceived Knowledge (MHPK) survey
was mailed to 970 eligible providers. Incentives for participation, reminder phone calls, and
second mailings were all used to increase return rates, as these techniques have been effective in
previous surveys of physicians. We received completed surveys from 297 providers, 31% of the
eligible sample.

Description of the MHPK

The MHPK is a 49 item survey created for purposes of this evaluation that includes assessments
of provider demographics, community resources, and confidence about the management of
psychiatric issues in children, including assessment and medication management. Questions
about community resources and management of psychiatric disorders included quantitative
Likert ratings, as well as qualitative items. A psychometric study of this tool was conducted
utilizing the 297 surveys received and indicated that the tool has excellent internal consistency.
Results also suggested 4 meaningful subscales that can be used to summarize the needs of
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providers who are eligible to utilize the PAL service. Subscales included community resources,
confidence in management of challenging mental health problems (bipolar disorder, serious
externalizing disorders, use of atypical medications), confidence in management of internalizing
disorders (depression/anxiety), and confidence in management of ADHD.

MHPK Results

Providers who responded to the survey tended to be medical doctors (n = 223, 75%) and identify
themselves as having a specialty in family medicine (n = 203, 69%) or pediatrics (n = 88, 30%).
The majority of providers had been practicing medicine for 6 years or longer, with 43% (n =
127) practicing for 16 or more years, 39% (n = 114) practicing for 6-14 years, and 18% (n = 54)
for 5 or fewer years. Experience providing care to children and children with psychiatric
disorders varied by specialty, with pediatricians providing care to greater numbers of children,
relative to family practitioners. Sixty percent of pediatricians reported seeing greater than 25
foster care youth annually, while 78% percent of family medicine providers reported seeing 15
or fewer foster care youth annually, with 41% reported seeing 5 or fewer a year.

Total and subscale scores are reported in Table 1. Ratings are based on a 1 to 5 scale with 1
indicating a lack of confidence, 3 indicating neutral/unsure confidence, and 5 indicating high
confidence. Total and subscale scores fell within the Somewhat Not Confident to
Neutral/Unsure Confident range, suggesting low levels of confidence in managing psychiatric
issues in children. When subscales are investigated, providers reported less confidence
managing challenging psychiatric issues, such as using atypical medications, managing bipolar
disorder, treating autism, and treating difficult behavior problems. Providers appeared most
confident in managing internalizing disorders and ADHD.

Table 1. MHPK total and subscale scores.

Mean  Standard Deviation

Total MHPK score 2.8 0.5
Challenging psychiatric 24 0.7
problems subscale

Internalizing disorders 29 0.7
subscale

ADHD subscale 2.9 0.7
Community resources 2.6 0.8
subscale

MHPK Correlations with Provider Demographics

Table 2 displays the means for important provider demographics. Bolded means and standard
deviations indicate statistically significant differences. Pediatricians reported significantly
higher confidence overall and with managing ADHD, relative to family practitioners. Physicians
also reported higher overall confidence, relative to other practitioners. Years in practice were not
associated with differences in overall or subscale confidence or perception of community
resources.






Partnership Access Line

Table 2. MHPK differences by PCP demographic variables.

22

Total Score |C_ha||eng|ng In_ternallzmg ADHD Resources
Diagnoses Disorders

Provider Specialty .

Pediatrics Mean: 108.60 [Mean: 2.55 Mean: 2.95 Mean: 3.47 |Mean: 2.82
n=88 SD: 18.25 SD: .75 SD: .71 SD: .50 SD: .72
[Family Mean: 98.73, [Mean: 2.37 Mean: 2.94 Mean: 2.72 J[Mean: 2.53
Practice SD: 18.43 SD: .68 SD: .68 SD: .70 SD: .79
n=203

Provider Degree

MD/DO Mean: 102.51 [Mean: 2.43 Mean: 2.96 Mean: 3.01 ||Mean: 2.62
n=223 SD: 18.72 SD: .70 SD: .68 SD: .71 SD: .79
Other Mean: 98.46 JMean: 2.37 Mean: 2.88 Mean: 2.70 Mean: 2.58
n=74 SD:19.46 SD: .72 SD: .75 SD:.79 SD:.72
Years in Practice

<5 Mean: 101.76 [Mean: 2.32 Mean: 2.99 Mean: 2.93 |IMean: 2.70
n=54 SD: 14.02 SD: .53 SD: .63 SD: .73 SD: .71
6-15 ||Mean: 100.93 [Mean: 2.38 Mean: 2.96 Mean: 2.97 ||Mean: 2.53
n=114 SD: 19.38 SD: .73 SD: .73 SD: .63 SD: .77
16+ ||Mean: 102.30 [Mean: 2.49 Mean: 2.93 Mean: 2.93 ||Mean: 2.64
n= 127 SD: 20.23 SD: .74 SD: .68 SD: .82 SD: .79

We also investigated the relationship between PCP confidence and resources and the number of
children seen by a provider, the number of children in foster care seen by a provider, and the
number of children seen with psychiatric difficulties by a provider and found that the number of
children seen by a provider was significantly associated with provider confidence. Regardless of
specialty or degree, providers who reported seeing more children reported more confidence in

managing psychiatric disorders in their patients.

Qualitative MHPK Results

Qualitative items assessed issues related to community mental health resources, as well as
overall feedback regarding PCPs treatment of psychiatric disorders in youth. Figures 1 and 2
categorize these responses into meaningful groups. Access to care was by far the most common
response with 90% of responses indicating that access to care (either restrictions to who may
access care and lack of resources) was one of the biggest challenges for obtaining care for their
patients. Importantly, only 11% of responses indicated that quality of mental healthcare was an
issue for their patients. Examples of typical responses were:
e Not enough therapists, No psychiatrist in our county, Child psychiatrist is 75-100 miles

away.

e Serious shortage of child psychiatrists and counselors skilled in working with kids,
compounded by the refusal of most to take Medicaid
e They often do not see children. There are not enough psychiatrists to manage the

complex children.






Partnership Access Line 23

Figure 1. What are the biggest challenge in finding mental health
specialist resources for your child patients?
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Figure 2 provides a summary of specific access to care concerns of providers. Either patients’
lack of insurance for mental health care or difficulty finding providers who accept this insurance
were PCPs most frequent concerns, followed by issues regarding the actual existence of a mental
health resource (e.g., no child psychiatrists) or access to that resource (e.g., no child psychiatrist
are taking new patients), travel limitation of patients/families, and wait time.

Figure 2. Access to care challenges reported by PCPs
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PAL USER SATISFACTION

24

All providers who were eligible for study participation (providers in regions 1 & 6) were asked

to complete a satisfaction survey after every 1%, 2" 5™ and subsequent PAL phone

consultations and after every PAL in-person or telemedicine consultation. 153 satisfaction

surveys were received from 91 providers. Satisfaction scales consisted of a set of statements,
related to the quality and feasibility of PAL consultations. Respondents rated each satisfaction

statement based on a Likert scale of 1 Strongly Disagree (not satisfied) to 5 Strongly Agree

(satisfied). Responses of 4 or 5 indicate satisfaction with the PAL program. Total satisfaction
scores were created by averaging satisfaction ratings across the survey items. Overall scores
suggested that satisfaction for in-person (Mean = 4.7, SD = 3.2) and telephone consultations
(Mean = 4.7, SD = 3.8) were high. Tables 3 and 4 summarize average satisfaction ratings of the
133 telephone and 20 in-person/telemedicine satisfaction surveys received. All items had an
average satisfaction of 4 or greater, indicating satisfaction across multiple facets of the PAL

program (e.g., increased access, effectiveness of the consultation, feasibility with current
practice). Investigation of specific telephone satisfaction items suggest that PAL increases

access to mental health resources, provides quality consultations, and that the service is easily
and efficiently accessed by providers. While still above an average score of 4 (Agree/Satisfied),
results of the telephone satisfaction survey suggests areas for improvement in terms of quick

feedback to providers and the speed of obtaining specialty mental health care for patients.

Table 3. PAL provider telephone item satisfaction (133 surveys received).

Telephone Satisfaction Items: Mean (SD)
1. The program makes consultation services more available to my patients. 4.8 (0.4)
2. I could understand the program consultant’s recommendations. 4.8 (0.4)
3. The program is effective for an initial consultation. 4.7 (0.5)
4. The program is/would be effective for follow-up consultations about my patients. 4.5 (0.6)
5. My patient(s) received specialty consultation services sooner because of the program. 4.4 (0.9)
6. The telephone assessment by the program consultant helped me to manage my 4.7 (0.5)
patient’s care.

7. | feel that the program brings needed mental health experts to my practice. 4.8 (0.4)
8. I am satisfied with the overall quality of the program’s consultation regarding my 4.8 (0.4)
patient(s).

9. I would be willing to refer patients to a specialist using this program again in the 4.8 (0.5)
future.

10. This program helps me to increase my own skills in the mental health care of my 4.6 (0.6)
patients.

11. I reached the consultant quickly when 1 called. 4.9 (0.4)
12. Calling the consultant fits well within my daily practice. 4.6 (0.7)

In terms of in-person and telemedicine consultations, results of item level satisfaction indicate

that providers believe that PAL consultations increase the availability of specialty care.

Responses also suggest that providers believe that PAL provides high quality consultations and
that providers plan on utilizing this service in the future. Although still in the Agree (Satisfied)
range, satisfaction survey responses suggest potential improvements in proving faxed reports in a
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timely manner, as well as more directly improving provider’s knowledge regarding appropriate
mental health referrals, diagnosis, and treatment.

Table 4 PAL provider telemedicine/in-person item satisfaction (20 surveys received).

Telemedicine/In-person Satisfaction Survey ltems: Mean (SD)
1. The program makes mental health consultation services more available to my 5.0 (0.0)
patients.

2. Patients and/or their parents feel that it is acceptable to receive consultation services 4.6 (0.6)
using the program.

3. I received the faxed consultant’s report in a timely manner. 4.4 (1.2)
4. The dictated consultant report was helpful to me. 4.7 (1.0)
5. I could understand the program consultant’s recommendations. 4.7 (0.6)
6. The program is effective for initial consultations of patients. 4.9 (0.5)
7. The program would be useful for follow-up consultations. 4.7 (0.5)
8. My patient(s) received specialty consultation services sooner because of the program. 4.8 (0.5)
9. The assessment of my patient(s) by the program consultant helped me to manage my 4.7 (0.7)
patient’s care.

10. | feel that the procedures necessary for clinical assessment of my patient(s) are 4.6 (0.6)
available through the program.

11. I am satisfied with the overall quality of the program’s consultation regarding my 4.9 (0.4)
patient(s).

12. 1 would be willing to refer patients to a specialist using this program again in the 4.9 (0.2)
future.

13. This program helped me increase my own skills with making mental health referrals 4.5 (0.6)
for my patients.

14. This program helped me increase my own skills in diagnosing mental health 4.2 (0.9)
problems with my patients.
15. This program helped me increase my own skills in treating mental health problems 4.4 (0.7)

with my patients.

Satisfaction Changes after Repeated PAL Utilization:

Because phone satisfaction surveys were administered after the 1%, 2", 5" and subsequent 5"
PAL consultations, we were able to investigate changes in satisfaction after repeated use of the
PAL program. Results indicated significantly higher satisfaction with PAL services after
repeated use of the PAL program. As might be expected, satisfaction scores were significantly
higher for providers who utilized the PAL service 3 or more times, compared to those used the
service for the first time.

Correlates of PAL Satisfaction:

PAL satisfaction was consistent across regions, provider specialty, and provider
profession/degree (MD vs. ARNP, etc.). Providers who treat higher numbers of children and
foster children reported higher satisfaction with PAL telephone consultations. Another
interesting finding was that providers who reported fewer resources in their community reported
higher satisfaction with PAL consultations. Only provider years of practice significantly
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correlated with PAL telemedicine/in-person satisfaction. Less experienced providers appeared to
be more satisfied with PAL telemedicine/in-person consultations.

Qualitative Provider Satisfaction Responses

Each satisfaction survey had a qualitative item asking for comments about the PAL program.
There were 64 qualitative responses to satisfaction surveys. Seventeen of these responses were
general statements of satisfaction such as, “thank you, thank you, thank you” or “fantastic
program.” There were two responses that indicated some difficulty finding the time in their
schedule to access the PAL services, as well two responses requesting more expedient written
feedback after PAL consultations. All other responses were very positive and centered around
the increased access that is provided by PAL, as well as the quality of PAL consultations.

Other specific responses included:

PAL meets a need where resources are limited:

Excellent! Very helpful to me, a primary care pediatrician, isolated 1 hour north of
Spokane in a rural setting. Please keep the services available!!! Thanks :)

This program is a godsend in an area where there are no resources available for Medicaid
and uninsured patients where even the resources for the insured are scarce.

Fabulous! Very necessary service otherwise in Spokane patients would get NO mental
health services. In spite of how things look or sound on paper, there is defacto no access.
So helpful. We have so few resources and receive so little training that this is just
invaluable. I think too, being able to provide parents with a quick answer (like that day)
results in better outcomes than just sending them out to "follow up with a psychiatrist"
which they may or may not do.

Thank you SO much for this service. This is exactly what our rural practice needs! 1
hope it is permanent.

Overall quality of the consultation and ease of access:

The phone call was extremely helpful. I will highly recommend to my colleagues.

My experience using the PAL line was excellent--thoughtful recommendations, list of
therapists with expertise specific to my patient, and advice about medications. | was not
comfortable initiating medication for my patient until speaking with a psychiatrist--she
was able to start treatment much more quickly with the PAL line assistance.

It was so helpful and the doctor was so nice to talk to! She didn't make me feel like an
idiot like some specialists do.

It was a very helpful experience, educational for me and my partners, and helpful for my
patient. Thank you for being available.

| was really impressed with this service, the speed and the recommendations were very
helpful. Thanks!

I love this program. | have gotten quick consultation on kids that would have waited a
long time. Also they are very thorough.

Helpful, convenient, thorough. | was able to ask all my most basic questions without
being made to feel inadequate.

Dr. Hilt was extremely helpful in giving guidance and faxing informational resources to
my office!
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CHANGES IN PAL USER TREATMENT CONFIDENCE AND RESOURCES

Provider self-perceived knowledge regarding psychiatric care was assessed after the 1%, 5" and
subsequent 5™ PAL consultation, using the MHPK survey. We received 122 post-PAL MHPK
surveys from 99 providers. As of May 15, 2009, 37 providers had completed both a pre and
post-PAL MHPK survey, allowing for within provider comparisons. In order to provide a
general description of provider confidence and resources before and after PAL consultations
overall and subscale scores of the 122 post-PAL MHPK surveys were compared to the 297
MHPK surveys received prior to implementation of PAL (i.e., a pre- post-PAL comparison of all
surveys received). Results indicated significantly higher levels of overall confidence in treating
psychiatric disorders, resources, internalizing disorder confidence, and ADHD confidence by
providers who completed the MHPK after utilizing PAL, relative to those who completed
surveys before PAL implementation. This suggests that PAL utilizers have higher levels of
confidence and knowledge managing psychiatric disorders and believe they have more mental
health resources in their community, relative to those who completed these surveys before PAL.
Changes in MHPK total and subscale scores were investigated among the 37 providers who
completed both a pre- and post-PAL implementation survey. While no statistically significant
differences were observed, there was an overall trend toward statistical significance for
confidence in managing internalizing disorders. Results of this analysis may be limited by a lack
of statistical power (i.e., too few PCPs completed surveys before and after PAL), as the effect of
a brief PAL consultation is not likely to result in a large change in provider knowledge regarding
mental health care.

CHILD OUTCOMES
Thirty-one parents or foster parents completed a parent report interview 1 month or 3 months
after a PAL consultation. Nine parents completed this interview at both 1 and 3 months post-
consultation. The process of recruiting these families were 1)obtaining contact information for
each family from primary care providers, 2)contacting these families by telephone to inform
them of the study, and 3) then obtain, through the mail, their signed, informed consent for study
participation. Only after all these steps were completed were we able to schedule and conduct a
parent interview.

This interview included a parent report of current mental health treatments received, description
and rating of severity of 3 child specific mental health concerns (presenting problems), and
ratings of 12 typical symptoms of mental health disorders. Results suggested declines in primary
concerns, as well as overall mental health symptom scores from 1 to 3 months post-PAL
consultation. Paired samples t-tests indicated statistically significant decreases in severity of the
first two child specific mental health concerns, as well as overall mental health symptom
severity, suggesting that PAL may have had a positive impact on mental health symptoms.

In terms of treatments received, parents reported that their child was prescribed psychotropic
medication on 32 (80%) of 40 completed interviews. Forty-four percent (n=14) of those
prescribed medication were prescribed more than one psychotropic medication. Stimulant and
antidepressant medications were the most commonly prescribed, with 6 (19%) parental responses
indicating that their child is currently prescribed an atypical antipsychotic. Sixty percent (18/31)
of parents reported that their child was receiving psychotherapy of some kind after their PAL
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consultation. When asked to name the specific type of psychotherapy, most replied that the
therapy their child received had no specific name (n=11). Specifically named psychotherapies
included behavior therapy (n=1), CBT (cognitive behavioral therapy, n=1), biofeedback (n=1),
and play therapy (n=1). Twelve (39%) of parents reported that they had difficulty accessing
psychotherapy for their child. A lack of funding for treatment and a lack of available clinicians
were listed as difficulties in accessing psychotherapy services. Sixty-one percent (n=11) of
parents rated their child’s psychotherapy as clearly helpful, while 22% (n=4) rated
psychotherapy as somewhat helpful, and 17% rated psychotherapy as not helpful (n=4).

Feedback on the PAL care guide

The PAL child mental health care guide prepared for and maintained by this program has
been endorsed by the state chapter of the American Academy of Child and Adolescent
Psychiatry, and has been distributed by mail to all 1022 primary care providers in DSHS Regions
1and 6. A total of 1400 care guides have been printed and distributed overall, due to additional
copies being requested by providers during conferences and meetings. Other organizations have
taken notice of this work—we have been informed recently that the primary care providers at
Madigan are adopting use of the care guide, have been informed that it is being distributed by
training physicians at UW, and have been told that other locations like the state of Oregon are
now reviewing it for adoption there. As of August 2009, the entire care guide has been
downloaded from the PAL program website 271 times. Subsections of the care guide (such as
ADHD or depression care sections) have been downloaded 2719 times.

Conclusion

Washington is the first state to replicate and adapt the MCPAP child mental health consult
program in order to provide easily accessed child mental health care assistance to state primary
care providers. Washington’s Partnership Access Line (PAL) provides rapid child mental health
consultation and resource connection assistance to primary care providers over a very large
geographic area, with an emphasis on providing service assistance to the state’s Medicaid
population. PAL has an extensive evaluation effort currently underway designed to evaluate the
impact of the program on important PCP and child outcomes. Early evaluation results of the
PAL program have shown promising results in terms of utilization and overall feasibility of the
program design, high PCP satisfaction with the service, and clinical markers of service provision
indicating that non-medication strategies are being appropriately emphasized in the treatment of
children.





Appendix 1:

Partnership Access Line Staff

Program Direction:

Robert Hilt, MD, PAL Program Director, is an attending psychiatrist at Seattle Children’s
Hospital and Assistant Professor in the Department of Psychiatry and Behavioral Sciences at the
University of Washington, School of Medicine. His work focuses on consultation psychiatry
with primary care and hospital physicians. His clinical and research interests include psychiatric
systems of care, improving child psychiatric emergency services, and developing and studying
care systems for psychiatric consultation to primary care. His teaching interests include a variety
of child psychiatric topics likely to be encountered by a referring clinician, with experience
lecturing to medical students, residents and attending physicians in many areas. He is a member
of the American Academy of Child and Adolescent Psychiatry (AACAP) and sits on its
Committee on Collaboration with Medical Professions. He is a fellow of the American Academy
of Pediatrics, and has experience working as a practicing pediatrician. He was awarded
membership in the Alpha Omega Alpha honor society, and has received the AACAP
Outstanding Child Psychiatric Resident Award. He is board certified in both adult and child
psychiatry.

Jim Myers, MBA, PAL Administrative Director, is the Business Director for Psycho-Social
Services at Seattle Children’s Hospital. He has an MBA from the Kelly School of Business at
Indiana University and has worked in the Healthcare Administration for over 10 years. He is a
member or the American College of Healthcare Executives and the Healthcare Financial
Management Association

Clinical PAL Consultants:

Alison Golombek, MD, is a clinical psychiatrist at Seattle Children’s Hospital. She received her
undergraduate degree from the University of California, Berkeley and then attended The Ohio
State University, College of Medicine. She completed both her medical residency and
fellowship at the University of Washington. She is a LEND (Leadership Education in
Neurodevelopmental and Related Disabilities) fellow, one of the few psychiatrists honored with
this distinction by the University of Washington. Her history in pediatric medicine lends itself to
a long-standing interest in the relationship between pediatric medicine and psychiatry, including
dealing with autism spectrum disorders and other neurodevelopmental diagnoses. Her current
clinical interests include treating medically complicated children with psychiatric symptoms, as
well as supporting the medical community at large through consultation psychiatry.

Kari Hancock, MD, is a clinical psychiatrist with Seattle Children’s Hospital, who is located in
Spokane, Washington. She attended the University of Washington for her undergraduate degree
and received her MD from the University of Hawaii, John A. Burns School of Medicine. She
acted as chief resident in the Spokane Advanced Clinician Track through the University of
Washington and she also completed her fellowship through the University of Washington,
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located at Seattle Children’s Hospital. Since October of 2007, she has practiced as an outpatient
child and adolescent psychiatrist at Spokane Mental Health, where she also served as a
University of Washington psychiatry residency supervisor. Her professional memberships
include the American Medical Association, the American Academy of Child and Adolescent
Psychiatrists, and the American Psychiatric Association.

Brent Collett, PhD, is an attending psychologist at Seattle Children’s Hospital and Assistant
Professor in the Department of Psychiatry and Behavioral Sciences at the University of
Washington, School of Medicine. Working in Seattle Children’s Early Childhood Clinic, he is
involved in evaluation and treatment of children from birth to age 5 and their families,
particularly children who have complex medical conditions (e.g., craniofacial anomalies) in
addition to developmental, behavioral or psychiatric problems. His research is primarily in the
area of pediatric psychology and includes studies of children with craniofacial anomalies and
survivors of childhood cancer. Collett also maintains an active research interest in the
developmental psychopathology of disruptive behavior disorders. His teaching activities include
supervision of child psychiatry fellows and psychology interns in the Early Childhood Clinic and
didactic teaching related to early-onset behavior problems and normative preschool-age
development.

Carol Rockhill, MD, PhD, MPH, is an attending physician at Seattle Children's Hospital. She is
an Acting Assistant Professor at the University of Washington. She earned her MD and PhD at
the University of Illinois, Champaign-Urbana campus, as part of the Medical Scholars Program.
She earned her MPH at the University of Washington, School of Public Health. She has
completed residency training in General Psychiatry, and fellowship training in Child and
Adolescent Psychiatry, both at the University of Washington. Her clinical interests include
major depression in children, especially when complicated by another diagnosis such as
oppositional defiant disorder. She was selected for participation in the Child Health,
Intervention, and Prevention Services Summer Research Institute program, funded by the
National Institutes of Mental Health, in April of 2007.

Christopher Varley, MD, is an attending psychiatrist in the outpatient psychiatry clinic at Seattle
Children’s Hospital where he has developed a service for complex attention deficit hyperactivity
disorder. He is Professor in the Department of Psychiatry and Behavioral Sciences at the
University of Washington, School of Medicine and is training director for the Division of Child
and Adolescent Psychiatry. He is consulting psychiatrist for the Gateway Center for Human
Services in Ketchikan, Alaska. His clinical interests include disruptive behavior disorders and
complex psychopathology in children and adolescents and psychopharmacology.

PAL Staff:

Catherine Bradley, BA, PAL Program/Admin. Assistant

Catherine received her Bachelor of Arts in Psychology from the University of Washington, and
went on to work at the University of Washington as a research assistant for a study about
children’s fear of the dentist. She began work at Seattle Children’s Hospital in June of 2005 as a
Pediatric Mental Health Specialist on the Inpatient Psychiatry unit where she established, created
the curriculum for, and taught a sibling support group for siblings of inpatients. She continued as
an inpatient staff until taking the position of PAL Program/Admin. Assistant in April of 2008.
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Lauren Kimball, MSW, PAL Consultation Social Worker

Lauren received her Master’s in Social Work from Simmons College in Boston, Massachusetts.
She had two clinical internships working with homeless young adults and opiate-addicted clients
receiving methadone maintenance. She then moved to San Jose, California and worked with
severely emotionally disturbed adolescents in a locked community treatment facility. She began
working at Seattle Children’s in late April 2008 with the PAL program. Her clinical interests
include the relationship between addiction and trauma, major depression with psychotic features,
and working with runaway children. Lauren is a member of the National Association of Social
Workers and is a Washington State Registered Counselor.

Jessica Andregg, MSW, PAL Consultation Social Worker

Jessica received her Master’s in Social Work from Walla Walla University in Washington. She
previously worked for the Washington State Department of Children and Family Services in
Walla Walla and as a substitute teacher in several Washington School Districts. Jessica is
bilingual and has done outreach work in the Latino Community.

Research Consultants at UW Evidence Based Practice Institute

Eric Trupin, Ph.D. is Professor and Vice Chair in the Department of Psychiatry & Behavioral
Sciences of the University of Washington School of Medicine in Seattle, Washington. He is a
child psychologist. Dr. Trupin is currently the Director of the Division of Public Behavioral
Health and Justice Policy. This Division maintains a wide range of clinical, research and training
programs primarily focused on implementing evidence based behavioral health practices to
improve outcomes for children and adults. In 2007 the Washington State Legislature established
an Evidence Based Institute within his Division.

Michael McDonell, Ph.D., is an Acting Assistant Professor in the department of Psychiatry and
Behavioral Sciences UW SOM and conducts research and clinical activities at both Harborview
Medical Center (CHAMMP) and at the Division of Public Behavior and Justice Policy (PBHJP).
Dr. McDonell’s clinical and research training has focused on youth and adults served in the
public mental health system. He is also an attending psychologist in the Center for Foster Care
Health, Department of Pediatrics, Harborview Medical Center. In this primary care setting, he
conducts psychological consultation and short term treatment for youth in foster care. His current
interests focus on investigating the adaptation of current empirically supported psychosocial
interventions and engagement strategies for youth (e.g., youth with early onset serious mental
illness, youth in foster care) who are transitioning from the adolescence to adulthood, with a
focus on preventing long term disability in these populations.





Appendix 2
Sample PAL Presentation Outlines

Partnership Access Line Educational Event
Sacred Heart Children’s Hospital
Saturday, October 4™, 2008

8:00-8:30 AM

8:30-8:45 AM

8:45-9:15 AM

9:15-10:15 AM

10:15-10:30 AM

10:30-11:45 AM

11:45-12:45PM

12:45-1:45 PM

1:45-2:30PM

2:30-2:45

2:45-3:30 PM

3:30-4:15 PM

4:15 PM-4:30PM

Registration & Refreshments
Introduction & Welcome

The Partnership Access Line: How We Propose to Help You Here
Robert Hilt, MD and Lauren Kimball, MSW

Autism Spectrum Disorders: A Review and Update
Kari Kawakami, MD

Break
Orientation to Evidence Based Psychosocial Therapies in Youth
1. What should happen when referring to the therapist?
2. What to do if there is no “evidence based therapy” available
Christopher Blodgett, PhD
Buffet lunch
Childhood Bipolar Disorder:
What you need to know about the great debate
Robert Hilt, MD

Rating Scales: brief measures that can make a difference
Christopher Blodgett, PhD

Break

Sleep problems in children: the art and science of management
Robert Hilt, MD and Kari Kawakami, MD

Going ‘mental’ in primary care:
How do you approach the difficult topics in your office?
Robert Hilt, MD, Kari Kawakami, MD, Christopher Blodgett, PhD.

Wrap up, then adjourn
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Partnership Access Line Educational Event
Sacred Heart Children’s Hospital
Saturday, November 15", 2008

8:00-8:30 AM

8:30-9:30 AM

9:30-10:30 AM

10:30-10:45 AM

10:45-11:15 AM

11:15-12:15PM

12:15-1:15 PM

1:15-2:15 PM

2:15-3:15 PM

3:15-3:25 PM

3:25-4:25 PM

4:25-4:45 PM

4:45PM

Registration & Refreshments
Interpreting data based warnings in child psychopharmacology:
Stimulants and SSRI's

Robert Hilt, MD

Anxiety Disorders in Children
Christopher Blodgett, PhD

Break

Obsessive Compulsive Disorder
Lee Carlisle, MD

Disruptive Behavior Disorders; Diagnosis and Treatment
Lee Carlisle, MD

Buffet Lunch

Addressing Substance Abuse in the Primary Care Setting
Leslie Walker, MD

Depression in Children and Adolescents
Elizabeth McCauley, PhD

break

ADHD: an update and approach to the complicated patient
Robert Hilt, MD

Partnership Access Line Services Update, and Q & A Suggestions for the
Future
Robert Hilt, MD and Catherine Bradley, PAL program assistant
Adjourn

33
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Summary Report Effect of Second Opinion
Review on Attention Deficit Hyperactivity
Disorder (ADHD) Medication Prescribing in
a Medicaid Insured Population





SUMMARY REPORT
EFFECT OF SECOND OPINION REVIEW ON ATTENTION DEFICIT
HYPERACTIVITY DISORDER (ADHD) MEDICATION PRESCRIBING IN A
MEDICAID INSURED POPULATION

Christopher K. Varley, M.D.

This report details record review activity and outcomes of a second opinion review process on ADHD medications
including all stimulants and atomoxetine in Washington State Medicaid insured children and adolescents. This
report is a contractual responsibility which summarizes the activities and outcomes of the review process with
emphasis on the period since Seattle Children’s Hospital (formerly Children’s Hospital and Regional Medical
Center) entered into a contract with the Department of Social and Health Services from March of 2008 through

December 2008.

Washington State Medicaid has developed safety parameters for ADHD medications based on a process involving
clinicians, community providers, consumer advocates and industry, which began in 2004, when the state Medicaid
convened a mental health drug work group to discuss issues related to implementation of a preferred drug program,
and make recommendations to improve quality and safety. Attendees included primary care physicians and child
and adolescent psychiatrists, university researchers, drug company representatives, advocate groups, and Medicaid
staff. The group developed a set of safety guidelines based on published scientific literature and utilization data
such that when thresholds were exceeded, a second opinion record review would be required. The thresholds
included age (< 5 years old), combination medication use greater than 30 days (>2 ADHD drugs), and high doses
(amphetamines or dexmethylphenidate >60 mg/day, methylphenidate or atomoxetine > 120mg/day; for newer brand
named preparations Daytrana >30 mg/day or Vyvanse >70 mg/day). These guidelines served as the basis for second

opinions and were discussed with the work group as new drugs came on the market.

First-time prescriptions exceeding the thresholds were not filled pending a record review. Prescribers were asked to
send clinical records to Medicaid which forwarded to contracted second opinion centers. Second opinions decisions
were based on the appropriate diagnosis and clinical justification contained in the medical chart notes and on an
ADHD work sheet asking the prescribers for their prescribing rationale. Additional information was obtained via
phone consultation between the second opinion physician and prescriber.
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Washington Medicaid initially contracted with three children’s medical centers in Seattle, Tacoma, and Spokane,
and their child and adolescent psychiatrists or developmental pediatricians to conduct second opinions via record
reviews. In many cases, the second opinion provider and the prescriber had a phone consultation when a question
arose from the record review concerning a change in medication. While the thresholds were generally adhered to by
the reviewers providing the second opinion, it was understood that clinical judgment and well documented symptom
relief as well as safety would confirm the medical necessity for stimulant use in the very young, at high doses,

and/or with long term combination use.

In the first phase of data collection from May 2006 to April 2006 information was obtained from the Washington
State Medicaid payment system, which contains patient information used to characterize utilization, demographics,
and costs. Data on second opinion outcomes were obtained through collection of the ADHD worksheets with the
prescribing rationale and second opinion physician’s outcomes (approval, denial and alternatives). Average daily
costs (ADC) were calculated based on the prescribed dose, frequency noted on the prescription, and unit cost paid to

pharmacies that included federal rebates.

Results from the review from inception in May 2006 to April 2008 were that 5.35% of ADHD prescriptions
exceeded safety thresholds with a 3.0% change in the population stemming from 1032 second opinions requests.
Of those, 576 (56%) resulted in a prescription adjustment. Of the prescriptions adjusted, 322 (37%) were from
primary care physicians, 86 (28%) were from psychiatrists, 54 (38%) were from nurse practitioners (ARNP), and 21
(38%) were from physician assistants. Second opinions reduced utilization in children less than five (23%), use of
high dose (53%) and use of combinations (44%) when the pre and post periods were compared. The review process
resulted in a savings of $1.2 million with 798 fewer patients exceeding safety thresholds, a 10:1 return over

administrative costs.

Washington States Medicaid enrolls ~960,000 clients with 60% in managed care and 40% fee-for-service program
(FEE-FOR-SERVICE). The majority of children are in managed care programs (80%); however, many of the
children with the most severe mental health issues are enrolled in FEE-FOR-SERVICE (e.qg. foster care, SSI, and

developmental disability). At the beginning of the Second Opinion program in 2006 there were 135,501 children
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enrolled. In the population of ADHD medication users, 1,317 (19.1%) were less than age five years, 788 (3.5%) had
more than one ADHD medication prescribed, and 285 (4.6%) were on doses above our safety thresholds, including

7 children less than age 5 years on higher doses.

In the period between May 2006 to April 2008, out of 19,444 ADHD prescription requests, 1032 (5.3%) exceeded
the age, dose, or combination thresholds. In 456 (44%) expert second opinion reviews the initial treatments were
continued. The remaining 576 (56%) had prescriptions adjusted including lowering dosages, discontinuing the
ADHD medication in younger children, and/or simplifying combination therapy to mono-therapy. In 276 cases,
(27%) the prescriber adjusted the prescription request when the records were requested, and a peer review was not
performed. In 154 (15%) cases the providers did not respond to a record request, and Medicaid authorized the
previous prescription that was within the safety parameters (i.e. the previous ADHD drug prescription met safety
criteria whereas the new prescription exceeded the threshold). In 108 (10%) the prescription was not indicated
based on the second opinion, and in 38 (4%) of clients were no longer eligible for Medicaid coverage (i.e. the patient
moved, family switched to other insurance, or no longer financially qualified for Medicaid) during the second

opinion process.

We evaluated prescription histories for patients whom providers did not respond to a record request and who wrote a
prescription exceeding the safety thresholds to determine whether patient had unintended outcomes related to
prescription disruptions. In all but 8 patients (0.8%) the pharmacy system recorded continuation of an ADHD drug
below the thresholds. In those 8 patients, we noted an atypical anti-psychotic (AAP) was prescribed within 60 days
of the second opinion record request and no previous history of AAP use. We recorded no unplanned psychiatric
hospitalizations and only one ER visit resulted from a medication lapse were noted in a claims review for clients
exceeding the thresholds. Finally, we examined legal actions as a consequence of medication changes. In Medicaid
a client may challenge any medication denial via an administrative appeal in a Fair Hearing. We recorded 33
requests for a fair hearing, two of which heard by an administrative law judge, and in each case the agency’s denial

was supported.

We evaluated overall cost and utilization outcomes for ADHD prescription requests as well as those exceeding the

safety thresholds in the pre and post periods of our second opinion process. In Medicaid, overall users of stimulants
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decreased by 2.2% while the overall costs increased $3.02 million (16.5%) from the pre (2004-6) to the post periods
(2007-8). In the population exceeding the threshold there were 798 fewer users with a difference in overall
expenses of $1,185,401 comparing pre and post periods. The expert opinion costs were $118,125, at $225 per
review, resulting in a return on investment of 10:1. Overall, the per-user-per-month (PMPM) costs increased from
$222 to $252 (13.5%). There was a consistent trend toward fewer users of stimulants above the thresholds high
doses and combination therapies between the pre and post periods. Patients in the foster care programs exceeding

the thresholds had similar reductions in users while overall utilization of stimulants increased.

In an effort to optimize the second opinion review process and to improve reliability in March 2008 the contract was
shifted to a single site with reviews done by child and adolescent psychiatrists at Seattle Children’s Hospital all of
whom are on the faculty in the Division of Child and Adolescent Psychiatry, Department of Psychiatry and

Behavioral Sciences, University of Washington School of Medicine.

During the period from March 1, 2008 to December 1, 2008 there were a total of 199 reviews. Of those, there was a
recommendation for no change in drug therapy in 165 reviews. In 30 reviews there was a recommendation for a
change in ADHD medication therapy treatment. In 4 cases there was a recommendation for a direct clinical

consultation with a direct examination of the child and family. (Table I)

In the period of March 1, 2008 to December 1, 2008 the review group met monthly to promote quality control and
reliability in the review process. To improve the specificity of the review process and to enhance relationships with
providers a decision was made to have direct discussion by phone between providers and reviewers for every review
if possible. Case reviews conducted by one of the reviewing child and adolescent psychiatrists were brought to the
review team’s monthly meeting for purposes of promoting optimal, uniform and reliable review of cases. In these
monthly meetings there also were several recommendations to streamline the review process and to respond to
comments and concerns expressed by community providers. Refinements were made in some of the individual
standards which led to reviews. For example, in cases in which a provider chose to prescribe more than one ADHD
medication class at once a process was developed whereby a provider could provide in writing a rationale for that

clinical recommendation including documenting that a child had had individual monotherapy trials of each of the





two stimulant classes (amphetamine and methylphenidate) as well as atomoxetine, which were not of benefit to the

child. In those instances the request would be authorized without a formal review.

Other recommendations from the second opinion review group to DSHS were to be as responsive in timely a fashion
as possible to provider and patient concerns implementing as quickly as possible the recommendations of the review

process.

In 2008, an anonymous questionnaire was created by the second opinion review team to review provider experience
with the review process and was sent by mail to each of the 156 prescribers who had a second opinion review
conducted in the period of March 2008 to December 2008 asking whether the ADHD medication second opinion
program had a clear purpose, if the reviewers were clear in their opinions, and if customer services were timely and
convenient. The respondents indicated that the second opinion program had a clear purpose (87%), the reviewers
were clear in their opinions (95%), and customer services timely and convenient (87%). No untoward patient

outcomes were reported. (Table I1)

Members of the review group were instrumental in the development of the next phase of the psychotropic
medication practice for Medicaid insured children and adolescents in the state of Washington with the extension of
the review process to include all other psychotropic medications including atypical antipsychotic medications, mood
stabilizers, antidepressant medications and anxiolytic medications. As was described above with regard to the
process employed to set standards with regard to ADHD medication this was an iterative process which reviewed
best practices in each of the medication groups identify optimal dosing strategies stratified by age. Decisions were
made with regard to how many psychotropic medications could be prescribed concomitantly before a review was
put into a place. The following criteria were established as a result.
Reviews will occur:

(1) if two or more antipsychotic medications were concomitantly prescribed for longer than 60 days

(2) If three or more concomitant mood stabilizers were prescribed for a mental health diagnosis after 60 days

(3) If five or more psychotropic medications were prescribed concomitantly after 60 days

(4) There were established for dosing of atypical antipsychotic medications, stratified by age





Subsequent to the creation of these standards, the second opinion review team was instrumental in the development
of a community questionnaire which was sent to all of the Child and Adolescent Psychiatrists in the state of
Washington as well as all of the Registered Nurse Practitioners with expertise and credentials allowing them to
prescribe psychotropic medications to children and adolescents asking them to comment upon the standards
established for the next phase of the review process. In general, as reflected in Table 111, there was agreement with

the criteria, although that was not uniform.

SUMMARY:

We describe a statewide effort to monitor safety threshold in ADHD medication prescriptions in a Medicaid
population. Our findings indicate that administrative processes can coexist and balance the risks of overuse with the
benefits of unique prescribing circumstances. Community providers, drug companies and the medical associations
generally supported the program, providing letters of support for second opinions to the agency prior to program
start. The program was developed in a transparent manner with all interested stakeholders invited to program

development discussion. Reviews were done by community experts rather than within the Medicaid program.

Statewide, approximately 5 % of prescriptions exceeded safety thresholds. Since inception of the review process, a
substantial percentage (56%) were revised based on the second opinion process, either by expert review or attention
to the safety thresholds. This continued in the current reporting period of March 1 through December 1, 2008. A
very small number, with minimal to no clinical relevance, of unintended consequences (i.e. medication disruption)
were noted using our claims system. We found that both PCP and mental health professionals prescribed above
thresholds. Across prescriber types the second opinion process found some prescriptions not medically indicated,
with mental health professionals having a lower rate of reversals. Experience overtime was that the percentage of
cases in which medications was changed as a result of the formal review process was fairly consistent, with changes
in medication required between May 2006 and March 2008 by virtue of the formal review in 19% versus 16 % in
the period of March to December 2008. The overall rate of prescription adjustment of 56% was the result of the
entirety of the review process. For example 27% of prescribers adjusted doses after they were notified that a review

was required and records were requested, without a formal second opinion review.





During the program development, prescribing data were shared with a group of community mental health
professionals, psychiatrists and advocates in a mental health workgroup, which allowed a consensus for thresholds
and the process of second opinions to unfold. Program data were shared throughout the program life cycle.

Program issues were dealt with using the advisory committee, second opinion experts and community input.
Although opinions concerning where to set safety thresholds varied widely, the research literature helped forge a
consensus in the group. Although mental health professionals were less likely than primary care providers to have an
ADHD prescription reversed by a second opinion the attribution of care, regional variation, and co-morbidity issues

makes it difficult to determine absolute rates of variation between mental health and primary care providers.

In the analysis of cost and utilization trends the program appeared to decrease the number of prescriptions over the
safety thresholds. This resulted in cost savings that were ten-fold the administrative costs for the second opinion
program. We also evaluated and found little evidence that providers were bypassing the second opinion processes

such as by prescribing atypical anti-psychotics for treatment of ADHD.

There were many hurdles implementing the second opinion program. First, pharmacy systems have difficulty
recognizing differing utilization programs (e.g. differing prior authorization criteria in health plans) especially ones
requiring the prescriber to submit clinical documentation prior to the pharmacist dispensing the medication. Second,
this program was often confused with other prior authorization programs used by Medicaid contracted health plans
with differing formularies from the FEE-FOR-SERVICE preferred drug list. Some of this was due to state
administrative rules, coverage and coordination of medical benefits between contracted health plans, FEE-FOR-
SERVICE rules, and the contracted mental health programs. In addition, there were large hurdles to ensure optimal
customer service and turn around times from a program requiring second opinion experts to conduct reviews in a

timely manner. These have been, and continue to be, efforts to improve and streamline this process.

The claims data do not address other unintended outcomes including patient expectations, provider time for phone
calls, and the added complexity to an already over burdened public medical system. New contracts and payments to
the prescribers seeking a second opinion are planned to hopefully reduce these issues. As prescriptions were
changed without second opinion review we do not know the clinical circumstances or the rationale for the small

number of cases in which ADHD medications over one of the thresholds were discontinued and an atypical
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antipsychotic medication was prescribed. The program was limited to the fee-for-service Medicaid population,

albeit this population had all the foster care children and most of the disabled child population.

CONCLUSIONS:

A statewide second opinion process reduced outlier ADHD medication practices and was cost effective. The
Washington Medicaid second opinion program reduced combination ADHD therapies, dosing above recommended
clinical and FDA standards, and stimulant prescriptions to clients younger than 5 years old. In addition, the
administrative controls and second opinions gave the community some insight on prescription practices and how to
reduce prescribing variance. The second opinion program high-lighted a large amount of prescription variation in
the foster care population. Subsequent analysis has shown regional prescribing variation in prescribing. Further
analysis and meetings with the community are ongoing to understand the differing prescribing practices. These data
help guide future efforts to improve quality of care and reduce variation in prescribing practices. The second
opinion program has shown that public agencies can work closely with communities to mix safety controls and
provider autonomy. Closer inspection of programs and research on client outcomes beyond specific drug classes are
needed including prescribing variation, use of other drugs, accuracy of diagnosis, and outcomes beyond the medical

claims system.

To this end, the program has demonstrated a proof of concept such that legislative action now allows these
administrative controls be extended to children prescribed atypical anti-psychotics and to measure multiple
outcomes. This statute requires Medicaid and a university to measure not only prescription outcomes but also long
term outcomes (e.g. symptom reduction, permanency of placement for youth in foster care, school performance,
graduation rates, juvenile justice activity, and overall health benefits). The next phase of second opinion reviews of
psychotropic medication prescription, including atypical antipsychotic medications, in Washington State Medicaid

insured children and adolescents will formally begin in March, 2009.

To date we strongly believe that the standards set and effects of the second opinion review have resulted in safer and

more effective care for Medicaid insured children with ADHD treated with medication. It is anticipated that the





next phase, extending to all psychotropic medication, will further promote adherence to evidenced based practice

and improve safety and effectiveness of treatment of vulnerable children with mental health disorders.
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Table |

Medication Reviews Completed from March, 1 2008 — December, 1 2008
Total Reviews=199

Reviews resulting in Reviews completed

a recommendation Reviews resulting in a resulting in a

for no change in recommendation for a recommendation for a

drug therapy change in drug therapy clinical consultation
165 30 4
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Table 11

ADHD Drug Utilization Review Program Survey Results

N=23
No
Question Yes No Response
Was the purpose of
the review clear
prior to the review? 20 3 0
If no, was it made
clear by the
reviewer? 5 0 18
Was scheduling the
review timely and
convenient? 20 3 0
Was the reviewer's
final opinion
explained clearly? 22 1 0
How useful was the
review process? 5 4 14

To what extent do
you agree with the
following
statements:

It is important for
2nd opinion reviews
to be conducted to
promote adherence
to the best practice
parameters 6 3 14

It is important that
efforts are taken to
reduce variance in

prescribing

practices for mental
health medications
in WA 7 3 13
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Table 111
Survey Results of Clinician Reactions to Proposed Broader
Psychotropic Medication Standards

N=161 distributed; 33 responses

Threshold for 2nd opinion review

Strongly No Strongly
Questions Agree Agree Response Disagree Disagree
Absence of any DSM-IV diagnosis in
the child's claim record 20 6 2 2 2
Five or more psychotropic medications
prescribed concomitantly after 60 days 14 13 2 1 3
Two or more concomitant medications
after 60 days 8 8 6 5 5
Three or more concomitant stabilizer
medications for a mental health
diagnosis 16 9 5 0 3

The prescribed psychotropic
medication is not consistent with
appropriate care for the patient's

diagnosed mental disorder or with
documented target symptoms usually
associated with a therapeutic response

to the medication prescribed 11 14 6 0 2

Psychotropic poly-pharmacy for a
given mental disorder is prescribed
before utilizing psychotropic mono-

therapy as new start noted from
pharmacy claims data 12 9 5 5 2

Psychotropic medications prescribed
for children of very young age,
including children receiving an

antipsychotic less than five years of

age 12 13 4 0 3

Yes No

| agree with the thresholds shown
below regarding acceptable does by
patient age range 18 13

| feel that treatment guidelines
developed by the Pediatric Advisory
Group were generally followed by
prescribers in WA, then care for
children in our state overall will be
improved 6 3 7 9 8
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SUMMARY REPORT
EFFECT OF SECOND OPINION REVIEW ON ADHD PRESCRIBING IN A
MEDICAID INSURED POPULATION

Christopher K. Varley, M.D.

May 20, 2009

This report details record review activity and outcomes of a second opinion review process on Psychotropic
medications in Washington State Medicaid insured children and adolescents. This report is a responsibility of the
contract between Seattle Children’s Hospital and the Washington State Department of Social and Health Services

and reports on the period from December 2008 to May 2009.

Washington State Medicaid has developed safety parameters for ADHD medications based on a process which
began in 2004, when the state Medicaid convened a mental health drug work group to discuss issues related to
implementation of a preferred drug program, and make recommendations to improve quality and safety. The group
developed a set of safety guidelines based on published scientific literature and utilization data such that when
thresholds were exceeded, a second opinion record review would be required. The thresholds included age (< 5
years old), combination medication use greater than 30 days (>2 ADHD drugs), and high doses (amphetamines or
dexmethylphenidate >60 mg/day, methylphenidate or atomoxetine > 120 mg/day; for newer brand named

preparations Daytrana >30 mg/day or Vyvanse >70 mg/day).

Members of the Seattle Children’s Hospital review group were instrumental in the development of the next phase of
the psychotropic medication practice for Medicaid insured children and adolescents in the state of Washington with
the extension of the review process to include all other psychotropic medications including atypical antipsychotic
medications, mood stabilizers, antidepressant medications and anxiolytic medications. As described above with
regard to the process employed to set standards with regard to ADHD medication this was an iterative process which
reviewed best practices in each of the medication groups to identify optimal dosing strategies stratified by age.
Decisions were made with regard to how many psychotropic medications could be prescribed concomitantly before

a review was put into a place. The following criteria were established as a result:





Reviews would occur:

(1) If established maximum daily doses of atypical antipsychotic medications (AAPs), stratified by age, were

exceeded

(2) If two or more antipsychotic medications were concomitantly prescribed for longer than 60 days

(3) Ifthree or more concomitant mood stabilizers were prescribed for a mental health diagnosis after 60 days

(4) If five or more psychotropic medications were prescribed concomitantly after 60 days
The next phase of Medicaid insured psychotropic medication practice began on February 1, 2009 with review of
criterion 1 above. During the period of February 1, 2009 through May 15, 2009 there were 90 reviews of the use of
AAPs. Of those, 82 were approved; 7 were denied; and 1 was referred for a direct exam/clinical assessment. All of
these reviews were provoked by virtue of exceeding criterion 1 of the AAPs of exceeding the maximum dose of an
atypical antipsychotic medication by age. In addition, 8 of these cases also had two or more concomitant
antipsychotic or ADHD medications being prescribed for periods longer than 60 days, and 5 were being treated with
5 or more psychotropic medications concomitantly for more than 60 days. The latter 2 were not part of the initial
roll-out of the second phase of this review process, but were noted by the reviewers. Of the 131 ADHD reviews in

this period, 122 were approved and 9 were denied. (Table I)

The following are descriptions of two cases which illustrate the significant safety concerns being
addressed in the next phase of review process:

Case 1

Sixteen year old female with a reported diagnosis of bipolar disorder and anxiety. She is currently on Geodon 320
mg/day and Seroquel 1000/mg/day. She was adopted and currently lives with her parents and 10 year old sister.
She reports a history of 1-2 week episodes of 1-2 hours/night of sleep, impulsive behavior, increased irritability,
getting high and having sex with a stranger. She has reportedly been on almost every medication including lithium.
They are usually discontinued because of a side effect she experiences. There is a long history of suicidal thoughts
from age 10 and remote history of self harm. She also has a history of marijuana use; other substance use is not
clear although her provider says she is pretty sure the patient isn't doing anything else. She plans to get a urine drug
screen through a CD evaluation that has not been completed yet. This patient has never been in inpatient treatment
and she is no longer in therapy. Despite her difficulties she is able to maintain a job according to her provider and
has been more stable in the last year. She was initially on Lamictal and Seroquel when she came to this provider.
After the Seroquel was increased and they felt there was no response, Geodon was started. She says that there was
no response to Geodon until it got to the 320 mg dose. Her provider is now planning to decrease the Seroquel .

We discussed the concern about the patient's high doses of Seroquel and Geodon and the potential interaction
because of the same metabolic pathway (CYP3A3). The provider recently sent an EKG that was completed on





3/31/09 by the patient. The QTc was 439 msec. This is a borderline reading of possible prolongation. Therefore,
we discussed the safety concerns and necessary follow at this juncture.

Recommendation: Decrease in Seroquel dose by 200 mg, then repeat the EKG in a week. At that point we will
have another phone appointment to discuss the case. If there is improvement in the EKG we will likely continue the
Seroquel taper (200 mg every 2 weeks). If the EKG remains the same or worse, we will discuss possible
discontinuation of Geodon or Seroquel more rapidly if necessary. Therefore at this time Seroquel will be tapered
and Geodon will remain the same for now

Case 2

Per prior stimulant review with MD, pt is a 4 1/2 year-old initially transferred to Dr. X from Oregon on Adderall
(short-acting) 30mg four times a day, Risperdal 1mg am and noon, and 2 mg ghs, and clonidine 0.2mg ghs.
Although Dr. X did not observe any overt concerns for cardiac problems (child was extremely active in the room),
he was concerned about this dose. He prescribed Vyvanse at 50mg to provide longer action and decreased
Amphetamine from 120mg total daily dose to 30mg for the afternoon. He also decreased Risperdal from 4 to 2mg,
and prescribed Abilify 5mg. Clonidine remained unchanged at 0.2mg ghs.

Upon our first discussion, | authorized Vyvanse to 30mg gam and reduced the afternoon amphetamine dose to 15mg
with an estimated total dose of amphetamines near 1mg/kg. | also strongly recommended obtaining an EKG and
continuing to follow vital signs. Subsequently, Dr. X left word that this child's Vyvanse prescription had been
denied and was now prescribed a daily total of 4mg of Risperdal spread throughout the day and 5mg Abilify tid in
addition to clonidine 0.2mg ghs. I contacted Dr. X's office and recommended limiting stimulants to Adderall XR
15mg am and short-acting Adderall of 5-10mg in the afternoon, Risperdal to a maximum of 2mg per day, no
Abilify, and hospitalization if this child decompensated in any way.

Since our first consulation, pt's Vyvanse has been approved. He is currently prescribed Vyvanse 50mg am and
Adderall (short acting) 30mg in the afternoon. He also takes Risperdal 2mg at bedtime, Abilify 5mg am and noon,
and clonidine 0.3mg ghs. MD reports pt seems better in office today and vitals remain reassuring, although mother
was not able to obtain a recommended EKG. Mom reports Abilify doesn't seem to help. She notes continued
problems with sleep and only through the combination of 2mg of Risperdal and 0.3mg of clonidine does he fall
asleep and then only for about 4 hours. MD has arranged for pt to enter BEST program in September and also
reports pt will be in preschool.

We discussed that | am still concerned at overall dose of stimulants (still 2-3 times recommended maximum) which
may be provoking agitation, aggression, and insomnia. | am also concerned at total dose of atypicals.

AUTHORIZATION:

1. Reduce stimulants to Vyvanse 30mg am and Adderall short acting 5mg in afternoon which results in a total
dose of amphetamines between 0.5mg and 1mg/kg/day. It is my hope that this reduction will also reduce
agitation, aggression, and insomnia.

2. Discontinue Abilify. This has not helped per mother and we have little evidence to support its use in a
child this age.

3. MD may continue Risperdal at no more than 2mg total per day. This may be given in divided doses.

4. While I would like to decrease clonidine (at 0.3mg ghs), this will need to be done more slowly owing to
risk of rebound hypertension. It will also be important to monitor pt's vitals

5. If pt decompensates at all, including being unable to sleep, | would hospitalize to facilitate medication
reduction to safer levels and assist with diagnosis.

Since March 1, 2008 the review group has met monthly to promote quality control in the review process. To

improve the specificity of the review process and to enhance relationships with providers a decision was made to





have direct discussion by phone between providers and reviewers for every review if possible. Case reviews
conducted by one of the reviewing child and adolescent psychiatrist were brought to the group discussion for
purposes of promoting optimal, uniform and reliable review of cases. In these monthly meetings there also were
several recommendations to streamline the review process and to respond to comments and concerns expressed by
community providers. Refinements were made in some of the individual standards which led to reviews. For
example, in the case in which a provider chose to prescribe more than one ADHD medication class a process was
developed whereby a provider could provide in writing a rationale for that clinical recommendation including
documenting that a child had individual monotherapy trials of each of the two stimulant classes (amphetamine and
methylphenidate) as well as atomoxetine, which were not of benefit to the child. In those instances the request

would be authorized without a formal review.

Other recommendations from the second opinion review group to DSHS were to be as responsive in timely a fashion
as possible to provider and patient concerns implementing as quickly as possible the recommendations of the review

process.

To promote internal consistency and reliability by the review group, we conducted blinded reviews of evaluations
done by other second opinions reviews in May, 2009. Each of the five child and adolescent psychiatrists involved in
the review process rated reviews done by other reviewers. In all 10 of the secondary reviews there was agreement of

the conclusions with the initial evaluation (correlation 1.0).

An anonymous questionnaire to consider provider experience with the review process was sent by mail to each of
156 prescribers who had a second opinion review conducted in the period of March 2008 to December 2008 asking
whether the ADHD medication second opinion program had a clear purpose, if the reviewers were clear in their
opinions, and if customer services timely and convenient. The respondents between March 2008 and December
2008 indicated that the second opinion program had a clear purpose (87%), the reviewers were clear in their

opinions (95%), and customer services timely and convenient (87%). No untoward patient outcomes were reported.





The practice of distributing anonymous questionnaires to providers continued in the period of December 2008
through May 2009 during which time there was the extension of the review process from the ADHD medications to
the next phase of all psychotropic medications specifically including AAPs. In this period there were 160
questionnaires sent to prescribers who had ADHD medications reviewed and 30 responses were received. Also,
during this period there were 84 questionnaires related to atypical antipsychotic medications with 24 provider
responses. As to the new atypical antipsychotic review process, the responses were very similar to the prior ADHD
provider responses. Eighty-three percent of respondents felt that the purpose of the review was clear. For the 4 of
24 for whom it was not initially clear, 3 felt that it was made clearer in the review process. Eighty-three percent felt
the review was timely and convenient, and 100% felt that the reviewers’ final opinion was clearly explained. (Table

1)

Respondents in general felt that the process was useful, that the second opinion process promoted here is the best
practice parameter and that it was important to undertake efforts to reduce variance in prescriptive practice for
psychotropic medications in Washington State. This was done on the basis of a Likert scale, grouped value

responses (attached).

The ADHD reviews in this period were similar to the prior ADHD provider response characteristics. Ninety-three
percent of the respondents felt that the review process was clear prior to the review and 100% said that for those that
it was not clear was made clear by the reviewer, 87% felt that the reviews scheduled in a timely and convenient

fashion and 100% of the respondents felt that the reviewers” final opinion was clearly explained. (Table I11)

As to how useful the process was, the majority felt that based upon grouped values on a Likert scale the majority felt
that the review process was useful. However, there was less agreement that it was important for the second opinion
review process to be conducted to promote adherence to the best practice parameters or that it was important to

undertake efforts to reduce variance in prescribing practices for mental health medications.

Providers were also given opportunity to provide narrative comments about the process. There was a broad range in

the comments from providers from appreciating the “second set of eyes and opinions” regarding a patient to other





providers feeling that this was an unnecessary process which was a waste of their time. It should be commented that

the response rates were quite low and possibly not representative of the views of the entire provider group.

SUMMARY

The institution of the next phase of the review progress is well underway. The reviews have been scheduled in a
timely fashion. In this period there was a lower rate of denial (AAP 9%; ADHD 7%) as compared to the first 8
months (ADHD 17%) of the review program. Providers have generally been satisfied with the process, but some
have questioned the value. The review group has been ready to extend the second phase of the review to all issues

for some time.





Table |

ADHD Medication Reviews Completed from March 1, 2008 — December, 1 2008

Total Reviews=199

Reviews resulting in a
recommendation for no
change in drug therapy

Reviews resulting in a

recommendation for a change

in drug therapy

Reviews completed
resulting in a
recommendation for a
clinical consultation

165

30

4

ADHD Medication Reviews Completed from December 2, 2008— May, 15 2009

Total Reviews=131

Reviews resulting in a
recommendation for no
change in drug therapy

Reviews resulting in a

recommendation for a change

in drug therapy

Reviews completed
resulting in a
recommendation for a
clinical consultation

122

9

0

AAP Medication Reviews Completed from February 1, 2009- May, 15 2009

Total Reviews=90

Reviews resulting in a
recommendation for no
change in drug therapy

Reviews resulting in a

recommendation for a change

in drug therapy

Reviews completed
resulting in a
recommendation for a
clinical consultation

82

7

1






Table 11

AAP Drug Utilization Review Program Survey Results
February 1, 2009 — April 30, 2009

APP Drug Utilization Review Program Survey Results

No
Question Yes No Response
Was the purpose
of the review clear

prior to the
review? 20 4 0

If no, was it made
clear by the
reviewer? 3 1 21

Was scheduling
the review timely
and convenient? 20 4 0
Was the
reviewer's final
opinion explained
clearly? 24 0 0

Likert Scale Grouped Values
Likert item 1-3 4 5-7
How useful was
the review
process? 4 7 13
To what extent do
you agree with
the following
statements:

It is important for
2nd opinion
reviews to be
conducted to
promote
adherence to the
best practice

parameters 2 5 17
It is important that
efforts are taken
to reduce
variance in
prescribing
practices for
mental health
medications in
WA 6 4 13






Table 111

ADHD Drug Utilization Review Survey Results

October 1, 2008 — April 30, 2009

ADHD Drug Utilization Review Program Survey Results

Question

Yes

No

No
Response

Was the purpose of the
review clear prior to the
review?

28

If no, was it made clear by
the reviewer?

27

Was scheduling the review
timely and convenient?

26

Was the reviewer's final
opinion explained clearly?

30

0

Likert Scale Grouped Values

Likert item

1-3

4

5-7

How useful was the review
process?

4

17

To what extent do you
agree with the following
statements:

It is important for 2nd
opinion reviews to be
conducted to promote
adherence to the best
practice parameters

11

10

It is important that efforts
are taken to reduce
variance in prescribing
practices for mental health
medications in WA

12

14

10






ADHD Drug Utilization Review Program
http://maa.dshs.wa.gov/Pharmacy/

1. Was the purpose of the review clear to you prior to the review? [ ] Yes [_] No

If no, was it made clear by the reviewer? [ ]Yes [ ]No
2. Was the scheduling of the review timely and convenient? [ ]Yes [ ]No
3. Was the reviewer’s final opinion explained clearly? [ ]Yes [ ]No

4. How useful was this review process (please circle a number 1-7)?

Not at all useful Neutral Very useful
1 2 3 4 5 6 7

5. To what extent do you agree with the following statements (please circle a number 1-7)?

a. Itis important that second opinion reviews be conducted to promote adherence
to the best practice parameters.

Strongly Disagree Neutral Completely Agree
1 2 3 4 5 6 7
b. It is important that efforts are taken to reduce variance in prescribing practices

for mental health medications in Washington.

Strongly Disagree Neutral Completely Agree
1 2 3 4 5 6 7

6. What suggestions do you have to improve the process?

[ ] Provider chooses not to participate in survey.
Please fax completed survey to DSHS 2™ Opinion Reviews, Fax: (206)985-3109 in a timely manner.

If you wish to share your comments about the review process by phone, you may contact Chris Varley,
MD at (206)987-3236
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Executive Summary

In September 2007, the Washington State Mental Health Division (MHD) contracted with the
Washington Institute for Mental Health Research and Training (WIMHRT) at the University of
Washington to provide support in fulfilling legislative initiatives related to SSHB 1088, a
Children’s Mental Health Bill. The focus of the Institute’s work over the past year and the
primary areas of focus within this report are on the legislatively mandated areas of: (1) access to
care and (2) services and supports.

This report was shaped based on input using five methods of data collection to solicit feedback
about access and services from children’s mental health system stakeholders in Washington
State, including:
1.  Two Community Forums
a. November 2007 Forum (N=170)
b. September 2008 Forum (N=180)
2. Interviews and questionnaires completed by Regional Support Network (RSN)
representatives (N = 8);

3. Input from DSHS Assistant Secretaries and Administrators (N = 4);
4.  One statewide Children’s Mental Health Survey (N = 1,065); and
5. Two Tribal Roundtables

a. Western Washington (N=23)
b. Eastern Washington (N=22)

Based on the findings from this stakeholder input process, the following recommendations are
divided into the following three areas:

e Access Recommendations

e Service and Support Recommendations

e System Design Recommendations

Access Recommendations

Access Recommendation #1: Support provider organizations to increase youth and family
access to, and engagement in, services:

Access Recommendation #1a: Increase rates to community mental health agencies to
provide services out of the office, after hours, and during weekends (e.g., New York’s Clinic
Plus model). Further, as noted in the 2007 STI Benefit Design Report, it is critical to tie the
differential rates to the delivery of the desired services, rather than simply increase rates
across the board.

Access Recommendation #1b: Train providers, parents, and youth on evidence based and
promising family and youth engagement and empowerment strategies (e.g., the REACH
Institute’s Parent Empowerment Program). Similarly, there should be more development of
Family Navigators to help families get information about options and make choices.

The Washington Institute for Status of Children’s Mental Health System Report
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Access Recommendation #2: Address limits to access to services posed by current Access
to Care Standards (ACS). Confirming data collected for previous reports (see * below), the
data across multiple sources for this report indicate that Washington State stakeholders are
concerned about the limitations within the current ACS.

Consistent with previous recommendations in the Mental Health Benefit Design Report, one
possible strategy for addressing these limits would be to increase the CGAS minimum scores for
all covered diagnoses, allowing for more children with higher levels of functioning to access
routine outpatient services. More specifically, it is recommended that the State increase the
minimum score to 70 if it is economically feasible. The current actuarial analysis of the financial
impact of revising the CGAS minimum scores for outpatient services will help to better define
the viability of this approach at this time.

While likely to be less feasible, a second possible strategy recommended by multiple
stakeholders is the expansion of current diagnostic categories (e.g., including autism-spectrum
disorders, severe behavioral challenges) so that they now qualify for services under ACS.

Access Recommendation #3: Shift RSN utilization management away from front-end
restrictions across all enrollees to proactive care management for the most intensive and
costly services. This recommendation was initially made within the System Transformation
Initiative (STI) Mental Health Benefit Design report* and is further recommended here based on
stakeholder input. As described in this previous report this type of shift will require the
development of statewide medical necessity standards and both initial and concurrent reviews for
all levels of care.

Access Recommendation #4: Increase access to child psychiatrists by expanding the
current Partnership Access Line (PAL). PAL is a telephone-based child mental health
consultation system funded by the state legislature and currently being implemented in
Washington State. PAL employs child psychiatrists, child psychologists, and social workers
affiliated with Seattle Children’s Hospital to deliver its consultation services.

It is recommended that the PAL program both be expanded statewide and adapted to support
primary care practitioners in providing medication management to children and youth currently
on waiting lists for programs in communities with limited access to child psychiatrists.

! Triwest Group (2007). Statewide Transformation Initiative Mental Health Benefit Package Design Final Report.
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Service & Support Recommendations

Service and Support Recommendation #1: More actively promote Family Advocacy, Peer-
to-Peer Support, and Youth Support.

Service and Support Recommendation #1a. Promote Family Support and Advocacy
Organizations (FSAQs) to be more self-sustaining and more capable of providing
reimbursable services, such as by:

a. Promoting development of contractual relationships between FSAOs and RSNs
and/or community mental health agencies (CMHAS); and

b. Establishing a new category of provider type modeled after Arizona’s Community
Service Agencies (CSAs) that can provide a range of appropriate “non-clinical”
services (e.g., respite, family support, youth support, family navigation, Wraparound
family partners and care coordination, and other reimbursable services). This
recommendation was initially provided in the Mental Health Benefit Package Design
Report (see reference 1).

Service and Support Recommendation #1b. Further, expand current technical assistance
and other supports to FSAQOs (e.g., through Center(s) of Excellence) to implement evidence
based and promising family support models. Consistent with this, the funding of technical
assistance to develop parent- and youth-run organizations across the state at multiple levels
of development, including dedicated funding for both the start-up of new organizations and
the enhancement of existing organizations, was prioritized by the HB 2654 Work Group.
Technical assistance should also support RSNs and CMHAs to integrate their services with
those of consumer and family run organizations. This should be funded from multiple
sources. Actively include representatives of effective state and local youth- and family-run
organizations.

Service and Support Recommendation #1c. Enhance the current peer-to-peer and
family/youth support worker certification process, including revisions to current knowledge
assessments. Conduct a study of certified family- and youth-support workers about their
experiences with the certification process, with providing care to youth and families, and
barriers to their effectiveness in providing this covered service.

Service and Support Recommendation #2: Implement evidence-based practices (EBPSs) for
youth at risk of out-of-home placement or transitioning home from out-of-home placement
settings. The data suggest that this population is a high priority for Washington State
stakeholders. Benton, Clark, Franklin, King, Mason, Skagit, Snohomish, Thurston, Whatcom,
and Yakima County’s have already implemented EBPs that address the service needs of this
population, while also engaging families in the treatment process, including Multidimensional
Treatment Foster Care (MTFC), Functional Family Therapy (FFT), Multisystemic Therapy
(MST), and Family Integrated Transitions (FIT).
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Service and Support Recommendation #3: Implement EBPs for youth exposed to past
trauma. While a high priority across participants in the September 2008 Forum, providers and
DSHS representatives were most likely to endorse EBPs for youth exposed to trauma. Several
efforts are currently underway to implement Trauma Focused Cognitive Behavioral Therapy
(TF-CBT) in various parts of the state. Both Children’s Administration and the Mental Health
Division have allocated resources to expand the number of clinicians trained in this approach.
The Evidence Based Practice Institute has identified the expansion of therapists skilled in TF-
CBT as a major target for its workforce improvement activities.

Service and Support Recommendation #4: Implement EBPs for youth with co-occurring
mental health and substance abuse disorders. In addition to MST and FIT, Multidimensional
Family Therapy (MDFT) is another evidence-based model that may be implemented to address
the needs of youth with co-occurring disorders.

Service and Support Recommendation #5: Implement evidence based models that target
early signs of behavioral problems and assist parents in working with oppositional and
defiant behaviors. Specifically recommended models include Parent-Child Interaction
Therapy (PCIT) and The Incredible Years.

Service and Support Recommendations #6: Implement prevention and early intervention
programs with evidence for effectiveness that align with stakeholder priorities.
Recommended prevention and early intervention programs that span from birth to age 12
include: Nurse-Family Partnership, Positive Parenting Program (Triple-P), Good Behavior
Game, and School Development Project (Seattle Social Development Project).

Service and Support Recommendation #7: Increase availability of Wraparound care
coordination statewide. In addition to increasing overall Wraparound capacity, develop more
specific provider codes to allow oversight of Wraparound-specific activities by providers and
family support workers and encourage local or state fiscal partnerships that can support use of
case rates with accountability. Further, ensure availability of some slots to non-Medicaid youth.
Finally, support an existing or new Center of Excellence (COE) to oversee training, professional
development, and fidelity and quality monitoring specific to Wraparound.

Service and Support Recommendation #8: Build infrastructure to support implementation
of prioritized EBPs. In particular, support community and tribal decision-making and oversight
of EBP implementation using innovative community mobilization models. Such models may
include: Partnerships for Success, Communities that Care, and Getting to Outcomes.

In addition to using a community mobilization model, implement methods to more accurately
track EBP implementation (e.g., more specific reimbursement codes) and use enhanced
reimbursement rates or other methods to offset costs of evidence-based/family-based
interventions as well as reimbursement for training and supervision.

Finally, a key element of infrastructure to support EBP implementation and sustainability is the
development and support of Centers of Excellence (COEs) such as the Children’s EBP Institute
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to promote wider and more sustainable implementation of EBPs through training, ongoing

consultation and support, fidelity assessment, and outcome monitoring. Such COEs should
include dedicated staff with expertise in each type of EBP, as well as full partnerships with
family members and youth and an emphasis on adaptations for specific cultural groups.

System Design Recommendations

System Design Recommendation #1: Increase leadership roles of families and youth in
system design and accountability monitoring by promoting and supporting cross-system
community collaborative teams.

Specific roles include:

a. Oversight of local system functioning (i.e., review quality, outcomes and cost data,
availability of services, and comprehensiveness of the local service array; propose
solutions; and develop annual plans to overcome gaps and needs) and

b.  Monitoring and problem-solving for individual families (e.g., review access to intensive
services, oversee progress of families enrolled in the most intensive services)

System Design Recommendation #2: Increase leadership roles of families and youth in
system design and accountability monitoring by building greater capacity at the DSHS
level to use cross-system teams with youth and family leadership.

Specific recommended roles include:
a. Review of state data on outcomes, costs, and quality;
b. Evaluation of the success of state policies and service initiatives and implementation of
mid-course corrections; and
c. Review of local plans and local data.

Further, consider methods to improve support to local communities and providers as well as
“bust barriers” that exist at the state level. Develop quality assurance standards and indicators
based on principles of evidence based practice as well as family-driven, youth-guided care and
implement a process for overseeing quality review (e.g., Hawaii). Implement a public
awareness campaign targeting providers and allied systems regarding methods for achieving
family centered care and effectiveness of specific methods to achieve it (e.g., Arizona)

|
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Introduction

In September 2007, the Washington State Mental Health Division (MHD) contracted with the
Washington Institute for Mental Health Research and Training (WIMHRT) at the University of
Washington to provide support in fulfilling legislative initiatives related to improvement of
children’s mental health throughout the State of Washington. In 2007, the State Legislature
passed SSHB 1088, a Children’s Mental Health Bill (see Table 1). The focus of the Institute’s
work over the past year and the primary areas of focus within this report are on the legislatively
mandated areas of: (1) access to care and (2) services and supports.

Table 1: Section 1 of Second Substitute House Bill (SSHB) 1088

The legislature intends to substantially improve the delivery of children’s mental health services in
Washington state through the development and implementation of a children’s mental health system
that:

1. Values early identification, intervention , and prevention;

2. Coordinates existing categorical children’s mental health programs and funding, through efforts that
include the elimination of duplicative care plans and case management;

3. Treats each child in the context of his or her family, and provides services and supports needed to
maintain a child with his or her family and community;

4. Integrates families into treatment through choice of treatment, participation in treatment and peer
support;

5. Focuses on resiliency and recovery;

6. Relies on a greater extent on evidence-based practices;

7. Is sensitive to the unique cultural circumstances of children of color and children in families whose
primary language is not English; and

8. Integrates educational support services that address students’ diverse learning styles; and

9. To the greatest extent possible, blends categorical funding to offer more service and support options to
each child.

MHD has spearheaded several initiatives related to improving the system of mental health for
children and families in recent years (see Table 2). Among these efforts include the work by the
Colorado-based consulting firm, TriWest Group, with whom MHD contracted to evaluate and
provide recommendations regarding several areas of overlap for this project. These projects
include the following and their findings will be integrated into relevant parts of this report:

e The System Transformation Initiative’s Mental Health Benefit Package Design Report;?

e Report to the Legislature on Substitute House Bill (SBH) 2654: Strategies for Developing

Consumer and Family Run Services; ® and
e The Intensive Children’s Mental Health Services Workgroup Recommendations.*

2 TriWest Group. (July, 2007). Statewide Transformation Initiative Mental Health Benefit Package Design Final
Report. Olympia, WA: Department of Social and Health Services, Health and Recovery Services Administration,
Mental Health Division. Available at:
http://www1.dshs.wa.gov/pdf/hrsa/mh/sti_benefit_design_final_report_2008_01_23_final.pdf.

¥ SHB2654 Work Group. (September, 2008). DSHS Review Draft: Report to the Legislature on Substitute House
Bill (SHB) 2654: Strategies for Developing Consumer and Family Run Services. Edited and compiled by TriWest
Group. Washington State Department of Social and Health Services, Mental Health Division: Olympia, WA.
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Table 2: Recent Washington State
Mental Health System Improvement Efforts

The Washington State Joint Legislative Audit and Review Committee (JLARC) reported
recommendations to the state legislature on improving the Early Periodic Screening, Diagnosis and Treatment
(EPSDT) program for children’s mental health in 2002 and for serving at risk youth in 2004.

The Children’s Mental Health Initiative, a 2005 collaborative effort between Child Welfare, Mental Health
and Juvenile Rehabilitation, produced strategies to move the system toward more coordinated, effective
treatments for children with complex needs served by multiple systems.

The Washington State Mental Health Division System Transformation Initiative (STI) was initiated by
MHD in September 2006. STl included a comprehensive package of budget and legislative initiatives to
promote Washington State’s public mental health services for adults with severe and persistent mental iliness
and children with serious emotional disorders. Specific projects under STl included (1) statewide
implementation of ten Program of Assertive Community Treatment (PACT) teams: (2) an evaluation of the
state Medicaid benefits package; (3) development of a plan for expanding mental health housing options; (4) a
review of Washington State’s involuntary commitment statute; (5) development of a utilization review system
in state hospitals and community inpatient facilities; and (6) preparation of a plan for expanding employment
for adults with mental iliness.

Mental Health Transformation State Incentive Grant was awarded to Washington State in October 2005.
This 5-year federally-funded project defined a transformed mental health system as one centered on
development of an infrastructure that allows consumers, family members and other stakeholders to monitor
progress, evaluate outcomes, and assess the need for mid-course corrections.

Intensive Children’s Mental Health Services Workgroup convened in April 2008 to craft recommendations
to the MHD for expansion of services for the children with most intensive needs. Recommendations included
increasing parent involvement when children transition out of CLIP facilities, developing more parent support
organizations, and expanded availability of Wraparound, crisis supports, and expanded access to empirically-
supported family-based treatments.

Methods
This report was shaped via a robust stakeholder advisory process. Five methods of data

collection were used to solicit feedback about access and services from children’s mental health
system stakeholders in Washington State, including:

1.  Two Community Forums
a. November 2007 Forum (N=170)
b. September 2008 Forum (N=180)
2. Interviews and questionnaires completed by Regional Support Network (RSN)
representatives (N = 8);
Input from DSHS Assistant Secretaries and Administrators (N = 4);
One statewide Children’s Mental Health Survey (N = 1,065); and
5. Two Tribal Roundtables

»w

* TriWest Group. (June, 2008). Intensive Children’s Mental Health Services Work Group Recommendations.
Washington State Department of Social and Health Services, Mental Health Division: Olympia, WA.
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a. Western Washington (N=23)
b. Eastern Washington (N=22)

Findings
The following provides an integrated summary of the findings from the first four data sources.
Refer to Appendices 1-5 for more details regarding the specific breakdown of results from each
data source. These Appendices are arranged as follows:

e Appendix 1: Results from the November 2007 Children’s Community Forum

o Appendix 2: Results from RSN Interviews and Questionnaires

e Appendix 3: Results of the 2008 Washington Children’s Mental Health Survey

e Appendix 4: Gaps & Recommendations Related to SSHB 1088 Identified by DSHS

Assistant Secretaries & Administrators
e Appendix 5: Results from the September 2008 Children’s Community Forum

A separate set of recommendations entitled Issues Identified by Tribal and Recognized American
Indian Organization (RAIO) Representatives is included in Appendix 6. In the following
summary of findings, relevant results from the September 2008 Community Forum are typically
presented after summaries from the other four data sources. This is because the September 2008
Forum presented preliminary results from the other data sources to participants, and then
gathered additional information from participants using an Electronic Audience Response
System (EARS).

Barriers to Access

Restrictive Access to Care Standards

There was a clear indication across data sources that stakeholders perceive the Access to Care
Standards (ACS) employed in Washington State to be overly restrictive, primarily through (1)
omission of specific diagnostic categories and (2) narrow and restrictive functioning
requirements. This general opinion was expressed across all data sources. In the September
2008 Forum, 96% of participants agreed (66% strongly) that they had concerns about the current
ACS. For respondents to the Children’s Mental Health Survey, the most commonly endorsed
concern pertaining to access was “children who are not eligible for services because their
diagnosis or functional impairment is not serious enough.” Data from the RSN interviews and
input from the DSHS partner agencies specifically reference several diagnostic categories for
which ACS were perceived to be too restrictive, including autism spectrum disorders, severe
behavioral challenges, and children and youth with development disabilities. Results from the
2007 mental health forum also indicate that stakeholders believe there is inconsistent application
of ACS across RSNs. At the 2008 Forum, when asked directly to rate their level of concern
about different issues regarding ACS, respondents voiced high, but relatively equal levels of
concern that the ACS (1) requires too low a level of functioning (i.e., the maximum Children’s
Global Assessment of Functioning or CGAS score is too low); (2) do not include enough
specific diagnoses; and (3) allow little or no access to services for non-Medicaid children,
youth and families. Respondents rated their concern about inconsistent application of ACS
standards much lower than these other three concerns. This also reflected concerns previously
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documented by MHD through stakeholder focus groups and forums involving parents and
caregivers for the 2007 STI Benefit Design report. >

Insurance Limitations

In addition to concerns about ACS, data from all sources (except DSHS input) indicated
perceived inequities in access due to insurance status, specifically children and youth without
Medicaid or with no insurance. This was the second most-frequently cited barrier to access
from the Children’s Mental Health Survey, just behind eligibility restrictions due to ACS. As
cited above, this was also rated as a significant concern by participants in the 2008 Forum.

Inadequate Capacity

Stakeholders expressed concerns about the impact of inadequate mental health service capacity
in several ways. First, there was a consistent theme across 2007 Forum participants, RSNs and
DSHS (particularly Children’s Administration) that delays in completing intake and getting
therapy appointments are major barriers to effective service. Second, stakeholder perspectives
suggest specific age groups and types of children and youth for whom there is not adequate
capacity. These results were, however, somewhat inconsistent across data sources. For example,
2007 Forum participants prioritized the need for prevention and early intervention, but data
from the Children’s Mental Health Survey indicate the primary age groups for which increased
capacity is needed is adolescents (12-16 years old) and transition age youth (17-25 years old).
These two groups were endorsed by Survey respondents nearly twice as often as that of young
children (0-4 years old) and school-aged children (5-11 years old). Similarly, RSNs identified the
need for crisis services for families, which was not prioritized by either 2007 Forum
participants or survey respondents.

When 2008 Forum participants were asked to provide ratings of capacity building needs, 90% of
respondents agreed that evidence-based prevention and early intervention programs were a
priority, with 71% strongly agreeing. When asked to provide ratings of importance, prevention
and early intervention was rated slightly higher as a priority than other options, including EBPs
for children with serious behavior problems (89%), EBPs for youth exposed to trauma
(87%), EBPs for youth with co-occurring mental health and substance abuse disorders
(79%), and EBPs for youth at risk of out of home placement (76%). However, when
participants were asked to rank order their priorities in these areas, prevention and early
intervention was rated as a lower priority than implementing EBPs for parents with youth with
serious behavioral problems, and at approximately the same priority level as EBPs for youth
exposed to trauma and youth at risk of out of home placement. As might be expected, different
types of Forum attendees tended to have different top priorities. Youth and RSN representatives
were most likely to voice support for prevention and early intervention, while parents of children
with mental health problems were most likely to rate EBPs for youth with serious behavior
problems as the highest priority. Providers and DSHS representatives were most likely to
endorse EBPs for youth exposed to trauma.

® TriWest Group. (July, 2007). Previously cited.
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This diversity in perspectives was also reflected in the findings of the Intensive Children’s
Mental Health Services Work Group convened in April 2008. This Work Group included
representatives from SAFE-WA and parent advocates who work closely with parents and
caregivers of children served by Washington’s Children’s Long-term Inpatient Program (CLIP)
facilities, as well as representatives from Children’s Administration, the Juvenile Rehabilitation
Administration, the CLIP programs, RSNs, and MHD. These stakeholders work very closely
with children and youth with the most severe behavioral health needs, and the service array they
prioritized differed somewhat from that prioritized by the broader stakeholder groups. Because
very few children and youth from the overall population of children with mental health needs
have needs requiring the level of intensive and restrictive services provided by the CLIP
programs, the views of this group would be hard to discern from the aggregate analyses just
described. It is important to keep the perspectives of these stakeholders in mind, given the
vulnerabilities of the children and families served, as well as the significant, multi-system service
use and costs experienced by this group. The work group identified a set of key service elements
necessary to effectively address the intensive mental health needs of children and youth. While
all of these elements were not equally endorsed by all members of the work group, they
included:
= Transition Services — Services to support children, youth and their families in successful
transitions stepping down from CLIP facilities were identified, including consultation
from CLIP facilities to community agencies for children and youth stepping down from
CLIP services, supports for ongoing family involvement during CLIP admissions, and
aftercare to support maintenance and generalization of treatment gains.
= Crisis Continuum — A comprehensive crisis services continuum was prioritized,
including a mobile crisis team in major communities across the State able to offer 24/7
in-home response connected to an array of immediately available crisis beds (including
placements in family-like settings) to support children and youth in community
placements over a short (1 to 7 days) to medium (14 to 30 days) term.
= High Fidelity Wraparound — Family driven planning and coordination to identify
service needs and plan and coordinate access to services was identified, in accord with
the standards of the National Wraparound Initiative.
= Parent Organizations — Active local Parent Organizations were seen as important to
support family engagement in services and help families navigate the service system,
advocate for their needs, and cope with the stresses of supporting their children.
= QOut-of-Home Program Capacity — Increasing the capacity for effective residential
services was discussed in terms of three components: increasing reimbursement rates
for CLIP facilities to be more in line with the Child Study and Treatment Center (CSTC)
level of care; adding an additional 16 bed CLIP facility in the center of the State, and
building statewide capacity for Multidimensional Treatment Foster Care and other
small, family-based out-of-home placement models that are empirically-supported. This
lack of capacity was also noted in previous studies, including the 2004 report by the
Public Consulting Group.®
=  Community Based Treatment — The work group also prioritized increasing capacity for
empirically-based treatments to support children, youth and their families in the

® Public Consulting Group. (November, 2004). Capacity and Demand Study for Inpatient Psychiatric Hospital and
Community Residential Beds: Adults and Children. State of Washington DSHS MHD: Olympia, WA.
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community (e.g., Multisystemic Therapy, Functional Family Therapy, Family Integrated
Transitions, Multidimensional Family Therapy). These treatments would include models
addressing co-occurring disorders.

= Centers of Excellence — The work group noted the need for local centers within
Washington to provide ongoing sources of expertise, evaluation, training, and guidance to
support the initiation and ongoing development of EBPs and promising practices.

Lack of Specific Provider Types

The findings about inadequate overall capacity a variety of service modalities, cited in the
previous section, was reinforced by data indicating a lack of qualified and adequately trained
mental health providers in several specific areas. First, a need for access to more child
psychiatrists was expressed across all data sources. Child psychiatry was the most oft-cited
provider gap from the Children’s Mental Health Survey (along with “child mental health
therapists,” both of which received 23% of all responses). More specifically, RSN and DSHS
informants also cited a need for more consultation by child psychiatrists to primary care
providers and more consistent medication management. Child psychiatrists also emerged as
the top need at the 2008 Forum. Second, as indicated above, there was also a need expressed
across all data sources for qualified children’s mental health providers. This option was the
second most oft-cited provider type at the 2008 Forum. Finally, the RSN interview results
pointed to a need to recruit and retain bilingual providers and data from the Children’s Mental
Health Survey supported this need, with 14% of all responses endorsing a need for “providers
with diverse racial and cultural backgrounds;” however, it should be pointed out that this option
was the fifth most often expressed need across professional types, behind child psychiatrists,
qualified mental health providers, mental health specialists, and family/peer-to-peer support
workers.

System Fragmentation and Lack of Continuity of Care across Systems and Services

Data from the 2007 Forum, RSN interviews, and DSHS partners all referenced a need for
greater collaboration and better integration of policies and funding across child/youth-
serving agencies and systems. With respect to access to services, this was supported by Survey
data showing that schools (55% of all respondents), primary care settings (48%), and early
childhood settings (46%) are the three settings in which capacity is needed to more effectively
identify and intervene with children with emerging mental health needs.

Barriers to Engagement and Completion of Treatment

Data across sources highlighted additional barriers to access and full engagement in services and
pointed to potential solutions. First, all data sources (except DSHS) cited lack of information to
families as a barrier to effective access to services. Peer-to-peer and family navigator services
were cited by 2007 Forum participants and RSN interviews as a mechanism to help overcome
this barrier, while Survey data indicated strong support for family and peer-to-peer support
workers as well as family navigators. Second, logistical barriers were cited across all sources,
most prominently transportation and child care. However, it should be noted that parents who
responded to the Children’s Mental Health Survey prioritized logistical supports such as
transportation vouchers and child care much lower than the need to develop more effective
services and capacity to provide family support. On the other hand, Survey respondents,
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particularly parents, prioritized the need for services in the family home and during off hours
(evenings and weekends) very highly as a way to ensure better access to and engagement in
Services.

This finding was reinforced by EARS results from the 2008 Mental Health forum, which found
that 94% of respondents agreed (57% strongly) that youth and families could be better engaged if
there were incentives for providers to deliver services out of the office, during off-hours, and
during weekends. This was the most oft-supported strategy to better engage parents, just ahead
of “training providers on evidence based and promising family and youth
engagement/empowerment strategies” (91%) and ahead of “developing Family Navigator
services” (78%).

Age of Consent

Finally, though it was not revealed through data from other sources, it should be noted that in the
Children’s Mental Health Survey, the greatest barrier to involvement in services cited
specifically by parents are perceived confidentiality issues that arise because of age of consent
laws in the state. When presented specifically at the 2008 Forum, 59% of respondents strongly
agreed and 25% agreed that the age of consent in Washington is an area of concern. It should
be noted that this concern also emerged as a major stakeholder-identified need in the 2007 study
of involuntary treatment in Washington State.” These concerns relate to §71.34.500 and
§71.34.530, which permit minors over 13 years to seek and receive mental health inpatient and
outpatient treatment without the consent of their parents. Many States have similar laws
permitting minors to access mental health and/or substance abuse treatment without the consent
of their parents, but in Washington concerns about the age of consent are linked most directly to
minors’ ability to refuse treatment even when their parents and mental health professionals
believe it is in their best interests. While a law designed to accomplish this exists at RCW
871.34.600, stakeholders report that it is seldom used. In the 2007 report, parents and providers
suggested that this law is not used for a number of reasons, including that most parents are
unaware of the law and providers are not clear about the rights of minors under the law and how
minors can access the legal system if they object to treatment.

Priority Services and Supports

Overall Service and Support Priorities

As mentioned in the previous section, it is difficult to make a summary statement about overall
priorities for development of enhanced service capacity. On the one hand, 2007 Forum
participants highly prioritized a need for enhanced prevention and early intervention services,
including services for infants. On the other hand, the specific services cited by RSN and DSHS
respondents tend to be high intensity services such as the Wraparound process (also prioritized
highly in the 2007 Forum), Family Integrated Transitions (FIT), Multidimensional
Treatment Foster Care (MTFC), and — more generically — “high-intensity services,” “evidence

" TriWest Group and Advocates for Human Potential. (July, 2007). Statewide Transformation Initiative Involuntary
Treatment Act (ITA) Review: Final Report. Olympia, WA: Department of Social and Health Services, Health and
Recovery Services Administration, Mental Health Division. Available at:
http://www1.dshs.wa.gov/mentalhealth/sti_involuntary treatment act.shtml.
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based practices for children with SED,” and “services for youth transitioning from CLIP and
juvenile justice facilities.” Moreover, as mentioned above, the Children’s Mental Health Survey
data indicate more support for prioritizing services for older children, youth, and young adults
(aged 12-25) than young and school-age children. Survey data also revealed “increasing
availability of community based care for youth with serious behavioral problems,” and
“investing in Wraparound,” as the two top overall priorities for the mental health system. The
April 2008 Intensive Children’s Mental Health Services Work Group prioritized a mix of
expanded crisis supports, targeted expansion of empirically-supported out-of-home capacity,
and family driven supports such as Wraparound, Parent Organizations, and transition supports.
Results from the 2008 Forum did not clarify such priority areas well, with respondents providing
high ratings of priority for all these types of services. As mentioned above, however, EBPs for
parents with children and youth with serious behavior problems did emerge as the highest
priority among five broad categories presented.

Use of Services with Evidence for Effectiveness

Across data sources, support for use of evidence based practices (EBPs) was robust and
expressed in different ways. RSN and DSHS interviewees were explicit in their support for
“expanding” or making “widely available” EBPs for children and families, as well as ensuring
availability of “a continuum of EBPs.” Children’s Mental Health Survey results showed that the
highest training priority was for “services proven to be effective” (closely followed by “training
on how to engage families in services”). Moreover, only 3% of Survey respondents voiced that
they believed “we don’t need more evidence based or promising practices,” which may be
considered surprising given the dialog that sometimes accompanies the discussion of EBPs. At
the same time, it should be noted that when asked to express their overall priority, Survey
respondents prioritized EBPs fourth, after investing in services for high-risk children, reducing
barriers to care posed by ACS, and Wraparound.

Specific Treatments
Several service modalities and target populations emerged as having broad-based support from
across stakeholder perspectives.

e As mentioned above, there is clear support for intensive community-based treatments
that have the ability to maintain or transition children and youth to community settings.
Specific services of this modality that were identified include MST, FIT, FFT, and
MTFC.

e The Wraparound service model was prioritized consistently by 2007 Forum
participants and RSN informants, and was prioritized highly in several items from the
Children’s Mental Health Survey and by the Intensive Children’s Mental Health Services
Work Group.

e Survey data as well as results from EARS data collection at the 2008 Forum revealed that
children and youth with mental health problems stemming from past trauma are a high
priority for intervention, endorsed by 46% of all respondents. This aligns with the
perspective of DSHS partner agency representatives who specifically identified Trauma
Focused Cognitive Behavioral Therapy (TF-CBT) as a priority service need.

e The need for additional capacity to serve youth with co-occurring disorders,
particularly co-occurring mental health and substance abuse problems, was identified as a
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priority across RSN and DSHS interviews, and was the second highest priority among
Survey respondents (endorsed by 44% of all respondents). This area was relatively less
highly prioritized, however, by 2008 Forum participants.

o Respite care services were identified as a needed service across all sources of data.
Respite was endorsed as a specific service need by 38% of Survey respondents, placing it
behind services such as intensive community based services, Wraparound, and day
treatment among priorities.

e The Intensive Children’s Mental Health Services Work Group prioritized a mix of
expanded crisis supports, targeted expansion of empirically-supported out-of-home
supports such as crisis beds, Multidimensional Treatment Foster Care, and the Child
Study and Treatment Center, and family driven supports such as Wraparound, Parent
Organizations, and transition supports.

Preventive and School-Based Services

As referenced previously, developing enhanced capacity to implement preventive and early
intervention services was an overwhelmingly endorsed priority among attendees at the
November 2007 Children’s Mental Health Forum. Infant and early intervention was also a
theme among DSHS partners, particularly Children’s Administration. Developing school-based
mental health services also was endorsed as a priority at the 2007 Forum. This was supported
by several results from the Children’s Mental Health Survey, which pointed to the need to
develop capacity in schools (just ahead of primary care and early childhood settings) to identify
and intervene with children with mental health needs. Both were also priorities identified in the
2007 STI Benefit Design stakeholder focus groups.

Potential Strategies to Improve Access and Services

Though the focus of the current report was not intended to be system-level strategies, a number
of recommendations for specific strategies emerged from data analysis. These strategies fell into
three main areas: Family engagement approaches, training infrastructure, and potential funding
strategies.

Family Engagement Approaches

Stakeholders nationally are increasingly recognizing the importance of family support services as
a means of improving family engagement and empowerment, improving likelihood of treatment
completion, and potentially improving outcomes through bolstering social support and parent
self-efficacy. Across all data sources, stakeholders endorsed the need to more actively partner
with parents and youth in system design and accountability monitoring. With respect to
specific services and supports, participants in all the different types of data collection prioritized
services such as peer-to-peer, family, and youth support partners (provided by family
members and youth) as well as individuals who can serve as family navigators and thus help
negotiate the multiple systems with which many families must interact. Respondents to the
Children’s Mental Health Survey also prioritized training for providers on methods to
enhance family engagement at about the same level of priority as training for providers on
effective services.
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As mentioned above, specific methods to engage families were presented at the 2008 Mental
Health Forum for prioritization by participants. Incentivizing providers to deliver services out
of the office and during off-hours and weekends and training providers in evidence based
and promising strategies to engage parents and youth were nearly universally supported.

Family- and Youth-Run Organizations

In addition to the above priorities, participants in the 2008 Children’s Mental Health Forum were
asked three questions related to the development and support of family- and youth-run
organizations in Washington State. As shown in Figures 7-9 of Appendix 5 of this report, 97% of
Forum participants were in overall agreement with the idea of enhancing existing family- and
youth-run organizations, while 88% were also in support of development of more family- and
youth-run organizations in Washington State. The Intensive Children’s Mental Health Services
Work Group prioritized the expansion and development of parent organizations to support
family engagement in services and help families navigate the service system, advocate for their
needs, and cope with the stresses of supporting their children. The parents, youth consumers,
adult consumers, and other members of the HB2654 Work Group recommended multiple
approaches for supporting both the enhancement and expansion of family run and youth run
support organizations, including a pilot to support development, technical assistance funding,
and the development of certification standards for mature organizations seeking to expand their
delivery of state-funded and Medicaid-funded support services. Training and technical assistance
for both RSNs and providers to support their collaboration with parent and youth run
organizations was a critical component of the HB2654 recommendations.

Training Infrastructure and Centers of Excellence/Evidence Based Practice Institute

As previously recommended in the 2007 ST Benefit Design Report, there was a consistent
recommendation to improve the level of knowledge and skill of the children’s mental health
workforce by supporting entities that can provide training, ongoing technical assistance and
support, fidelity data collection, outcome monitoring, and human resource development. DSHS
and RSN informants in particular voiced a need for a consistent source of training and
professional development for implementing EBPs, while Survey respondents prioritized both
training for providers on effective practices as well as training for providers on methods to
better engage youth, parents, and families. The Intensive Children’s Mental Health Services
Work Group highlighted the need for Centers of Excellence to support both community-based
EBP implementation and parent support. The HB2654 Work Group highlighted the need for
centralized Technical Assistance Centers run by parents and youth to support the implementation
of parent and youth run organizations.

Funding Strategies

Though far from specific, several funding strategies were proposed by stakeholders. The need to
better blend and coordinate funding to serve youth with intensive, multi-system needs was
presented by participants in the 2007 Forum as well as in multiple RSN interviews. Other RSN
interviewees also specified some of their own creative financing strategies such as setting aside
funds to offset costs for developing infrastructure to implement EBPs. As described above,
survey respondents and 2008 Forum participants voiced strong support for providing agencies
with incentives to provide services in families’ homes and during evenings and weekends, to
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increase likelihood of engagement and completion of treatment. The 2007 STI Benefit Design
Report noted the need to developing encounter coding approaches to more clearly track the
delivery of EBPs, as well as financing approaches that take into account the differential cost of
delivering these services.

Recommendations
The following recommendations were driven by the findings identified above and based on input
from community stakeholders regarding the status of children’s mental health services and
access in Washington State. These recommendations are divided into three sections below:

e Access Recommendations

e Service and Support Recommendations

e System Design Recommendations

Access Recommendations

Access Recommendation #1: Support provider organizations to increase youth and family
access to, and engagement in, services:

Access Recommendation #1a: Increase rates to community mental health agencies to
provide services out of the office, after hours, and during weekends.

For example, New York’s Clinic Plus model is an early intervention program is designed to
screen for early signs of social or emotional difficulty. Free screenings are provided in
schools and health care facilities, and if a problem is identified, the family is put in touch
with mental health providers who will deliver evidence-based treatments in the home at no
cost. As noted in the 2007 STI Benefit Design Report, it is critical to tie the differential rates
to the delivery of the desired services, rather than simply increase rates across the board.

Access Recommendation #1b: Train providers, parents and youth on evidence based
and promising family and youth engagement and empowerment strategies.

The Parent Empowerment Program at the REACH Institute, for example, trains
"professional parents,”" (often parents of children with mental illness) to become advocates
for other parents in similar situations. These advocates help parents who are new to the
mental health system to understand these various resources, and find treatment from
providers in a way that builds trust and eases confusion and stress. Programs like this have
been developed to provide these services in various settings, including mental health clinics,
primary care clinics, in schools, and in the juvenile justice system.

Similarly, there should be more development of Family Navigators to help families get
information about options and make choices. A family navigator is a parent partner trained
professionally to help other parents of children with mental illnesses understand their child's
issues and access appropriate treatment solutions. Often having had first hand experience,
navigators are trained to maintain up-to-date knowledge of types of treatment in their local
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area, and what channels a family must go through to obtain treatment. Generally, their major
responsibilities are to educate the parents about their child's mental illness, and facilitate
access to the most appropriate treatment.

Often the development of parent- and youth-run organizations is the best strategy for
increasing community capacity for family and youth engagement and empowerment. The
family and consumer-led HB 2654 Work Group prioritized training and support for parents,
youth, and other consumers to encourage development of such organizations. Washington
State currently has several exemplar parent- and youth-run networks and organizations that
may be the best poised to continue to develop their capacity to provide this type of training to
providers, parents, and youth. These networks include Statewide Action for Family
Empowerment of Washington (SAFE-WA), which provides support to parents and
caregivers and their network organizations, and Youth ‘N Action, a statewide youth
advocacy organization.

Access Recommendation #2: Address limits to access to services posed by current Access
to Care Standards (ACS). Confirming data collected for previous reports (see ® below), the
data across multiple sources for this report indicate that Washington State stakeholders are
concerned about the limitations within the current ACS.

Consistent with previous recommendations in the 2007 Mental Health Benefit Design Report,
one possible strategy for addressing these limits would be to increase the CGAS minimum scores
for all covered diagnoses, allowing for more children with higher levels of functioning to access
routine outpatient services. More specifically, it is recommended that the State increase the
minimum score to 70 if it is economically feasible. The current actuarial analysis of the financial
impact of revising the CGAS minimum scores for outpatient services will help to better define
the viability of this approach at this time.

While likely to be less fiscally feasible, a second possible strategy recommended by multiple
stakeholders is the expansion of current diagnostic categories (e.g., including autism-spectrum
disorders, severe behavioral challenges) so that they now qualify for services under ACS.

Access Recommendation #3: Shift RSN utilization management away from front-end
restrictions across all enrollees to proactive care management for the most intensive and
costly services. This recommendation was initially made within the System Transformation
Initiative (STI) Mental Health Benefit Design report® and is further recommended here based on
stakeholder input. Stakeholders giving input to this report clearly said that if a family or child
presents for mental health treatment, they should be assumed to be in need of some type of
response. Too often, current RSN efforts to manage service use focus too much on controlling
who gets in the door to receive services, rather than determining how best to serve children in
need. As described in this previous report this type of shift will require the development of
statewide medical necessity standards to guide both initial and concurrent reviews processes for

8 Triwest Group (July, 2007). Previously cited.
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all levels of care, with increased emphasis of care management for those most in need and less
reliance on front-end limitations to care delivery.

Access Recommendation #4: Increase access to child psychiatrists by expanding the
current Partnership Access Line (PAL). PAL is a telephone-based child mental health
consultation system funded by the state legislature and currently being implemented in
Washington State. PAL employs child psychiatrists, child psychologists, and social workers
affiliated with Seattle Children’s Hospital to deliver its consultation services.

It is recommended that the PAL program both be expanded statewide and adapted to support
primary care practitioners in providing medication management to children and youth currently
on waiting lists for programs in communities with limited access to child psychiatrists.

Service & Support Recommendations

Service and Support Recommendation #1: More actively promote Family Advocacy, Peer-
to-Peer Support, and Youth Support.

Service and Support Recommendation #1a. Promote Family Support and Advocacy
Organizations (FSAQs) to be more self-sustaining and more capable of providing
reimbursable services, such as by:

a. Promoting development of contractual relationships between FSAOs and RSNs
and/or community mental health agencies (CMHAS); and

b. Establishing certification standards for parent and youth-run organizations seeking to
provide state and Medicaid-funded “non-clinical” services (e.g., respite, family
support, youth support, family navigation, Wraparound family partners and care
coordination, and other reimbursable services). This recommendation was initially
provided in the Mental Health Benefit Package Design Report (see reference %), was

prioritized through legislation under HB 2654, and was addressed comprehensively in

the recommendations of the HB 2654 Work Group.

To support such implementation, the HB 2654 Work Group concluded that “Washington
State needs a broader and diverse array of consumer and family run organizations to develop
and provide an ever-expanding array of services and supports grounded in the priorities of
the consumers and family members that live in the communities where those programs

operate.” The Work Group articulated a developmental framework to guide development and

certification standards for mature organizations seeking to access expanded state and
Medicaid funding to support delivery of such supports.

Service and Support Recommendation #1b. Further, expand current technical assistance
and other supports to FSAOs (e.qg., through Center(s) of Excellence) to implement evidence
based and promising family support models. Consistent with this, the funding of technical
assistance to develop parent and youth run organizations across the state at multiple levels of
development, including dedicated funding for both the start-up of new organizations and the
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enhancement of existing organizations, was prioritized by the HB 2654 Work Group.
Technical assistance should also support RSNs and CMHAs to integrate their services with
those of consumer and family run organizations. This should be funded from multiple
sources. Actively include representatives of effective state and local youth- and family-run
organizations. Examples include King County’s A Village Project I and SAFE-WA’s
network organizations, including A Common Voice for Pierce County, BRIDGES to Parent
Voice (Clallam, Kitsap, and Jefferson Counties), Changes Parent Support Network (King and
Snohomish Counties), Spokane’s Passages program, and Training Resources in Partnership
(Island, San Juan, Skagit, Snohomish, and Whatcom Counties), as well as the Mockingbird
Society. Youth ‘N Action, a youth-run statewide organization, should also be included.

Service and Support Recommendation #1c. Enhance the current peer-to-peer and
family/youth support worker certification process, including revisions to current knowledge
assessments to tailor them to the delivery of parent and youth supports. To support these
enhancements, conduct a study of certified family- and youth-support workers about their
experiences with the certification process, with providing care to youth and families, and
barriers to their effectiveness in providing this covered service.

Service and Support Recommendation #2: Implement evidence-based practices (EBPSs) for
youth at risk of out-of-home placement or transitioning home from out-of-home placement
settings. The data suggest that this population is a high priority for Washington State
stakeholders, as documented in this report as well as through the 2007 ST1 process. Benton,
Clark, Franklin, King, Mason, Skagit, Snohomish, Thurston, Whatcom, and Yakima County’s
have already implemented EBPs that address the service needs of this population, while also
engaging families in the treatment process, including:

e Multidimensional Treatment Foster Care (MTFC)°: MTFC is a program for youth
ages 3-17 in foster care homes that emphasizes creating a positive and predictable
environment through close supervision and supportive relationships with caregivers.
Foster parents are trained in behavioral methods for creating this environment, and
provided with 24/7 support from a treatment team that develops a structured,
individualized program for each child. In addition, biological families are given family
therapy to maintain and support appropriate behaviors and relationships upon the child’s
return to his biological home.

e Functional Family Therapy (FFT)*: FFT can be used as a short term (8-12 session)
preventative or interventional program for supporting and enhancing the abilities of high-

® Chamberlain, P., & Reid, J.B. (1991). Using a specialized foster care community treatment model for children and
adolescents leaving the state mental hospital. Journal of Community Psychology, 19, 266-276.

Hoagwood, K., Burns, B., Kiser, L., et al. (2001). Evidence-based practice in child and adolescent mental health
services. Psychiatric Services, 52 (9), 1179-1189.

Weisz, J.R., Doss, J.R., Jensen, A., & Hawley, K.M. (2005). Youth psychotherapy outcome research: A review
and critique of the evidence base. Annual Review of Psychology, 56, 337-363.
10 gexton, T.L, Alexander, J.F. (December, 2000). Functional family therapy. Office of Juvenile Justice &
Delinquency Prevention, Juvenile Justice Bulletin, 3-7.
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risk youth ages 11-18 and their families to improve their situations in natural settings. It
relies on a systematic approach, using three phases to target specific goals of engagement
and motivation, behavior change, and generalization so that the entire family can utilize
community resources to maintain these changes. FFT provides a flexibly structured and
culturally sensitive framework for establishing self-sufficiency within families and
reducing recidivism in youth receiving treatment.

e Multisystemic Therapy (MST)**?: MST provides a comprehensive approach to
correcting antisocial behaviors in youth by providing intensive cognitive behavioral,
behavioral, and pragmatic family therapies in the home, community, and at school.
Emphasis is placed on considering and correcting the social factors that contribute to the
antisocial behaviors, which is accomplished by removing youths from deviant peer
groups and creating a strong network of family, friends, and community members to
support and maintain positive change. MST is currently being implemented in four sites
across Washington State.

e Family Integrated Transitions (FIT)™: The FIT program integrates Multisystemic
Therapy (MST), Dialectical Behavioral Therapy (DBT), and Motivational Enhancement
Therapy (MET) to provide individual and family therapy to juvenile offenders under 17
Y with comorbid Axis | mental illnesses and chemical dependency. Beginning 2 months
prior to the youth’s release, therapists are available 24/7 to coach parents and help them
find natural community supports and services to ease the youth’s transition during the
first 4 to 6 months out of detention. The goals of the FIT program include lowering the
risk of recidivism, achieving youth abstinence from alcohol and other drugs, improving
the mental health of the youth, and increasing prosocial behavior.

Service and Support Recommendation #3: Implement EBPs for youth exposed to past
trauma. While a high priority across participants in the September 2008 Forum, providers and
DSHS representatives were most likely to endorse EBPs for youth exposed to trauma. The 2007
STI process also highlighted this priority. Several efforts are currently underway to implement

Trauma Focused Cognitive Behavioral Therapy (TF-CBT) *in various parts of the state.

" Huey, S.J. Jr., Henggeler, S.W., Brondino, M.J., & Pickrel, S.G. (2000). Mechanisms of change in multisystemic
therapy: Reducing delinquent behavior through therapist adherence and improved family and peer functioning.
Journal of Consulting and Clinical Psychology, 68 (3), 451-467.

12 Henggeler, S. W., Schoenwald, S. K., Borduin, C. M., Rowland, M. D., & Cunningham, P. E. (1998).
Multisystemic treatment of antisocial behavior in children and adolescents. New York: Guilford.

3 Aos, S. (2006). Washington State’s Family Integrated Transitions program for juvenile offenders: Outcome
evaluation and benefit-cost analysis. Document No. 04-12-1201. Olympia: Washington State Institute for Public
Policy.

14 Cohen, J. A., Deblinger, E., & Mannarino, A. P. (2006). Trauma-Focused Cognitive-Behavioral Therapy for
Sexually Abused Children. In E. D. Hibbs & P. S. Jensen (Eds.), Psychosocial treatments for child and adolescent
disorders: Empirically based strategies for clinical practice (2nd ed.) (pp. 743-765). Washington, DC: American
Psychological Association.

15 Cohen, J. A., Deblinger, E., & Mannarino, A. P. (2006). Treating Trauma and Traumatic Grief in Children and
Adolescents: A Clinician's Guide: The Guilford Press.
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Both Children’s Administration and the Mental Health Division have allocated resources to
expand the number of clinicians trained in this approach. The Evidence Based Practice Institute
has identified the expansion of therapists skilled in TF-CBT as a major target for its workforce
improvement activities. TF-CBT is a treatment provided to children between the ages of 4 and 18
who are experiencing symptoms of Post Traumatic Stress Disorder (PTSD) after a traumatic
event. Even if the child has not been clinically diagnosed with PTSD, this model of
psychotherapy provides an effective combination of CBT and trauma-sensitive interventions to
improve the emotional and social well being of any child with significant behavioral or
emotional problems related to traumatic life events. Individualized sessions are provided to both
the child and parent, and occasionally both at the same time, to teach ways of managing
distressing thoughts and feelings, increasing family communication, and improving parenting
skills.

Service and Support Recommendation #4: Implement EBPs for youth with co-occurring
mental health and substance abuse disorders. In addition to MST and FIT, Multidimensional
Family Therapy (MDFT™®) is another evidence-based model that may be implemented to
address the needs of youth with co-occurring disorders. MDFT is an intervention aimed at
improving the relationships between substance abusing youth with behavioral issues and their
family members. Treatment is administered in several phases, first targeting functional areas to
create a developmentally normative lifestyle for the adolescent, and continuing to expand to
parent interventions, interactions between the parent and adolescent, and finally including
systems external to the family. This approach is particularly flexible has been successful in
highly diverse populations.

Service and Support Recommendation #5: Implement evidence based models that target
early signs of behavioral problems and assist parents in working with oppositional and
defiant behaviors. Specifically recommended models include:

e Parent-Child Interaction Therapy (PCITY): PCIT uses principles from attachment and
social learning theory to help the parent effectively correct problem behavior and develop
a nurturing relationship with his or her preschool-aged child. Parents are observed by
therapists while interacting with their children, and coached on methods for becoming an
authoritative parent including limit setting, problem solving, and consistency.

16 Liddle, H. A. (2002a). Multidimensional Family Therapy for Adolescent Cannabis Users, Cannabis Youth
Treatment (CYT) Series, Volume 5. Rockville, MD: Center for Substance Abuse Treatment, Substance Abuse and
Mental Health Services Administration.

17 Chaffin, M., Silovsky, J., Funderburk, B., Valle, L., Brestan, E., Balachova, T., et al. (2004). Parent-child
interaction therapy with physically abusive parents: Efficacy for reducing future abuse reports. Journal of
Consulting & Clinical Psychology, 72 (3), 500-510.
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e The Incredible Years': The two main areas of focus for the Incredible Years program
are to prevent conduct problems from developing and to intervene at the early onset of
these behaviors in children from infancy to school-age. These goals are accomplished by
the interaction of three programs aimed at improving the skills of the child (academic and
social achievement), parent (increase communication and nurturing approaches), and
teacher (effective classroom management and teaching of social skills). This curriculum
effectively targets risk factors for conduct disorder, and creates a positive environment
for the child both at home and at school.

Service and Support Recommendations #6: Implement prevention and early intervention
programs with evidence for effectiveness that align with stakeholder priorities.

Recommended prevention and early intervention programs that span from birth to age 12 include
the following:

o Nurse-Family Partnership™®: This program provides at-home nurse visits to low-income
and high risk first-time parents and their children. Visits begin during the prenatal period
and continue until the child is two years of age, and are designed to help mothers have
healthier pregnancies, and be self-sufficient in ensuring the healthy development of their
children.

e Positive Parenting Program (Triple-P)?°: This program is aimed at teaching parents of
children from birth to age 12 better ways of preventing emotional, behavioral, and
developmental problems. It is structured to include five levels of varying intensity, from
the dissemination of information through printed materials, to 8-10 session parenting
programs and more enhanced interventions for families experiencing additional relational
stress. Using social learning, cognitive behavioral, and developmental theory in
combination with studies of risk and protective factors for these problems, Triple-P aims
to increase the knowledge and confidence of parents in dealing with their children’s
behavioral issues. Triple-P is currently being implemented in two sites in Seattle (Odessa
Brown, Harborview Sexual Assault and Trauma Center), Pierce County Public Health,
various agencies in Thurston-Mason, and with at least 20 provider agencies in Children's
Administration.

e Good Behavior Game?': This program is designed to reduce aggressive and disruptive
behavior in 1% and 2" grade classrooms. The teacher divides the class into three teams

18 Webster-Stratton, C. (1984). A randomized trial of two parent-training programs for families with conduct-
disordered children, Journal of Consulting and Clinical Psychology, 52(4), 666-678.

9 0lds et al. (2007). Effects of nurse home visiting on maternal and child functioning: Age-9 follow-up of a
randomized trial, Pediatrics, 120 (4), €832-e845.

20 Sanders, M.R., Markie-Dadds, C. & Turner, K.M.T. (2003). Theoretical, scientific and clinical foundations of the
Triple P-Positive Parenting Program: A population approach to the promotion of parenting competence. Parenting
Research and Practice Monograph No.1. pp1-24.

2L Kellam, S.G., Ling, X., Merisca, R., Hendricks Brown, C., & lalongo, N. (1998). The effect of the level of
aggression in the first grade classroom on the course and malleability of aggressive behavior into middle school,
Development & Psychopathology, 10 (2), 165-185.
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with equal proportions of boys and girls, and well-behaved versus disruptive children.
The teacher then outlines examples of good and bad behaviors, and each team is given a
sheet where a check is placed each time a member of that team misbehaves. The game is
played in short periods at first, and then longer ones, with the team with the least check
marks at the end of a period receiving rewards that are first tangible, and then become
more abstract.

e School Development Project (Seattle Social Development Project)?®: This program uses
an intervention designed to improve the skills of teachers, parents, and children toward
developing prosocial behaviors and avoiding risk factors associated with antisocial
behavior and drug abuse. This program teaches children better interpersonal and refusal
skills, and emphasizes behavior management for parents and cooperative learning for
teachers.

Service and Support Recommendation #7: Increase availability of Wraparound care
coordination statewide.

Wraparound®** is collaborative system designed to focus on family voice and team planning to
develop a community-based system of care for children with emotional and behavioral disorders
and their families. A team of professionals who provide care to the child meet regularly with the
family, and create a plan to manage care and crises that is based on the individual strengths and
needs of the family. This plan is continually evaluated to ensure that it provides appropriate,
culturally competent care that results in observable and measurable improvements.

In addition to increasing overall Wraparound capacity, develop more specific provider codes to
allow oversight of Wraparound-specific activities by providers and family support workers and
encourage local or state fiscal partnerships that can support use of case rates with accountability.
Further, ensure availability of some slots to non-Medicaid youth.

Finally, support an existing or new Center of Excellence (COE) to oversee training, professional
development, and fidelity and quality monitoring specific to Wraparound.

2 Hawkins, JD, Smith, BH, Hill, KG, Kosterman, R, Catalano, RF, & Abbott, RD (2007). Promoting social
development and preventing health and behavior problems during the elementary grades: Results from the
Seattle Social Development Project. Victims & Offenders, 2 161-181.

23 Suter, J., & Bruns, E. J. (2008). A narrative review of wraparound outcome studies. In E. J. Bruns & J. S. Walker
(Eds.), Resource guide to wraparound. Portland, OR: National Wraparound Initiative, Research and Training
Center for Family Support and Children’s Mental Health.

24 Walker, J.S., Bruns, E.J., & Penn, M. (2008). Individualized services in systems of care: The wraparound process.
In B. Stroul & G. Blau (Eds.). The System of Care Handbook: Transforming Mental Health Services for
Children, Youth, and Families. Baltimore: Brookes.
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Service and Support Recommendation #8: Build infrastructure to support implementation
of prioritized EBPs. In particular, support community and tribal decision-making and oversight
of EBP implementation using innovative community mobilization models. Such models may
include:

e Partnerships for Success®: This model provides a community planning infrastructure
designed to strategically identify service needs and gaps for children's mental and
behavioral healthcare in communities and map those needs onto evidence based practices
in a manner that promotes sustainability and community engagement. Due to being a
community-driven process, the Partnerships for Success model is inherently flexible and
able to be implemented within a range of different community contexts and structures.

e Communities that Care®: This is a prevention-oriented system that evaluates the
strengths and issues of each school community to develop a plan for implementing
appropriate evidence-based programs. This approach integrates social development
theories from prevention science to address issues such as substance abuse, positive
social development, unplanned pregnancy, and academic issues in a way that has greater
flexibility than a step-by-step program.

e Getting to Outcomes?’: This is a system that emphasizes accountability and outlines the
planning, implementation, and evaluation of programs devised to improve a particular set
of issues. By following a process of logical assessment of risk factors and needs
assessment, Getting to Outcomes helps to ensure the development of a useful, sustainable
program within a particular community.

In addition to using a community mobilization model, implement methods to more accurately
track EBP implementation (e.g., more specific reimbursement codes) and use enhanced
reimbursement rates or other methods to offset costs of evidence-based/family-based
interventions as well as reimbursement for training and supervision.

Finally, a key element of infrastructure to support EBP implementation and sustainability is the
development and support of Centers of Excellence (COEs) such as the Children’s EBP Institute
to promote wider and more sustainable implementation of EBPs through training, ongoing
consultation and support, fidelity assessment, and outcome monitoring. Such COEs should

% Julian, D. A., Ross, M., & Partridge, C.(2008). Challenges in supporting community implementation of science-
based programs: A critical review of local partnerships for success plans, American Journal of Community
Psychology, 41, 351-360.
% Hawkins, J.D., Catalano, R.F., & Arthur, M.W. (2002). Promoting science-based prevention in communities.
Addictive Behaviors, 27 (6), 951-976.
2" Chinman, M., Hannah, G., Wandersman, A., Ebener, P.A., Hunter, S., Imm, P. & Sheldon, J. (2005). Developing
a community science research agenda for building community capacity for effective preventive interventions,
American Journal of Community Psychology, 35 (3-4), 143-157.

Chinman, M., Early, D., Ebener, P.A., Hunter, S., Imm, P., Jenkins, P., Sheldon, J., & Wandersman, A. (2004).
Getting to outcomes: A community-based participatory approach to preventive interventions, Journal of
Interprofessional Care, 18 (4), 441-443.
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include dedicated staff with expertise in each type of EBP, as well as full partnerships with
family members and youth and an emphasis on adaptations for specific cultural groups.

System Desigh Recommendations

System Design Recommendation #1: Increase leadership roles of families and youth in
system design and accountability monitoring by promoting and supporting cross-system
community collaborative teams.

Specific roles include:

a. Oversight of local system functioning (i.e., review quality, outcomes and cost data,
availability of services, and comprehensiveness of the local service array; propose
solutions; and develop annual plans to overcome gaps and needs) and

b. Monitoring and problem-solving for individual families (e.g., review access to intensive
services, oversee progress of families enrolled in the most intensive services)

System Design Recommendation #2: Increase leadership roles of families and youth in
system design and accountability monitoring by building greater capacity at the DSHS
level to use cross-system teams with youth and family leadership.

Specific recommended roles include:
a. Review of state data on outcomes, costs, and quality;
b. Evaluation of the success of state policies and service initiatives and implementation of
mid-course corrections; and
c. Review of local plans and local data.

Further, consider methods to improve support to local communities and providers as well as
“bust barriers” that exist at the state level. Develop quality assurance standards and indicators
based on principles of evidence based practice as well as family-driven, youth-guided care and
implement a process for overseeing quality review (e.g., Hawaii). Implement a public
awareness campaign targeting providers and allied systems regarding methods for achieving
family centered care and effectiveness of specific methods to achieve it (e.g., Arizona)

—
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Appendix 1.

Results from November 2007 Children’s Community Forum

On November 15, 2007, 170 children’s mental health system stakeholders participated in a Children’s
Mental Health Forum held in Tukwila, Washington. Participants were asked to provide their perspectives
about the barriers to access and services for children in need of mental health care in Washington State.
The specific methods for collecting this input at the Forum included:

(1) Facilitated table discussions and prioritization;
(2) Individual written recommendations; and
(3) Group voting on initial priorities identified through table discussions.

Participants were also encouraged to informally share their perspectives and recommendations to the
larger group during the forum; however, given the heterogeneity of these responses, they were not
integrated into the overall findings in this report.

Tables 1-3 provide a summary of the top five reported (1) Barriers to access (see Table 1); (2)
Recommendations to improve access to mental health care (See Table 2); and (3) Services and supports
that would most promote recovery and resiliency in children and families and improve the mental health
system (See Table 3). Since group voting allowed for multiple votes per priority, resulting in larger
themes (vs. specific recommendations), table and individual responses were crosswalked with group
voting findings for consistency. If responses were consistent across the initial and finding group voting
priorities, they are described in more detail below and can be further referenced in the tables.

As shown in Table 1 below, a crosswalk between initial table and individual priorities and final group
voting priorities indicates that Access to Care criteria, particularly the restrictiveness of diagnosis and
symptoms and families reportedly having to wait for services until their children meet criteria, were
among the top barriers to access. Participants who prioritized this barrier also reported that there were
inequities in access based on type of insurance and funding source.

Also prioritized by both tables/individuals and final group votes were Intra- and Inter-Systems Issues,
particularly poor cross-system collaboration, lack of a continuum of care, and poor coordination among
providers.

Stakeholders also prioritized Lack of Funding for children’s mental health services as a barrier to access,
including adequate compensation to recruit qualified mental health professionals (MHPSs) and
psychiatrists. Similarly, stakeholders reported that there is a Need for Qualified Mental Health Providers.

While Lack of Appropriate, High Quality Services, particularly prevention and early intervention services,
was also widely endorsed as a barrier, it was not prioritized during the voting process and also speaks
more specifically to services vs. a barrier to access. However, one of the top barriers prioritized during
group voting also spoke to specific services and the lack of those available for children with longer-term
needs (e.g., Fetal Alcohol Syndrome [FAS], Developmental Disabilities [DD], and Traumatic Brain

Injury [TBI]).





Table 1. Top 5 Reported Barriers to Access: November 2007 Children’s Community Forum

Rank

Facilitated Table Priorities & Individual Recommendations

Access to Care

(71% of tables/38% of individuals)

Diagnosis or symptom acuity requirements too restrictive

Families have to wait for services

Inequity of access due to type of insurance/no insurance

Lack of Appropriate, High Quality Services*
(71% of tables/26% of individuals)

Lack of prevention services

Lack of early intervention services

Intra- and Inter-System Issues

(57% of tables/26% of individuals)
Poor cross-system collaboration
Lack of a continuum of care

Lack of Funding

(52% of tables/ 40% of individuals)
Not enough mental health funding
Not enough funding to recruit psychiatrists & MHPs

Need for Qualified Mental Health Providers

(29% of tables/12% of individuals)

Lack of adequately trained mental health providers

Group Voting

Inadequate
funding/funding
silos

Poor coordination
among providers

Lack of services
for kids with
longer-term
needs*

(e.g., FAS, DD, TBI)

Lack of
Psychiatrists &
Mental Health
Practitioners

Inequity of
Access Based on
Funding Source

* While this question was specifically about barriers to access, stakeholders widely endorsed the need

for specific services in response to this question.

Table 2 below highlights the top five recommendations to improve access to mental health care.
Table/individual priorities were consistent with group voted priorities for three of the five top

2





voted recommendations to improve access to services. Specific Services, particularly prevention
and early intervention services were the top recommended strategy to improve access to mental
health services both in the table and individual responses and in the group voting. Similarly,
Statewide Availability of Wraparound was the 5™ top voted strategy to improve access to mental
health services.

System Improvements was the next widely endorsed recommendation to improve access to
services among tables, individuals, and group voting. This includes improvements in cross-
system collaboration and integration. Increase Access to Care/Modify Access to Care Standards
(ACS) was the next most consistently recommended strategy across table/individual prioritization
and group voting. Tables were evenly split in their recommendations for improvements in
Access to Care, including opening ACS to serve children with less intensive needs, ensuring
better consistency with applying ACS across RSNs, and broadening criteria beyond diagnosis or
functioning.

Table 2. Top 5 Recommendations to Improve Access to Mental Health Care:
November 2007 Children’s Community Forum
Rank Facilitated Table & Individual Prioritization Group Voting

Specific Services*

oo Prevention
(100% of tables/29% of individuals) .
1. Services
Early intervention services
Systems Improvements
(62% of tables/33% of individuals) Treat Whole
2. Family, Not Just
Improvements in cross-system collaboration the child

Improvements in system integration

Funding

3. (43% of tables/13% of individuals) Cross-System

Increased flexibility in use of funds Integration

Blended/braided funding strategies





Information to Increase Awareness of Resources/Reduce Stigma

(38% of tables/ 18% of individuals) Modify Access to
i Care Standards
' Public information/social marketing campaign to reduce stigma & increase to Serve More
access Children
Educating families about available mental health resources
Increase Access to Care
(29% of tables/18% of individuals)
Statewide
5. Open Access to Care Standards (ACS) to less intensive needs Availability of
Wraparound

Better consistency in applying ACS across RSNs

Access not based on diagnosis or functioning alone

Treating the Whole Family, Not Just the Child was the 3" highest voted strategy, but was not as
highly endorsed during initial table/individual prioritization. Funding (i.e., flexible and
blended/braided funding) and Information to Increase Awareness of Resources and Reduce
Stigma (i.e., social marketing campaign and education to families about resources) were both
prioritized among the tables and individual responses but were ranked lower in the group voting.

Table 3 below displays the top 5 reported services and supports that most promote recovery and
resiliency in children and families and improve the mental health system. Specific Services,
particularly Wraparound, family-driven services, and peer-to-peer support were recommended
by tables, individuals, and group votes. Infant mental health care was also recommended, which
overlaps with the next consistently recommended service/support across respondents, Prevention
and Early Intervention. Systems Improvements, particularly availability of a full continuum of
care, were also widely endorsed. School-based Mental Health Services were also consistently
recommended across stakeholders.

While Funding, particularly flexible and blended/braided funding, was the 2" most consistently
prioritized service/support among table and individual respondents, it was not as highly
prioritized during the group voting process. Parent & Youth Involvement in System Design and
Accountability Monitoring was the 4th highest voted during group voting, though not as highly
endorsed during initial table/individual prioritization.





Table 3. Top 5 Reported Services & Supports That Most Promote Recovery & Resiliency:

November 2007 Children’s Community Forum

Rank Facilitated Table Priorities & Individual Recommendations Group Voting

Specific Services

(81% of tables/37% of individuals)
Wraparound

Family-driven services

Infant mental health care
Peer-to-peer support

Funding

(48% of tables/9% of individuals)
Flexible funding

Blended and braided funding

Prevention & Early Intervention Services

(33% of tables/16% of individuals)

System Improvements
(33% of tables/ 5% of individuals)
Need a full continuum of care

School-Based Mental Health Services

(29% of tables/17% of individuals)

Prevention & Early
Intervention

School-Based Mental
Health Services

Whole Continuum of Care

(i.e., prevention, advocacy,
respite, residential)

Parent & Youth
Involvement in System
Design and Accountability
Monitoring

Family-Driven, Strengths-
and Needs-Based Services





November 2007 Children’s Mental Health Forum: All Reported Data

170 stakeholders participated in 21 table groups of six to eight, to discuss access to the children’s
mental health system and the services and supports that are most needed in the current array.
Each table was asked to prioritize their top three responses to the questions listed below. The
table priorities and the additional information from 82 written responses by individual
participants were grouped into similar categories. Each category within a question area that
received four or more responses is listed in the tables below and ranked in order of the most

frequently cited priorities.

What are the barriers to access in our current children’s mental health system?

#

Barriers to Access

Tables that
prioritized
N=21

Individuals
who prioritized
N=82

Additional information

Access to Care

15

31

45% of the tables that prioritized this
barrier said that access is too restrictive,
either by diagnosis of symptom acuity.
Families having to wait for services (33%)
and inequity of access due to type of
insurance or no insurance (17%), made up
50% of the total responses in this
category.

Services*

15

21

67% of the table responses in this
category specifically stated that Early
Intervention and Prevention were lacking.

System
Improvements

12

21

Slightly more than 50% of the responders
in this area said that poor cross-system
collaboration and the lack of a true
continuum of care were problematic.

Funding

11

33

45% of tables who responded in this
category indicated that there is not
enough mental health funding. 27% said
there were not enough MHPs and
psychiatrists.

Providers

10

2/3 of the responding tables felt that
providers need more training.

Information

12

All tables and individuals in this category
of response said that families need better
access to information on what resources
are available.

*Please note that both questions about access garnered responses having to do with services.






What would streamline, improve or enhance access to mental health care?

# | Improvementsto | Tables that Individuals Additional information
Access prioritized | who prioritized
N=21 N=82
1 Services* 21 24 55% of tables who prioritized services said
Early Intervention was the most needed.
2 System 13 27 54% of tables and 96% of individuals who
Improvements prioritized system change specifically called

for improvements in collaboration and
system integration.

3 Funding 9 11 The majority of responses called for
increased flexibility in use of funds, including
blended and braided funding strategies.

4 Information 8 15 100% of responding tables specified a Public
Information campaign to reduce stigma and
improve access. 100% of the individuals who
responded said to educate families on
available MH resources.

5 Access to Care 6 15 Tables were evenly split on their ideas about
improving this area: 1/3 said open ACS to
less intensive needs; 1/3 said better
consistency in applying criteria is needed
across RSNs, and ; 1/3 stated that access
should not be based on diagnosis or
functioning alone.

6 Education 4 5 Tables that responded with this category

were evenly split on prioritizing providers’
needs for training in Infant Mental Health
and treating Special Populations (DD, FAS,

TBI)
7 Workforce 4 5 50% of tables and all of the individual
Development respondents in this area said more slots in

universities are needed for child
psychiatrists and mental health
professionals.

*Please note that both questions about access garnered responses having to do with services.






What services and supports would most promote recovery and resiliency in

children and families and improve the mental health system?

# Needed Services Tables that | Individuals who Additional information

and Supports prioritized prioritized
N=21 N=82

1 | Specific Services 17 30 47% of tables (8) responding in this area
requested Wraparound and Family-driven
Services; Individual responders said Infant
MH (27%) and Peer-to-peer Support
(43%) were needed.

2 | Funding 10 7 More than 50% said increased flexibility
in use of funds, including blended and
braided funding strategies were needed.

3 | Prevention & Early 7 13 (Results from Service Needs responses.)
Intervention Early Intervention and Prevention were

specifically prioritized by one third of all
tables.

4 | System 7 4 71% of tables with this response said a
Improvements full continuum of care is needed.

5 | School System 6 14 28% of all tables at the forum sited
Integrated with MH specific system integration as a needed
Services strategy.

6 | Treat the Whole 6 4 28% of all tables at the forum said to look
Family at the needs of the entire family.

7 | Evidence-based 5 7 Two tables and two individuals prioritized
Practices better integration of EBPs with Wrap and

family-centered approaches.

8 | Crisis Services 5 5 Three of the five tables that sited Crisis
Services called for family-focused, short-
term crisis stabilization services.

9 | Community-based 5 2 Tables and individuals who prioritized this

Services area said more normalized supports and
community networks were needed.

10 | Social Marketing 5 0 To reduce stigma and distribute
information on available services

11 | Respite 4 4 Is needed for families with mentally ill

children






Summary Priorities from the Voting Process

After the table groups prioritized their top three responses to each question, staff collected the
information, collated it and transferred generalized topic areas to flip charts for individuals to
vote on during the afternoon portion of the Forum.

Barriers to Access

There were 256 votes cast by participants in 24 different categories. The table below shows the
top 11 categories, which represent 94% of all Barriers to Access votes cast. (As was reflected in
the previous summaries of the table discussions and prioritizations, many references to services
were made during the Access discussions. These are included in the Service and Support
section.)

What are the barriers to access in our current children’s mental health system?

Priority | Votes General Categories
#1 39 Inadequate funding; Funding silos
H#2 36 Poor coordination between providers
#3 32 No services for kids with longer term needs (FAS, DD, TBI)
#4 23 Lack of psychiatrists and MH practitioners
#5 21 Inequity of access based on funding source
#6 18 Lack of respite
#7 17 No Infant Mental Health
#8 16 Lack of continuum across levels of need
#9 15 Access to Care Standards
#10 13 Long waits for inpatient and outpatient treatment
#11 11 Kids don’t fit into just one service system.






Improvements to Access

There were 277 votes cast by participants in 19 different categories. The table below shows the
top 10 categories, which represent 93% of all Access Improvements votes cast.

What would streamline, improve or enhance access to mental health care?

Priority Votes General Categories
#1 54 Prevention services
#2 49 Treat the whole family, not just the child
#3 a7 Cross-system integration
#4 22 Modify Access to Care Standards to Serve More Kids
#5 19 Statewide availability of Wraparound
#6 16 School-based Healthcare
#7 15 Workforce development at the university level
#8 14 Easier to navigate, family-friendly system
#9 14 Empower consumers
#10 8 Increase training

10






Needed Services and Supports

There were only 156 votes cast by participants in this afternoon session. The number of different
categories was much larger than in the morning sessions: 35. The table below shows the top 10
categories, which represent 76% of all Service votes cast.

What services and supports would most promote recovery and resiliency in

children and families and improve the mental health system?

Priority | Votes General Categories

#1 45 Prevention and early intervention

#2 19 School-based mental health services

#3 16 Whole continuum of care, including prevention, advocacy, respite and
residential care

#4 8 Parent and youth involvement in system design and accountability
monitoring

#5 6 Family-driven, strengths- and needs-based services

#6 6 Community-based services as step-down from CLIP placements

#7 5 Wraparound in all communities

#8 5 Integration of EBPs into Wrap process with support to maintain fidelity

#9 4 Funds for early childhood education

#10 4 Increase of multi-system approaches

11






Appendix 2:
Results from RSN Interviews and Questionnaires

In February 2008, RSNs were encouraged by MHD to provide their perspectives regarding
access and services in the children’s mental health system. In order to facilitate a higher response
rate, a mixed mode approach was used to collect these data from RSNs, including both
interviews and self-administration of a questionnaire, both of which included the following three
questions:

(1) What are the barriers to access?
(2) What services and supports are most needed?
(3) What strategies have you tried to fill these gaps?

Eight of the 13 Washington State RSNs agreed to complete an interview or questionnaires.
Tables 1-3 provide a summary of RSN-specific responses to each question above, respectively.

As shown in Table 1, most RSNs (88%) reported difficulties with access for uninsured and non-
Medicaid children; they reported that in many cases, these children have to go into crisis before
they can receive the services they need. Similarly, most RSNs (75%) reported barriers related to
children who do not meet criteria for services. This includes children not meeting the Access to
Care Standards or having private or other insurance that prevents them from getting the services
they need when they do go into crisis. A related issue is the barrier of serving children with
complex needs or who do not meet diagnostic criteria for services (50% of responding RSNs).
These include children with severe behavioral challenges, developmental disabilities, autism-
spectrum disorders, and children in foster care.

Half (50%) of responding RSNs specified the lack of more appropriate, high quality services
(e.g., EBPs, transition services, crisis supports) as a barrier to access. Fifty percent of responding
RSN also reported that the lack of family services and supports (e.g., mental health services for
parents, difficulty with system navigation) and lack of qualified mental health providers
(including child psychiatrists, bilingual providers, and providers in rural areas) are also barriers
to access.

A smaller percentage (38%) reported that geographic distance and lack of transportation were
barriers. Twenty-five percent reported concerns about systems and funding barriers specific to
their region.

See Table 3 for a list of strategies that RSNs have used to fill identified gaps.





Table 1. What Are the Barriers to Access?

RSN-Specific Responses

Reported Barriers to Access Thurston- Greater North North Chelan-

King Spokane Sound Pierce

Mason Columbia Central Douglas

Uninsured & Non-Medicaid Children (7/8 or 88% of responding RSNs)

1. Non-Medicaid children X X X

2. Non-Medicaid kids can X X
only get crisis services

3. Serving high intensity X X
Non-Medicaid children

4. Non-Medicaid refugee or X X

immigrant populations
5. Non-Medicaid children
only served by agencies X
with sliding fee scales
6. Un- & underinsured
children; prevention /less
costly treatment extremely
limited

Not Meeting Specific Criteria for Services (6/8 or 75% of responding RSNs)

1. Children don’t meet

Access to Care Standards X X X X

2. Children with private/other
insurance have little
available to them until X X X X
they go into crisis; private
providers don’t know ACS
3. Lack of clarity in current
process review for those
assessed as not meeting X
medical necessity
(Medicaid)

Serving Children With More Complex Needs/Diagnoses (4/8 or 50% or responding RSNs)

1. Finding appropriate out-
of-home supports for

children/youth with X
developmental delays
2. Children with severe
X X

behavioral challenges

3. Children with autism
spectrum disorders

4. Children/youth in foster
care (needing to go to or X X
get out of CLIP)





Table 1. What Are the Barriers to Access? (cont.)

RSN-Specific Responses

Reported Barriers to Access
Thurston- Greater Kin North Spokane North
Mason Columbia 9 Central P Sound

Lack of More Appropriate, High Quality Services (4/8 or 50% of responding RSNs)

1. Need for evidence-based
practices

2. Lack of community-based
crisis supports (e.g.,
hospitals, hospital X
diversion and step-down
supports)

3. More costly plans of care
when earlier intervention X
may have prevented crisis

4. Need for safe setting for
medication washouts & X
trials

5. Transition services out of

CLIP & inpatient settings X
Lack of Family Services & Supports (4/8 or 50% of responding RSNs)
1. Lack of mental health care
X X

for parents

2. Difficulty for families to
understand/access X
complex system of options

3. Complexity for families in
obtaining /maintaining X
Medicaid eligibility

5. Need for family-centered
care when children do not

meet Access to Care X
Standards
4. Lack of services facilitating X

family engagement

5. Peer certification process
poses barriers (e.g., travel,
time-consuming)

Pierce

Chelan-
Douglas





Table 1. What Are the Barriers to Access? (cont.)

RSN-Specific Responses

Reported Barriers to Access
Thurston- Greater Kin North Spokane North
Mason Columbia 9 Central P Sound

Lack of Qualified Mental Health Providers (4/8 or 50% of responding RSNs)

1. Need more child

psychiatrists X X

2. Need more qualified X X
mental health providers

3. Need for mental health X
psychiatric nurses

4. Need for bilingual mental X

health providers

5. Recruitment of mental
health providers in rural X X
areas/lack of services
6. Loss of ESD funding for
prevention/intervention
specialists for less
intensive needs

Geographic Distance & Lack of Transportation (3/8 or 38% of responding RSNs)

1. Need for local services/
Need for local inpatient & X X
residential services

2. Need for low-cost

transportation X X
Systems/Funding Issues (2/8 or 25% of responding RSNSs)
1. Fiscal impact of ESH

liquidated damages on X

funding for children’s
mental health

2. Inadequate state-only
funding

3. Interruption of integrated
RSN monitoring and
responsibility/data
processing and
management for county
mental health services

4. Fiscallpolitical pressures
related to adult consumer
needs, WSH census, drift
concerns

Pierce

Chelan-
Douglas





Table 2 provides an overview of needed services and supports as reported by RSNs. While not a
specific service or support, 75% of responding RSNs reported that some type of integrated
policies, practices, and/or funding across child-serving agencies and systems is needed.

Further, 75% of responding RSNs indicated that parent/family-centered services are needed
within the system. Among these recommended services, all 75% of RSNs specified the need for
assistance with system navigation, parent advocacy and peer services, and better coordination,
support, and engagement with families. Sixty-three percent of RSNs reported that a continuum of
high intensity services and supports is needed; these include crisis services, Wraparound, sub-
acute partial hospitalization/hospital diversion, residential, in-home supports, inpatient services
(for young children) and ACT-like programs. Sixty-three percent of reporting RSNs also
endorsed other specific community-based services, including afterschool/summer programs, day
treatment, family therapy, respite, the continuum of EBPs, and co-occurring mental health and
substance abuse treatment for adolescents. Similar to the barriers identified in the section above,
38% also reported that services for uninsured and non-Medicaid children and families are also
needed.

Table 2. What Are the Needed Services and Supports?

Smaniee Nasd RSN-Specific Responses

Services & Supports Thurston- Greater . North North . Chelan-
Mason Columbia King Central Spokane Sound Pierce Douglas

Parent/Family-Centered Services (6/8 or 75% of responding RSNs)
1. System navigators X X X

2. Parent advocates/Peer

providers X 2 X 2 2

3. Youth advocates X

4. Parent support &
engagement

5. Parenting classes X
Continuum of High Intensity Services & Supports (5/8 or 63% of responding RSNSs)

1. High-intensity services X X X X X

2. Continuum of community-
based crisis services for X X X X X
families

3. Sub-acute, partial
hospitalization/diversion

4. ACT for youth in juvenile
justice system

5. Wraparound X X

6. Full continuum of residential
care

7. Inpatient for young kids X

8. In-home supports X





Table 2. What Are the Needed Services and Supports?

RSN-Specific Responses
Reported Needed P P

Services & Supports Thurston- Greater King North Spokane North Pierce
Mason Columbia Central

Sound
Other Community-Based Services for Children, Youth, & Families (5/8 or 63% of responding RSNs)

1. After school/ summer

programs X
2. Family therapy X
3. Respite
4. Continuum of/more training
in EBPs X
5. Day treatment X X

6. Co-occurring disorder .
treatment

Services for Uninsured Families and Children (3/8 or 38% of responding RSNs)

1. Services for uninsured or
non-Medicaid kids

Integrated Policies, Practices, Funding Across Child-Serving Agencies/Systems

(6/8 or 75% of responding RSNs)

1. Integrated policies &
practices to create cross-
system partnerships/ more
cross-system collaboration

2. Shared values, philosophy
and funding across child- X
serving systems

3. Policies and practices that
minimize inter-RSN shifting X
of youth in foster/group care

4. More capacity for inter-
agency consultation & team X
facilitation

5. Stronger network of social
service agencies

6. Protected, blended funding
across child-serving X
systems

Other Needed System and Funding Changes (2/8 or 25% of responding RSNs)

Additional state funding for

Wraparound &/or other mental X X
health services

Better community funding for

non-Medicaid, underinsured, X
high need families





Table 2. What Are the Needed Services and Supports?

Reported Needed
Services & Supports

A locally-operated and locally
responsive RSN mental health
system with clear management
& oversight/ effective data
systems

More collaborative strategies to
maximize strengths of existing
system given poor state fiscal
environment

Table 3. What Strategies Have You Tried to Fill the Gaps?
RSN-Specific Responses

Reported Strategies

Thurston-
Mason

Thurston-

Mason

Greater
Columbia

Greater

Columbia

King

RSN-Specific Responses

North

Central Spokane

Family & youth involvement (6/8 or 75% of responding RSNs)

1. Network of parent support

2. Supporting parent and
youth advocacy

3. Parent Partners & Youth
Mentors

4. Crisis services for families

5. Parentinclusion in RFQ
selection

6. Family assistance with
system coordination and
navigation

7. Using federal grant money
to support family-driven
services

8. RSN director provides peer
counselor training

X

X
(SWIFT,
in-home)

Implementing community-based services (7/8 or 88% of responding RSNs)

1. Wider availability of/more
training in EBPs

2. Wraparound

3. Therapeutic foster care

X
Partner-
ships for
Success

X

North
Sound

. North North
King Central Spokane Sound
X
X
X
X Passages
X X
X
X
(FIRST)
X
MSTXFFT X
F7IT ' TF-CBT
X X
X
CHAP

Pierce

Pierce

X
CHANCE
, MTFC,
BRS
services

Chelan-
Douglas

Chelan-
Douglas

TF-CBT





Table 3. What Strategies Have You Tried to Fill the Gaps?

Reported Strategies RSN-Specific Responses
Thurston- Greate_r King North Spokane North
Mason Columbia Central Sound
4. Providing services in the
community, home, or X
school to increase access A (Xg'
and reduce stigma

5. Programs to keep youth
stable at times when school X
is not in session

High Intensity Services (4/8 or 50% of responding RSNs)

1. Assisting with transition
from more restrictive care X
to divert CLIP placements

2. Providing follow up care to
children released from X
CLIP facilities

3. Increased crisis services to
prevent hospitalization/ out X
of home placement

4. Hospital diversion/
placement prevention X
services

X
(FAST)

Programs Targeting Increased Access & Outreach (3/8 or 38% of responding RSNs)

X X
1. Consultation Models PAL, Tele Tele
Health Health
2. Providing therapists and
case managers to engage X
families in homeless
shelters (HEART)
3. Providers with evening and
weekend hours to increase X
accessibility
Addressing Specific Gaps to Target Groups in the System
X
1. Providing on-site mental King
health care in Juvenile Scilcs)?gr%/s X
Detention facilities Integration
Initiative
2. Programs specifically
designed for infant and X
toddler mental health
(earlier intervention)
3. Mental Health Training for X

Juvenile Justice Personnel

Pierce

Chelan-
Douglas





Table 3. What Strategies Have You Tried to Fill the Gaps?

Reported Strategies RSN-Specific Responses

Thurston- Greater Kin North Spokane North Pierce Chelan-
Mason Columbia 9 Central p Sound Douglas

Appendix 2.
Table 3. What Strategies Have You Tried to Fill the Gaps? (cont.)

Reported Strategies RSN-Specific Responses

Thurston- Greater North
Mason Columbia Central

North
Sound

Chelan-

Pierce Douglas

King Spokane

Policy, Organization, and Planning (7/8 or 88% of responding RSNSs)

10.

11.

12.

Including culturally diverse
groups in program planning

Building new facilities so
that services can be easier X
to access and more local

Regular cross-system X
meetings to improve (ST Inter-
system coordination and X agency Nk
increase spread of family- Staffing Exeg
centered principles Teams) Team)
Joint psychiatry program

between community X

hospital and public hospital

Creating liaison positions
between systems

Cohesive mental health

and allied provider network

based on open X X X
communication and shared

values

(Child-
ren’s

Expanding information
sharing guidelines to
include mental health and
chemical dependency

Standardized screening
and assessment
Reorienting services
toward resiliency and X

recovery

Focusing on developmental

assessments of children X

and youth

Ongoing use of data to

inform service X
implementation

Consulting providers in
developing strategies to fill X

gaps

Funding Approaches (4/8 or 50% of responding RSNs)

1.

Case rate payment model

which allows for flexibility

for enhanced rates through X
provision of recovery-

oriented services.

Used money from hospital X





Table 3. What Strategies Have You Tried to Fill the Gaps?

Reported Strategies

savings to create programs
available to families
regardless of insurance

Specifically designating
funds to offset costs for
evidence-based practices

Fee for services capacity
change to enable higher
rates for providers offering
higher intensity services

Using funds from raised
sales tax to support mental
health, chemical
dependency and
therapeutic court services

Applied for SAMHSA grant
funding

Thurston-
Mason

Greater
Columbia

RSN-Specific Responses

North North

King Central Spokane Sound

X
(Mac
Arthur
Models for
Change
Grant)

Pierce

Chelan-
Douglas
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2008 Children's Mental Health Survey Results
1. Participant Characteristics

Survey ltem:
“Which best describes your point of view as you filled out this survey?
(Choose as many as you think apply)”’

Total Respondents (N): 1034
Total Responses: 1912
Average Responses per Respondent: 1.85

A total of n=1034 of the 1065 (97.1%) survey respondents provided an answer to an
item at the end of the survey asking for their role in the service delivery system for
youth and families. Twenty-two response options were provided, and respondents
were allowed to select as many of these roles as they liked. The mean number of
responses provided was 1.85; however, the vast majority (79%) of respondents
limited their self-description to one role (n=581 or 56%) or two roles (n=233; 23%).
An additional 10% of respondents chose three roles and another 11% chose four or
more roles.

As shown in Figures 1 and 2, when considering all N=1912 responses provided by
those surveyed, the two most frequently chosen roles were “Mental health provider”
(n=277) and “Family member/parent caregiver” (n=278). “Parent or youth
advocate” was also frequently endorsed (n=201); however, there was a good deal of
overlap between those who chose both “advocate” as well as “Family member/
parent/provider” (n=80 or 29%). Other roles that were chosen by 10% or more
respondents included “Children’s Administration staff” (n=131), “School staff”
(n=120), and “Other state/county/city government staff’ (n=113).

In order to better characterize respondents and conduct analysis by type of
respondent, we assigned a primary role to each respondent using four broad
categories: Child, youth, or family members (abbreviated “Consumers” in figures and
tables in subsequent pages), Mental health providers (abbreviated “Providers” in
figures and tables), representatives of partner agencies and organizations (e.g.,
Children’s Administration, schools, juvenile justice, and other child-serving agencies;
abbreviated “Administrators” in figures and tables to follow); and other interested
stakeholders who chose roles that do not fall into the above categories — these
respondents are abbreviated “Community members” (or just “Community” in charts
and tables). Table 1 shows the specific roles that were included in each of these
broad categories.

Because respondents could choose multiple roles to describe themselves, there is a
large degree of overlap across these four categories of respondents (see Venn
diagram in Figure 3). To create independent categories of respondent types, we
created a hierarchical sorting scheme that resulted in mutually exclusive categories
into which each respondent was sorted. First, those who had selected any group
indicating that they were the recipient of mental health services or a family member
of a child receiving mental health services were separated out and designated as
Consumers. Second, remaining respondents who indicated that they provided
mental health services were designated a Provider. Third, remaining respondents
who held positions in allied and partner agencies (e.g., Children’s Administration,
schools, juvenile justice) were characterized as Partner agency staff (or
“Administrators” for clarity in charts and tables). The remaining respondents, who
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were not youth or family members, providers, or representatives from allied
agencies, were classified as “Community.” A second Venn diagram (Figure 4)
presents the results of this hierarchical coding scheme, showing the four primary
categories without the overlap.

A simplified presentation of the categories used to characterize respondents is
presented in Figure 5. As shown, primary respondent types are Youth, Parents, and
family members (i.e., “Consumers”) which represent n=372 or 34.9% of the total
sample; “Providers,” which represent n=340 or 31.9% of the total sample; Partner
agency representatives (i.e., “Staff”), which represent n=287 or 26.9% of the total
sample; and “Community members,” which represent n=38 or 3.6% of the total
sample. Twenty-eight respondents (2.6%) provided no answer to the question about
their perspective.

The remaining Figures in this section present further details on the survey sample,
including the type of geographic region in which respondents said they lived. As
shown in Figure 6, there was relatively even distribution of respondents who
identified themselves as living in urban (n=290; 28%), suburban (n=261; 25%),
rural (n=243; 23%) and “mixed” (n=251; n=24%) geographic regions. As shown in
Figure 7, urban respondents were more likely to be representatives of partner
agencies and providers, while consumers, youth, and family members were much
more likely to state they lived in suburban areas.

Because of the requested focus of the current report, we also provide a graphical
summary of the percent of respondents who stated they were a parent of a child
with a mental illness (Figure 7).
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FIGURE 1: Respon
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Detailed breakout of respondent roles/perspectives

FIGURE 2:
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TABLE 1:
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Types of roles included in each primary role/perspective category

Respondent
category Types of roles included in category
Consumer e Child or youth who has received mental health services
n=372 e Family Member/Parent/Caregiver of a child with mental illness
e Foster Parent
e Other Consumer
¢ All of the Above
¢ Participants answering “Yes” to “Are you a parent of a child who
has received services in the mental health system?”
Providers ¢ Peer Mentor or Peer Counselor
n=340 e Mental Health Provider
) e Medical Provider: pediatrician, doctor, nurse, etc.
i(ggr?ti?;dago" e Psychiatric Inpatient or Residential Care Provider
representing one e Prevention/Early Intervention Provider
of the “consumer” | e Early Learning Providers
roles above) e Childcare Provider
e Family Support Specialist
¢ Police, Ambulance or Other Mental Health Crisis Responder
¢ Social Service Professional
e Other Provider

Administrative
and Partner
Organization
Members
n=287

(and did not
identify as
representing a
“consumer” or
“provider” role
above)

Regional Support Network Staff

Private Insurance or Health Plan Staff

School Staff: teacher, counselor, principal, PTA member, etc.
Children’s Administration Staff: Child Welfare, Child Protection,
etc.

Division of Developmental Disabilities Staff

¢ Division of Alcohol & Substance Abuse or Chemical Dependency
Provider Staff

Juvenile Justice Staff: Juvenile Court, Juvenile Rehabilitation, etc.
e Other State/County/City Government Staff

e Other Education-related Staff

e Other Judicial System Professional

e Researcher

e Other Administrative Partner

e Attorney

e Detention Staff

Community
n=38

(and did not
identify as
representing a
“consumer,”
“provider,” or
“partner staff” role
above)

e Parent or Youth Advocate

e Tribal Member or Representative

e Other Mentor

o Community Activist/Concerned Citizen
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NOTES ON HIERARCHICAL CLASSIFICATION SCHEME

e 28 respondents did not answer this question. Of these, four indicated in a previous
question that they were parents of children who had received services in the mental
health system. Those four were categorized as Consumers, and the remainder were
not assigned to a group.

e 13 participants selected that they were a parent of a child who received services in the
mental health system, but then did not identify themselves as family members of
children with mental ilinesses. These respondents were classified as consumers.

e A separate analysis of tribal representatives and members is included in a separate
section of this Appendix.
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Figure 3:
Venn diagram showing number of respondents in each of the four primary
role/perspective categories, and overlap across the four categories

Administrative Partners Community

Consumers
n=293

Providers
n=356

No Answer
n=31
Participant
Distribution
B by Group
Total Participants= 1065
Figure 4:

Venn diagram showing number of respondents in each of the four primary
role/perspective categories, without overlap (Ns represent N of
respondents in each category in item-by-item analyses to follow)

Total Participants= 1065
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Distribution
and Overlap

No Answer
n=31
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FIGURE 5:
Number and percent of respondents, by primary role/perspective
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FIGURE 6:
Number and percentage of respondents by geographic region

300

290

280

270

260

Count

250

240

230

220

210

Urban Suburban Rural Mixed

Geographic Region

G(?:\g)grgphlc Count | Percentage
egion
Urban 290 27.75%
Suburban 261 24.98%
Rural 243 23.25%
Mixed 251 24.02%






2008 Children’s Mental Health Survey Results: Participant Characteristics 11

FIGURE 7:
Number of respondents by geographic region and primary role
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FIGURE 8:
Proportion of respondents who identify as being a parent of a child with
mental illness

Are you a parent of a child who has received services in the
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2008 Children's Mental Health Survey
2. Need for Access to Services by Age Group

Survey Item:
“Which 2 age groups do you think need better access to services?”
(Choose up to 2 answers)

e Infants and Young Children (Ages 0-4)

e School-age children (ages 5-11)

e Adolescents (ages 12-16)

¢ Youth transitioning to adulthood (ages 17-25)

Total respondents (N): 1063
Total responses: 2033
Average Responses per Respondent: 1.91

This survey item assessed the respondents’ priority with respect to the age group

with greatest need for better access to services. As shown in Figure 1 and Table 1,
the top two choices for all groups were adolescents (12-16; 35% of all responses)
and youth transitioning to adulthood (17-25; 29% of all responses).

When viewing results by respondent type (Figure 2), respondents of all roles
prioritized these two groups as having the greatest unmet need. However, it should
be noted that providers were 75% more likely than other groups to prioritize Infants
and Young children as needing greater access to services. In general, Providers were
less likely to identify any particular age group as needing greater access, while
partner agency staff were particularly likely to identify Adolescents as being in
greatest need of increased access.
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FIGURE 1: N Responses by Priority Age

Group
800
700
600
500
400
300
200
100
0
Infants and School-age Adolescents Youth
Young Children Children (5-11) (12-16) transitioning to
(Age 0-4) adulthood (17-
25)
Age Group Count Percentage
Adolescents (ages 12-16) 713 67.07%
Youth transitioning to adulthood (ages 17-25) 591 55.60%
School-age children (ages 5-11) 444 41.77%
Infants and young children (ages 0-4) 285 26.81%
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FIGURE 2: N of Responses by Primary
Respondent Role/Perspective
300
250 1
- O Consumers
S 200 ] _
3 @ Providers
O 150 OAdministrators
100 O Community
50
o | — 1 . —I _I
Infants and School-age  Adolescents Youth
young children children (ages (ages 12-16) transitioning to
(ages 0-4) 5-11) adulthood
(ages 17-25)
Age Group
Age Group _ Administrators | Community
Adolescents (ages 12-16) 253 195 217 28
Youth transitioning to adulthood (ages 17-25) 215 194 148 21
School-age children (ages 5-11) 147 141 133 13
Infants and young children (ages 0-4) 86 121 60 10
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FIGURE 3: Proportion of Responses by Primary
Role/Perspective
0.450
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0.350
g 0.300 - — OConsumers
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8. 0.200 — OAdministrators
a 0.150 — 0O Community
0.100 - —
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Infants and School-age  Adolescents Youth
young children children (ages (ages 12-16) transitioning to
(ages 0-4) 5-11) adulthood
(ages 17-25)
Age Group
Age Group _I Administrators | Community
Adolescents (ages 12-16) 0.361 0.300 0.389 0.389
Youth transitioning to adulthood (ages 17-25) 0.307 0.298 0.265 0.292
School-age children (ages 5-11) 0.210 0.217 0.238 0.181
Infants and young children (ages 0-4) 0.123 0.186 0.108 0.139
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2008 Children's Mental Health Survey Results
3. Need for Access to Services by Type of
Child/Youth

Survey ltem:
“Which groups of children need better access to mental health services?”
(Choose up to 3 answers)
e Children and youth with diverse ethnic backgrounds or cultures
e Native American children, youth and families
e Children who are not eligible for services because they do not have
Medicaid insurance
e Children who are not eligible for services because their diagnosis or
behaviors are not as serious as required by Access to Care
e Foster children who are not eligible for services because their
diagnosis or behaviors are not as serious as required by Access to
Care
e Children coming out of the Juvenile Justice System
e Children coming out of long-term residential psychiatric treatment
e Other

Total Respondents (N): 1062
Total Responses: 3038
Average Responses per Respondent: 2.86

This item follows up the previous item about age groups with the greatest unmet
need for access to services with a question about priority need by specific types of
youth. Overall, the two responses most frequently endorsed were “Children who are
not eligible for services because their diagnosis or behaviors are not as serious as
required by Access to Care” (24% of all responses) and “Children who are not
eligible for care because they do not have Medicaid insurance” (23% of all
responses). These were the top priorities across all three main types of respondents;
however, these two types of youth were particularly highly endorsed by Consumers
and Providers.

As shown in Figures 2 and 3, for Partner agency staff, “Foster children not eligible for
services because their diagnosis or behaviors are not as serious as required by
Access to Care” and “Children coming out of the Juvenile Justice System” were
nearly as common a priority as the first two response options. This is likely because
of the high proportion of Children’s Administration staff in this category. For
Community stakeholders, “Children coming out of the Juvenile Justice System” was
almost as common a priority as the first two priorities. This may reflect community
members’ greater concern for preventing crime.

Overall, respondents were less likely to endorse children and youth who are from
diverse ethnic backgrounds (9%) or Native American youth (4%), though as shown
in the Appendix Section on these respondents, Native Americans were most likely to
identify Native youth as being in need of greater access to services among all these
categories.
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FIGURE 1. Q2 Total Responses
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or cultures families  because they because their  services system psychiatric
do not have diagnosis or because their treatment
Medicaid behaviors are diagnosis or
insurance not as behaviors are
serious as not as
required by  serious as
Access to required by
Groups Needing Better Access
Response Count Percentage

Children who are not eligible for services because their
diagnosis or behaviors are not as serious as required 731 24%
by Access to Care criteria

Children who are not eligible for services because they

0,
do not have Medicaid insurance 696 23%

Foster children who are not eligible for services
because their diagnosis or behaviors are not as serious 458 15%
as required by Access to Care criteria

Children coming out of the Juvenile Justice system 400 13%

Children and youth with diverse ethnic backgrounds or

274 9%
cultures
Children coming (_Jut pf long-term residential 241 8%
psychiatric treatment
Native American children, youth, and families 121 4%

Other 115 4%
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FIGURE 2: Q2 Responses by Group
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diverse ethnic  children, youth  for services for services eligible for ~ Juvenile Justice  residential
backgrounds or  and families because they  because their services system psychiatric
cultures do not have diagnosis or  because their treatment
Medicaid behaviors are  diagnosis or
insurance not as serious  behaviors are
Groups Needing Better Access
@ Consumers m Providers O Administrators 0 Community
Response _ Administrators Community
Children who are not eligible for services
because their diagnosis or behaviors are not 250 250 191 23
as serious as required by Access to Care*
Children who are not eligible for services
because they do not have Medicaid 246 239 170 20
insurance
Foster children who are not eligible for
services because thc_ew dlagn03|s_ or 144 152 130 21
behaviors are not as serious as required by
Access to Care criteria
hildren comin f th venil i
Children coming out of the Juvenile Justice 138 108 128 16
system
Children and youth with diverse ethnic 86 92 77 12
backgrounds or cultures
Children coming out of long-term residential
psychiatric treatment 100 58 65 10
Native American children, youth and families 33 44 37 6
Other: 65 25 19 5
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FIGURE 3: Q2 Responses by Group Proportion
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backgrounds or because they do because their services system psychiatric
cultures not have diagnosis or because their treatment
Medicaid behaviors are diagnosis or
insurance not as serious  behaviors are
as required by  not as serious
Access to Care* as required by
Access to Care
criteria
Groups Needing Better Access
@ Consumers m Providers O Administrators 0 Community
Response _I Administrators Community
Children who are not eligible for services
because th_elr d|agn05|§ or behaviors are 0.235 0.958 0.234 0.204
not as serious as required by Access to
Care*
Children who are not eligible for services
because they do not have Medicaid 0.232 0.247 0.208 0.177
insurance
Foster children who are not eligible for
services because thel_r diagnosis or 0136 0157 0.159 0.186
behaviors are not as serious as required
by Access to Care criteria
Children coming out of the Juvenile Justice 0.130 0112 0.157 0.142
system
Children and youth with diverse ethnic 0.081 0.095 0.094 0.106
backgrounds or cultures
Children coming out of long-term 0.094 0.060 0.080 0.088
residential psychiatric treatment
Native American c_h_lldren, youth and 0.031 0.045 0.045 0.053
families
Other: 0.061 0.026 0.023 0.044
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2008 Children's Mental Health Survey Results
4. Preferred Initial Intervention Point for Youth
with Emerging Mental Health Problems

Survey Question:

“What would be the three best ways to get help for a child at the first sign
of a mental health problem?”

(Choose up to three)

From a visiting nurse who comes to the home

From an expert at the childcare center

Through an early childhood education program

At a mental health agency

From the family doctor

From a school counselor

From a Department of Social and Health Services (DSHS) social
worker

e Other

Respondents: 1060
Responses: 3056
Average Responses per Respondent: 2.88

This item assessed respondents’ preferences around where to invest resources in
initial intervention points for children showing initial signs of a mental health
problem. Unfortunately, distribution of responses on this question ranged across the
response options and there were also numerous respondents who provided “other”
as an answer, making interpretation of results difficult. Overall, as shown in figure 1,
no option received more than 20% of all responses. Schools (19%), physicians
(16%), and early childhood education settings (16%) were the most popular
responses, with mental health centers, visiting nurses, and child care staff also
receiving at least 11% of all responses.

For individual respondent types, the most common response for Providers, Staff, and
Community members were “From a School Counselor” and “Early childhood
education programs.” Consumers endorsed “From a Family Doctor” most often, with
“From a School Counselor” being their very close second most common choice. This
may reflect a family’s tendency to seek help from a family doctor when they notice a
problem, while members of the other groups may be considering the population of
family members who are not aware that their child has an issue, and thus would be
less likely to seek help for him from a physician. Providers were also relatively more
likely to endorse early childhood settings as a preferred initial intervention point.

“Other” responses

Because more than 10% of respondents selected “Other,” open-ended responses
were categorized and analyzed. As shown in Figure 4 and the accompanying table,
“Parents and Organizations Supporting parents/families” was the most common
category into which respondents provided an open-ended response, with 50
endorsements. It should be noted that the vast majority of these responses were
provided by consumers and family members. Other categories that received 20 or
more “write-in” responses included “Other Mental Health Organizations,” “Other
School Staff,” “Community groups,” and “In-home services.”
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FIGURE 1: Q3 Total Responses
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visiting nurse expert at the early health family doctor school Department
who comes  childcare childhood agency counselor  of Social and
tothe home center education Health
program Services
(BSHS)
social
Best ways to get help at first sign of a Problem
Response Count Percentage
From a school counselor 583 19.08%
From the family doctor 502 16.43%
Through an early childhood education program 488 15.97%
At a mental health agency 440 14.40%
From a visiting nurse who comes to the home 376 12.30%
From an expert at the childcare center 350 11.45%
From a Department of Social and Health Services (DSHS) social worker 159 5.20%
Other: 158 5.17%
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FIGURE 2: Q3 Responses by Group
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Best ways to get help at first sign of a Problem

‘D Consumers m Providers O Administrators O Community ‘

Responses _ Administrators Community
193 186

From a school counselor 159 29

From the family doctor 192 158 123 15

Through an early childhood

. 152 179 127 16
education program

At a mental health agency 158 145 116 10

From a visiting nurse who

132 118 102 14
comes to the home
From an expert at the childcare 116 116 96 14
center
From a Department of Social
and Health Services (DSHS) 49 39 63 2

social worker

Other: 82 43 26 6
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FIGURE 3: Q3 Responses by Group Proportion
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the home center program Services
(DSHS)
social
w orker
Best ways to get help at the first sign of a Problem
@ Consumers W Providers O Administrators O Community
Responses _ Administrators Community
From a school counselor 0.180 0.189 0.196 0.274
From the family doctor 0.179 0.161 0.151 0.142

Through an early childhood

. 0.142 0.182 0.156 0.151
education program

At a mental health agency 0.147 0.147 0.143 0.094

From a visiting nurse who comes

0.123 0.120 0.126 0.132
to the home
From an expert at the childcare 0.108 0.118 0.118 0.132
center
From a Department of Social and
Health Services (DSHS) social 0.046 0.040 0.078 0.019
worker

Other: 0.076 0.044 0.032 0.057
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Q3 Other Responses: Total Group

7, 4%

34, 16% 4, 2%
22,11%
6,3% 3,2%

3, 2% 1,1%

21, 11%

O Traditional/ Cultural/ Faith Based Care
| Law Enforcement

0O Early Intervention Programs

0O Community Groups

| All of the Above

@ Online Forums

m| Parent and Family Organizations

O Child Psych Evaluations

W Multidisciplinary Care

@ Other Mental Health Organizations

50, 24% O In Home Services
32, 16% O Crisis Care
7, 4% W Other Health Care
1, 1%
B Other School Staff
Count Percentage
Parent and Family Organizations 50 24%
Other School Staff 34 16%
Other Men_‘wtal_ Health 32 16%
Organizations
Community Groups 22 11%
In Home Services 21 11%
Child Psych Evaluations 7 4%
Law Enforcement 7 4%
Traditional/ Cultural/ Faith Based 6 30
care
Other Health Care 6 3%
Early Intervention Programs 4 2%
All of the Above 3 2%
Crisis Care 3 2%
Multidisciplinary Care 1 1%
Online Forums 1 1%
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The most popular answers for the write in column were Parent and Family
Organizations.

When viewed by group, it becomes overwhelmingly clear that consumers and
community members believe that the best way for a child to get help is from a family
member or an organization that supports family involvement. It is interesting to
compare this to providers’ responses, which indicate that other mental health
professionals and organizations or school staff would be a better choice. Staff
responses seem to mirror those of providers. This may reflect some selection bias;
the consumers who answered this survey are most likely parents and family
members that have a vested interest in caring for their family’s mental health. On
the other hand, providers and staff members may be considering the entire spectrum
of parental involvement in the cases they’ve witnessed.
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2008 Children's Mental Health Survey Results
5. Need for Access to Services by Problem Area

Survey Question:

“Which problems do you think need more services available to treat children?”
(Choose up to three):

Co-occurring mental illness and substance abuse

Co-occurring mental illness and developmental disability
Oppositional defiance, disobedience or running away

Attention Deficit Disorders and other learning disabilities

Problems resulting from past trauma

Autism spectrum disorders

Traumatic brain injuries

Fetal alcohol syndrome or effects

Eating disorders

Criminal behaviors resulting from mental illness (conduct disorder)
Sexually aggressive behaviors

Other

Respondents: 1062
Responses: 3116
Average Responses per Respondent: 2.93

This survey item extends information gleaned from item 3 by asking for specific problem areas
in children and youth for which there is a need for greater availability of and access to
services. Answers were widely distributed across response options, with the top four overall
responses being “Problems arising from past trauma” (16%), “Comorbid mental illness and
substance abuse” (15%), “Oppositional and defiant behaviors” (13%), “Criminal behavior
(e.g., arising from conduct disorder)” (11%), and “Comorbid mental illness and developmental
disability” (10%).

When responses were separated by group, it became clear that providers overwhelmingly
chose problems resulting from past trauma as the most important issue, as did partner agency
staff persons. Consumers, on the other hand, bucked the overall trend by rating oppositional
and defiant problems as the primary problem area for which greater access to services is
needed. Consistent with previous items, community members were relatively more concerned
about criminal behaviors and substance abuse in conjunction with mental illness than other
types of respondents.
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Count

Q4 Total Responses

600
500
400
300
200
100
0
Co-occurring Co-occurring Oppositional Attention Problems Autism Traumatic Fetal alcohol Eating Criminal Sexually Other:
mental iliness mental iliness  defiance, Deficit resulting from  spectrum brain injuries syndrome or disorders behaviors aggressive
and substance and disobedience Disorders and past trauma disorders effects resulting from  behaviors
abuse developmental orrunning other learning mental illness
disability away disabilities (Conduct
Disorder)

Problems needing more available Services

Response Count Percentage
Problems resulting from past trauma 489 15.69%
Co-occurring mental illness and substance abuse 459 14.73%
Oppositional defiance, disobedience or running away 400 12.84%
Criminal behaviors resulting from mental illness (Conduct Disorder) 350 11.23%
Co-occurring mental illness and developmental disability 304 9.76%
Autism spectrum disorders 259 8.31%
Fetal alcohol syndrome or effects 232 7.45%
Attention Deficit Disorders and other learning disabilities 228 7.32%
Sexually aggressive behaviors 218 7.00%
Other: 74 2.37%
Traumatic brain injuries 54 1.73%
Eating disorders 49 1.57%
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Q4 Responses by Group
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Problems needing more available Services
HdConsumers @Providers [JAdministrators [JCommunity
Response Consumers _I Administrators Community
Problems resulting from past trauma 156 172 133 18
Co-occurring mental illness and substance 140 155 134 16
abuse
Oppositional deflgnce, disobedience or 170 108 101 12
running away
Criminal behaviors resulting from mental
illness (Conduct Disorder) 130 80 112 16
Co-occurring mental_lllne_§s and 100 o5 86 12
developmental disability
Autism spectrum disorders 89 98 60 7
Fetal alcohol syndrome or effects 79 76 64 7
Attention DefIF:It D|§orq§r§ and other 94 67 56 9
learning disabilities
Sexually aggressive behaviors 65 71 64 9
Other: 31 29 12 2
Traumatic brain injuries 27 20 5 1
Eating disorders 11 26 11 0
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Q4 Responses by Group Proportion
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Problems needing more available Services

EConsumers W Providers COAdministrators CJCommunity

Responses Consumers _l Administrative Community
Problems resulting from past trauma 0.143 0.173 0.159 0.165
Co-occurring mental illness and substance 0.128 0.155 0.160 0.147
abuse
Oppositional deflgnce, disobedience or 0.156 0.108 0.121 0.110
running away

Crlmlna_l behaviors resultlpg from mental 0.119 0.080 0.134 0.147
illness (Conduct Disorder)

Co-occurring mental_lllne_gs and 0.092 0.095 0.103 0.110
developmental disability

Autism spectrum disorders 0.082 0.098 0.072 0.064

Fetal alcohol syndrome or effects 0.072 0.076 0.076 0.064

Attention Deflqt D|§orq§r§ and other 0.086 0.067 0.067 0.083

learning disabilities

Sexually aggressive behaviors 0.060 0.071 0.076 0.083

Other: 0.028 0.029 0.014 0.018

Traumatic brain injuries 0.025 0.020 0.006 0.009

Eating disorders 0.010 0.026 0.013 0.000
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6. Need for Access to Services by Service Type

Survey Question:
“Which types of services need to be more available?”
(Choose up to three):
e Short term services at the first sign of a mental health problem
¢ Intensive in-home services to prevent children from being placed out
of their homes
e Intensive services to prevent children in foster care from being
removed from their foster homes
¢ Day treatment programs for children unable to attend school due to
their behaviors
e Respite care services to give parents a break
e Care coordinator ion to help families work with a team of service
providers (like Wraparound
¢ Intensive services provided in psychiatric hospitals or residential care
e Other

Respondents: 1062
Responses: 3127
Average Responses per Respondent: 2.94

Results from this item extend information from the previous item by presenting a set
of specific types of services for prioritization. Again, responses were distributed fairly
evenly among four top answers: Care coordination/Wraparound (20%), Intensive in-
home services to prevent children from being placed out of their homes (18%),
Short term services at the first sign of a mental health problem (16%), and Day
treatment programs for children unable to attend school due to their behaviors
(16%). Respite care was also endorsed in 13% of responses.

Despite the relatively diffuse endorsement of multiple options presented,
Wraparound was the most common response for consumers, providers, and
administrators, with community members prioritizing it just slightly beneath
intensive in-home services for foster children. Consumers strongly endorsed
expanded availability of Wraparound, with intensive in-home services being the next
highest priority. Providers and Partner agency staff did not favor any one response
as dramatically as these other two groups.
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Q5 Total Responses
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Short term Intensive in- Intensive Day treatment Respite care Care Intensive Other:
services atthe home services servicesto programs for  services to coordination services
first sign of a  to prevent prevent children give parents a to help provided in
mental health children from children in unable to break families work  psychiatric
problem being placed foster care  attend school with ateam of hospitals or
out of their from being due to their service residential
homes removed from  behaviors providers (like care
their foster W raparound)*
homes
Types of Services Needed
Response Count | Percentage
Care coordination to help families work with a team of service providers (like 649 20.75%
Wraparound)*
Intensive in-home services to prevent children from being placed out of their 555 17.75%
homes
Short term services at the first sign of a mental health problem 499 15.96%
Day treatment programs for children unable to attend school due to their behaviors 494 15.80%
Respite care services to give parents a break 392 12.54%
Intensive services to prevent children in foster care from being removed from their 282 9.02%
foster homes
Intensive services provided in psychiatric hospitals or residential care 166 5.31%
Other: 90 2.88%
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Q5 Responses by Group
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Shortterm  Intensive in- Intensive  Day treatment Respite care Care Intensive Other:
services atthehome services servicesto programs for servicesto coordination services
first sign ofa  to prevent prevent children  give parentsa  tohelp provided in
mental health children from childrenin unable to break families work  psychiatric
problem being placed foster care attend school with a team of hospitals or
outoftheir  from being  due to their service residential
homes removed from behaviors providers (like care
their foster Wraparound)*
homes
Types of Services Needed
O Consumers @Providers [JAdministrators [JCommunity
Response _I Administrators Community
Care coordination to help families
work with a team of service 236 199 174 24

providers (like Wraparound)
Intensive in-home services to
prevent children from being placed 184 173 157 25
out of their homes

Short term services at the first sign

of a mental health problem 153 182 133 18
Day treatment programs for
children unable to attend school 176 151 143 14
due to their behaviors
Respite services to give parents a 162 129 79 11
break
Intensive services to prevent
children in foster care from being 84 90 91 12
removed from their foster homes
Intensive services provided in
psychiatric hospitals or residential 53 52 53 4
care

Other 49 23 13 2
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Q5 by Group Proportion
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Short term Intensive in- Intensive Day treatment Respite care Care Intensive Other:
services atthe home services servicesto  programs for  servicesto coordination to services
first sign of a to prevent prevent children give parents a help families provided in
mental health children from children in unable to break work with a psychiatric
problem being placed  foster care attend school team of hospitals or
out of their from being due to their service residential
homes removed from behaviors providers (like care
their foster Wraparound)*
homes
Types of Services Needed
O Consumers @Providers [JAdministrators [JCommunity
Response _ Administrators | Community
Care coordination to help families
work with a team of service 0.215 0.199 0.206 0.218
providers (like Wraparound)*
Intensive in-home services to
prevent children from being placed 0.168 0.173 0.186 0.227
out of their homes
Short term services at the first sign 0.139 0.182 0.158 0.164
of a mental health problem
Day treatment programs for children
unable to attend school due to their 0.160 0.151 0.170 0.127
behaviors
Respite care services to give parents 0.148 0.129 0.094 0.100
a break
Intensive services to prevent
children in foster care from being 0.077 0.090 0.108 0.109
removed from their foster homes
Intensive services provided in
psychiatric hospitals or residential 0.048 0.052 0.063 0.036
care
Other: 0.045 0.023 0.015 0.018
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7. Need for Access to Services by Provider Type

Survey Question:

“Which types of professional providers do you think need to be more

available?”

(Choose up to two):

Child psychiatrists for treatment and consultation

Child mental health therapists

Mental health providers with diverse racial and cultural background

Mental health providers who are Native American

Mental health specialists (i.e. co-occurring disorder providers, eating

disorder specialists, etc.)

e Parents and youth trained to support and advocate for families and
youth receiving mental health services

e Other

Respondents: 1061
Responses: 2087
Average Responses per participant: 1.97

This item presents another opportunity for respondents to present their priority areas
for developing increased capacity in the children’s mental health system. Results
show two clear priorities: increasing availability of Child psychiatrists and child
mental health therapists, both receiving 23% of all responses. Less common but still
highly endorsed included parents and youth partners (18%), mental health
specialists (17%), and mental health providers with diverse backgrounds (13%o).

Consumers most frequently endorsed a need for psychiatrists (25%), while
providers, and partner agency staff most frequently endorsed mental health
therapists. Not surprisingly, consumers and community members were the groups
most likely to endorse parent and youth partners as a professional type in need of
greater development, endorsing this choice second only to child psychiatrists
(consumers) and providers with diverse backgrounds (community members).

For this item, it is worth noting that “Native American providers” was chosen
infrequently by all groups; this may be partly due to the simultaneous inclusion of
the option “providers from diverse racial and cultural backgrounds.” As shown in the
Appendix presenting responses for Native American respondents, 32 of the 74 total
responses to this question (43%) endorsed “Native American providers” (18
responses) or “providers from diverse cultural backgrounds” (14 responses).
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Q6 Total Responses
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Child Child mental Mental health Mental health Mental health  Parents and Other:
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and and cultural American disorder advocate for
consultation background providers, families and
eating disorder youth receiving
specialists, mental health
etc.) services
Professional Providers Needed
Response Count | Percentage
Child mental health therapists 485 22.95%
Child psychiatrists for treatment and consultation 480 22.72%
Parents and youth trained to support and advocafce for families and youth receiving 373 17.65%
mental health services
Mental health specialists (i.e., co-occurring disorder providers, eating disorder 350 16.56%
specialists, etc.)
Mental health providers with diverse racial and cultural background 284 13.44%
Other: 86 4.07%
Mental health providers who are Native American 55 2.60%
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Count

PRREEN

Q6 Responses by Group

o

Child Child mental
psychiatrists for health therapists
treatment and
consultation

Mental health
providers with

Mental health
providers who

diverse racial are Native
and cultural American
background

Mental health
specialists (i.e.,
co-occurring
disorder
providers, eating

disorder
specialists, etc.)

Professional Providers Needed

Parents and Other:
youth trained to

support and

advocate for

families and
youth receiving

mental health

services

OdConsumers @ Providers [JAdministrators [JCommunity

Response Consumers _ Administrators Community
Child mental health therapists 144 168 140 13
Child psychiatrists for_ treatment 184 145 124 11
and consultation
Parents and youth trained to
support and ad_v_ocate for families 155 105 84 16
and youth receiving mental health
services
Mental health specialists (i.e., co-
occurring disorder providers, 127 100 102 9
eating disorder specialists, etc.)
Mental health providers with
diverse racial and cultural 69 96 87 19
background
Other: 35 33 14 2
Child mental health therapists 144 168 140 13
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Q6 by Group Proportion
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consultation and cultural American disorder advocate for
background providers, families and

eating disorder youth receiving
specialists, etc.) mental health
services

Professional Providers Needed

‘EIConsumers B Providers OOAdministrators OO Community

Responses _ Administrators | Community
Child mental health therapists 0.198 0.252 0.249 0.173
Child psychiatrists for_ treatment and 0.252 0.217 0.221 0.147
consultation
Parents and youth trained to support
and advocate for families and youth 0.213 0.157 0.149 0.213
receiving mental health services
Mental health specialists (i.e., co-
occurring disorder providers, eating 0.174 0.150 0.181 0.120
disorder specialists, etc.)
Menta! health providers with diverse 0.095 0.144 0.155 0.253
racial and cultural background
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8. Priority Training Needs

Survey Question:
“What types of training for current and future mental health providers
would best improve the quality of services?”
(Choose up to two):
e Training on how to engage families in services
¢ Training to provide services that have proven to be effective
e Training on providing services to children and youth with diverse
ethnic backgrounds or cultures
¢ Training to provide services for youth with both mental health and
chemical dependency problems
e Training to provide services for children with both mental health
problems and developmental or learning disabilities
e Other

Respondents: 1051
Responses: 2073
Average Responses per Respondent: 1.97

Putting aside types of services that are most needed, this item asked respondents to
provide input on types of training for providers that are most needed. In keeping
with many scientific trends in children’s mental health, two priorities were equally
prioritized above all others: “Training to provide services that have proven to be
effective” (25%) and “Training on how to engage families in services” (2%). These
two response options were followed relatively closely by “Training to provide services
for children with both mental health problems and developmental or learning
disabilities” (21%) and “Training to provide services for youth with both mental
health and chemical dependency problems” (17%). Training on providing services to
children and youth with diverse ethnic backgrounds or cultures was less commonly
endorsed by respondents (9% of all responses).

Interestingly, Consumers rated “Training on effective services” as well as “Training
on services for children with both mental health and developmental disabilities” more
frequently than “Engaging families in services.” Community members most
frequently endorsed a need for training on family engagement. Providers were most
likely to endorse a need for training on effective services.
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Q7 Total Responses

600 512 515
500 - 429
. 400 342
c
= 300
3 195
200 -
80
100
O T T
Training on how to Training to provide  Training on providing  Training to provide Training to provide Other:
engage families in services that have services to children  services for youth with  services for children
services proven to be effective and youth with diverse both mental health and  with both mental
ethnic backgrounds or chemical dependency health problems and
cultures problems developmental or
learning disabilities
Training Needed
Response Count | Percentage
Training to provide services that have proven to be effective 515 24.84%
Training on how to engage families in services 512 24.70%
Training to provide services for children W|th both mc_er_1t_a| health problems and 429 20.69%
developmental or learning disabilities
Training to provide services for youth with both mental health and chemical 342 16.50%
dependency problems
Training on providing services to children and youth with diverse ethnic backgrounds 195 9.41%
or cultures
Other: 80 3.86%
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Q7 Responses by Group
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Training on how to Training to provide Training on Training to provide Training to provide Other:
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backgrounds or dependency developmental or
cultures problems learning
disabilities

Training Needed

EConsumers EProviders O0Administrators CJCommunity

Response

Consumers _ Administrators

Training to provide services that
have proven to be effective

164

179

Community

150

11

Training on how to engage
families in services

165

163

148

20

Training to provide services for

children with both mental health

problems and developmental or
learning disabilities

173

137

96

14

Training to provide services for
youth with both mental health
and chemical dependency
problems

121

96

106

10

Training on providing services to
children and youth with diverse
ethnic backgrounds or cultures

53

67

48

18

Other:

43

22

11
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Proportion

Q7 by Group Proportion

0.300
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Training on how to Training to provide Training on Training to provide Training to provide Other:
engage families in services that have providing services services for youth services for
services proven to be to children and w ith both mental children w ith both
effective youth w ith diverse health and mental health
ethnic chemical problems and
backgrounds or dependency developmental or
cultures problems learning disabilities

Training Needed

@ Consumers @ Providers [JAdministrators [0 Community

Response Consumers _ Administrators Community

Training to provide services that 0.228 0.270 0.268 0.147
have proven to be effective

Training on how to engage

AR . 0.229 0.245 0.265 0.267
families in services

Training to provide services for

children with both mental health

problems and developmental or
learning disabilities

0.241 0.206 0.172 0.187

Training to provide services for
youth with both mental health
and chemical dependency
problems

0.168 0.145 0.190 0.133

Training on providing services to
children and youth with diverse 0.074 0.101 0.086 0.240
ethnic backgrounds or cultures

Other: 0.060 0.033 0.020 0.027
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2008 Children's Mental Health Survey Results
9. Groups Requiring Greater Access to EBPs

Survey Question:
“If resources were available to provide more evidence-based and promising
practices, which groups should receive these kinds of services?”
(Choose up to two):

e Youth in the Juvenile Justice system or at risk of incarceration
because of criminal behaviors
Children in foster care or at risk of foster placement
Children at risk of school suspension or expulsion
Children at risk of psychiatric hospitalization or residential treatment
Children who have experienced trauma or victimization
I don’t think we need more evidence-based or promising practices
Other

Respondents: 1061
Responses: 2999
Average Responses per Respondent: 2.83

Responses to this item paralleled the previous item about types of youth requiring
greater access to services in general. Youth who have experienced past trauma were
most likely to receive an endorsement from respondents (22%), followed by three
options that were all endorsed by 19-20% of respondents: Youth in the juvenile
justice system, youth at risk of school suspension or expulsion, and children and
youth involved in the foster care system. Children and youth at risk of placement in
psychiatric hospitals or Residential Treatment were somewhat less likely to be
prioritized overall (15%). Very few respondents (1%) indicated that they believed
expanding access to evidence based practices is unnecessary.

Paralleling breakdowns for respondent types from previous items, providers were
more likely to endorse the need for EBPs for youth who had experienced previous
trauma. Youth consumers and family members were most likely to endorse a need
for EBPs to serve youth in danger of being suspended or expelled from school.
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Q8 Total Responses

665
700 594 583 591
600
460
= 500
S 400 +
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Youth inthe  Children in foster Children at risk Children atrisk  Childrenwho | don’t think we Other:
Juvenile Justice care or at risk of of school of psychiatric have need more
system or at risk foster placement suspension or hospitalization or experienced  evidence-based
of incarceration expulsion residential trauma or or promising
because of treatment victimization practices
criminal
behaviors
Groups Requiring Greater Access to EBPs
Response Count | Percentage
Children who have experienced trauma or victimization 665 22.17%
Youth in the Juvenile Justice system or at !’ISk of incarceration because of criminal 594 19.81%
behaviors
Children at risk of school suspension or expulsion 591 19.71%
Children in foster care or at risk of foster placement 583 19.44%
Children at risk of psychiatric hospitalization or residential treatment 460 15.34%
Other: 74 2.47%
I don’t think we need more evidence-based or promising practices 32 1.07%
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Count

Q8 Responses by Group
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Groups Requiring Greater Access EBP

O Consumers W Providers CJAdministrators [0 Community

Responses _ Administrators | Community

Children who ha_ve_ e)n(petn’lenced 223 234 165 23
trauma or victimization

Youth in the Juvenile Justice
system or at risk of
incarceration because of criminal
behaviors

213 174 169 23

Children at risk of school

. . 216 178 164 19
suspension or expulsion

Children in foster care or at risk

of foster placement 167 198 172 26

Children at risk of psychiatric
hospitalization or residential 171 135 129 11
treatment

Other: 39 17 17 1

| don’t think we need more
evidence-based or promising 8 13 8 2
practices






2008 Children’s Mental Health Survey Results; Needs for Access to EBPs 4

Q8 Responses by Group Proportion
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Groups Requiring Greater Access to EBPs

‘DConsumers B Providers CJAdministrators [JCommunity

Response _ Administrators | Community
Children who ha_ve_ e)n(petn’lenced 0.215 0.247 0.200 0.219
trauma or victimization
Youth in the Juvenile Justice
. system or at risk of 0.205 0.183 0.205 0.219
incarceration because of criminal
behaviors
Children at risk of school 0.208 0.188 0.199 0.181
suspension or expulsion
Children in foster care or at risk 0.161 0.209 0.209 0.248
of foster placement
Children at risk of psychiatric
hospitalization or residential 0.165 0.142 0.157 0.105
treatment
Other: 0.038 0.018 0.021 0.010
| don’t think we need more
evidence-based or promising 0.008 0.014 0.010 0.019
practices






Appendix 4.
Gaps & Recommendations Related to SSHB 1088 Identified
by DSHS Assistant Secretaries & Administrators

In February 2008, Robin Arnold-Williams, Secretary of the Department of Social and Health
Services requested the Assistant Secretaries and Administrators from Children’s Administration,
Economic Services Division, Juvenile Rehabilitation Program and Aging and Disability Services
to identify gaps in the children’s mental health system that may translate into specific service
recommendations and/or are identified as allowable under existing Medicaid State Plan

Amendment modalities.

Tables 1-5 provide a summary of the responses provided by DSHS Administrators and Assistant
Secretaries. Gaps and related recommendations were identified in the following five areas: (1)
access to services; (2) service array; (3) provider and treatment modality; (4) provider training;

and (5) quality improvement.

Table 1. ACCESS TO SERVICES

DSHS Division
Identified Gaps Recommendations
CA ADSA | ESA | JRA
Difficult Access for Specific Populations
ACS do not include autism-spectrum X
disorders
ACS do not include disruptive disorders X
Kids Wi.th trauma histories are not . X Increase client-family driven &
screening in for mental health services culturally competent services that
Kids & families with DD can't find are accessible, available,&
providers X appropriate(i.e., developmentally
Access & availability of mental health N appropriate).
services for children with DD
Acceptance of JRA sex offenders into In(_:rease the payment &
services X reimbursement rates to attract
qualified mental health
Consultation & Evaluations/Assessments professionals.
Inability to access professionals for X Increase the type of acceptable
consultations & evaluations services for specific age group and
Lack of med management & psych N population served.
assessments )
Difficulty with consultation with PCPs for Expand local RSN capacity to
youth in community facilities prescribed X serve acute children & youth while
psychotropic meds they are awaiting CLIP beds.
Other Identified Access Issues
Type of provider allowed is limited X
Delays in getting intake & therapy appts X
Inability to access inpatient hospital beds X






Table 2. SERVICE ARRAY

DSHS Division

Identified Gaps Recommendations
CA | ADSA | ESA | JRA

Need for Family- and Home-Based Services

Family therapy not available in public

mental health system X
Family/couples therapy not available X Develop integration & availability of
- - - culturally competent approaches to

Gaps in respite services X services.

Flexible & home-based services are X Improve development of services in

lacking rural areas.

Need for Other Specific Services

Availability of FIT X Increase t_herapy service modalities
(e.g., family therapy, couples

Case management services X therapy, group therapy, family
support groups).

Gaps in crisis response, & mobile X

outreach Deliver holistic & integrated

Transportation services/transportation X services that are recovery-focused.

vouchers for families

Lack of Services in Rural Areas

Gaps in respite services, crisis response, Expand & develop transportation

& mobile outreach, especially in rural X -
services.

areas

Services in rural areas lacking (e.g., co-

occurring treatment, in-home services, X

transportation vouchers)
Need for Inter- and Intra-System Partnership

2}

Case management & continuity of care
for children who cross county lines or
regions or are in and out of detention
facilities

Lack of recognizing need to build
partnerships across service system

Limited number of acceptable services
does not always meet the child's
need/limits child's ability to access
services

Fragmentation of services X






Table 3. PROVIDER & TREATMENT MODALITY

DSHS Division
Identified Gaps Recommendations
CA ADSA | ESA | JRA
Co-occurring disorder treatment X
Access to trained providers
specializing in evidence-based X
treatments

Expand EBPs for treatment of
children with serious emotional
disturbances.

Expand treatment modalities to allow
more promising evidence-based X
treatment options

Mental health services for special
populations are lacking (e.g., JRA X
youth who are sex offenders)

Table 4. PROVIDER TRAINING

DSHS Division

Identified Gaps Recommendations
CA ADSA | ESA | JRA

Training for staff in EBPs is limited

(e.g., DBT, PCIT, FFT, MTFC, TF- X X

CBT)

Need training in DBT specifically X X Expand opportunities for providers
. - . to participate & receive training in

tl\rl;?](ijngfant & early intervention X EBPs for treatment of children with

serious emotional disturbance.

Need training in medication
algorithms for primary care physicians

Lack of training is a big gap in general X






Table 5. QUALITY IMPROVEMENT

DSHS Division

Identified Gaps Recommendations
CA | ADSA | ESA | JRA

Not enough inpatient therapists
trained to deal with children with X
SED

Ability to provide true range of
interventions in a variety of
therapeutic settings is limited in most

Increase number of bilingual
X and bi-cultural service providers
in local agencies.

places
Lack of b|||nggal or bi-cultural X Improve parent-professional
services providers relationships as well as system-
Need for partnerships between « wide collaboration.
parents & professionals o

- Increase continuity of care
Pressure to meet basic needs often

across systems.

trumps need for mental health X

services

Training in this area is a major gap X






Appendix 5.
Results from September 2008 Children’s Community Forum

On September 11, 2008, WIMHRT hosted a second Community Forum, which included 180
participant stakeholders within the children’s mental health system. The preliminary findings
from the November 2007 Community Forum, RSN interviews/questionnaires, and the Children’s
Mental Health Survey were used to develop initial recommendations and related follow-up
questions to community stakeholders who participated in this second Forum. Community forum
participant feedback was specifically solicited using an Electronic Audience Response System,
allowing generation of immediate results and answers to each question posed within the Forum.

Forum Participants

The majority of Forum participants represented urban communities (41%; N=58), followed by
suburban (33%; N=46) and rural communities (26%; N=36). When asked about the region of
Washington in each they live, most participants reported that they were from Western
Washington (86%; N=122) while 14% (N=20) reported to be from Eastern Washington.

Figure 1A provides a breakdown of all Forum participants.

Other
family

member
3y,  Researcher

2%

Program
implementer
1%

Youth
Regional Support 5%
Network

8%

Figure 1A. Forum Participants
9/11/08

Provider
from allied
service
system
13%

Participants who self-identified as being a family member or caregiver of a child or youth who
receives or needs mental health services (N=60) were asked to report what age group of
child/youth “best describes” them as well as their primary focus at the forum. Most participants
reported that they both were a parent/caregiver for adolescents (43%; N=26) and that adolescents
were the primary focus for them at the forum (51%; N=70), followed by the following:






Table 1. Family Members and Caregivers at September Forum

Which best describes your What is your primary focus
child/children? for today?
Young children (0-4 yrs) 22% (N=13) 8% (N=11)
School-age children (5-11 yrs) 22% (N=13) 25% (N=35)
Adolescents (12-16 yrs) 43% (N=26) 51% (N=70)
Transition-age youth (17-25 yrs) 33% (N=20) 16% (N=22)

Forum Questions
Concerns about Access to Care Standards (ACS)

Forum participants were asked two questions related to the ACS: (1) Do they have concerns
about the current ACS and (2) If they do have concerns about the ACS, rank the top three biggest
problems related to ACS.

As shown in Figure 1 below, most Forum participants (66%) indicated that they “strongly agree”
with the statement *“I have concerns about the current ACS.” Another 30% responded that they
“agree” with this statement.

As shown in Figure 2, the top three concerns in order of 1 (highest rank) to 3 across all
respondents were:
1. The requirement of too low a level of functioning (i.e., maximum CGAS score is too
low);
2. Not enough inclusion of specific diagnoses (e.g, autism, developmental disabilities,
severe behavioral challenges); and
3. Little to no access to services for non-Medicaid children, youth, and families.

Figure 2 also shows that the top three most highly represented Forum participants voted
similarly.





Figure 1. | have concerns about the current
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Figure 2. Top 3 Concerns about Current Access to Care Standards
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Strategies for Better Engaging Youth and Families

Forum participants were asked three questions related to specific strategies for better engaging
youth and families in services; these strategies included:

e Service providers are provided with an incentive for delivering services out of the office,
after hours, and on weekends;

e Providers are provided with training in evidence-based and promising family and youth
engagement/empowerment strategies (e.g., Columbia’s Parent Empowerment Program)

e Family Navigator services are further developed to help families understand the system,
the resources available to them, and they are assisted in making choices about those
services.

Figures 3-5 indicate that all three sets of proposed strategies were highly endorsed by Forum
participants. Provider incentives for increased access and provider training in family/youth
engagement and empowerment strategies were supported by a higher percentage of participants
(94% overall agreement and 91% overall agreement, respectively); however, this may be due to
the fact that there may have been some confusion about the definition of “Family Navigator”
within the Forum. The definition enclosed within participants’ packets specified that this role is
typically carried out by a professional, with the implication that this may not necessarily be
carried out by a parent. Even with such a narrow definition, the fact that 75% of participants also
endorsed the Family Navigator concept shows that this type of strategy was still favored among
Forum participants.

Figure 3. Youth & families could be better engaged in services if
the people providing the services were given an incentive for
delivering services out of office, after-hours, & on weekends

(N=132)
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Figure 4. Youth & families could be better engaged in services if
we focused on training providers on evidence-based &
promising family and youth engagement/empowerment

strategies
(N=137)
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Figure 5. Youth & families could be better engaged in services if
we focused on developing Family Navigator services to help
families undeerstood the system, the resources available to
them, & make choices about those services
(N=111)
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Types of Mental Health Providers Most Needed

Forum participants were asked to rank their top three choices regarding the most needed mental
health providers to address the needs of children, youth, and families in Washington State. As
shown in Figure 6, Forum participants identified child psychiatrists, children’s mental health
providers/therapists, racially and ethnically-diverse mental health providers, and family
support/peer-to-peer providers as the top providers needed in this state.

Figure 6. Top Mental Health Providers
Needed to Address Children's MH Needs in WA

1111..

Child psychiatrists Children's MH Racially/ethnically ~ Family/peer Other providers Bilingual MH
providers diverse providers support providers providers

Family- and Youth-Run Organizations

Forum participants were asked three questions related to the development and support of family-
and youth-run organizations in Washington State (see Figures 7-9 and 11). As shown in Figures
7 and 8, 97% of Forum participants were in overall agreement with the idea of enhancing
existing family- and youth-run organizations (see Figure 7), while 88% were also in support of
development of more family- and youth-run organizations in WA (see Figure 8). Both
approaches were further supported when participants were given the option to choose only one;
61% indicated that both are equally important (see Figure 11).





Figure 7. We should focus on enhancing existing
family- & youth-run organizations
(N=117)
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Figure 8. We should focus on developing more
family- & youth-run organizations
in the state
(N=122)
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One particular direction to expand such organizations’ existing roles is to work collaboratively to
promote the use and implementation of evidence-based and promising family support models;
this particular proposal was met with 91% overall agreement among Forum participants (see






Figure 9). Furthermore, most participants indicated that the current Peer Support certification
process needs to be enhanced (see Figure 10).

Figure 9. We should expand the TA role of existing family- &
youth-run orgs to work collaboratively to promote use &
implementation of evidence-based & promising family support
models
(N=111)
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Figure 10. We need to enhance the current
Peer Support Certification process
(N=75)
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Figure 11. If we had to choose one approach,
which would you prioritize?
(N=137)
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EBP Implementation
Forum participants were also asked about implementation of EBPs for specific populations and
needs (see Figures 12-17). Most participants agreed overall that there is a need to implement
EBPs to address the following needs:
1. Children, youth, and families who need prevention and early intervention (90%
agreement overall)
2. Parents with children with serious behavioral problems (89% agreement overall)
3. Youth exposed to trauma (87% agreement overall)
4. Youth with co-occurring mental health and substance use disorders (81% agreement
overall)
5. Youth at risk for, or in, out-of-home placement (76% agreement overall)

As depicted in Figure 17, when asked to rank their top three, participants ranked children with
serious behavior problems (#1), youth exposed to trauma (#2), families in need of prevention and
early intervention (#3), children at risk for/in out-of-home placement (#4), and youth with co-
occurring disorders (#5), respectively. Table 2 also provides a breakout of how types of
participants rank ordered different EBP needs. Across all data, it is clear that participants
prioritized all five EBP areas, with serious behavior problems and trauma ranking at #1 and #2.





Figure 12. We need to implement more EBPs for youth at risk
for or in out-of-home placement*
(N=117)
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EBPs for youth exposed to trauma*
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Figure 14. We need to implement more EBPs for
youth with co-occurring mental health &
substance use disorders*

(N=128)
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Figure 15. We need to implement more EBPs for parents
with children with serious behavioral problems*
(N=128)
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Figure 16. We need to implement more EBPs for children,
youth, & families who need prevention & early intervention

programs*

(N=129)
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Figure 17. Rank ordering of groups to prioritize for
EBP implementation
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Table 2. Rank Ordering of EBPs By Participant Type

EEFE LRy SpEC!fIC Ranked #1 Ranked #2 Ranked #3
Areas of Need/Populations
Serious behavior problems Parents
RSNs DSHS

MH Providers Allied Providers

DSHS

MH Providers

Prevention & Early

Intervention Allied Providers

RSNs
Implementers

Parents

Out-of-Home Placement Allied Providers RSNs

Implementers

Parents
Co-Occurring Disorders Implementers DSHS

Barriers to Effective EBP Implementation

Participants were asked about barriers to effective EBP implementation in a variety of ways (see
Figures 18-20). Most participants (82%) agreed overall that one of the barriers to effective
implementation of EBPs is the lack of a well-trained workforce coming out of colleges and
universities (see Figure 18). An even higher percentage (90%) agreed that one of the barriers is
the lack of ongoing consultation to program staff and program monitoring of the implementation
over time (see Figure 19). As shown in Figure 20, 90% of participants also agreed that another
potential barrier is that communities often do not focus their efforts toward identifying the EBPs
that may best fit their local needs.





Figure 18. One of the barriers to effective EBP
implementation is the lack of well-trained workforce
coming out of college
(N=93)
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Figure 19. One of the barriers to effective EBP
implementation is that there is not enough ongoing
consultation to staff & program monitoring
(N=96)
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Figure 20. Communities often do not focus their efforts
toward identifying

the EBPs that best fit their local needs
(N=92)
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1%
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System Reform Efforts

Given the sheer depth and breadth of the identified issues facing children’s mental health
services and access in Washington State, Forum participants were asked where efforts to address
these issues should come from, either (1) development of a comprehensive plan or blueprint of
action across state programs that serve children, youth, and families or (2) support of
improvements developed at the local and/or regional level. As shown in Figure 21 below,
slightly less than half of respondents (49%) indicated that the latter approach was a priority for
them, with statewide efforts supported at 32%. When responses were further broken down by
participant types, most respondents voted similarly, with the exception of DSHS staff who more
widely endorsed a comprehensive plan or blueprint across state child-serving programs (43%)
compared to local or regional efforts (29%).
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Figure 21. If we had to focus our efforts, where should the initiative to
improve services to WA's children, youth, & families
with mental health needs come from?
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Other Concerns

As shown in Figure 22, forum participants further agreed that the age of consent in WA is a
concern to them (84% agreement overall), while Figure 23 indicates that they are also concerned
that EBPs have not been evaluated with many racially and ethnically diverse populations.






Figure 22. The age of consentin WA

is an area of concern
(N=109)
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Figure 23.1 have concerns that EBPs have not been
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Analysis and Recommendations for Tribal Governments and their
Members

Overview of Relationships Between MHD and Sovereign Tribes in the State of
Washington

The basis of the relationship between the government agencies of the State of Washington and
the 29 federally recognized Tribes in Washington State is the Centennial Accord signed in
August, 1989. The Accord provides a framework for government to government relationships
between the State of Washington and each sovereign Tribe. Although the Accord was
initiated by the Governor of Washington State, it also recognized the “chief representatives of
all elements of state government” to ensure complete and broad implementation of the
arrangement. The Mental Health Division (MHD), as part of the Department of Social and
Health Services (DSHS), thereby maintains a direct working relationship with each of the 29
Tribes.

Members of the 29 federally recognized Tribes in Washington State are able to access mental
health services through multiple systems, including their own dedicated Indian Health Service
(IHS) and Tribally-administered 638 facilities (funded by Title 1 or 111 of the Indian Self
Determination and Education Assistance Act — Public Law 93-638), the Medicaid Prepaid
Inpatient Health Plan (PIHP) and the State-funded service system administered by the
Regional Support Networks (RSNs), or a combination of these systems. Given these multiple
systems, MHD and each of the 29 Tribes must coordinate activities at multiple levels. While
the primary relationship is between each Tribe and the State of Washington, on a day-to-day
basis various agents acting on behalf of the State of Washington, including RSNs and state-
operated treatment facilities such as Children’s Longterm Inpatient Program (CLIP) facilities,
all must coordinate their activities with each individual Tribe.

Coordination across these systems is supported through the 7.01 planning and policy
development process, through which an overall Updated Report is renewed every two years to
coordinate the efforts of DSHS overall, MHD, and the RSNs. Each of the 13 RSNs
contracting with MHD are also required to carry out 7.01 planning at a local level with the
Tribes located within their geographical boundaries. Coordination is critical, given differences
between Tribes in terms of their resources, needs and the services they provide, as well as
differences in their relationships with DSHS, MHD, and local RSNSs.

MHD also provides two regular forums for coordinating system issues related to the delivery
of mental health services through Tribal providers and for Tribal members. The first forum is
a monthly Tribal Mental Health Work Group that addresses a broad range of coordination
issues. The second is a Tribal Billing Instructions Work Group that addresses issues related to
encounter reporting and reimbursement.

Methodology and Approach

There were multiple sources of information drawn upon in developing this chapter. First,
input was sought directly from representatives of Tribal Governments, Recognized American
Indian Organizations (RAIOs), and DSHS Indian Policy and Support Services (IPSS)





managers. In February 2008, two day-long, tribal round table discussions were held on both
sides of the State. The first group was held in western Washington at the Puyallup Tribal
Health Authority and involved representatives from eight western Washington Tribes (Lummi
Nation, Makah Nation, Nooksack Indian Tribe, Puyallup Tribe, Quinault Indian Nation,
Skokomish Tribal Nation, Snoqualmie Tribe, and Tulalip Tribes), two IPSS staff, the DSHS
Health and Recovery Services Administration Tribal Liaison, and representatives of DSHS
child and family serving programs, including the Juvenile Rehabilitation Administration and
CLIP facilities. The second group was held in eastern Washington at the Spokane Native
Project in Spokane, Washington. The group involved representatives from four eastern
Washington Tribes (Colville Confederated Tribes, Kalispel Tribe, Spokane Tribe, and
Confederated Tribes of the Yakama Nation), representatives from one RAIO (Spokane Native
Project), a faculty member from Spokane Falls College, and one IPSS staff member. Both
meetings were also attended by representatives of the Office of the Governor, MHD, and the
Mental Health Transformation Grant, as well as consultants facilitating the meetings and a
member of the Skokomish Tribe who presented on an innovative collaboration between the
Tribe and the University of Washington to support traditional medicine for children and
families.

The roundtable discussions focused on three major issues related to children’s services in
Washington State and defined in the 2SHB1088 legislation: access, services and family
centered care. The discussion was wide-ranging at each meeting, expanding to include the
broader relationship of Tribal and RAIO services to State Government and the public mental
health system. Minutes were taken at each meeting, posted on the MHD website, and
distributed to roundtable participants for review and revision. This report was developed
based on the final approved minutes from these meetings. Where findings converged with
input received from Tribal and RAIO forums held in 2007 as part of MHD’s System
Transformation Initiative (ST1), these earlier forums are also referenced.

Tribal Issues Identified

Through the Tribal roundtables, the following issues were identified by the representatives
present as related to the effectiveness of Washington’s children’s mental health systems in
terms of access, services, and family centered care.

Access to Care Across Multiple Systems — One important backdrop to the overall discussion
at both groups was the added complexity of service delivery experienced by Native American
children and families seeking care by Tribal mental health systems. The burden of the
complexity of the system was identified as a major barrier, particularly for families. While a
distinct part of the broader public mental health system, Tribal mental health systems are both
different and more complex in their regulatory requirements than non-Tribal mental health
systems. While RSNs must comply with federal and state regulations through MHD, Tribal
providers operate in a system with the additional complexity of direct relationships between

! Triwest Group. (July, 2007.) Statewide Transformation Initiative Mental Health Benefit Package Design Final Report —
Analysis and Recommendations for Tribal Governments and their Members. Olympia, WA: DSHS Mental Health Division.
Available at:
http://www1.dshs.wa.gov/pdf/hrsa/mh/preliminary_mental_health_benefit_package_design_report__draft__7_6_07.pdf.





Tribes and the State, as well as Tribes and the federal government. Also, Tribal members are
entitled to receive services from multiple systems: Tribal providers, IHS or 638 facilities,
RAIOs, and non-Tribal CMHA providers within RSN networks. In addition, some Tribes are
geographically situated in multiple RSNs or otherwise have Tribal members who are served
by multiple RSNs, requiring separate coordination, sometimes with RSNs that implement
their 7.01 coordination requirements with different levels of compliance. This complexity
creates a barrier to access for Tribal members on multiple levels, as well as a barrier to
coordination of care for families with needs addressed by multiple child and family-serving
systems. This finding was also identified by the April 2007 STI Tribal focus groups. The
2008 Tribal Roundtables noted many ways in which Tribal providers are uniquely positioned
to coordinate care across these multiple systems for children and families that may be eligible
for multiple benefits, but often receive little or no care because of the complexity of accessing
these services. The “deep history of trauma” was also noted as compounding these access
issues, given the challenges experienced by many Tribal members and other Native
Americans in establishing safety and trust with mainstream providers. Also emphasized was
the importance of recognizing that each Tribe is different and represents a distinct mental
health “system,” so what works for one Tribe may not work for another. The need for more
consistent implementation of Tribal coordination policies by RSNs was also noted,
particularly by those Tribes whose members and providers must interact with multiple RSNs
because the Tribe is geographically situated in two RSN areas.

Access to Tribal Providers — Both groups discussed multiple ways in which Tribal provider
agencies face barriers to participating in RSN networks. Much of this discussion reinforced
earlier findings and recommendations, including findings from the 2007 STI Tribal focus
groups regarding barriers related to a lack of clarity regarding the role of Tribal providers in
the broader public mental health system, and particularly their involvement in RSN networks.
The 2007 report documented significant concern that MHD is in the process of addressing the
issue of whether or not Tribal providers were required to be licensed as Community Mental
Health Agencies (CMHAS) prior to participation in RSN networks. The 2006 Washington
Mental Health Transformation Plan: Phase 1 recognized this lack of clarity when it
recommended that: “License/certification criteria needs to be changed to deem Tribally
certified professionals and facilities as eligible to be reimbursed for services, including where
desired, direct state contracts.” Federal law governing the Medicaid program (42 CFR
431.110) clearly states that IHS facilities are not subject to state licensure to qualify for
Medicaid participation and “must be accepted as a Medicaid provider on the same basis as
any other qualified provider.” The requirement goes on to state that, while “the facility need
not obtain a [State] license,” it nevertheless “must meet all applicable standards for licensure.”
Lack of clarity regarding the implementation of these requirements has led to barriers in
participation for many Tribal providers, including providers serving children and families.
The current focus groups detailed other specific challenges to Tribal providers, including
increasing cost pressure and needs to respond to referrals from the child welfare and juvenile
justice systems, as well as the mental health system.

2 Chapter 3, page 119.





The role of Native American Ethnic Minority Mental Health Specialists was also discussed.
Roundtable participants were generally negative toward the current implementation of the
specialist model for Tribal members. One participant observed that it was “institutionally
racist” to require a Native American provider to call a non-Native “specialist” for
consultation. Others noted that the training requirements are burdensome and the training is
generic to multiple races and ethnicities, so often the requirement results in Tribal providers
consulting with “specialists” who know little about the culture of the person being served.
Other participants noted that the process for designating providers as qualified traditional
healers should be less a process of conforming to written criteria than a process whereby a
Tribal community formally recognizes traditional healers through its own traditional
processes. Overall, these specialists are seen as part of the RSN system and therefore viewed
as not well integrated into the Tribal provider system. Ideas discussed in the roundtable for
responding to this included repealing the specialist consultation regulatory requirements,
allowing Tribes to designate their own specialists, creating a separate training track with
fewer generic requirements for Native American specialists, supporting Tribal providers in
providing specialists with financial support and time off, and improving the standardization of
RSN implementation of the specialist consultation requirements.

Access to Funding by Tribes — Participants from both roundtables noted the need to enhance
access to mental health funding by Tribes, Tribal providers, and RAIOs. Several specific
points were emphasized, including:
= Access to pilot project funding, such as the wraparound pilots funded under 2SHB
1088, which was legislatively directed to RSNs only;
= Government-to-government contracting between DSHS and Tribes to enhance access
to State and Federal Block Grant funds to support otherwise non-reimbursable,
community-based supports; and
= Broader consideration of funding Tribal providers and services outside of the RSN
system.

Services: Traditional Medicine — Roundtable participants discussed the importance of
specific traditional medicine practices and the need for the State and RSNs to work to respond
where possible to support and incorporate these approaches and perspectives. While each
Tribe’s practices are distinct, reflecting their independent cultures and histories, and there is
some risk of “medicalizing” traditional healing approaches if they are made subject to the
regulatory requirements of specific funding sources (such as Medicaid), participants noted the
following services as needed:
= Sweat lodges;
= Approaches for “spiritual sickness,” a recognized disorder by many Native American
mental health treatment experts that is not currently billable (participants noted that a
cross-walk might help guide providers in acceptable diagnostic codes for treating
disorders such as this);
= Offering traditional learning activities and engaging respected figures in the
community to act as mentors to help connect youth and families with needed supports;
= Recognition of the diverse needs and strengths of Tribal members living in urban
settings, where people from multiple Tribes and traditions require services and





providers must respect, understand, and respond to these differences (for example, the
Native Project in Spokane serves people from 135 different Tribes, so it is not possible
to be “expert” for all of them);

Flexibility with definitions of what constitutes a service, for example recognizing that
some families or children might do better with a half-day activity in a natural setting
rather than a 45 minute office-based session;

Recognition that the time requirements of Medicaid and other medical systems are
sometimes in conflict with the cadence of many Tribal members, so there needs to be
respect for individuals and families around practices such as filling out forms or
complying with structured treatment protocols; and

Broad recognition that best practices for Tribal members and other Native Americans
are different from those of the majority population so that approved practice,
diagnoses, and funding can be made more inclusive and accessible to Native people.

Services: Other Specific Needed Services — Roundtable participants identified a range of
specific needs related to access to services for Native American children and families.
Participants noted the following specific needs:

Treatment for co-occurring substance abuse and mental health disorders;

Access to psychiatrists and medication, noting “desperate” need on the part of both
children and their families;

Wraparound service coordination, with fidelity and incorporation of traditional
supports, as well as addressing misunderstanding regarding wraparound principles and
system policies that discourage the involvement of multiple providers in planning
activities;

The need for accessible inpatient facilities that promote family participation,
particularly for Tribes in Eastern Washington and many locations in Western
Washington that are located hours from inpatient resources (this need was described as
more severe in rural areas given the lack of both inpatient facilities generally and
CLIP placements specifically in Eastern Washington for young children, and these
shortages were seen as often complicated by differing RSN approaches to managing
access to inpatient care);

More consistent and responsive services from Designated Mental Health Professionals
(DMHPs) to respond to situations where the need for involuntary treatment must be
assessed (response times of multiple hours in rural Tribal settings, misunderstandings
about jurisdictional issues on Tribal land, issues involving the age of consent, and lack
of coordination between different RSNs were all noted as current barriers);

More treatment options for trauma, including training school personnel in trauma-
informed care and specific evidence-based approaches for trauma, as well as better
access to mental health resources to treat abuse and neglect so that Tribal members are
not limited to only accessing resources through Children’s Administration;

Shortages of needed professionals, including those credentialed to provide both mental
health and chemical dependence treatment, and licensed professional in rural settings
to provide supervision to unlicensed staff;

Access to mental health professionals who are Native American in all child-serving
systems (including mental health, juvenile justice, child welfare, and chemical





= Alternatives to residential treatment so children are not sent outside of their
communities;

= Respite options that do not require involvement in the child welfare system (even the
use of Voluntary Placement Agreements can be a barrier given historically rooted
concerns about the risks of losing custody of children by many Native American
families; kinship respite was discussed as a possible alternative) and that are available
for multiple age groups, including infants and toddlers, school-age children, and
adolescents (current enhanced scrutiny of services such as respite that are funded as
Medicaid (b)(3) services was noted as an additional barrier complicating access);

= Concerns about the implementation of evidence-based practices (such as
Multisystemic Therapy) and the need to be sure that the implementation of such
practices acknowledges any limitations in proven efficacy for Native American youth
and families, as well as incorporation of the empirical basis for traditional healing
practices;

= Active and culturally tailored efforts to combat stigma of mental illness in Tribal
communities;

= More accessible diagnostic options, including complex post-traumatic stress disorder
and V codes like parent/child conflict that do not pathologize children and that reflect
the effect of external forces and policies that have disrupted families for hundreds of
years;

= Mentoring and preventative services; and

= Flexible funding to pay for basic needs such as food and child care to support
involvement in mental health services.

Family Centered Care and the Strength of Native American Communities — Participants
noted many ways in which the key to healing for children and families rests with the strengths
and resources of the broader community, rather than specific mental health programs. The
role of mentors and guides based on the specific strengths of each Tribe was particularly
emphasized, and the Skokomish Tribe’s work with the University of Washington’s Evidence
Based Practice Institute to implement the Partnership for Success model in their communities
was noted as a successful example of how “evidence” rooted in the traditions and strengths of
the Skokomish Tribe could be catalyzed and emphasized to help youth in need and their
families. The tension between the holistic and circular cultures of Native American
communities and the linear and reductionist traditions of Western medicine and systems such
as Medicaid were noted. The fit of many Native American cultures with family-centered
practices was emphasized, highlighting the importance of responding to the needs and
strengths of each individual child, family, and community. Recognizing the value of systems
in funding and providing services, the roundtable participants noted the need to help systems
“become more human” through increased cooperation, accommodation, coordination, and
shift of emphasis to natural supports and traditional healing practices.
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M I I I I ma n 1301 Fifth Avenue, Suite 3800

Seattle, WA 98101-2605

Tel +1 206 504 5868

Fax +1 206 682 1295

Email: steve.knowlton@milliman.com

July 24, 2009

Sue Breen

Chief of Mental Health Finance

Division of Rates and Finance

Health and Recovery Services Administration
P.O. Box 45320

Olympia, WA 98504-5320

Re: Projected Cost of House Bill 1088 -- Revised
Dear Sue,

Per your request, we have estimated the projected cost of enhancing children’s Medicaid mental
health services along the lines proposed by the Mental Health Division (hereafter “Division™),
pursuant to requirements in House Bill 1088. Specifically, we have estimated the costs of two
approaches to complying with House Bill 1088:

e Section 4 (1) — Revision to Access to Care Standards. The Division has proposed to meet
the goals of this section (earlier identification, brief intervention, etc.) by relaxing the
Access to Care Standard (ACS), under two separate scenarios. Note that an easing of the
standard is accomplished by raising the current Children’s Global Assessment Scale
(CGAS) score threshold. For example, under the current standard, full access to the
Regional Support Network (RSN) modalities is allowed when a client’s level of mental
health functioning is 50 or less.* By raising the standard it is assumed that a new cohort
of clients will gain access to the system.

e Section 4 (2) — Revised Children’s Mental Health Benefit Package. The Division has
asked us to project the cost of implementing several modalities which would meet the
goals of this paragraph, namely: increasing the use of certain high-intensity programs
(wraparound services, multidimensional foster care services (MTFC), multisystemic
therapy (MST)), and to provide for subacute residential crisis respite services.

We have attached a copy of House Bill 1088 for information purposes (Attachment A).

Please note that this projection, as will be discussed below, has relied on the validity of several
assumptions that are not easily verified. Chief among them is the degree to which CGAS scores
are currently being applied in a consistent and unbiased manner. We recommend that the Mental

! Note that clients with a CGAS score from 50-60, while authorized to receive a limited scope of services, are
likewise authorized to access the full scope based on “clinical assessment, medical necessity and need.”
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Health Division consider the findings of this report in light of other, non-actuarial perspectives
on the effects of raising the ACS thresholds.

Revision to Access to Care Standards — Findings and Discussion

The current Access to Care Standard (Attachment B) stipulates that children can gain access to
RSN mental health services under two “Levels:”

1) Brief Intervention, which generally allows for a shorter authorization period and a
limited range of modalities, (except in cases where clinical assessment, medical necessity
or need require access to the full scope), and

2) Community Support, which authorizes a longer period of treatment and the full range
of State Plan modalities.

In order to qualify for Level 1, children must score 60 or below on a CGAS evaluation; to
qualify for Level 2, they must score 50 or below on the CGAS score. Further, children age 0-5
are not required to meet the CGAS criteria to be eligible for care.

Our examination of the data largely confirms adherence to the above model:

e Aside from Pierce and North Central, 95% of Medicaid children using the RSN system
ages 6-17 have CGAS scores assigned to them in the encounter database. In many cases,
scores are recorded either quarterly or even monthly.

e Pierce and North Central have largely not assigned CGAS scores, or have not uploaded
these scores to the State’s encounter database. We understand that Pierce RSN ceased to
operate 1/1/08 (i.e., the middle of the experience period considered in this study).
However, it is also true that CGAS scores were largely unreported as far back as October
2006.

e Children 18 and above, while paid for under a “child rate” are not, as we understand it,
considered children for purposes of ACS, and hence have a far lower frequency of CGAS
scores assigned.

e Children below the age of 6 rarely have CGAS scores. This is consistent with the
exemption stipulated by the ACS guidelines.

e Some RSNs assign precise scores, in increments of 1, whereas a significant number of
RSNs report CGAS scores rounded to the nearest 10. This seems to support anecdotal
evidence that the CGAS scoring is subjective and approximate.

e Although participation in the RSN program drops sharply for clients with a CGAS score
above 60, a material portion of the RSNs’ eligibles have CGAS scores 60 and above. It is
not clear why clients with such scores are receiving care. Discussion with staff indicates
that these scores may reflect individuals whose functional impairment has decreased in
the course of treatment. Note, however that the data does not support this hypothesis,

Milliman
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insofar as there are not many cases of clients entering the program at a much lower score
and experiencing higher scores at the conclusion of their authorization period. We would
recommend that the division review utilization for clients with high CGAS scores for
compliance with the ACS.

The CGAS scores for the overwhelming majority of children remain constant throughout
their participation in the program. Scores generally do not improve, nor deteriorate.

The OP encounter data are not able to distinguish between Level 1 and Level 2
participants. Rather, individuals in both Levels seem to receive all services.

The OP encounter data indicate that costs to treat clients decrease significantly as CGAS
scores increase. At the highest scores, monthly costs are generally equivalent to the cost
of 1-2 counseling sessions.

Table 1 below shows the percentage increase in Medicaid costs, as well as a round-number
estimate of the increase, in FY2009 funding, to implement the increases envisioned by House
Bill 1088. Note that we have subdivided our estimate between the various elements and options,
and have also provided optimistic and pessimistic scenarios from a cost perspective.

Table 1
Projected Cost Increases for Revisions to
Access-to-Care Standard
Additional

Annual
ACS Revision Scenario Forecast Percent Funding
Raise CGAS Thresholds by 5 Pessimistic 16% $17,600,000
Points to 55/65
Raise CGAS Thresholds by 5 Optimistic 6% $6,600,000
Points to 55/65
Raise CGAS Thresholds by 10  Pessimistic 24% $26,400,000
Points to 60/70
Raise CGAS Thresholds by 10  Optimistic 9% $9,900,000
Points to 60/70

In order to calculate the estimated required funding for House Bill 1088’s program
enhancements, we have assumed a baseline total FY2008 capitation revenue for children to
RSNs of $110 million. It is important to understand that the Division is considering a substantial

Milliman
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rebasing of rates. If such a rebasing results in significant changes to the projected cost of
children’s mental health services, this analysis may need revision.

The following exhibits provide background information and calculations for the figures in
Table 1:

e Exhibit 1: Estimated Costs Under Current ACS Standard

e Exhibit 2: Cost of Raising CGAS threshold to 55/65 — Pessimistic Scenario
e Exhibit 3: Cost of Raising CGAS threshold to 60/70 — Pessimistic Scenario
e Exhibit 4: Cost of Raising CGAS threshold to 55/65 — Optimistic Scenario
e Exhibit 5: Cost of Raising CGAS threshold to 60/70 — Optimistic Scenario

In addition to examining the data sources, we have also brought to bear our experience with the
Washington State mental health program. In our conversations with RSN and Division staff, we
understand that there is a widespread recognition that the ACS standard is not necessarily applied
consistently from RSN to RSN. In addition, there is widespread variation in services, utilization
trends and costs from RSN to RSN, and from year to year. In considering a model which projects
costs under a revised ACS standard, we have created a pessimistic scenario, which assumes
higher penetration and utilization, as well as a more optimistic scenario, which assumes a lesser
increase in penetration and utilization.

Below are several concepts which seem to support assumptions behind the Pessimistic Forecast:

e Not only will new clients gain access to the RSN system, but Medicaid providers who
refer clients to the RSNs will do so more liberally. As a result, not only will more
individuals with marginal CGAS scores (50-70) gain access, but even some patients with
scores less than 50 will gain access.

e Expansion of the program at the same time as an economic downturn, and the closing of
other agencies’ programs, could significantly increase demand for RSN services.

These considerations support the adoption of an Optimistic Forecast:

e CGAS scores are widely recognized to be subjective; it is possible that clinicians who
evaluate clients are able to manage entrance to the program by under- or over-scoring.
Hence, under this understanding, it is possible that changes in the CGAS threshold will
not have a large impact on the number of children seeking services.

e For children who currently do not meet the ACS standard, but receive services on a
Medicaid FFS basis, it is possible that RSN services will increase, but will be offset by
reductions in Healthy Options rates, to the extent that Healthy Options rates are adjusted
to reflect marginally lower demand for mental health services provided as a component
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of the physical program. To the extent that children have historically received mental
health services in the FFS system, there will likewise be reductions in FFS costs.

Individuals with CGAS scores that are too high for inclusion in the current program may,
without access, deteriorate to the point where crisis or other RSN intervention is
necessary in any event. Under this understanding, it is possible that children who
eventually gain access will simply do so earlier.

Inclusion of relatively low-need clients in the program may have lower marginal costs
than the current program participants. In other words, it is possible to view the RSN
system as having excess capacity to be able to handle, without substantial extra funding,
additional low-need clients who require occasional counseling, etc.

As stated earlier, we recommend that the Mental Health Division consider the above findings in
light of other information available.

Discussion and Methodology

To perform this projection, we first requested a complete data set of outpatient encounters from
the Mental Health Division. Before analyzing this data, we performed the following adjustments:

Calculation of Age: We applied an “age at date of service” to every encounter and
considered services only for individuals less than 22 years of age.

Assignment of RSN was based on the RSN which recorded the majority of the care to a
client.

Modality and Pricing: For purposes of analyzing cost differentials by CGAS score, we
applied unit cost assumptions consistent with the last actuarial study (adjusted for trend)
with several simplifying assumptions. In total, we believe these costs are reasonably
consistent with current capitation rates.

While we did not attempt to perform a comprehensive rate study, our review of the data
reinforced observations from earlier actuarial reviews: utilization and penetration vary
widely by RSN.

Observing that Pierce and North Central did not contribute CGAS scores to the encounter
database, we excluded these RSNs from the data. We did extrapolate our findings to
include Pierce and North Central in our annual cost estimates.

After applying the above adjustments we summarized the number of unique users, user months,
cost per user month, average months per user, and PEPM costs, as shown in Exhibit 1. We also
assumed trended inpatient costs of $2.13 PEPM, and RSN administration of approximately
12.5% of revenue in the computation of the expected annual cost.
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In order to project utilization and costs for the various scenarios, we adjusted current penetration
and average user months as follows:

CGAS
Range

20-29

30-39

40-49

50-59

60-64

65-69

70+

Users
Avg
Months

Users
Avg
Months

Users
Avg
Months

Users
Avg
Months

Users
Avg
Months

Users

Avg
Months

Users

Avg
Months

Table 2

Application of Projection Assumptions

Pessimistic Scenario

Optimistic Scenario

Raise CGAS
Threshold by 5

Raise CGAS
Threshold by 10

No Change

No Change

No Change

No Change

Increase by 5%

No Change

No Change

Increase by 10%

Increase by 3%

Increase by 3%

Increase by 50% of 50-59

Increase by 11%

Increase by 50%
of 60-64

Increase by 83%

Increase by 50%
of 60-64

Increase by 122%

Increase by 20%

Increase by 50%
of 50-59

Increase by 100%

Increase by 75%
of 60-64

Increase by 150%

Raise CGAS
Threshold by 5

Raise CGAS
Threshold by 10

No Change

No Change

No Change

No Change

No Change

No Change

Increase by 5%

No Change

Increase by 25% of 50-59

Increase by 2%

Increase by 25%
of 60-64

Increase by 17%

Increase by 10%
of 60-64

Increase by 11%

Increase by 11%

Increase by 25%
of 50-59

Increase by 33%

Increase by 25%
of 60-64

Increase by 39%

Note that the largest technical challenge with this projection is estimating the CGAS distribution
of those clients which are not currently gaining access to the RSN system, as well as their
potential referral to, and participation, in the program. Lacking any data sources for this, we have
assumed that the number of people accessing the system in any given CGAS category will be
equal to the current number plus some portion of the clients in the cohorts with lower CGAS

Scores.
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In a revision of the program with the scope envisioned by House Bill 1088, there are a large
variety of factors that are not possible to accurately forecast, but which could materially impact
the cost of the revision:

e Impacts on State-only funding; e.g. the tendency of the expansion of one program
(Medicaid) to have shadow effects on similarly placed programs, or for services for new
entrants which are not Medicaid-reimbursable.

e Heightened or dampened prescription drug utilization due to greater contact with RSN
system.

e Cost offsets in other programs. To the extent that early identification and effective
treatment of mental health clients succeeds in meeting the outcome-based performance
measures (see Section 3 [2]), there could be material savings in RSN, Medicaid, other
State and local agencies.

e We believe that implementation of revised ACS standards will require time to “phase in,”
as providers and stakeholders in the RSN system become aware of increased access. We
have not attempted to project the speed at which the system would reach a new
equilibrium.

e Changes to RSN administrative costs that differ from assumptions.
e We have not considered the degree to which cost increases would be offset or shared by
increases in local match funding or revised (federal stimulus) federal matching amounts.

Revised Children’s Mental Health Benefit Package — Findings and Discussion

The Division has proposed to meet the goals of Section 4 (2) by implementing four new
modalities:

Wraparound service coordination. This modality serves to better coordinate existing services,
and is not a treatment in and of itself. In research provided by TriWest Group to the Division?,
TriWest estimated that this program, implemented over time, would serve over 4,000 children,
with a gross cost of approximately $800 per person served per month. This leads to a projected
annual cost of nearly $38 million per year. While we believe TriWest’s analysis is reasonable, it
is clear that this forecast is dependent on a large number of assumptions. For example, the
estimate of users (0.56% of Medicaid-enrolled children) was based on similar programs in two
higher-cost RSNs: Greater Columbia and King RSNs. It is possible that demand in rural RSNs
will be much smaller. Likewise, TriWest emphasizes that there is considerable uncertainty
surrounding the value of cost offsets. Finally, it seems to us that the cost of this program, using
the assumptions identified by TriWest, is unreasonably high ($38 million, or nearly a third of
current funding, to treat a small cohort of the population). It is likely that cost and/or demand
assumptions have been overstated. Rather than rely on pro-forma forecasts, we would

2 See “Statewide Transformation Initiative — Mental Health Benefit Package Design Final Report”, Triwest Group,
July 2007.

Milliman
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recommend that the Division study the costs and benefits of this program on a pilot basis, and to
reach out to RSN coordinators for an estimate of potential demand for the program.

Multidimensional Treatment Foster Care (MTFC). Our understanding is that this modality,
when performed at a “fidelity” level, requires a 10-bed program which is intended to provide
care to youth who are either in foster care, or who are preparing to reunite with their families.
Consequently, it is not only more expensive, but contains elements which are not reimbursable
by federal match funding. Furthermore, the estimate provided by TriWest emphasizes
uncertainty in demand, offsets, the allocation of costs between TXIX and State-only funding, and
is further complicated by the degree to which facilities for this modality are co-located with the
Children’s Administration. Although TriWest forecasts an ultimate mid-range cost of $9.2
million (to treat an average of 135 clients per month, or approximately 13.5 10-bed programs
across the State)?, it is possible that the demand and cost for this modality should likewise be
discussed with RSN and provider staff for more accurate cost estimates.

Multisystemic Therapy, according to the TriWest report, is an “evidence-based practice with
proven outcomes and cost benefits when implemented with fidelity for youth living at home with
more severe behavioral problems related to willful misconduct and delinquency.” The report also
emphasizes that this modality can operate under a variety of case loads, frequency and intensity,
but did not venture a cost projection. Because this modality is also operated by schools as well as
the juvenile justice system, it seems likely that demand for this service would vary sharply by
RSN and even by client, and could be provided under a variety of cost assumptions. Hence, we
are not able to provide an accurate forecast.

Subacute Residential Crisis Respite Services. Our understanding is that this modality would
provide bed days, perhaps in existing residential facilities, for runaway children, or children in
crisis, to stay pending reunification with families. This modality is, like several of the modalities
previously discussed, potentially co-located with the juvenile justice system and includes cost
elements not matched by Title X1X funding.

We regret that in the above cases we have been unable to provide defined cost projections. We
hope that our discussion of each modality illustrates the factors that complicate an accurate
forecast. We believe a more accurate method of forecasting costs for programs of this nature
would be to either run pilot programs, or to survey demand based on more detailed conversations
with RSN staff. The factors that make specialized programs feasible for certain populations are
not uniform across the State, making local staff the more suitable stakeholders for estimation of
program costs.

Caveats

The information contained in this letter, including the enclosures, has been prepared for the State
of Washington Department of Social and Health Services (DSHS) and their consultants and

® See pages vii and viii of Statewide Transformation Initiative — Mental Health Benefit Package Design
Final Report, by Triwest Group, July, 2007.
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advisors. It is our understanding that the information contained in this letter may be utilized in a
public document. To the extent that the information contained in this letter is provided to third
parties, the letter should be distributed in its entirety. Any user of the data must possess a certain
level of expertise in actuarial science and healthcare modeling so as not to misinterpret the data
presented.

Milliman makes no representations or warranties regarding the contents of this letter to third
parties. Likewise, third parties are instructed that they are to place no reliance upon this letter
prepared for DSHS by Milliman that would result in the creation of any duty or liability under
any theory of law by Milliman or its employees to third parties. Other parties receiving this
letter must rely upon their own experts in drawing conclusions.

This analysis has relied extensively on data provided by DSHS. While we have performed
numerous checks of reasonableness and have made adjustments where necessary, we have not
performed an independent audit of the data. Errors in data reporting may flow through the
analysis, and as such would impact the results.

Actual results will vary from our projections for many reasons, including differences from
assumptions regarding provider negotiated discounts, the degree of health care management,
macro-economic factors and their affects on caseloads, and the effects of other program changes,
as well as other random and non-random factors.

Sincerely,

e M b

Steve Knowlton, ASA, MAAA
Associate Actuary

[par
Attachments

cc: Tim Barclay, Milliman
Thuy Hua-Ly, HRSA
MaryAnne Lindeblad, HRSA

Milliman
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Washington State Mental Health Division
HB 1088
Projection of Costs for Relaxed ACS Threshold

Projection Period: FY2008 (July 2007 — June 2008) Age 0-20 Average Eligible Months 568,301
Exhibit 1
Estimated Distribution of Care by Age and CGAS Under Current ACS Standards
Aged 6-17

Aged 0-5 CGAS0-29 CGAS30-39 CGAS40-49 CGAS50-59 CGASG60-64 CGAS 65-69 CGAS 70+ Aged 18-20 Total
Annual Users 3,530 1,664 1,173 10,408 14,185 2,090 305 445 3,326 37,124
Annual User Months 18,431 4,334 8,999 70,443 89,532 11,374 910 820 14,461 219,303
Months per User 5.2 2.6 7.7 6.8 6.3 5.4 3.0 1.8 43 5.9
Contribution to Penetration Rate 0.6% 0.3% 0.2% 1.8% 2.5% 0.4% 0.1% 0.1% 0.6% 6.5%
Raw Cost Per User Per Month $307.07 $326.22 $535.43 $369.33 $273.07 $201.06 $171.62 $144.35 $351.41 $319.19
Contribution to PMPM, Outpatient Services $0.83 $0.21 $0.71 $3.81 $3.59 $0.34 $0.02 $0.02 $0.75 $10.26
Estimated IP PMPM $2.13
Estimated RSNAdmin PMPM $1.38
Estimated Total PMPM, IP and OP $13.77

Final Exhibits fy08.xIs ACS Exhibits Milli
6/26/20095:38 PM smk2 Hiiman






Washington State Mental Health Division
HB 1088
Projection of Costs for Relaxed ACS Threshold

Projection Period: FY2008 (July 2007 — June 2008) Age 0-20 Average Eligible Months 568,301
Exhibit 2
Projected Distribution of Care by Age and CGAS Under Scenario 1 (Raise CGAS by 5 Points), Pessimistic Scenario
Aged 6-17

Aged 0-5 CGAS0-29 CGAS30-39 CGAS40-49 CGAS50-59 CGASG60-64 CGAS 65-69 CGAS 70+ Aged 18-20 Total
Annual Users 3,530 1,664 1,173 10,928 15,603 9,182 1,349 1,489 3,326 48,245
Annual User Months 18,431 4,334 8,999 73,965 101,419 55,091 7,422 5,958 14,461 290,079
Months per User 5.2 2.6 7.7 6.8 6.5 6.0 55 4.0 43 6.0
Contribution to Penetration Rate 0.6% 0.3% 0.2% 1.9% 2.7% 1.6% 0.2% 0.3% 0.6% 8.5%
Raw Cost Per User Per Month $307.07 $326.22 $535.43 $369.33 $273.07 $201.06 $171.62 $144.35 $351.41 $293.70
Contribution to PMPM, Outpatient Services $0.83 $0.21 $0.71 $4.01 $4.06 $1.62 $0.19 $0.13 $0.75 $12.49
Estimated IP PMPM $2.13
Estimated RSNAdmin PMPM $1.38
Estimated Total PMPM, IP and OP $16.00
Percent Increase 16%

Final Exhibits fy08.xIs ACS Exhibits Milli
6/26/20095:38 PM smk2 Hiiman






Washington State Mental Health Division
HB 1088
Projection of Costs for Relaxed ACS Threshold

Projection Period: FY2008 (July 2007 — June 2008) Age 0-20 Average Eligible Months 568,301
Exhibit 3
Projected Distribution of Care by Age and CGAS Under Scenario 1 (Raise CGAS by 10 Points), Pessimistic Scenario
Aged 6-17

Aged 0-5 CGAS0-29 CGAS30-39 CGAS40-49 CGAS50-59 CGASG60-64 CGAS 65-69 CGAS 70+ Aged 18-20 Total
Annual Users 3,530 1,664 1,173 10,928 15,603 9,182 7,397 2,012 3,326 54,815
Annual User Months 18,431 4,334 8,999 73,965 101,419 59,682 44,381 9,053 14,461 334,725
Months per User 5.2 2.6 7.7 6.8 6.5 6.5 6.0 4.5 43 6.1
Contribution to Penetration Rate 0.6% 0.3% 0.2% 1.9% 2.7% 1.6% 1.3% 0.4% 0.6% 9.6%
Raw Cost Per User Per Month $307.07 $326.22 $535.43 $369.33 $273.07 $201.06 $171.62 $144.35 $351.41 $277.57
Contribution to PMPM, Outpatient Services $0.83 $0.21 $0.71 $4.01 $4.06 $1.76 $1.12 $0.19 $0.75 $13.62
Estimated IP PMPM $2.13
Estimated RSNAdmin PMPM $1.38
Estimated Total PMPM, IP and OP $17.13
Percent Increase 24%

Final Exhibits fy08.xIs ACS Exhibits Milli
6/26/20095:38 PM smk2 Hiiman






Washington State Mental Health Division
HB 1088
Projection of Costs for Relaxed ACS Threshold

Projection Period: FY2008 (July 2007 — June 2008) Age 0-20 Average Eligible Months 568,301
Exhibit 4
Projected Distribution of Care by Age and CGAS Under Scenario 1 (Raise CGAS by 5 Points), Optimistic Scenario
Aged 6-17

Aged 0-5 CGAS0-29 CGAS30-39 CGAS40-49 CGAS50-59 CGASG60-64 CGAS 65-69 CGAS 70+ Aged 18-20 Total
Annual Users 3,530 1,664 1,173 10,408 14,894 5,636 827 654 3,326 42,111
Annual User Months 18,431 4,334 8,999 70,443 94,009 30,996 2,894 1,307 14,461 245,874
Months per User 5.2 2.6 7.7 6.8 6.3 55 35 2.0 43 5.8
Contribution to Penetration Rate 0.6% 0.3% 0.2% 1.8% 2.6% 1.0% 0.1% 0.1% 0.6% 7.4%
Raw Cost Per User Per Month $307.07 $326.22 $535.43 $369.33 $273.07 $201.06 $171.62 $144.35 $351.41 $307.39
Contribution to PMPM, Outpatient Services $0.83 $0.21 $0.71 $3.81 $3.76 $0.91 $0.07 $0.03 $0.75 $11.08
Estimated IP PMPM $2.13
Estimated RSNAdmin PMPM $1.38
Estimated Total PMPM, IP and OP $14.59

Percent Increase

6%

Final Exhibits fy08.xIs ACS Exhibits Milli
6/26/20095:38 PM smk2 Hiiman






Washington State Mental Health Division
HB 1088
Projection of Costs for Relaxed ACS Threshold

Projection Period: FY2008 (July 2007 — June 2008) Age 0-20 Average Eligible Months 568,301
Exhibit 5
Projected Distribution of Care by Age and CGAS Under Scenario 1 (Raise CGAS by 10 Points), Optimistic Scenario
Aged 6-17

Aged 0-5 CGAS0-29 CGAS30-39 CGAS40-49 CGAS50-59 CGASG60-64 CGAS 65-69 CGAS 70+ Aged 18-20 Total
Annual Users 3,530 1,664 1,173 10,408 14,894 5,636 3,851 967 3,326 45,448
Annual User Months 18,431 4,334 8,999 70,443 94,009 33,814 15,403 2,418 14,461 262,311
Months per User 5.2 2.6 7.7 6.8 6.3 6.0 4.0 2.5 4.3 5.8
Contribution to Penetration Rate 0.6% 0.3% 0.2% 1.8% 2.6% 1.0% 0.7% 0.2% 0.6% 8.0%
Raw Cost Per User Per Month $307.07 $326.22 $535.43 $369.33 $273.07 $201.06 $171.62 $144.35 $351.41 $299.08
Contribution to PMPM, Outpatient Services $0.83 $0.21 $0.71 $3.81 $3.76 $1.00 $0.39 $0.05 $0.75 $11.50
Estimated IP PMPM $2.13
Estimated RSNAdmin PMPM $1.38
Estimated Total PMPM, IP and OP $15.01

Percent Increase

9%

Final Exhibits fy08.xIs ACS Exhibits Milli
6/26/20095:38 PM smk2 Hiiman
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SECOND SUBSTI TUTE HOUSE BI LL 1088

AS AMENDED BY THE SENATE
Passed Legislature - 2007 Regul ar Session
State of WAshi ngt on 60t h Legi sl ature 2007 Regul ar Sessi on

By House Conmttee on Appropriations (originally sponsored by
Representatives D ckerson, Kagi, Haler, Cody, Appleton, Darneille,
Si npson, Takko, Kenney, WIlians, Geen, MDernott, Roberts, Lantz,
McCoy, Ornsby, Schual-Berke, B. Sullivan, Hurst, Pettigrew, O Brien
Lovick, P. Sullivan, Hasegawa, Hunt, Hudgins, dibborn, Upthegrove,
Morrell, Conway, Sells, Haigh, Quall, Moeller, Goodnan, Wallace, Wod
and Sant os)

READ FI RST TI ME 03/ 05/ 07.

AN ACT Relating to children's nental health services; anendi ng RCW
71.36.005 and 71.36.010; adding new sections to chapter 71.36 RCW
adding new sections to chapter 74.09 RCW adding a new section to
chapter 71.24 RCW creating new sections; repealing RCW71.36.020 and
71. 36.030; and providing expiration dates.

BE | T ENACTED BY THE LEGQ SLATURE OF THE STATE OF WASHI NGTON:

Sec. 1. RCW71.36.005 and 1991 ¢ 326 s 11 are each anmended to read
as foll ows:

The legislature intends to ((enrceourage—the—developrent—of

substantially inprove the delivery of children's nental health services

in WAshington state through the devel opnent and inplenentation of a
children's nental health systemthat:

(1) Values early identification, intervention, and prevention;

(2) Coordinates existing categorical children's nental health
progranms and funding, through efforts that include elimnation of
duplicative care plans and case nmanagenent ;

p. 1 2SHB 1088. PL
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(3) Treats each child in the context of his or her famly, and
provi des services and supports needed to maintain a child with his or
her famly and community;

(4) Integrates famlies into treatnent through choice of treatnent,
participation in treatnent, and provision of peer support;

(5) Focuses on resiliency and recovery;

(6) Relies to a greater extent on evidence-based practices;

(7) Is sensitive to the unique cultural circunmstances of children
of col or ((—eH-m-nates—dupticativecasenanagenrents)) and children in
famlies whose prinmary | anguage is not English

(8) Integrates educational support services that address students'
di verse learning styles; and

(9) To the greatest extent possible, blends categorical funding to
of fer nore service and support options to each child.

Sec. 2. RCW71.36.010 and 1991 ¢ 326 s 12 are each anended to read
as follows:

Unl ess the context clearly requires otherwise, the definitions in
this section apply throughout this chapter.

(1) "Agency" neans a state, tribal, or local governnental entity or
a private not-for-profit organi zation.

(2) "Child" nmeans a person under eighteen years of age, except as
expressly provided otherwise in state or federal |aw

(3) "Consensus-based” neans a programor practice that has general
support anong treatnent providers and experts, based on experience or
professional literature, and may have anecdotal or case study support,
or that is agreed but not possible to perform studies with random
assignnent and controlled groups.

(4) "County authority" nmeans the board of county comm ssioners or
county executive.

((4)Y)) (5) "Departnent” neans the departnment of social and health
servi ces.

((65))) (6) "Early periodic screening, diagnosis, and treatnent”
means the conponent of the federal nedicaid program established
pursuant to 42 U . S.C. Sec. 1396d(r), as anended.

((66))) (7) "Evidence-based" neans a program or practice that has
had nmnmultiple site random controlled trials across heterogeneous

2SHB 1088. PL p. 2
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popul ati ons denonstrating that the programor practice is effective for
the popul ati on.

(8) "Fam ly" neans a child's biological parents, adoptive parents,
foster parents, guardian, |egal custodian authorized pursuant to Title
26 RCW a relative with whoma child has been placed by the departnent
of social and health services, or a tribe.

(9) "Promising practice" or "energing best practice" neans a
practice that presents, based upon prelimnary information, potential
for becomi ng a research-based or consensus-based practice.

(10) "Regional support network" means a county authority or group
of county authorities or other nonprofit entity that ((have)) has
entered into contracts wth the secretary pursuant to chapter 71.24
RCW

((6H)) (11) "Research-based"” neans a program or practice that has
sone research denonstrating effectiveness, but that does not yet neet
the standard of evidence-based practices.

(12) "Secretary" neans the secretary of social and health services.

(13) "Waparound process” neans a famly driven planning process
designed to address the needs of children and youth by the fornmation of
a teamthat enpowers famlies to nmake key decisions regarding the care
of the child or youth in partnership with professionals and the
famly's natural community supports. The team produces a comunity-
based and culturally conpetent intervention plan which identifies the
strengths and needs of the child or youth and famly and defines goals
that the team coll aborates on achieving wth respect for the uniqgue
cultural values of the famly. The "wraparound process" shal
enphasi ze principles of persistence and outcone-based neasurenents of
success.

NEW SECTION. Sec. 3. A new section is added to chapter 71.36 RCW
to read as foll ows:

ELEMENTS OF A CHI LDREN S MENTAL HEALTH SYSTEM (1) It is the goal
of the legislature that, by 2012, the children's nental health system
i n Washi ngton state include the foll ow ng el enents:

(a) A continuum of services from early identification,
intervention, and prevention through crisis intervention and inpatient
treatnment, including peer support and parent nentoring services;

p. 3 2SHB 1088. PL
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(b) Equity in access to services for simlarly situated children,
including children with co-occurring disorders;

(c) Developnentally appropriate, high quality, and culturally
conpetent services avail abl e statew de;

(d) Treatnment of each child in the context of his or her famly and
ot her persons that are a source of support and stability in his or her
life;

(e) A sufficient supply of qualified and culturally conpetent
children's nental health providers;

(1) Use of devel opnentally appropriate evidence-based and
resear ch- based practices;

(g) Integrated and flexible services to neet the needs of children
who, due to nental illness or enotional or behavioral disturbance, are
at risk of out-of-home placenment or involved wth nmultiple child-
servi ng systens.

(2) The effectiveness of the children's nental health system shal
be determ ned through the use of outcone-based perfornance neasures.
The departnent and the evidence-based practice institute established in
section 7 of this act, in consultation with parents, caregivers, youth,
regi onal support networks, nental health services providers, health
plans, primary care providers, tribes, and others, shall develop
out cone- based perfornmance neasures such as:

(a) Decreased energency roomutilization

(b) Decreased psychiatric hospitalization;

(c) Lessening of synptons, as neasured by comonly used assessnent
t ool s;

(d) Decreased out-of-honme placenent, including residential, group,
and foster care, and increased stability of such placenents, when
necessary;

(e) Decreased runaways from honme or residential placenents;

(f) Decreased rates of chem cal dependency;

(g) Decreased involvenent with the juvenile justice system

(h) Inproved school attendance and perfornmance;

(1) Reductions in school or child care suspensions or expul sions;

(j) Reductions in use of prescribed nedication where cognitive
behavi oral therapies are indicated;

(k) I'nmproved rates of high school graduation and enpl oynent; and

2SHB 1088. PL p. 4
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(1) Decreased use of nental health services upon reaching adul thood
for mental disorders other than those that require ongoing treatnent to
mai ntain stability.

Perf ormance neasure reporting for children's nental health services
should be integrated into existing performance neasurenent and
reporting systens devel oped and i npl enented under chapter 71.24 RCW

NEW SECTION. Sec. 4. REGQ ONAL SUPPORT NETWORK  SERVI CES- -
CH LDREN S ACCESS TO CARE STANDARDS AND BENEFI T PACKAGE. As part of
the system transformation initiative, the departnment of social and
health services shall wundertake the following activities related
specifically to children's nental health services:

(1) The devel opnent of recommended revisions to the access to care
standards for children. The recommended revisions shall reflect the
policies and principles set out in RCW 71.36.005 71.36.010, and
section 3 of this act, and recognize that early identification,
intervention and prevention services, and brief intervention services
may be provided outside of the regional support network system
Revi sed access to care standards shall assess a child' s need for nental
health services based upon the child s diagnosis and its negative
i npact upon his or her persistent inpaired functioning in famly,
school, or the community, and should not solely condition the receipt
of services upon a determnation that a child is engaged in high risk
behavior or is in immnent need of hospitalization or out-of-honme
pl acement. Assessnent and di agnosis for children under five years of
age shall be determned using a nationally accepted assessnent too
desi gned specifically for children of that age. The recomrendati ons
shall al so address whether anendnents to RCW 71.24.025 (26) and (27)
and 71.24.035(5) are necessary to inplement revised access to care
st andar ds;

(2) Developnment of a revised children's nental health benefit
package. The departnent shall ensure that services included in the
children's nental health benefit package reflect the policies and
principles included in RCW 71. 36. 005 and section 3 of this act, to the
extent allowable under nedicaid, Title XIX of the federal social
security act. Strong consideration shall be given to devel opnental |y
appropriate evidence-based and research-based practices, famly-based
interventions, the use of natural and peer supports, and comunity

p. 5 2SHB 1088. PL
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support services. This effort shall include a review of other states
efforts to fund famly-centered children's nental health services
t hrough their nedicaid prograns;

(3) Consistent with the tineline developed for the system
transformation initiative, recomendations for revisions to the
children's access to care standards and the children's nental health
services benefits package shall be presented to the |egislature by
January 1, 20009.

NEW SECTION. Sec. 5. A new section is added to chapter 74.09 RCW
to read as foll ows:

| MPROVI NG MEDI CATI ON MANAGEMENT AND CARE COORDI NATION.  (1)(a) The
departnent, in consultation with the evidence-based practice institute
established in section 7 of this act, shall develop and inplenent
policies to inprove prescribing practices for treatnent of enotional or
behavi oral di sturbances in children, inprove the quality of children's
mental health therapy through increased use of evidence-based and
research-based practices and reduced variation in practice, inprove
communi cation and care coordination between primary care and nenta
health providers, and prioritize care in the famly home or care which
integrates the famly where out-of-honme placenent is required.

(b) The departnent shall identify those children with enotional or
behavi oral disturbances who may be at high risk due to off-I|abel use of
prescription medication, use of multiple nmedications, high nedication
dosage, or lack of coordination anong nultiple prescribing providers,
and establish one or nore nmechani sns to eval uate the appropriateness of
the medication these children are using, including but not limted to
obt ai ni ng second opi nions fromexperts in child psychiatry.

(c) The departnment shall review the psychotropic nedications of all
children under five and establish one or nore nechanisns to eval uate
the appropriateness of the nedication these children are using,
including but not limted to obtaining second opinions fromexperts in
child psychiatry.

(d) The departnment shall track prescriptive practices wth respect
to psychotropic nedications wth the goal of reducing the use of
medi cat i on.

(e) The departnment shall encourage the use of cognitive behaviora

2SHB 1088. PL p. 6





© 00 N O Ol WDN P

N PR R R R R R R R
O © o N O D WD - O

21
22
23
24
25
26
27
28
29

30
31
32
33
34
35
36

therapies and other treatnents which are enpirically supported or
evi dence-based, in addition to or in the place of prescription
medi cati on where appropri ate.

(2) The departnent shall convene a representative group of regiona
support networks, comunity nental health centers, and managed heal th
care systens contracting with the departnment under RCW 74.09. 522 to:

(a) Establish nmechani sns and devel op contract |anguage that ensures
i ncreased coordi nation of and access to nedicaid nental health benefits
available to children and their famlies, including ensuring access to
services that are identified as a result of a devel opnental screen
adm nistered through early periodic screening, di agnosi s, and
treat ment;

(b) Define managed health care system and regi onal support network
contractual performance standards that track access to and utilization
of services; and

(c) Set standards for reducing the nunber of children that are
prescribed antipsychotic drugs and receive no outpatient nental health
services with their nedication.

(3) The departnent shall submt a report on progress and any
findings under this section to the |egislature by January 1, 2009.

NEW SECTION. Sec. 6. A new section is added to chapter 71.36 RCW
to read as foll ows:

MEDI CAI D ELI A BLE CHI LDREN | N TEMPORARY JUVEN LE DETENTI ON. The
departnent shall explore the feasibility of obtaining a nedicaid state
pl an anmendnent to allow the state to receive nedicaid matching funds
for health services provided to nedicaid enrolled youth who are
tenporarily placed in a juvenile detention facility. Tenporary
pl acenent shall be defined as until adjudication or up to sixty
conti nuous days, whichever occurs first.

NEW SECTION. Sec. 7. A new section is added to chapter 71.24 RCW
to read as foll ows:

CH LDREN S MENTAL HEALTH PROVI DERS. (1) The departnent shal
provide flexibility in provider contracting to regional support
networks for children's nental health services. Beginning with 2007-
2009 biennium contracts, regional support network contracts shal
aut hori ze regional support networks to allow and encourage |icensed

p. 7 2SHB 1088. PL
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community nental health centers to subcontract with individual Iicensed
mental health professionals when necessary to neet the need for an
adequate, culturally conpetent, and qualified children's nental health
provi der networKk.

(2) To the extent that funds are specifically appropriated for this
purpose or that nonstate funds are available, a children's nental
heal th evi dence-based practice institute shall be established at the
University of Washington division of public behavioral health and
justice policy. The institute shall closely collaborate with entities
currently engaged in evaluating and pronoting the use of evidence-
based, research-based, promsing, or consensus-based practices in
children's nental health treatnment, including but not |limted to the
University of Washington departnent of psychiatry and behavioral
sciences, <children's hospital and regional nedical center, the
University of Washington school of nursing, the University of
Washi ngton school of social work, and the Washington state institute
for public policy. To ensure that funds appropriated are used to the
greatest extent possible for their intended purpose, the University of
Washington's indirect costs of admnistration shall not exceed ten
percent of appropriated funding. The institute shall:

(a) Inprove the inplenentation of evidence-based and research-based
practices by providing sustained and effective training and
consultation to licensed children's nental health providers and
child-serving agencies who are inplementing evidence-based or
researched- based practices for treatnent of children's enotional or
behavi oral disorders, or who are interested in adapting these practices
to better serve ethnically or culturally diverse children. Efforts
under this subsection should include a focus on appropriate oversi ght
of inplenentation of evidence-based practices to ensure fidelity to
these practices and thereby achi eve positive outcones;

(b) Continue the successful inplenentation of the "partnerships for
success" nodel by consulting with communities so they may select,
i npl enment, and continually evaluate the success of evidence-based
practices that are relevant to the needs of children, youth, and
famlies in their comunity;

(c) Partner with youth, famly nenbers, famly advocacy, and
culturally conpetent provider organizations to develop a series of

2SHB 1088. PL p. 8
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information sessions, literature, and on-line resources for famlies to
becone inforned and engaged in evidence-based and research-based
practices;

(d) Participate in the identification of outcone-based perfornance
measures under section 3(2) of this act and partner in a statew de
effort to inplenment statewide outcones nonitoring and quality
i nprovenent processes; and

(e) Serve as a statewide resource to the departnment and other
entities on child and adolescent evidence-based, research-based,
prom sing, or consensus-based practices for children's nental health
treatnment, maintaining a working know edge through ongoing review of
academ c and professional literature, and know edge of other evidence-
based practice inplenentation efforts in Washi ngton and ot her states.

(3) To the extent that funds are specifically appropriated for this
purpose, the departnent in collaboration with the evidence-based
practice institute shall inplenent a pilot programto support primry
care providers in the assessnent and provision of appropriate diagnosis
and treatnment of children with nmental and behavioral health disorders
and track outcones of this program The program shall be designed to
pronote nore accurate diagnoses and treatnent through tinmely case
consultation between primary care providers and child psychiatric
specialists, and focused educational I|earning collaboratives wth
primary care providers.

NEW SECTION. Sec. 8. A new section is added to chapter 74.09 RCW
to read as foll ows:

(1) The departnent shall adopt rules and policies providing that
when vyouth who were enrolled in a nedical assistance program
i medi ately prior to confinenent are rel eased from confinenent, their
medi cal assistance coverage wll be fully reinstated on the day of
their release, subject to any expedited review of their continued
eligibility for nedical assistance coverage that is required under
federal or state | aw

(2) The departnent, in collaboration with county juvenile court
adm nistrators and regional support net wor ks, shal | establish
procedures for coordination between departnent field offices, juvenile
rehabilitation admnistration institutions, and county juvenile courts
that result in pronpt reinstatenent of eligibility and speedy
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eligibility determnations for youth who are likely to be eligible for
medi cal assi stance services upon release fromconfinenment. Procedures
devel oped under this subsection nust address:

(a) Mechanisnms for receiving nedical assi stance services
applications on behalf of confined youth in anticipation of their
rel ease from confi nenent;

(b) Expeditious review of applications filed by or on behalf of
confined youth and, to the extent practicable, conpletion of the review
before the youth is rel eased; and

(c) Mechanisns for providing nedical assistance services' identity
cards to youth eligible for nedical assistance services imediately
upon their release from confi nenent.

(3) For purposes of this section, "confined" or "confinenent" neans
detained in a facility operated by or under contract wth the
departnment of social and health services, juvenile rehabilitation
adm nistration, or detained in a juvenile detention facility operated
under chapter 13.04 RCW

(4) The departnment shall adopt standardi zed statew de screening and
application practices and forns designed to facilitate the application
of a confined youth who is |likely to be eligible for a nedical
assi st ance program

NEW SECTION. Sec. 9. Educational service district boards nmay
partner with regional support networks to respond to a request for
proposal for operation of a waparound nodel site under this act and,
if selected, may contract for the provision of services to coordinate
care and facilitate the delivery of services and other supports under
a wraparound nodel

NEW SECTION. Sec. 10. WRAPAROUND MODEL OF | NTEGRATED CHI LDREN S
MENTAL HEALTH SERVI CES DELI VERY. To the extent funds are specifically
appropriated for this purpose, the departnent of social and health
services shall contract for inplenentation of a waparound nodel of
integrated children's nental health services delivery in up to four
regi onal support network regions in Washington state in which
wr aparound prograns are not currently operating, and in up to two

regi onal support network regions in which waparound prograns are
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currently operating. Contracts in regions with existing waparound
prograns shall be for the purpose of expandi ng the nunber of children
served.

(1) Funding provided may be expended for: Costs associated with a
request for proposal and contracting process; admnistrative costs
associated wth successful bidders' operation of the w aparound nodel;
t he eval uation under subsection (5) of this section; and funding for
services needed by children enrolled in waparound nodel sites that are
not otherw se covered under existing state prograns. The services
provi ded through the w aparound nodel sites shall include, but not be
limted to, services covered under the nedicaid program The
departnent shall maxim ze the use of nedicaid and ot her existing state-
funded prograns as a funding source. However, state funds provi ded may
be used to devel op a broader service package to neet needs identified
in a child s care plan. Anmount s provided shall supplenent, and not
supplant, state, local, or other funding for services that a child
bei ng served through a waparound site would otherwi se be eligible to
receive

(2) The waparound nodel sites shall serve children with serious
enotional or behavioral disturbances who are at high risk of
residential or correctional placenment or psychiatric hospitalization,
and who have been referred for services fromthe departnent, a county
juvenile court, a tribal court, a school, or a |icensed nental health
provi der or agency.

(3) Through a request for proposal process, the departnent shal
contract, with regional support networks, alone or in partnership with
ei ther educational service districts or entities |licensed to provide
mental health services to children with serious enotional or behavioral
di sturbances, to operate the waparound nodel sites. The contractor
shal | provide care coordination and facilitate the delivery of services
and other supports to famlies wusing a strength-based, highly
i ndi vi dual i zed w aparound process. The request for proposal shall
require that:

(a) The regional support network agree to use its nedicaid revenues
to fund services included in the existing regional support network's
benefit package that a nedicaid-eligible child participating in the
wr aparound nodel site is determ ned to need,

p. 11 2SHB 1088. PL
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(b) The contractor provide evidence of commtnents from at | east
the followwng entities to participate in waparound care plan
devel opnent and service provision when appropriate: Community nental
heal t h agenci es, schools, the departnent of social and health services
children's admnistration, juvenile courts, the departnment of socia
and health services juvenile rehabilitation adm nistration, and managed
health care systens <contracting wth the departnent under RCW
74.09. 522; and

(c) The contractor will operate the waparound nodel site in a
manner that maintains fidelity to the waparound process as defined in
RCW 71. 36. 010.

(4) Contracts for operation of the waparound nodel sites shall be
executed on or before April 1, 2008, with enrollnment and service
delivery beginning on or before July 1, 2008.

(5) The evidence-based practice institute established in section 7
of this act shall evaluate the waparound nodel sites, neasuring

out cones for children served. Qutcones neasured shall include, but are
not limted to: Decreased out-of-honme placenent, i ncl udi ng
residential, group, and foster care, and increased stability of such
pl acenent s, school at t endance, school per f or mance, recidivism
energency room utilization, involvenent with the juvenile justice

system decreased use of psychotropic nedication, and decreased
hospitalization.

(6) The evidence-based practice institute shall provide a report
and reconmendations to the appropriate conmttees of the |egislature by
Decenber 1, 2010.

NEW SECTION. Sec. 11. A new section is added to chapter 74.09 RCW
to read as foll ows:

(1) To the extent that funds are specifically appropriated for this
purpose the departnment shall revise its nedicaid healthy options
managed care and fee-for-service program standards under nedicaid,
Title XIX of the federal social security act to inprove access to
mental health services for children who do not neet the regional
support network access to care standards. Effective July 1, 2008, the
program standards shall be revised to all ow outpatient therapy services
to be provided by licensed nental health professionals, as defined in

2SHB 1088. PL p. 12
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RCW 71. 34. 020, and up to twenty outpatient therapy hours per cal endar
year, including famly therapy visits integral to a child' s treatnent.
(2) This section expires July 1, 2010.

NEW SECTION. Sec. 12. (1) The evidence-based practice institute
established in section 7 of this act, in consultation with the
Washi ngton state institute for public policy, shall review and
summarize current law with respect to inpatient and outpatient nenta
health treatnment for mnors.

(2) The review shall include current practices to determne the
percentage of cases in which parents are engaged by treatnent providers
and the extent to which they are actively involved in the treatnent of
their mnor children.

(3) The evidence-based practice institute shall provide a report
and recomendations to the appropriate legislative commttees by
Decenber 1, 2008.

(4) This section expires Decenber 1, 2008.

NEW SECTION. Sec. 13. The followng acts or parts of acts are
each repeal ed:

(1) RCW 71.36.020 (Plan for early periodic screening, diagnosis,
and treatnent services) and 2003 ¢ 281 s 4 & 1991 ¢ 326 s 13; and

(2) RCW 71.36.030 (Children's nmental health services delivery
system-Local planning efforts) and 1991 c 326 s 14.

NEW SECTI ON. Sec. 14. Captions used in this act are not part of
t he | aw

NEW SECTION. Sec. 15. If specific funding for the purposes of
sections 4, 5, 7, 8, 10, and 11 of this act, referencing the section by
section nunber and by bill or chapter nunber, is not provided by June
30, 2007, each section not referenced is null and void.

~-- END ---
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Access to Care Standards = 1/1/06
Eligibility Requirements for Authorization of Services for Medicaid Adults & Medicaid Older Adults

Please note: The following standards reflect the authorization criteria that can be applied. The standards should not
be applied as continuing stay criteria.

An individual must meet all of the following before being considered for a level of care assignment:

* The individual is determined to have a mental illness. The diagnosis must be included as a covered diagnosis in the
list of Covered Adult & Older Adult Disorders.

* The individual’s impairment(s) and corresponding need(s) must be the result of a mental illness.

* The intervention is deemed to be reasonably necessary to improve, stabilize or prevent deterioration of functioning
resulting from the presence of a mental illness.

* The individual is expected to benefit from the intervention.

* The individual’s unmet need can not be more appropriately met by any other formal or informal system or support.

* = Descriptive Only

Level One - Brief Intervention

Level Two - Community Support

Goal & Period
of
Authorization*

Brief Intervention Treatment/short term crisis
resolution is necessary for the purpose of
strengthening ties within the community,
identifying and building on innate strengths of the
family and/or other natural supports and
preventing the need for long term treatment OR
long term low intensity treatment is provided
allowing a person who has previously received
treatment at a higher level of care to maintain
their recovery.

The period of authorization may be up to six
months of care OR may be up to twelve months
of care when an individual is receiving long term,
low intensity treatment.

Longer term treatment is necessary to achieve or
maintain stability OR requires high intensity
treatment to prevent hospitalization, out of home
placement and/or decrease the use of other costly
services.

The period of authorization may be up to six
months of care OR may be up to twelve months
of care as determined by medical necessity and
treatment goal(s).

Functional
Impairment

Must be the
result of a
mental illness.

*  Must demonstrate moderate functional
impairment in at least one life domain
requiring assistance in order to meet the
identified need AND-

* |Impairment is evidenced by a Global
Assessment of Functioning (GAF) Score of
60 or below.

Domains include:

*  Health & Self-Care, including the ability to
access medical, dental and mental health care
to include access to psychiatric medications
Cultural Factors
Home & Family Life Safety & Stability
Work, school, daycare, pre-school or other
daily activities

*  Ability to use community resources to fulfill
needs

*  Must demonstrate serious functional
impairment in at least one life domain
requiring assistance in order to meet the
identified need AND-

* Impairment is evidenced by a Global
Assessment of Functioning (GAF) Score of
50 or below.

Domains include:

* Health & Self-Care, including the ability to
access medical, dental and mental health care
to include access to psychiatric medications

Cultural Factors

Home & Family Life Safety & Stability

Work, school, daycare, pre-school or other
daily activities

Ability to use community resources to fulfill
needs

* % *

*






Access to Care Standards = 1/1/06
Eligibility Requirements for Authorization of Services for Medicaid Adults & Medicaid Older Adults

Please note: The following standards reflect the authorization criteria that can be applied. The standards should not
be applied as continuing stay criteria.

An individual must meet all of the following before being considered for a level of care assignment:

* The individual is determined to have a mental illness. The diagnosis must be included as a covered diagnosis in the
list of Covered Adult & Older Adult Disorders.

* The individual’s impairment(s) and corresponding need(s) must be the result of a mental illness.

* The intervention is deemed to be reasonably necessary to improve, stabilize or prevent deterioration of functioning
resulting from the presence of a mental illness.

* The individual is expected to benefit from the intervention.

* The individual’s unmet need can not be more appropriately met by any other formal or informal system or support.

* = Descriptive Only

Level One - Brief Intervention

Level Two - Community Support

Covered Assessment is provided by or under the Assessment is provided by or under the
Diagnosis supervision of a mental health professional and supervision of a mental health professional and
determines the presence of a covered mental determines the presence of a covered mental
health diagnosis. Special population consultation | health diagnosis. Special population consultation
should be considered. should be considered.
Diagnosis A = Covered Diagnosis A = Covered
Diagnosis B = Covered + One Additional Criteria | Diagnosis B = Covered + One Additional Criteria
(See Covered Adult & Older Adult Disorders) (See Covered Adult & Older Adult Disorders)
Supports & May have limited social supports and impaired May have lack of or severely limited natural

Environment*

interpersonal functioning due to mental illness.
Individual and natural supports may lack
resources or have difficulty accessing
entitlements (food, income, coupons,
transportation) or available community resources;
language and/or cultural factors may pose barriers
to accessing services. May be involvement with
one or more additional formal systems requiring
coordination. Requires treatment to develop
supports, address needs and remain in the
community.

supports in the community due to mental illness.
May be involvement with one or more formal
systems requiring coordination in order to
achieve goals. Active outreach may be needed to
ensure treatment involvement. Situation exceeds
the resources of the natural support system.

Minimum
Modality Set

Access to the following modalities is based on
clinical assessment, medical necessity and
individual need. Individuals may be referred for
the following treatment:

*  Brief Intervention Treatment

*  Medication Management

*  Psychoeducation

*  Group Treatment

The full scope of available treatment modalities
may be provided based on clinical assessment,
medical necessity and individual need.

Access to the following modalities is based on
clinical assessment, medical necessity and
individual need. In addition to the modalities
listed in Level of Care One, individuals may be
referred for the following treatment:

*  Individual Treatment

*  Medication Monitoring

*  Peer Support

The full scope of available treatment modalities
may be provided based on clinical assessment,
medical necessity and individual need.

Dual Diagnosis

Individuals who have both a covered and a non-
covered diagnosis are eligible for service based
on the covered diagnosis.

Individuals who have both a covered and a non-
covered diagnosis are eligible for service based
on the covered diagnosis.






Access to Care Standards = 1/1/06
Eligibility Requirements for Authorization of Services for Medicaid Children & Youth

Please note: The following standards reflect the authorization criteria that can be applied. The standards should not

be applied as continuing stay criteria.

An individual must meet all of the following before being considered for a level of care assignment:
* The individual is determined to have a mental illness. The diagnosis must be included as a covered diagnosis in the

list of Covered Childhood Disorders.

* The individual’s impairment(s) and corresponding need(s) must be the result of a mental illness.
* The intervention is deemed to be reasonably necessary to improve, stabilize or prevent deterioration of functioning

resulting from the presence of a mental illness.
* The individual is expected to benefit from the intervention.

* The individual’s unmet need would not be more appropriately met by any other formal or informal system or support.

* = Descriptive Only

Level One - Brief Intervention

Level Two - Community Support

Goal & Period | Brief Intervention Treatment/short term crisis

of resolution is necessary for the purpose of
Authorization* | strengthening ties within the community,
identifying and building on innate strengths of the
family and/or other natural supports and
preventing the need for long term treatment OR
long term low intensity treatment is provided
allowing a person who has previously received
treatment at a higher level of care to maintain
their recovery.

The period of authorization may be up to six
months of care OR may be up to twelve months
of care when an individual is receiving long term,
low intensity treatment.

Longer term treatment is necessary to achieve or
maintain stability OR requires high intensity
treatment to prevent hospitalization, out of home
placement and/or decrease the use of other costly
services.

The period of authorization may be up to six
months of care OR may be up to twelve months
of care as determined by medical necessity and
treatment goal(s).

Functional *  Must demonstrate moderate functional

Impairment impairment in at least one life domain
requiring assistance in order to meet the

Must be the identified need AND-

result of an

emotional *  Impairment is evidenced by a Children’s

disorder or a Global Assessment Scale (CGAS) Score of

mental illness. 60 or below. (Children under 6 are exempted
from CGAS.)

Domains include:

Health & Self-Care, including the ability to
access medical, dental and mental health care
to include access to psychiatric medications

Cultural Factors

* Home & Family Life Safety & Stability

*  Work, school, daycare, pre-school or other
daily activities

*  Ability to use community resources to fulfill
needs

*  Must demonstrate severe and persistent
functional impairment in at least one life
domain requiring assistance in order to
meet identified need AND-

*  Impairment is evidenced by a Children’s
Global Assessment Scale (CGAS) Score of
50 or below. (Children under 6 are exempted
from CGAS.)

Domains include:

Health & Self-Care, including the ability to
access medical, dental and mental health care
to include access to psychiatric medications

Cultural Factors

* Home & Family Life Safety & Stability

*  Work, school, daycare, pre-school or other
daily activities

*  Ability to use community resources to fulfill
need






Access to Care Standards = 1/1/06
Eligibility Requirements for Authorization of Services for Medicaid Children & Youth

Please note: The following standards reflect the authorization criteria that can be applied. The standards should not
be applied as continuing stay criteria.

An individual must meet all of the following before being considered for a level of care assignment:

* The individual is determined to have a mental illness. The diagnosis must be included as a covered diagnosis in the
list of Covered Childhood Disorders.

* The individual’s impairment(s) and corresponding need(s) must be the result of a mental illness.

* The intervention is deemed to be reasonably necessary to improve, stabilize or prevent deterioration of functioning
resulting from the presence of a mental illness.

* The individual is expected to benefit from the intervention.

* The individual’s unmet need would not be more appropriately met by any other formal or informal system or support.

* = Descriptive Only

Level One - Brief Intervention

Level Two - Community Support

Covered Assessment is provided by or under the Assessment is provided by or under the
Diagnosis supervision of a mental health professional and supervision of a mental health professional and
determines the presence of a covered mental determines the presence of a covered mental
health diagnosis. health diagnosis.
Consultation with a children’s mental health Consultation with a children’s mental health
specialist is required. specialist is required.
Diagnosis A = Covered Diagnosis A = Covered
Diagnosis B = Covered + One Additional Criteria | Diagnosis B = Covered + One Additional Criteria
(See Covered Childhood Disorders) (See Covered Childhood Disorders)
Supports & Natural support network is experiencing Significant stressors are present in home

Environment*

challenges, i.e., multiple stressors in the home;
family or caregivers lack resources or have
difficulty accessing entitlements (food, income,
coupons, transportation) or available community
resources; language and/or cultural factors may
pose barriers to accessing services. May be
involvement with one or more child serving
systems requiring coordination.

environment, i.e., change in custodial adult; out
of home placement; abuse or history of abuse;
and situation exceeds the resources of natural
support system. May be involvement with one or
more child serving system requiring coordination.

EPSDT Plan

Level One Services are defined as short-term
mental health services for children/families with
less severe need. An ISP should be developed
and appropriate referrals made. Children eligible
for Level One EPSDT services in the 1992
EPSDT plan are included here.

Children eligible for Level Two EPSDT services
in the 1992 EPSDT plan are defined as needing
longer term, multi-agency services designed to
meet the complex needs of an individual child
and family.

Level Two is authorized for children with multi-
system needs or for children who are high
utilizers of services from multiple agencies.
EPSDT children authorized for this level will be
referred to and may require an individual
treatment team in accordance with the EPSDT
Plan.






Access to Care Standards = 1/1/06
Eligibility Requirements for Authorization of Services for Medicaid Children & Youth

Please note: The following standards reflect the authorization criteria that can be applied. The standards should not
be applied as continuing stay criteria.

An individual must meet all of the following before being considered for a level of care assignment:

* The individual is determined to have a mental illness. The diagnosis must be included as a covered diagnosis in the
list of Covered Childhood Disorders.

* The individual’s impairment(s) and corresponding need(s) must be the result of a mental illness.

* The intervention is deemed to be reasonably necessary to improve, stabilize or prevent deterioration of functioning
resulting from the presence of a mental illness.

* The individual is expected to benefit from the intervention.

* The individual’s unmet need would not be more appropriately met by any other formal or informal system or support.

* = Descriptive Only

Level One - Brief Intervention

Level Two - Community Support

Minimum
Modality Set

Access to the following modalities is based on
clinical assessment, medical necessity and
individual need. Individuals may be referred
for the following treatment:

*  Brief Intervention Treatment

Medication Management

Psychoeducation

Group Treatment

Family Supports

* ¥ X% *

The full scope of available treatment modalities
may be provided based on clinical assessment,
medical necessity and individual need.

Access to the following modalities is based on
clinical assessment, medical necessity and
individual need. In addition to the modalities
listed in Level of Care One, individuals may be
referred for the following treatment:

*  Individual Treatment

*  Medication Monitoring

The full scope of available treatment modalities
may be provided based on clinical assessment,
medical necessity and individual need.

Dual Diagnosis

Individuals who have both a covered and a non-
covered diagnosis may be eligible for service
based on the covered diagnosis.

Individuals who have both a covered and a non-
covered diagnosis may be eligible for service
based on the covered diagnosis.






Washington State Medicaid Program
Minimum Covered Diagnoses for Medicaid Adults & Medicaid Older Adults
1/1/06

Washington State defines acutely mentally ill, chronically mental ill adult, seriously disturbed
person, and severely emotionally disturbed child in RCW 71.24 and RCW 71.05. The following
diagnoses are considered to further interpret the statute criteria in establishing eligibility under the
Washington State Medicaid Program.  Additional eligibility requirements must be met to qualify
for outpatient mental health services. Minimum eligibility requirements for authorization of
services for Medicaid Adults and Older Adults are further defined in the Access to Care
Standards.

Please note: The following covered diagnoses must be considered for eligibility.

ATTENTION-DEFICIT AND DISRUPTIVE BEHAVIOR DISORDERS
314.01 Attention-Deficit/Hyperactivity Disorder, Combined type B
314.00 Attention-Deficit/Hyperactivity Disorder, Predominantly Inattentive Type B
314.01 Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive-Impulsive Type B
314.9 Attention-Deficit/Hyperactivity Disorder DOS B
DEMENTIA

294.10 Dementia of the Alzheimer’s Type, With Early Onset Without Behavioral Disturbance B
294.11 Dementia of the Alzheimer’s Type, With Early Onset With Behavioral Disturbance B
294.10 Dementia of the Alzheimer’s Type, With Late Onset Without Behavioral Disturbance B
294.11 Dementia of the Alzheimer’s Type, With Late Onset With Behavioral Disturbance B
290.40 Vascular Dementia Uncomplicated B
290.41 Vascular Dementia With Delirium B
290.42 Vascular Dementia With Delusions B
290.43 Vascular Dementia With Depressed Mood B
294.10 Dementia Due to HIV Disease Without Behavioral Disturbance B
294.11 Dementia Due to HIV Disease With Behavioral Disturbance B
294.10 Dementia Due to Head Trauma Without Behavioral Disturbance B
294.11 Dementia Due to Head Trauma With Behavioral Disturbance B
294.10 Dementia Due to Parkinson’s Disease Without Behavioral Disturbance B
294.11 Dementia Due to Parkinson’s Disease With Behavioral Disturbance B
294.10 Dementia Due to Huntington’s Disease Without Behavioral Disturbance B
294.11 Dementia Due to Huntington’s Disease With Behavioral Disturbance B
294.10 Dementia Due to Pick’s Disease Without Behavioral Disturbance B
294.11 Dementia Due to Pick’s Disease With Behavioral Disturbance B
294.10 Dementia Due to Creutzfeldt-Jakob Disease Without Behavioral Disturbance B
294.11 Dementia Due to Creutzfeldt-Jakob Disease With Behavioral Disturbance B
294.10 Dementia Due to... (Indicate the General Medical Condition not listed above) Without B

Behavioral Disturbance
294.11 Dementia Due to... (Indicate the General Medical Condition not listed above) With B

Behavioral Disturbance
Substance-Induced Persisting Dementia (refer to Substance-related Disorders for B

substance specific codes)
Dementia Due to Multiple Etiologies B
294.8 Dementia NOS B






DSM-1V- DSM-IV-TR DEFINITION A = Covered
TR CODE B = Covered with

Additional Criteria

OTHER COGNITIVE DISORDERS
294.9 Cognitive Disorder NOS B
SCHIZOPHRENIA AND OTHER PSYCHOTIC DISORDERS
295.30 Schizophrenia Paranoid Type A
295.10 Schizophrenia Disorganized Type A
295.20 Schizophrenia Catatonic Type A
295.90 Schizophrenia Undifferentiated Type A
295.60 Schizophrenia Residual Type A
295.40 Schizophreniform Disorder A
295.70 Schizoaffective Disorder A
297.1 Delusional Disorder A
298.8 Brief Psychotic Disorder A
297.3 Shared Psychotic Disorder A
293.81 Psychotic Disorder Due to (Indicate the General Medical Condition) With Delusions A
293.82 Psychotic Disorder Due to (Indicate the General Medical Condition) With A
Hallucinations
298.9 Psychotic Disorder NOS A
MOOD DISORDERS
DEPRESSIVE DISORDERS
296.21 Major Depressive Disorder Single Episode, Mild A
296.22 Major Depressive Disorder Single Episode, Moderate A
296.23 Major Depressive Disorder Single Episode, Severe Without Psychotic Features A
296.24 Major Depressive Disorder Single Episode, Severe With Psychotic Features A
296.25 Major Depressive Disorder Single Episode, In Partial Remission A
296.26 Major Depressive Disorder Single Episode, In Full Remission A
296.20 Major Depressive Disorder Single Episode, Unspecified A
296.31 Major Depressive Disorder Recurrent, Mild A
296.32 Major Depressive Disorder Recurrent, Moderate A
296.33 Major Depressive Disorder Recurrent, Severe Without Psychotic Features A
296.34 Major Depressive Disorder Recurrent, Severe With Psychotic Features A
296.35 Major Depressive Disorder Recurrent, In Partial Remission A
296.36 Major Depressive Disorder Recurrent, In Full Remission A
296.30 Major Depressive Disorder Recurrent, Unspecified A
300.4 Dysthymic Disorder B
311 Depressive Disorder NOS B
BIPOLAR DISORDERS
296.01 Bipolar | Disorder Single Manic Episode, Mild A
296.02 Bipolar | Disorder Single Manic Episode, Moderate A
296.03 Bipolar | Disorder Single Manic Episode, Severe Without Psychotic Features A
296.04 Bipolar | Disorder Single Manic Episode, Severe With Psychotic Features A
296.05 Bipolar | Disorder Single Manic Episode, In Partial Remission A
296.06 Bipolar | Disorder Single Manic Episode, In Full Remission A
296.00 Bipolar | Disorder Single Manic Episode, Unspecified A
296.40 Bipolar | Disorder Most Recent Episode Hypomanic A
296.41 Bipolar | Disorder Most Recent Episode Manic, Mild A
296.42 Bipolar | Disorder Most Recent Episode Manic, Moderate A
296.43 Bipolar | Disorder Most Recent Episode Manic, Severe Without Psychotic Features A
296.44 Bipolar | Disorder Most Recent Episode Manic, Severe With Psychotic Features A
296.45 Bipolar | Disorder Most Recent Episode Manic, In Partial Remission A






DSM-IV- DSM-IV-TR DEFINITION A = Covered

TR CODE B = Covered with
Additional Criteria

296.46 Bipolar | Disorder Most Recent Episode Manic, In Full Remission A
296.40 Bipolar | Disorder Most Recent Episode Manic, Unspecified A
296.61 Bipolar | Disorder Most Recent Episode Mixed, Mild A
296.62 Bipolar | Disorder Most Recent Episode Mixed, Moderate A
296.63 Bipolar | Disorder Most Recent Episode Mixed, Severe Without Psychotic Features A
296.64 Bipolar | Disorder Most Recent Episode Mixed, Severe With Psychotic Features A
296.65 Bipolar | Disorder Most Recent Episode Mixed, In Partial Remission A
296.66 Bipolar | Disorder Most Recent Episode Mixed, In Full Remission A
296.60 Bipolar | Disorder Most Recent Episode Mixed, Unspecified A
296.51 Bipolar | Disorder Most Recent Episode Depressed, Mild A
296.52 Bipolar | Disorder Most Recent Episode Depressed, Moderate A
296.53 Bipolar | Disorder Most Recent Episode Depressed, Severe Without Psychotic A
Features
296.54 Bipolar | Disorder Most Recent Episode Depressed, Severe With Psychotic Features A
296.55 Bipolar | Disorder Most Recent Episode Depressed, In Partial Remission A
296.56 Bipolar | Disorder Most Recent Episode Depressed, In Full Remission A
296.50 Bipolar | Disorder Most Recent Episode Depressed, Unspecified A
296.7 Bipolar I Disorder Most Recent Episode Unspecified A
296.89 Bipolar Il Disorder A
301.13 Cyclothymic Disorder B
296.80 Bipolar Disorder NOS A
296.90 Mood Disorder NOS B
ANXIETY DISORDERS
300.01 Panic Disorder Without Agoraphobia B
300.21 Panic Disorder With Agoraphobia B
300.22 Agoraphobia Without History of Panic Disorder B
300.29 Specific Phobia B
300.23 Social Phobia B
300.3 Obsessive-Compulsive Disorder B
309.81 Posttraumatic Stress Disorder A
308.3 Acute Stress Disorder A
300.02 Generalized Anxiety Disorder B
300.00 Anxiety Disorder NOS B
SOMATOFORM DISORDERS
300.81 Somatization Disorder B
300.82 Undifferentiated Somatoform Disorder B
300.11 Conversion Disorder B
307.80 Pain Disorder Associated With Psychological Factors B
307.89 Pain Disorder Associated With Both Psychological Factors and a General Medical B
Condition
300.7 Hypochondriasis B
300.7 Body Dysmorphic Disorder B
300.82 Somatoform Disorder NOS B
FACTITIOUS DISORDERS
300.16 Factitious Disorder With Predominantly Psychological Signs and Symptoms B
300.19 Factitious Disorder With Predominantly Physical Signs and Symptoms B
300.19 Factitious Disorder With Combined Psychological and Physical Signs and Symptoms B
300.19 Factitious Disorder NOS B
DISSOCIATIVE DISORDERS
300.12 Dissociative Amnesia B






DSM-IV- DSM-IV-TR DEFINITION A = Covered

TR CODE B = Covered with
Additional Criteria

300.13 Dissociative Fugue B
300.14 Dissociative Identity Disorder B
300.6 Depersonalization Disorder B
300.15 Dissociative Disorder NOS B
SEXUAL AND GENDER IDENTITY DISORDERS
EATING DISORDERS
307.1 Anorexia Nervosa B
307.51 Bulimia Nervosa B
307.50 Eating Disorder NOS B
ADJUSTMENT DISORDERS
309.0 Adjustment Disorder With Depressed Mood B
309.24 Adjustment Disorder With Anxiety B
309.28 Adjustment Disorder With Mixed Anxiety and Depressed Mood B
309.3 Adjustment Disorder With Disturbance of Conduct B
309.4 Adjustment Disorder With Mixed Disturbance of Emotions and Conduct B
309.9 Adjustment Disorder Unspecified B
PERSONALITY DISORDERS
301.0 Paranoid Personality Disorder B
301.20 Schizoid Personality Disorder B
301.22 Schizotypal Personality Disorder B
301.7 Antisocial Personality Disorder B
301.83 Borderline Personality Disorder B
301.50 Histrionic Personality Disorder B
301.81 Narcissistic Personality Disorder B
301.82 Avoidant Personality Disorder B
301.6 Dependent Personality Disorder B
301.4 Obsessive-Compulsive Personality Disorder B
301.9 Personality Disorder NOS B

Additional Criteria for Diagnosis B

An individual with a “B” diagnosis must meet at least one of the following criteria to be
considered for a level of care placement decision. Behaviors/symptoms must be the result of a
mental illness.

* High Risk Behavior demonstrated during the previous ninety days — aggressive and/or
dangerous, puts self or others at risk of harm, is at risk of grave disability, is at risk of
psychiatric hospitalization or at risk of loss of current placement due to the symptoms of a
mental illness

* Two or more hospital admissions due to a mental health diagnosis during the previous two
years

* Psychiatric hospitalization or residential treatment due to a mental health diagnosis of more
than six months duration in the previous year OR is currently being discharged from a
psychiatric hospitalization

* Received public mental health treatment on an outpatient basis within the PIHP system
during the previous ninety days and will deteriorate if services are not resumed (crisis
intervention is not considered outpatient treatment)





Washington State Medicaid Program
Minimum Covered Diagnoses for Medicaid Children & Youth
1/1/06

Washington State defines acutely mentally ill, chronically mental ill adult, seriously disturbed
person, and severely emotionally disturbed child in RCW 71.24 and RCW 71.05. The following
diagnoses are considered to further interpret the statute criteria in establishing eligibility under the
Washington State Medicaid Program.  Additional eligibility requirements must be met to qualify
for outpatient mental health services. Minimum eligibility requirements for authorization of
services for Medicaid Children and Youth are further defined in the Access to Care Standards.

Please note: The following covered diagnoses must be considered for coverage.

DSM-1V- DSM-IV-TR DEFINITION A = Covered

TR CODE B = Covered with
Additional Criteria

ATTENTION-DEFICIT AND DISRUPTIVE BEHAVIOR DISORDERS

314.01 Attention-Deficit/Hyperactivity Disorder, Combined type B
314.00 Attention-Deficit/Hyperactivity Disorder, Predominantly Inattentive Type B
314.01 Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive-Impulsive B

Type
314.9 Attention-Deficit/Hyperactivity Disorder DOS B
312.81 Conduct Disorder, Childhood-Onset Type B
312.82 Conduct Disorder, Adolescent-Onset Type B
312.89 Conduct Disorder, Unspecified Onset B
313.81 Oppositional Defiant Disorder B
312.9 Disruptive Behavior Disorder NOS B

OTHER DISORDERS OF INFANCY, CHILDHOOD, OR ADOLESCENCE
309.21 Separation Anxiety Disorder A
313.23 Selective Mutism B
313.89 Reactive Attachment Disorder of Infancy or Early Childhood B
307.3 Stereotypical Movement Disorder B
313.9 Disorder of Infancy, Childhood, or Adolescence NOS B
SCHIZOPHRENIA AND OTHER PSYCHOTIC DISORDERS

295.30 Schizophrenia Paranoid Type A
295.10 Schizophrenia Disorganized Type A
295.20 Schizophrenia Catatonic Type A
295.90 Schizophrenia Undifferentiated Type A
295.60 Schizophrenia Residual Type A
295.40 Schizophreniform Disorder A
295.70 Schizoaffective Disorder A
297.1 Delusional Disorder A
298.8 Brief Psychotic Disorder A
297.3 Shared Psychotic Disorder A
293.81 Psychotic Disorder Due to A

(Indicate the General Medical Condition) With Delusions
293.82 Psychotic Disorder Due to A

(Indicate the General Medical Condition) With Hallucinations
298.9 Psychotic Disorder NOS A

MOOD DISORDERS
DEPRESSIVE DISORDERS

296.22 Major Depressive Disorder Single Episode, Moderate A






DSM-1V- DSM-IV-TR DEFINITION A = Covered

TR CODE B = Covered with
Additional Criteria

296.23 Major Depressive Disorder Single Episode, Severe Without Psychotic Features A
296.24 Major Depressive Disorder Single Episode, Severe With Psychotic Features A
296.25 Major Depressive Disorder Single Episode, In Partial Remission A
296.26 Major Depressive Disorder Single Episode, In Full Remission A
296.20 Major Depressive Disorder Single Episode, Unspecified A
296.31 Major Depressive Disorder Recurrent, Mild A
296.32 Major Depressive Disorder Recurrent, Moderate A
296.33 Major Depressive Disorder Recurrent, Severe Without Psychotic Features A
296.34 Major Depressive Disorder Recurrent, Severe With Psychotic Features A
296.35 Major Depressive Disorder Recurrent, In Partial Remission A
296.36 Major Depressive Disorder Recurrent, In Full Remission A
296.30 Major Depressive Disorder Recurrent, Unspecified A
300.4 Dysthymic Disorder A
311 Depressive Disorder NOS A
BIPOLAR DISORDERS
296.01 Bipolar | Disorder Single Manic Episode, Mild A
296.02 Bipolar | Disorder Single Manic Episode, Moderate A
296.03 Bipolar | Disorder Single Manic Episode, Severe Without Psychotic Features A
296.04 Bipolar | Disorder Single Manic Episode, Severe With Psychotic Features A
296.05 Bipolar | Disorder Single Manic Episode, In Partial Remission A
296.06 Bipolar | Disorder Single Manic Episode, In Full Remission A
296.00 Bipolar | Disorder Single Manic Episode, Unspecified A
296.40 Bipolar | Disorder Most Recent Episode Hypomanic A
296.41 Bipolar | Disorder Most Recent Episode Manic, Mild A
296.42 Bipolar | Disorder Most Recent Episode Manic, Moderate A
296.43 Bipolar | Disorder Most Recent Episode Manic, Severe Without Psychotic Features A
296.44 Bipolar | Disorder Most Recent Episode Manic, Severe With Psychotic Features A
296.45 Bipolar | Disorder Most Recent Episode Manic, In Partial Remission A
296.46 Bipolar | Disorder Most Recent Episode Manic, In Full Remission A
296.40 Bipolar | Disorder Most Recent Episode Manic, Unspecified A
296.61 Bipolar | Disorder Most Recent Episode Mixed, Mild A
296.62 Bipolar | Disorder Most Recent Episode Mixed, Moderate A
296.63 Bipolar | Disorder Most Recent Episode Mixed, Severe Without Psychotic Features A
296.64 Bipolar | Disorder Most Recent Episode Mixed, Severe With Psychotic Features A
296.65 Bipolar | Disorder Most Recent Episode Mixed, In Partial Remission A
296.66 Bipolar | Disorder Most Recent Episode Mixed, In Full Remission A
296.60 Bipolar | Disorder Most Recent Episode Mixed, Unspecified A
296.51 Bipolar | Disorder Most Recent Episode Depressed, Mild A
296.52 Bipolar | Disorder Most Recent Episode Depressed, Moderate A
296.53 Bipolar I Disorder Most Recent Episode Depressed, Severe Without Psychotic A
Features
296.54 Bipolar | Disorder Most Recent Episode Depressed, Severe With Psychotic Features A
296.55 Bipolar | Disorder Most Recent Episode Depressed, In Partial Remission A
296.56 Bipolar | Disorder Most Recent Episode Depressed, In Full Remission A
296.50 Bipolar | Disorder Most Recent Episode Depressed, Unspecified A
296.7 Bipolar | Disorder Most Recent Episode Unspecified A
296.89 Bipolar Il Disorder A
301.13 Cyclothymic Disorder B
296.80 Bipolar Disorder NOS A
296.90 Mood Disorder NOS A
ANXIETY DISORDERS






DSM-1V- DSM-IV-TR DEFINITION A = Covered
TR CODE B = Covered with

Additional Criteria

300.01 Panic Disorder Without Agoraphobia A
300.21 Panic Disorder With Agoraphobia A
300.22 Agoraphobia Without History of Panic Disorder A
300.29 Specific Phobia B
300.23 Social Phobia B
300.3 Obsessive-Compulsive Disorder A
309.81 Posttraumatic Stress Disorder A
308.3 Acute Stress Disorder A
300.02 Generalized Anxiety Disorder A
300.00 Anxiety Disorder NOS A
SOMATOFORM DISORDERS
300.81 Somatization Disorder B
300.82 Undifferentiated Somatoform Disorder B
300.11 Conversion Disorder B
307.80 Pain Disorder Associated With Psychological Factors B
307.89 Pain Disorder Associated With Both Psychological Factors and a General Medical B
Condition
300.7 Hypochondriasis B
300.7 Body Dysmorphic Disorder B
300.82 Somatoform Disorder NOS B
FACTITIOUS DISORDERS
300.16 Factitious Disorder With Predominantly Psychological Signs and Symptoms B
300.19 Factitious Disorder With Predominantly Physical Signs and Symptoms B
300.19 Factitious Disorder With Combined Psychological and Physical Signs and Symptoms B
300.19 Factitious Disorder NOS B
DISSOCIATIVE DISORDERS
300.12 Dissociative Amnesia B
300.13 Dissociative Fugue B
300.14 Dissociative Identity Disorder B
300.6 Depersonalization Disorder B
300.15 Dissociative Disorder NOS B
SEXUAL AND GENDER IDENTITY DISORDERS
EATING DISORDERS
307.1 Anorexia Nervosa B
307.51 Bulimia Nervosa B
307.50 Eating Disorder NOS B
ADJUSTMENT DISORDERS
309.0 Adjustment Disorder With Depressed Mood B
309.24 Adjustment Disorder With Anxiety B
309.28 Adjustment Disorder With Mixed Anxiety and Depressed Mood B
309.3 Adjustment Disorder With Disturbance of Conduct B
309.4 Adjustment Disorder With Mixed Disturbance of Emotions and Conduct B
309.9 Adjustment Disorder Unspecified B
PERSONALITY DISORDERS
301.0 Paranoid Personality Disorder B
301.20 Schizoid Personality Disorder B
301.22 Schizotypal Personality Disorder B
301.7 Antisocial Personality Disorder B
301.83 Borderline Personality Disorder B






DSM-IV- DSM-IV-TR DEFINITION A = Covered

TR CODE B = Covered with
Additional Criteria

301.50 Histrionic Personality Disorder B
301.81 Narcissistic Personality Disorder B
301.82 Avoidant Personality Disorder B
301.6 Dependent Personality Disorder B
301.4 Obsessive-Compulsive Personality Disorder B
301.9 Personality Disorder NOS B

Additional Criteria for Diagnosis B

An individual with a “B” diagnosis must meet at least one of the following criteria to be
considered for a level of care placement decision. Behaviors/symptoms must be the result of a
mental illness.

[Please note: CGAS is generally not considered valid for children under the age of six. The
DCO03 may be substituted. Children under six are exempted from Axis V scoring. Very young
children in need of mental health care may not readily fit diagnostic criteria. The degree of
functional impairment related to the symptoms of an emotional disorder or mental illness should
determine eligibility. Functional impairment for very young children is described in the last
bullet.]

*  High Risk Behavior demonstrated during the previous ninety days — aggressive and/or
dangerous, puts self or others at risk of harm, is at risk of severe functional deterioration, is at
risk of hospitalization or at risk of loss of current placement due to mental illness or at risk of
out of home placement due to the symptoms of an emotional disorder or mental illness

*  Atrisk of escalating symptoms due to repeated physical or sexual abuse or neglect and there
is significant impairment in the adult caregiver’s ability to adequately address the child’s
needs.

*  Two or more hospital admissions due to a mental health diagnosis during the previous two
years

*  Psychiatric hospitalization or residential treatment due to a mental health diagnosis of more
than six months duration in the previous year OR is currently being discharged from a
psychiatric hospitalization

*  Received public mental health treatment on an outpatient basis within the PIHP system
during the previous ninety days and will deteriorate if services are not resumed (crisis
intervention is not considered outpatient treatment)

*  Child is under six years of age and there is a severe emotional abnormality in the child’s
overall functioning as indicated by one of the following:

1. Atypical behavioral patterns as a result of an emotional disorder or mental illness
(odd disruptive or dangerous behavior which is aggressive, self injurious, or
hypersexual; display of indiscriminate sociability/excessive familiarity with
strangers).

2. Atypical emotional response patterns as a result of an emotional disorder or
mental illness which interferes with the child’s functioning (e.g. inability to
communicate emotional needs; inability to tolerate age-appropriate frustrations;
lack of positive interest in adults and peers or a failure to initiate or respond to
most social interaction; fearfulness or other distress that doesn’t respond to
comfort from caregivers).
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Improving Children’s Mental Health Services

Executive Summary

The Washington State Legislature passed landmark legislation (2SHB 1088) in 2007, which set
out a series of goals to improve mental health care for children. Sections 4 and 5 of the
legislation, codified in RCW 74.09.490, tasks the Department of Social and Health Services
(Department) with:

¢ Developing recommendations for increasing access to and improving the quality of
children’s mental health services.

e Developing and implementing policies that improve care coordination and medication
management in the treatment of behavioral and emotional disorders in children.

Access to Care Standards and the Children’s Mental Health Services Benefits Package

Increasing access to Regional Support Network (RSN) services can be done by raising the CGAS
scores called out in the Access to Care Standards which would allow higher functioning children

to enter into services. It is expected that increasing the CGAS will result in a new cohort

of clients gaining access to the system and some additional costs of providing these services. The
Department contracted with Milliman to provide estimates on the increased costs of the program

if the Access to Care Standards are increased by 5 to 10 points. Milliman provided optimistic and
pessimistic scenarios from a cost perspective ranging between $6.6 million to $24.6 million.

The Department also contracted with Milliman to project the cost of increasing the use of
evidence based high-intensity programs (wraparound services, multidimensional foster care
services (MTFC), multi-systemic therapy (MST)), and to provide for subacute residential crisis
respite services. Milliman was unable to provide cost projections stating “the factors that make
specialized programs feasible for certain populations are not uniform across the State.”

In addition to these activities, a variety of stakeholder work was conducted by the Department,
facilitated by the Washington Institute for Mental Health, Research and Training. This work
provided a variety of recommendations from stakeholders for making improvements to
children’s mental health in the areas of access, service and support, and system design.

Care Coordination

The Department began its effort to improve the coordination of mental health care for children
by forming advisory committees and working extensively with community providers,
associations and the Evidence-based Practice Institute. As a result, a set of clinical guidelines
that provide clinical care management pathways and treatment recommendations, including
diagnostic tools for children with emotional or behavioral disturbances and medication
management were established and published in “Primary Care Principles for Child Mental
Health” (care guide) updated February 2010 (Appendix A). Since its publication, the care guide
has been well received. Through August 2009 1,500 printed copies of the have been distributed
to providers, while 3,000 have been downloaded from the PAL website:
http://palforkids.org/resources/






The care guide is integral to the Partnership Access Line (PAL) program, which offers telephone
consultation and outreach training services to community providers. PAL was first implemented
March 2008 in Region 6 (western Washington) and expanded to Region 1 (Spokane,
Washington) in November 2008. Since inception of the program, 450 providers have received
peer consultations regarding children and adolescents with emotional or behavioral disturbances.

In addition, PAL consultants have made 22 outreach presentations throughout Regions 1 and 6.
A report describing the PAL program from inception through the evaluation plan is found in
Appendix B.

Medication Management

Beginning with the class of drugs used to treat attention deficit hyperactivity disorder (ADHD),
the Department implemented a medication management program, which requires a second opinion
review by a board certified child and adolescent psychiatrist when children are prescribed mental
health medications that exceed age and dose thresholds or when more than one medication is used
to treat a mental health condition.

A review of activity and outcomes completed January 2009 (Appendix C-1) concludes second
opinions have resulted in safer and more effective care for Medicaid insured children with ADHD
who are treated with medication.

On February 1, 2009, the Department expanded medication management by requiring a second
opinion review for prescriptions that exceed age and does limitations for antipsychotic drugs. A
summary review of both ADHS and AAP outcomes completed May 20, 2009 (Appendix C-2)
describes the significant safety concerns being addressed buy this phase of the second opinion
review process.





Introduction

This report, including appendices, details the Department’s progress toward improving access to
care, the Children’s Mental Health Benefits Package, care coordination and medication
management of children with emotional or behavioral disturbances as required in Sections 4 and
5 of 2SHB 1088. These sections have multiple parts and subparts which address many aspects of
improving access, services, care coordination and medication management. Accordingly, each
subsection and its respective parts, is reiterated below followed by a description of progress the
Department has made in each area.

Progress Report
Section 4(3) Directs the Department to make recommendations for revisions to the children's
Access to Care Standards and the Children's Mental Health Services Benefits Package.

Access to Care Standards

Current Access to Care Standards for Regional Support Network (RSN) mental health services
stipulate that children can gain access to RSN services under two levels. In order to qualify for
Brief Intervention, children must score 60 or below on a CGAS evaluation. To qualify for
Community Support, which authorizes a longer period of treatment and the full range of State
Plan modalities, they must score 50 or below on the CGAS score. Children age 0-5 are not
required to meet the CGAS criteria to be eligible for care.

Increasing access to RSN services can be done by raising the CGAS scores called out in the
Access to Care Standards which would allow higher functioning children to enter into services. It
is expected that increasing the CGAS will result in a new cohort of clients gaining access to the
system and some additional costs of providing these services.

The Department contracted with Milliman to provide estimates on the increased costs of the
program if the Access to Care Standards are increased by 5 to 10 points. Milliman provided
optimistic and pessimistic scenarios from a cost perspective as follows:

e Increasing Access to Care Standards by 5 points would result in increased costs ranging
between $6.6 million to $17.6 million. These projections estimate that approximately 5,000
to 11,000 additional children will be served by the RSNs.

e Increasing Access to Care Standards by 10 points would result in increased costs ranging
between $9.9 million to $26.4 million. These projections estimate that approximately 8,000
to 18,000 additional children will be served by the RSNs.

A detailed description of the methodology and analysis is provided in Appendix E.

Children's Mental Health Services Benefits Package

2SHB 1088 directed the Department to make recommendations for changes to the benefits
package available to children emphasizing “developmentally appropriate evidence-based and
research-based practices, family-based interventions, the use of natural and peer supports, and
community support services.” The Department conducted activities to try to project the costs of
implementing new services in the Children’s Mental Health Services Benefits Package. In
addition, the Department conducted a variety of stakeholder activities to develop





recommendations for improving children’s mental health services. Following is a summary of
these activities.

Cost Projections

The Department contracted with Milliman to project the cost of implementing several modalities
which would meet the goals of 2SHB 1088, namely: increasing the use of certain high-intensity
programs (wraparound services, multidimensional foster care services (MTFC), multi-systemic
therapy (MST)), and to provide for subacute residential crisis respite services. Milliman
reviewed the work of TriWest Group which previously provided rough cost estimates for the first
three of these evidence based practices in a report submitted in 2007. Milliman raise some
questions regarding the TriWest Group cost projections and recommended the use of pilot
programs and surveys for providing more accurate cost estimates. According to Milliman, “the
factors that make specialized programs feasible for certain populations are not uniform across the
State, making local staff the more suitable stakeholders for estimation of program costs.” A
detailed description of the methodology and analysis is provided in Appendix E.

Stakeholder Work

In September 2007, the Department contracted with the Washington Institute for Mental Health
Research and Training (WIMHRT) at the University of Washington to facilitate stakeholder input
into the process of developing recommendations related to access to care and services and
supports. WIMHRT gathered input through a variety of methods including:

e Two Community Forums which included a combined 350 people

¢ Interviews and questionnaires completed by Regional Support Network (RSN)
representatives

e Input from Assistant Secretaries and Administrators of the Department

e One statewide Children’s Mental Health Survey; and

e Two Tribal Roundtables

Following is a summary of the recommendations from the WIMHRT report:

e Support provider organizations to increase youth and family access to, and engagement in,
service.

e Shift RSN utilization management away from front-end restrictions across all enrollees to
proactive care management for the most intensive and costly services.

e Address limits to access to services posed by current Access to Care Standards (ACS) -
recommended increasing the CGAS score to 70 and expansion of diagnostic categories
covered under ACS. Increase access to child psychiatrists by expanding the current
Partnership Access Line (PAL).

e More actively promote Family Advocacy, Peer-to-Peer Support, and Youth Support.

e Further, expand current technical assistance and other supports to Family Support and
Advocacy Organizations





e Implement evidence-based practices (EBPs) for youth at risk of out-of-home placement or
transitioning home from out-of-home placement settings including Multidimensional
Treatment Foster Care (MTFC), Functional Family Therapy (FFT), Multi-systemic
Therapy (MST), and Family Integrated Transitions (FIT).

e Implement EBPs for youth exposed to past trauma including Trauma Focused Cognitive
Behavioral Therapy (TF-CBT).

e Implement EBPs for youth with co-occurring mental health and substance abuse disorders.

¢ Implement evidence based models that target early signs of behavioral problems and assist
parents in working with oppositional and defiant behaviors including Parent-Child
Interaction Therapy (PCIT) and The Incredible Years.

¢ Implement prevention and early intervention programs with evidence for effectiveness that
align with stakeholder priorities including Nurse-Family Partnership, Positive Parenting
Program (Triple-P), Good Behavior Game, and School Development Project (Seattle
Social Development Project).

¢ Increase availability of Wraparound care coordination statewide.

e Build infrastructure to support implementation of prioritized EBPs using such models as
Partnerships for Success, Communities that Care, and Getting to Outcomes.

e Increase leadership roles of families and youth in system design and accountability
monitoring by promoting and supporting cross-system community collaborative teams.

e Increase leadership roles of families and youth in system design and accountability
monitoring by building greater capacity at the Department level to use cross-system teams
with youth and family leadership.

Additional detail on this report can be found in Appendix D.

Section 5(1) (a) Directs the department to make improvements by developing and implementing
policies in four areas: 1) Improve prescribing practices; 2) Increase the use of evidence-based and
research-based practices; 2) Improve communication and care coordination; and, 4) Prioritize care
in the family home.

Improve prescribing practices

The department formed advisory committees, worked with community providers, associations,
and the Evidence-based Practice Institute to develop and implement the mental health treatment
guidelines, which offer guidance on the seven most common mental health diagnoses in children.
In addition to offering credible assessment tools, these treatment guidelines emphasize behavioral
interventions before medication options for each diagnosis based on best practices.

Increase the use of evidence-based and research-based practices

The mental health treatment guidelines, titled “Primary Care Principles for Child Mental Health”
(Appendix A), promote the use of evidence-based and research-based practices and reduce
variation in practice patterns in order to improve the quality of children’s mental health therapy.
The treatment guidelines, commonly referred to as the PAL guidelines, are a core work product of
the PAL program. They were originally intended for primary care physicians and practitioners;





however, the audience has been expanded to include specialists. Endorsed by the Washington
State Chapter of the American Academy of Child and Adolescent Psychiatry, the guidelines have
been well received by providers. A total of 1,500 printed copies of the care guides have been
distributed; three thousand copies have been downloaded from the website www.palforkids.org.

Improve communication and care coordination

The department has made improvements in communication and care coordination between
primary care and mental health providers through case consultations and outreach events. PAL
consultants have trained providers to use general and disorder specific mental health rating scales
in their practices through individual case consultations and lecture based presentations. General
symptom rating scales are used to screen for the likelihood of an emotional or behavioral
disturbance being present. Disorder specific rating scales are useful for diagnosing and
monitoring particular child mental health problems. Providers report they value and use these
tools in their practices.

Prioritize care in the family home

A report prepared for the Mental Health Division titled “Children’s Mental Health Access &
Services in Washington State: Stakeholder Input & Recommendations” (Appendix D)
recommends implementing evidence-based practices (EBPs) for youth who are at risk of out-of-
home placement or who transition home from out-of-home placement settings. Ten counties
(Benton, Clark, Franklin, King, Mason, Skagit, Snohomish, Thurston, Whatcom, and Yakima)
are identified as having implemented EBPs that address the service needs of this population.

Section 5(1) (b) Instructs the department to identify those children with emotional or behavioral
disturbances who may be at high risk due to:

off-label use of prescription medication

use of multiple medications

high medication dosage

lack of coordination among multiple prescribing providers

The Department is further directed to establish one or more mechanisms including obtaining
second opinions from experts in child psychiatry to evaluate the appropriateness of the
medication(s) these children are using.

To comply with the objectives outlined above, on March 1, 2008, the Department entered into a
contract with the Seattle Children’s Hospital to institute a pilot program to review the
appropriateness of mental health medications prescribed for children. The Department began
requiring prior authorization and a second opinion for the use of ADHD medication in:

e all children between the ages of 0-4,
¢ children age five to seventeen for doses exceeding established limits; and,
e children receiving multiple medications.

On February 1, 2009, the department implemented second opinion reviews of atypical
antipsychotic (AAP) prescriptions when established maximum daily doses of AAPs, stratified by
age, were exceeded.





ADHD and AAP prescriptions that exceed thresholds are identified by edits in the pharmacy
point of sale claim system. If a prescription exceeds thresholds, department staff request a
second opinion from a contracted child and adolescent psychiatrist who conducts a medical
record review and evaluates appropriateness of the treatment regimen, including:

e Assessing Prescriber’s use of established tools, e.g., those in the “Primary Care
Principles for Child Mental Health” guide, to make or confirm clinically appropriate
diagnoses;

e Reviewing and determining whether appropriate intervention efforts, e.g., behavior
modifications, have been tried and failed;

e Reviewing previous efforts with medication(s) and documentation of failure to respond;

e Assessing and determining appropriateness of Prescriber’s clinical rationale for the
treatment regimen, including assessment of documented qualitative/quantitative behavior
responses;

e Facilitating Prescriber’s assessment of benefit versus harm with proposed new
medication treatment; and

e Contacting Prescribers within three business days of receiving the referral and medical
records to schedule a Reviewer-to-Prescriber discussion, when appropriate.

Section 5(1) (c) Requires a review of the psychotropic medications of all children under five and
one or more mechanisms be established to evaluate the appropriateness of the medication these
children are using, including but not limited to obtaining second opinions from experts in child
psychiatry.

The Department’s efforts to improve antipsychotic prescribing practices for treatment of
emotional/behavioral disturbances in children are informed by data collected and analyzed while
participating in the Kids Getting Anti-psychotics Project. Washington Medicaid joined with 20
other Medicaid states to look at AAP use in children. This review found that most AAP use is
off label and issues related to prescribing too many or too much mental health medication to the
too young may be significant.

Atypical antipsychotic use data for Washington State Medicaid fee-for-service children are
summarized below:

Total Users of Anti-psychotics (AAP): 4,978 (1.4%) of kids

Growth trends: AAP users grew 25% and unit costs grew 38% comparing 2004 to 2007

AAP use in the very young: 187 AAPs users are less than 5 years old

High Dose: 499 (10%) of users are prescribed high doses of AAPs

High User Types: Foster care (5.8%) and aged/blind/disabled clients (8.6%) had the

highest AAP use rates

e Multiple AAP use: 896 (19%) of users had two or more AAP prescriptions

e Multiple Mental Health Drug use: 621 (2.3%) of kids are prescribed 5 or more mental
health drugs

e Poly-prescribers: 7,176 (37%) of kids had two or more prescribers (~1,000 had 4 or
more prescribers) for all mental health drugs given to children

e Adherence: 1,588 (39%) had a gap in AAP use of greater than 20 days





e Provider Types: 45% of AAPs were prescribed by Psychiatrists, 34% PCP and 21%
ARNP

« Regional Variation: Prescription patterns in western Washington are different than
southeastern Washington. There were higher rates of poly-pharmacy (multiple
prescriptions) and higher dosing observed in eastern Washington.

Section 5(1) (d) Instructs the Department to track prescriptive practices with respect to
psychotropic medications with the goal of reducing the use of medication.

An analysis of Medicaid data (Appendix C-1) found requiring a second opinion reduced outlier
ADHD medication practices and overall worked well with the community. The program
highlighted some aberrant practices and stopped potential over dosing.

From May 2006 to April 2008, 5.35% of ADHD prescriptions exceeded safety thresholds,
resulting in 1,032 situations where a second opinion was indicated. Of those, 576 (56%) resulted
in a prescription adjustment.

When the pre and post periods were compared, the requirement for a second opinion reduced
ADHD medication utilization in children less than five years old (23%), use of high dose (53%)
and use of combinations (44%).

Similar measures as those applied to the ADHD second opinion program will be used to track
and analyze antipsychotic prescriptive practices.

Section 5(1) (e) Directs the Department to encourage the use of cognitive behavioral therapies
and other treatments which are empirically supported or evidence-based, in addition to or in the
place of prescription medication where appropriate.

The PAL treatment guidelines are organized by diagnoses and promote appropriate behavioral
therapy prior to starting medication to manage a child’s condition. The child and adolescent
psychiatrists in the PAL program hold their advice to a high evidence based standard.

The PAL program is an empirically based child psychiatry consultation program. A report
describing what it is, how it was established and how it will be measured is included in Appendix B.

Section 5(2) Instructs the Department to convene a representative group of providers who contract
with the Department under RCW 74.09.522--Agreements with managed health care systems to do
the following.

Section 5(2) (a) Establish mechanisms and develop contract language that ensures increased
coordination of and access to Medicaid mental health benefits available to children and their
families, including ensuring access to services that are identified as a result of a developmental
screen administered through early periodic screening, diagnosis and treatment.

Following discussions between the Department, providers and contractors held in 2008, concerns
arose about managed care organizations’ identification of children (and adults) with special needs,





particularly mental health needs. The Department responded by increasing requirements related to
coordination of care in an amendment to the Healthy Options contract effective January 1, 2009.

Section 5(2) (b) Define managed health care system and regional support network contractual
performance standards that track access to and utilization of services.

The contract between the Department and Healthy Options requires managed care organizations to
meet quality-of-care standards, in accord with federal protocols. A requirement that quality
standards address behavioral health was added to the Healthy Options contract effective January 1,
2009.

Section 5(2) (c) Set standards for reducing the number of children that are prescribed
antipsychotic drugs and receive no outpatient mental health services with their medication.

The PAL treatment guidelines serve as a clinical standard and emphasize behavioral interventions
before medication options. Each disorder-specific guideline is based on best practices. A common
theme typically emerges in both clinical experience and in the results of formal research trials, that a
combination of medical treatment and social/behavioral care often ensures the best of outcomes.

The Department implemented age and dose limitations for antipsychotic medication prescribed to
children beginning February 2009. Prescriptions exceeding dosing limitations for age require a
second opinion. Treatment recommendations made by reviewers include getting the child into
therapy where appropriate.

In July 2008, the Department implemented legislation aimed at increasing access to outpatient
mental health services by expanding the number of visits and the type of providers eligible to
accept mental health referrals for children age 18 and younger who receive medical benefits from
the Department (and are Medicaid eligible).

The expansion increased access to mental health services for children and youth who do not meet
the Regional Service Network (RSN) Access to Care Standards. As of February 2009, the
Department issued provider numbers to 537 new mental health providers. Between July and
December 2008, some combination of licensed Psychologists, Psychiatric Advanced Registered
Nurse Practitioners, Independent Clinical Social Workers, Advanced Social Workers, Marriage
and Family Therapists and Mental Health Counselors provided 4,758 treatment sessions to 1,835
children and youth.





