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1 PAL is a free consultation program for primary care providers (PCPs) . Itis funded
by the Washington State Legislature and by the Department of Social and Health
Services(DSHS)

1 PCPsmay 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
0 A program assistant will ask for the x UOY D E | U gobtacQrifoOriation 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)

1 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 psychiatrist s

9 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 providedif fax to PCP
— DSHS or in 24 hrs
\ Healthy
Options l
SW phone consult may be with Typical
resource question telemedicine clinical note
dictated
then mailed
Direct

PhoneConsultation 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 tea¥four participation in the research is voluntaiou doNOT neal to participate in the research to
participate in the PAL clinical program.
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Peer Review

This guideis based on current evidence in the literature about mental heattherga in children.
It is a digestion of current knowledge into focused points practical for the primary care physician.
Future editions may cover additional topics in child health.

Although Dr. Hilt is the primary authothis guide has utilized peesview from a variety of mental
health experts and the helpful input and guidance from state agencies.

General peer review has included:

Child and Adol escent OQOutpatient Psychiatry Clinic,
U. of Washington Division of Public Hethl and Justice Policy

Eric Trupin, PhD, Professor of Psychiatry & Behavioral Sciences, U. of Washington
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Matt Speltz, PhD, Professor of Psychiatry & Behavioral Sciences, Uashihgton

John Dunne, MD, Child and Adolescent Psychiatrist

Section specific peer review has included:
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Chris Varley, MD Professor of Psychiatry & Behavioral Sciences, U. of Washington
Nicole Nguyen, PharmD., DSHS
Siri Childs, PharmD., Pharmaédministrator, DSHS
Anxiety:
Teresa Piacentini, PhD, Clinical Psychologgg at t | e Chi |l drends Hospital
Nicole Nguyen, PharmD., DSHS
Soraya Kanakis, PharmD., DSHS
Autism
Bryan King, MD, Professor of Psych. & Beh. Sceinces, U. of Washington
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Jack McClellan, MDAssociate Professor of Psych. & Beh. Sciences, U. of Washington
Kathleen Myers, MDAssociate Professor of Psych. & Beh. Sciences, U. of Washington
Nicole Nguyen, PharmD., DSHS
Soraya Kanakis, PharmD., DSHS
Depression:
Elizabeth McCauley, PhDProfessor of Psych. & Beh. Sciences, U. of Washington
Soraya Kanakis, PharmD., DSHS
Eating Disorder:
Rose Calderon, PhiAssociate Professor of Psych. & Beh. Sciences, U. of Washington
Cora Breuner, MD, Associate Professor of Pediatticaf Washington
Oppositional/Conduct:
Terry Lee, MD, Acting Assistant Professor, U of Washington

Endorsed by Washington State Agencies including:

Department of Social and Health Services

Chil drends Administration

DSHS RegionahreaMedicalDirectors

Washington State Chapter of the American Academy of Child and Adolescent Psychiatry



Methods

Dr. Hilt is theprimary author of this guide, and peer reviewese been utilizetb verify the

validity of the information, and help guide the content effihal 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 recommendationinriginal Care Guiddocumenttarted
with a review of the most recent applicable practice guidelines from the American Academy of
Child and Adolescent Psychiatry, and reviewing the applicable secti@rgybt Futures in

Practice: Mental Healttpractice guide from HRSA (which hasetved widespread endorsements
including from the American Academy of Pediatrics). Regarthedications, Ovid Medline
searches were performed between December 2007 and Marclo@kidg back at least 10 years
with limits set to include only child studie 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,
includingin particular the bibliographgf a recent textboolRediatric Psychopharmacology Fast
Factsby DF Connor and BM Meltzer (2006).

For this currenversion 2.Qupdate, additional Medline topic searches for papers published between
March 2008 andNovember2009were performed to be certaime medication advice remained up to
date. An additional section on Autism care was added, for which Dr. Alison Golombekosas
author

Psychosocial treatment guidance was formulated in consultation with the namedrss@tiaBrs,

and with members of the steering committ&zpertconsultations and review of online CAMHD
Hawaii Department of Health information (included herein) and review of a WA DSHS report from
theChi |l drends Evi dence Bad®ecenberas 2008eldedevidenceg e r t
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-cft#te-art care.

P a



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.

1T Ask for the history of the childodos probl em
1 Ask aout acute and chronic stressors relating to their problem

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

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

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

Anxietydisorder if unexplained somatic complaints, general or specific worries

Autismif: developmental concern with the most severe impairmmescial functioning

Bipolar disorder if episodic mood changes with manic features

Depressionf: withdrawn, irritable, unexplained somatic complaints

Eating disordeliif: losing weight or odd eating habits
Conduct or Oppositional Defiant Disordé®DD) if: oppositional or aggressive behavior

A primary care provider considering a particular mental health diagnosis can ¢basult
correspondingection of this guide easily to finaformation and tools thahey may need.

Contained inside:
1 Tips onthe general approach to mental health issues in primary care practices

1 Recommended thought process for the evaluation and treatment of the& @ooveon
childhood disorders.

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

1 Organized, current evidence based medication information

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

1 Referencenformationthatwill be consistent with advice given out by PfAtogram
psychiatrists



Washington State
-ﬂ Y Department of Social
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Public Mental Health Overview

DSHS/Medicaid contracts for mental health services via three avenues:
1 Contracts with the Regional Support networks (RSNSs)
1 Contracts wittHealthy Optiongvianaged Care OrganizationdCO)
9 Individual Core Provider Agreements with professionals who will accept paymentesfa-service
basisfor peoplewho areeligible for Medicaid but who ae not enrolledvith a Healthy Option$1CO
or eligible for care through the Regional Support Networks.

Regional Support Networks

The RSNs subcontract with local community mental health clinics which provide the seAssessments are
availableto all Medicaid covered individuals whiequest themand emergency serviareavailable 24/7.
However, ongaig care idleterminebn t he basis of severity, using the

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:

1 The irdividual 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 disordefihe covered diagnosis list does not
include Autism, Aspergers Disorder and PDD.

Somemental healtldiagnoses requirgomeadditional criteria documenting that there isigh

level of impairment in order to qualify for services

The i ndivi dni(® &and correspomiag neeal(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 gpected to benefit from the intervention.

The individual 6s unmet need would not be more a
system or support.

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.

= E E =

FunctionalCr i t er i a: Childrends GIlI obal Assessment Scal e

There must be demonstrated functional impairment includi@@>AS score of less than 68ndrequiring
assistance to meet the needt least one life domain for Brief Services (up to 6 mgrathkw intensity
for 12 months). For Community Support services (up to 12 motttésd must ba GGAS scoreof less
than 50 andequiring assistarcto 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 fromsuchAXxis V scoring. A AiDC:0-30 rating scorenay be substitutefbr that evaluation
Functonal impairment for very young children is further described in the published Access to Care
Standards.)



Life domainsfor the Access to Care Standardsclude:
1 Health & SeltCare, including the ability to access medical, dental and mental healto aackide
access to psychiatric medications
Cultural Factors
Home & Family Life Safety & Stability
Work, school, daycare, psehool or other daily activities
Ability to use community resources to fulfill needs

= =4 —a -9

To read more dailed information about thAccess to Care Standarsisit DSHS odline at:
http://www1l.dshs.wa.gov/Mentalhealth/publications.shtml

Requesting Services from the RSN System

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

Crisis menthhealth serviceare provided upon request,-Bdurs 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 interventionservices 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 servicesnlessan intake evaluation has been providethe last 12 months, that establishes
Medical necessity based upon the Access to Care Standards. This is true no matter how the request for
servicesismadd. o vi ew a map ohftp:/iwimedshR&aldvanentabpealthirsamap.shtml

Requests for RSN services may be made to an R&NanRSN contracted providetia:
1 A telephone call
1 Anin persorrequest for servicdsy family
1 A writtenrequest for services by family
1 Throughawritten EPSDTreferral(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 withifag8 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/mentathealth 360-397-2130 or
8004101910

Grays Harbor | Grays Harbor 2109 Sumner Ave 8888166546 800-685-6556
Suite 203Aberdeen,

www.ghphss.org WA 985203699

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

9590 8004647277



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: 8884755665
Columbia Benton Kennewick, WA 99336 Benton 80665488761
Behavioral Columbia 1958 Columbia: 8007349927
Health Franklin Franklin: 8005488761
Garfield 5097358681 Garfield: 88-4755665
Kittitas or 8007959296 Kittitas: 5099259861
Klickitat Klickitat: 509-733-5801/
Skamania 800-572-8122
Walla Walla Skamania: 509127-9488
Whitman Walla Walla: 509522-4278
Yakima Whitman: 866871-6385
Yakima: 5095754200/
www.gebh.org 8005728122
Yakima Children: 50%76-
0934, or 806671-5437
King County King 821 Second Avenuyé&uite 800-790-8049 866-427-4747
610 TDD: 206461-3219
http://www.kingco Seattle, WA 98104
unty.gov/healthSer| 206-296-5213
vices/MHSA.aspx or 806790-8049
North Central | Adams 119 Basin Street SW 800-346-4529 Adams (collect):5088 5611
Washington Ferry Ephrata, WA 98823855 Ferry866-2685105
Grant Grant: 877467-4303
Lincoln 5097546577 Lincoln: 888-380-6823
Okanogan or 800251-5350 Okanogan: 86@26-6191
Pend Oreille Pend Oreille866-847-8540
Stevens Stevens: 888380-6823
North Sound Island 117 N. F' Street 8883366164 800-584-3578
Mental Health | San Juan Suite 8
Skagit Mount Vernon, WA
Snohomish 982732858
Whatcom 800-684-3555
www.nsmha.org or 8886937200
Peninsula Clallam 614 Division Street, MS 23| 8883778174 East Jefferson County: 360
Jefferson Port Orchard, WA 98366 3850321 or 8086590321,
Kitsap 4676 East Clallam County360
452-4500
360-337-4886 Kitsap County: 80843-4793
or 8005255637 or 3604793033
West Jefferson and West
Clallam County:
3603745011 (Non Business
Hours: 360374-6271)
Pierce County | Pierce 3580 Pacific Ave 800-531-0508 8005767764
Tacoma, WA 98418915
http://www.co.pier 2537984500
ce.wa.us/pc/service or 800531-0508
s/health/mental/ser
vices.htm
Southwest Cowlitz 1952 §' Ave 3604140237 800-803-8833
http://www.co.cow Longview, WA 986324045
litz.wa.us/humanse 8008038833
rvices/mental_heal or 800-347-6092
th_services.html
Spokane Spokane 312 West 8 Avenue 4th 866-814-3904 877-6784428
wWww.spokameco Floor; Spokane, WA 99204

unty.org/mentalh
ealth

2506
5094775722

or 8002735864



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 & Ombudsman | Crisis Lines
Phone Number | Services

Thurston Thurston 412 Lilly Road NE 8006584105 8007541338
Mason Mason Olympia, WA 985®-
5132
360-786-58300r
http:/Aww.co.th 8006584105
urston.wa.us/hea TDD 3607865602
th/ssrsn/index.ht or 8006586384
ml
Timberlands Lewis PO Box 217 8886628776 Lewis: 8065596696
Pacific Cathlamet, WA Pacific: 800884-2298,
Wahkiakum 986120217 Wahkiakum: 8066355989
3607953118 or
800-392-6298

Future updates to thesdRSN listings:
Crisis line number updatesin be found dtttp://www.dshs.wa.gov/Mentalhealth/crisis.shtml

RSN contact informatiorupdates 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 Progranif. your patient is enrold with a Healthy Optionglan, you may call that
health plan for assistance in coordination of benefits.

Plan Phone Number Medicaid Provider
ID Number
Asuris Northwest Health Plan 1-866-240-9560 7502685

P.O. Box 91130
Seattle, WA 9811230
Columbia United Providers 1-800-315-7862 7500416
19120 SE34th Street, Suite 201
Vancouver, WA 98683
Community Health Plan 1-800-440-1561 7502453
720 Olive Way, Suite 300
Seattle, WA 98101
Group Health Cooperative 1-888-901-4636 7502602
320 Westlake Ave. N., Suite 100
Seattle, WA 9810%233

Molina Healthcare of Washington, Inc.| 1-800-869-7165 7520158
Post Office Box 4004

Bothell, WA 980414004
215401 30th Dr. SE, Suite 400
Bothell, WA 98021

Regence BlueShield 1-800-669-8791 750267
1501 Market Street, MS: MK510
Tacoma, WA 98402

1C


http://www.co.thurston.wa.us/health/ssrsn/index.html
http://www.co.thurston.wa.us/health/ssrsn/index.html
http://www.co.thurston.wa.us/health/ssrsn/index.html
http://www.co.thurston.wa.us/health/ssrsn/index.html
http://www.dshs.wa.gov/Mentalhealth/crisis.shtml
http://www1.dshs.wa.gov/mentalhealth/rsndirectory.shtml

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
Optionsand all othemanaged care programasit DSHS on line at:
http://hrsa.dshs.wa.gov/HealthyOptions/

FeeFor-Service

If your patient isnotenrolled with a Healthy Options plamd is not likely to meet medit

necessity (per th&ccess taCare Standards)you maycontact DSHS by calling-800-562-3022

(TTY: 1-800-8485429)to find a mental health provider who will accept payment from DSHS to
provide ment al heal t h sfa-sewicat elsagiosyour patient

11
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Washington State
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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 rigletrvices for your patients. In fact, recent
legislation hasllowed DSHS to expand the number of sessions available and the number of
providers eligible to accept mental health referralchildren age 18 and younger who receive
medical benefits from BHS(and are Medicaid eligibjeThe intention of this expansion is to
increase access to mental health services for children and youttowiod meethe RSNAccess
to Care Standards.

As of July 1, 2008

V The number of outpatient mental health treatnturs, including evaluation, that mbg paidin a
calendar yeafor individuals under age 19 being increased from 12 to,24nd

V The type of provider who may bill for these servigagviously limited to psychiatrists, is being
expandedo includethe following

Licensed Psychologists

LicensedPsychiatric Advanced Registered Nurse Practitioners

Licensed Independetlinical Social Workers

Licensed Advanced Social Workers

Licensed Marriage and Family Therapists

Licensed Mental Health Counselors

E R I I

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 aféeeservice basis.

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

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

Where do | call if | have questions?

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

12
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-ﬂ Y Department of Social
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Additional Tools from DSHS

12 Month Service History Reports

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

1 Fax patienis signed release form 8607251328 Attn: Carolyn GeimerYou may use your own
release or th®SHS release

71 Include on the request:our return faxand phoneaumbes, including area code, and ttieentd s
name andSHS identification number

Requests are processMmday through Friday, 8am to 5pm anill be sent to you within 248 hours.
The client willalsobe sena natification 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:

9 One primary care provider

1 One narcotic prescriber

1 One pharmacy

1 One hospital for noemergent services

To refer your patient for enrollment in the Patient Review and Coordination (PRC) program, call DSHS at
(360) 7251780 (Calls are returned within 24 hours)vit 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 & Educatidracking is to identify the welbeing needs and strengths of
children in outof-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 meanpracticallyis that br children placed in foster caffor whom a greater than 30 day

out of home placement is anticipatea series of health screening questionnaires are adminisiered
Childrenbés Admi rcihd tlit@adslays of placénietil heractualhstraments in the

CHET may be changing in the near future, but historichlyCBCL and ASESEwould havebeen the

two items of particulainterest to someone lookingireo c hi | dé6s ment al health ne

The CHET rating scalemre collected and maintainedy Chi | dr en 6 s éadlmiactessdtyr at i on,
asking for any CHET resulfsrthe childf r om t he chil dés. foster care case
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http://fortress.wa.gov/dshs/maa/pharmacy/DisclosureForm.pdf
http://hrsa.dshs.wa.gov/pharmacy/ToolKit.htm
http://hrsa.dshs.wa.gov/PRR/

Adolescent Substance Abuse Treatment and Prevention

HRSAGs Division of Al coh overseesitlk piBvsiorsof salbistanee abukeu s e
treatmenfor adolescentm Washington State.

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

Drug and Alcohol Treatment for Atescents

Adolescentsvho need alcohol/drug treatment should be referred toe¢ba Line 1877-345TEENto
arrange for an assessment, to locate a treatment agency, and to verify that they are eligibléuiodathte
services

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

For help screening patients in need of alcohol/drug treatment, providers can é&cesnang and

Referral Pocket Carfbund athttp://www.dshs.wa.gov/pdf/hrsa/dasa/PocketScreeningGuide.pdf

1 Information on youth treatment serviceReferral & Resource Guide for Adolescent Chemical
Dependency Treatmefdund athttp://www.dshs.wa.gov/pdf/hrsa/dasal/youthreferralguide.pdf

7 Regional treatment managense availabléviondayFriday from 85 for assistance placing youth or
updates on services. The web address for reaching them is
http://hrsa.dshs.wa.gov/pharmacy/DASA%20Region%20Treatment%20Administrators%20listed%
20by%20County.doc

1 For additional information about chemical dependency appgastiservices for pregnant women go
to: http://www.dshs.wa.gov/pdf/hrsa/dasa/PregnantWomenGuide.pdf

1 Recently update®ASA youth residential treatment bed availabilign be foand at

http://www.theteenline.org/dasa_youth_residential_treatment.htm

= =

Youth Residential Treatment Providers

1 Full descriptions of each facility below can be found via web liks 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

SeaMawisions

SeaMar Renacer

Youth Detox/Stabilization Facilities
Lakeside Milam Recovery CenteKirkland
Recovery Centers of King Count8eattle
Tacoma Detoxification Centefacoma
Skagit Recovery CenteMount Vernon
Community Detox Service$Spokane
Providence St. Petekacey

Dependency Health Servieegakima

Reduce Underage Drinking

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

14
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http://www.dshs.wa.gov/dasa/default.shtml
http://www.dshs.wa.gov/pdf/hrsa/dasa/PocketScreeningGuide.pdf
http://www.dshs.wa.gov/pdf/hrsa/dasa/youthreferralguide.pdf
http://hrsa.dshs.wa.gov/pharmacy/DASA%20Region%20Treatment%20Administrators%20listed%20by%20County.doc
http://hrsa.dshs.wa.gov/pharmacy/DASA%20Region%20Treatment%20Administrators%20listed%20by%20County.doc
http://www.dshs.wa.gov/pdf/hrsa/dasa/PregnantWomenGuide.pdf
http://www.theteenline.org/dasa_youth_residential_treatment.htm
http://www.theteenline.org/dasa_youth_residential_treatment.htm
http://www.ptswa.org/
http://www.healinglodge.org/
http://www.sundown.org/
http://www.daybreakinfo.org/
http://www.excelsioryouthcenter.com/
http://www.lakesidemilam.com/
http://www.providence.org/swsa/services/cdc/default.htm
http://www.ryther.org/
http://www.seamar.org/locations/visions.htm
http://www.seamar.org/locations/renacer.htm
http://skagitrc.com/
http://www.lakesidemilam.com/
http://www.rckc.org/
http://www.co.pierce.wa.us/pc/services/health/chemdep/services.htm
http://skagitrc.com/
http://www.spokanecounty.org/CommunitySvcs/sat.asp
http://www.providence.org/swsa/services/cdc/default.htm
http://www.cwcmh.org/dependencyHealth.asp
http://www.starttalkingnow.org/stateefforts/index.shtml

http://maa.dshs.wagov/Pharmacy/
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ADHD Drug Utilization Review Program:

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

HRSA isinterested irthesafe and effectivase of ADHD medicatiogin children Specific

areas include use of medication in childbertween the ages ofDandappropriate dosm

limits in theprescribing 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.

Patent is< 5 years of ageRequires prior authorizatio& HRSA approved second opinion
Methylphenidat€genericsMetadateCD, ConcertaMethylin ER Ritalin SR/LA, Metadate
ER) for age 5 and older doses @ >120mg/day

i MethylphenidatdDAYTRANA transdermafor age 5 and older dose® >30mg/day

i Dexmethylphenidatggenerics Focalin/XR) for age 5 and olde@ >60mg per day
Amphetamineggenerics Adderall /XR, Dexedrine SA, Dextrostat, Liquadd, Procgritia
age 5 and older doses @ > 60mg/day

U Lisdexamfetamin€Vyvansg for age 5& older doses @ >70mg/day

U Atomoxetine (Stratteddor age 5 and older doses @ >120mg/day
U Combinations of medications in 2 or more categories:
Methylphenidate | Dexmethylphenidate] Amphetamines Atomoxetine
Methylphenidate X X X
Dexmethyphenidate X X X
Amphetamines X X X
Atomoxetine X X X

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

U Anyone under 18 years of age requires a second opinion if theiptiescexceeds these
limitations

Of the 16,115 of clients receiving ADHD medication2009

U 258 clients <5 years of age

0 432 clients exceed dosage limits

U 248 clients with combinations that have no effectiveness evidence

Prescriptions exceeding the Age and Dose Limitations:
U Will be authorizedbdnly for continuation of therapy (same medication/same dose) until a
final decision can be made by HRSA.
a wi || require a consult by a membeptsundef HR S
18 years of age.
T Providers are encouraged to consult wi
opinion network before initiating a presctipn that exceeds these limits. Contact
Chil drendéds Hospital Psychiatry Departn

Seattle Childrenés Hospital
Child Psychiatry: 4800 Sand Point Way NE, M&tbp W3636, Seattle, WA 9818916
Phone: 20@©87-2702 Fax: 206987-2246t o A SON Revi ew Progr amo

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



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

DSHS Drug Utilization Review ProgramAntipsychotics

The following safety guidelines regarding other child psychiatric medications were
agreed upon by they the DSHSPediatric Advisory Groupand community practice
consensus in 2009The DSHS second opinion review program which was previously
restricted to just ADHD medications noeviewsthese 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 pebéhew
guidelines if they indicate at the pharmacy that their child is in crisis, or if the provider
records thasameinformationon the prescription.

Drug Dosing Limits**

Age 35 years* Age 612 years Age 1317 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®MTab® 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 DSHproved second opinion.

**Prescriptions exceeding dosing limitations for age require a D&p{Boved 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 DSM-I V di agnosi s in the chil dos

Five (5) or more psychaipic 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 heattiagnosis (i.e. no seizure diagnosis
a claim file) after 60 days.

The prescribed psychotropic medication is not consistent with appropriate care fa
patientds diagnosed ment al di sorder
associated with therapeutic response to the medication prescribed

Psychotropic polypharmacy for a given mental disorder is prescribed before utilizi
psychotropic mondherapy as new start noted from pharmacy claims data

Psychotropic medications are prescribedctuldren of very young age, including
childrenreceiving an antipsychotic iess than five (5) years of age
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Washington State
'? 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, 200®SHS will cover on}
preferred generic drugs as a clientos
classes:

Atypical Antipsychotics (for ages 17 and younger only)

Attention Deficit Hyperactivity Disorder (ADHD) Drugs

Note: Only clients who are new to the abalreig 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 igaquiring clients who are
established and doing well on a drug to be changed to a generic pr&@kect.

DSHS Memo 0961 found at http://maa.dshs.wa.gov/ for more details.

Atypical antipsychotic generics (as of 11/@®at may be prescribed firgiclude:
risperidone

Attention Deficit Hyperactivity Disorder generics (as of 11/t may be
prescribed firstinclude:
amphetamine salt combo
amphetamine salt combo XR
dexmethylphenidate
dextroamphetamine
dextroamphetamine SA
methylphenidate
methylphaidate SA
Methylin® (methylphenidate Hkablet
Methylin ER® (nethylphenidate H(I

17



Clinical Care Recommendations
From the PAL team

General Evaluation and Treatment
Basic screening tools

Specific problenbasedadvice
ADHD
Anxiety
Autism
Bipolar
Depression
Eating disorder
Oppositional/conduct disorder
SleepHygiene

18



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 assessmaenrte 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.

Edablish what pushed the situation into your office i Wh y  a rtoglay?yoa ahronit stressor
(like sadness about parents separating) does not usually trigger an office visit: acute stressors do (like a major
child outburst after one parent cancelsitupcoming weekenglanswith the child).

Strongly onsider use of a general screening instrumieming health maintenance visits, litee PSG
17, to see if mental healgiroblems are worth investigating further.

Seek to interviewhe child alone egpecially if an internalizing problem like depression or anxiety is
suspected, to obtain a mah®roughhistory.

Empathic engagement with the child is worth the efféoung children open up better aftaquiring

about low risk topicsike their namebirthday, or school. Adolescents open up better after showing genuine
interest in them, such as asking about their inte
there, comment on this and show them you are able to connect with hofeghe

Collateral information is invaluableParents often differ from each other in their view of their child, and
schools often havetherinformation vital to your assessment. Ensure thatmpasicationhistory and
treatments are availabletoyale(l i ke t he fA12 montDSHO®Rpageilk e hi st or yo

If suspecting a particular disorder, give that specific rating scale to parent/ctdd could leave the
room to see another patient, then return and rera¢éng scaleesults. Rating st@s can help confirm
diagnoses, and they provide an objective measure for following treatment responses.

Recognize thathild disorders have a developmental trajectoifpr instance a&ly oppositionality may
evolve into depression or anxiety, and eadprssion may evolve into bipolar disorder.

Pay close attention to what you sd@ée 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
appeas 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 overltieery

difficult to get it exactly right on the first visitMental 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 abow diagnosis You are ahead of the game if you can recognizeceittainty the general

category of problem, such as some type of learning disability or some type of anxiety disorder. Remember
Occamdbs Razor; a single diagnosis plus a full soc
mental healtlliagroses.

11) Remember you can ask for he{fontained 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 aBNRcontracted mental health provider to obtain a care assessment
and take advantage of the stateds ment al heal th b

Robert Hilt, MD
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What canyou do if everything looks like a problem?

1) Establish what seems to be the leading problem, and focwsagtention on that For instance if a
child is having screaming tantrums, hittiotper childrenis sleeping poorly and sometimes appears
anxious one may decidéhe leading problem is externalizing behavior. In that case, review the steps of
our aggession/disruptive behavior decisiontrdeh e chi |l dds sl eep probl ems &
can be explored further at a future appointment.

2) Get collateral information Particularly if the caregiver does
information sourcemcludingschool, 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 additionfdrmation, which can be done by phone calls, record
requests, or by sending out questionnaires or rating scEiesDSHS resource guide describes how to
obtain claims historiesRe me mber our first assessment laqutri nci pl
in one visit.

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

a. PSG17 (free, includd 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.) Youmusgotot he dev el o pabtaid: bttp:Mnevly.sdgirifoecont/bd .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|atadsersions
available.) Requires scoring softwamedrequires purchase from the developer:
http://www.aseba.org/products/forms.html

d. BASC-2 (Behavior Assessment Scale for ChildréeH eglition, all multiple choice, 13460
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?nGroupinfolD=a30000

4) Discuss the scenario with a speciali®®AL psychiatrists would like to talk abaartytricky situations
with you,and are available to do this Monday through Friday fram® Som.

5) If you suspect a specific problem, a disorder specific rating scale can help you learn howarlikely
severghat diagnosis might beDisorder specific scales like the Vanderbdale for ADHD willnot
make the diagnosis for ydua diagnosis must be baksenyour overall clinical impressionWhen
children have severe mental health symptaeferral to a mental health clinic is appropriate. Very
high rating scale scores might similarly indicate that referral to specialty care is appropriate.

6) A good theapist can help you refine your diagnosis over tirtfgzou identify the child has general
problemfor which a therapist referral is appropriate (such as having some sort of mood disorder), then
the therapistcanprovidefurtherspecialized assessmégntich as diagnosing Major Depression).

7) If you choose tprescribea medication when the diagnosis is still uncertain, be very clear what the
target symptom is you are treatirgnd monitor that symptom closellf that target symptom does not
improve, tha that medicine needs to be stopped. Veiyimportant to not simply stack medicines one
upon another without demonstrating a clear benefit to the child.

Robert Hilt, MD


http://www.sdqinfo.com/b1.html
http://www.aseba.org/products/forms.html
http://ags.pearsonassessments.com/Group.asp?nGroupInfoID=a30000

1)

2)

3)

4)

5)

6)

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

(This is not intended to ken altinclusive 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/éot/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.palforkds.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/mentdlealth/camhd/library/webs/ebs/eipsiex.html

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

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

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 Oll®Uter for Evidenc®ased
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 StatP&T committee transcripts, processes and decisions

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

Robert Hilt, MD
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http://aappolicy.aappublications.org/
http://www.aacap.org/cs/root/member_information/practice_information/practice_parameters/practice_parameters
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http://hawaii.gov/health/mental-health/camhd/library/webs/ebs/ebs-index.html
http://www.nimh.nih.gov/
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Special Issues folFoster Care Children

Post Traumatic Stress Disorder

Children in foster care frequently have past traticnexperiences like witnessing violence or being abused
themselves, which might lead them to develop a long lasting anxiety stress disorder calledNRjFDares

(that are atypical for their agdlashbackgsuddenly feeling like one is+&xperienang a trauma), and
hypemrousal(hypervigilance, irritability, exaggerated staytthat 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 advsable to ask a foster child to recount to you their exact past traumatic experiences within a 10

minute officevisift he chil d is | iketyaumaéeékpenigencel hbtsads I
about any current symptoms of PTSD: if theg having nightmares, if they feel very jumpy if someone walks

in the room, if they ever find themselvesengeriencing difficult events from their past in a sudden way.

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

1) The childés current and fbeassuree. Np tng redovera from#®TSH if e mo t
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 undestanding 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 wiiteased mental health professigreahd the

Trauma Focused CognitiveeBavioral Therapy (THEBT) technique is preferred where available.

4) Recognize that there is no APTSD medication. 0 A
medications most commonly recommended when symptoms of PTSD are severe. Somediicessons 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 caregiVéiesse difficulties may manifest in a
vari ety of ways de¥Yeeyryaingrhidrem may de ddfibuit fo dodtise whep they are
upset. Slightly older children may not turn to their caregivers for comforhéstame way other children do.
The degree of attachment issues many\from very minor to relatively extreme.

On the far end of the attachment spectrum is Reactive Attachment Djsanidr is characterized by
pervasivelyimpaired social relationships. It is definedinD$SW TR as fdAmar kedly di stur!l
developmental vy i nappropriate soci al rel atednessayi n most
involve either inhibited or disinhibited behaviokssessment, according to APSAC Attachment task Force
Recommendationspust look at h e ¢ h erhs dfd®ehaop avdr ime to avoidover nt er pr et i ng t h«
adjustment to new or stressful circumstand@g.gathering information from teachers, day care providers,

peers and from prior |iving situations oaccgratelyan under s
Cultural issuesire importantespeciallywith crosscultural or international placements or adoptio@serly

broad, nonspecific, or unproven checklistsould not be the basis of an evaluatiGare should be taken to rule

out conditions sutas autism spectrum disorder, pervasive developmental disorder, childhood schizophrenia,
genetic syndromes, or other conditions (for example, Conduct disorder, ADHD) before making a diagnosis of
anattachment disorder.

There are severalore elements dfeatment fomttachment problemacludingsecuring a nurturing and safe
environmenfor t he chil d, wor ki ng dtoteaelcthehagpropviate garerttifrge c hi | d

skills, focusing on the chil dildanrnhe ledstaestiicteard smtrush@ep i n g,
level of care. With Reactive Attachment Disorder the need for these treatments is mulljolisplecific
phar macot herapy is recommended. Play therapy and co

synptoms of fear, anxiety, and posttraumatic stress may be of benefit. Coercive or tiwdapies are not
recommended akdy have been associated with harming the child.
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PEDIATRIC SYMPTOM CHECKLIST

Caregiver completing this form:

-17

Na me of child:

Please mark under the heading that best fits| For Office Use

your child

NEVER SOMETIMES

OFTEN I A | E

. Fidgety, unabile to sit still

. Feels sad, unhappy

. Refuses to share

1
2
3. Daydreams too much
4
5

. Does not understand oth
peopl eds f ec¢

Feels hopeless

Has trouble concentrating

6.
7.
8. 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 nol
belong to him or her

17. Distracted easil

(Scoring totals)

Scoring:
Fill in
ifiSometi meso=1,

Sum the columns.

unshaded
of

box on right
teno=2

PSC17 Internalizing score is sum of column |
PSCT Attention score is sum of column A
PSC17 Externalizing score is sum of column E
PSCG17 Total Score is sum of I, A, and E columns

PSC17 may be freely reproduced.

with: Pﬁd!lklverc}:o',

Suggested Screen Cutoff:

PSC17-A O
PSC17%-E o)
Tot al Scor e
Higher scores can indicate &
increased likelihood of ¢
behavioral health disorde
being present.

Created by W Gardner and K Kelleher (1938)d based on PSC by M Jellinek et al. (1988)

Formatted by

R Hilt,

inspired

by Col umbus

Chil drenos
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PSC-17 scoring

The PSCL17 can help primary care providers assess the likelihood of finding any mental health
disorder in their patient. The briefand easy to scorBSG17 has fairly good mental health
screening characteristics, even when compavigd much longerinstruments like the CBCL
(Child Behavior Checklist by. Achenbach).

A 2007 study in primary care aes compared use of the P&T to simultaneous use of the
CBCL in 269 childrenaged 815, showing reasonably good performance of its three subscales
compared to similar subscales on the CBCL. gble standard here wasK-SADS diagnosis,

which is a stadardized psychiatric interview diagnosis. These comparison statistics are
summarized below, with positive and negative predictive values shown based on different
presumed prevalend® or 15%)of the disorders Providers should notice that despite it®do
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 PSG17 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 PSG17 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 PSCG17 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 PSG17 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 PSC17 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 Kol k o517 ahd/AlteEnatimgpMental iHe@lih Bgpeans in afidgk o f t he
Pri mary Care Sampl eo HBBACAP 46: 5, May 2007, 6

z

PSCGl17 Internaliz ng score positive i f O 5
PSG17 Externalizing score positiyv
PSG17 Attention score positive D 7

PSG17 Total score positive D 1 5

e i

AAttentiond diagnose€aninclude: ADHD, ADD

fiinternalizn g0 di agnoses can incl uede: Any anxi ety

AExternalizing diagnosesaninclude: Conduct disorder, Oppositional Defiant Disorder,
adjustment disorder with disturbed conduct or midesturbednood and conduct



Evidence Based Mental Health Care

Throughout this guide, the treatment op#idisted are based on both the best available
research evidence, and expert opinions from
Psychiatryand theUW Division of Public Behavial Health and Justice Policy

Evidence based care is a relative conasptan absolute one. Evidence for treatment

varies in its reliability: randomized controlled trialsrrya differentevidenceweighing

than individual provider experiences. As more information emerges, what is considered

the most evidence based treafinis expected to evolveEvidence based medication

treatment advices spread throughout this guide 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 trialghata combination of medical treatmentand social/behavioral
care often ensures the best of outcomes.

The importance of engagifmptha child and farity in treatment camaot be

underesti mated. A n willenot waleifriacniées taa roenthketitr e at me n
to appointments,orif he tr eat ment does not meet the chi
Engagement can be enhanced through educating yairegmabout what to expect.
AWraparoundo programs, where availabl e, have
and shared setting of treatment goals, and can be a further asset in this regard. Families

can find additional support from organizations likeFE-WA

(www.safewashington.ojg and Y o utviwwgoNthnAatidan.orp n  (

Families wishing to learn more about Evidence Based Treatments for children are

encouaged to look at a brochure on the subject from NAMI, the National Alliance on

Ment al I 'l ness. AHamily Guide: What amiies Needatd Knend i

about Evidenc#3ased Practices can be found by going to:
http://www.nami.org/template.cfm?section=child_and_teen_supgudt&lecting the

header appearing on the upper right, AFor Pa

The following table shows, based on the best available evidence, examples of which
psychosocial practices are recognized to work for particular problem areas. This tab
was prepared by a workgroup in the State of Hawaii, arepr@ducedere due to its
recent updating anttheir formalized proces®r makingtreatmentategorizations.
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http://www.safewashington.org/
http://www.youthnaction.org/
http://www.nami.org/Template.cfm?Section=child_and_teen_support&template=/ContentManagement/ContentDisplay.cfm&ContentID=47656
http://www.nami.org/Template.cfm?Section=child_and_teen_support&template=/ContentManagement/ContentDisplay.cfm&ContentID=47656
http://www.nami.org/template.cfm?section=child_and_teen_support

Above table reproduced with permission from State of Hawaii CAMHDn fitip://hawaii.gov/health/mentélealth/camhd/library/webs/ebs/elnsiex.htm|
Table last updated 4/19panddownloadedl1/1/09




