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Pediatric Provider Toolkit

Purpose

To provide templates and best practices for increasing communication between primary care providers

and behavioral health providers about specific patient care.

Intended audience

* Primary care providers who want to improve the referral process with behavioral health providers.
» Behavioral health providers who want to improve communication and collaboration with primary care.
* Entities that are designing integration workflows and recommendations.

« Other caregivers who are interested in increasing care coordination for patients.

Access

Templates and recommendations available for free online at waportal.org, pediatrictcpi.org,

and wcaap.org.

Fully integrated Medicaid payment for primary care and behavioral health care will be in place by
January, 2020 in Washington State. This is a grand step toward fulfilling the promise of whole person
care. How can we improve care for children and youth by making bi-directional communication and
workflow a reality now? As part of our Pediatric Transforming Clinical Practice Initiative, WCAAP

has created and vetted a toolkit of resources to turn to regardless of where you are on the road to

integration.
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Recommended steps to increase
communication between providers:

1. Identify who provides care to children in your community. Primary care providers will identify
who provides accessible behavioral health care for children and youth, and behavioral health
providers will determine who offers primary care for children and youth.

2. Determine the appropriate leaders to work with. Primary care providers consider working with
a manager for children’s services in a behavioral health agency, for instance. Behavioral health
providers might want to work with the medical director or other interested provider(s) within a primary
care clinic.

3. Meet, and agree on a common referral agreement. Use our template as a starting point. Include
a Department of Health Practice Facilitator in your plans in order to arrange for your incentive.
Remember, P-TPCI clinics receive an incentive payment of $1000 each for each bi-directional
agreement they reach.

4. Set a schedule for regular meetings. Build in a time frame for reviewing the referral process you
agreed on. How is it going? What needs to improve?

5. Utilize the PDSA improvement process:

a. PLAN: Identify common goals. Set aims.
b. DO: Implement solutions and improvements.
c. STUDY: Monitor progress. What is working? What isn’t working?
Modify the improvement efforts as needed.
d. ACT: Implement improvements.
6. Repeat, as necessary. (Hint: it will always be necessary!)

7. Continue to meet each other. Forge ongoing and productive relationships. Share resources.
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Department of Health Memorandum of Agreement

Name of organization

Contact person

Phone

Email

Address

Primary Care and Behavioral Health Integration
Memorandum of Agreement

| understand that one of the Aims of the Pediatric Transforming Clinical Practice Initiative (P-TCPI)
is to make access to Behavioral Health available for all children of WA State. | agree to work with
neighboring Primary Care practices in order to reach this.

Working with neighboring Primary Care Practices will include:

» The undersigned Primary Care and Behavioral Health providers agree to meet (phone, in
person, regional group meeting) at least once every 3 months to discuss progress.

* Document an agreed upon process on how both parties are going to work together.

» The undersigned Primary Care and Behavioral Health clinics will work together to close any and
all care and referral gaps.

* In the event that the agreement is no longer feasible for either party, this agreement can be
terminated with 30 days written notice.

Our clinic commits to work with the WA State Department of Health, undersigned Behavioral Health and
Primary Care clinic.

The signature at the end of this letter indicates both parties commitment to work together to incorporate
Behavioral Health and Primary Care.

Behavioral Health Provider Signature:

Primary Care Signature:
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Click HERE to download this form as a Word document.

REFERRING PRIMARY CARE PHYSICIAN: CONTACT INFORMATION

Name of provider making referral:

Address: City:
State: Zip: Office Phone:
Office Fax: Alternative Preferred Phone Number:
PATIENT CONTACT INFORMATION
Patient's Name: Date of Birth:

Parent/Guardian:

Home Address:

Primary Phone:

Primary Language: Interpreter Needed?
CONSENT FOR RELEASE OF INFORMATION FOR CARE COORDINATION

1, (print patient's name if 13 or older OR guardian's name if 12 or younger), give permission for my

child's health provider (print provider's name), to share any and all pertinent information regarding
myself/my child, (print patient's name), with Behavioral Health resources.

Patient Signature (if 13 or older): Date:
Parent/Guardian Signature (if 12 or under): Date:

PROVIDER: REASON FOR REFERRAL

Date of Referral:

Reason for Referral:

Substance Use: Suspected ; Confirmed (by UA or report)
Significant Medical History:

Current Medications:

OUTCOME OF REFERRAL (to be completed by Behavioral Health)

Behavioral Health Agency: Phone:
Address: City:

State: Zip: Office Phone:

Office Fax: Alternative Preferred Phone Number:

Client does not have appropriate insurance

Client lives outside service area

No response to phone outreach

Information provided - client declinied services
Information provided - Intake scheduled by not kept
Intake Completed

Date of Intake/Assessment:

Outcome of assessment:
Client does not meet Access to Care Criteria;D Client meets Access to Care
Assigned BH Clinician:

Qualifying Diagnosis:

Date and time of next appt:
Other:

5/23/2017


https://drive.google.com/open?id=0B6g2xRhREQxZWEM3YU9QMWFVRGM
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Behavioral Health Resources Primary Care Provider (PCP) Referral Form

CLIENT CONTACT INFORMATION

Client’s Name: Date of Birth: / /
Parent/Guardian: Relationship to the Client:

Home Address: County:

Primary Phone: Other Phone:

Primary Language: Interpreter Needed: O Yes O No

CONSENT FOR RELEASE OF INFORMATION

Consent for release of medical information (HIPAA)*
l, (print client's name if 13 or older OR guardian’s name if 12 or younger), give

permission for my/my child’s health provider (print providers name), to share any
and all pertinent information regarding myself/my child, (print client's name), with
Behavioral Health Resources.

Client Signature (if 13 or older): Date: / /
Parent/Guardian Signature (if 12 or under): Date: / /

PROVIDER: REASON FOR REFERRAL

Date of Referral:

Reason for Referral:

U Therapy/Counseling  [1Medication Management (ongoing) at BHR  [1Diagnostic Clarification
[IMedication Consultation/Recommendations (may require one or more visits)
[JOther:

Signs/Symptoms:

ClAnxiety [Depression  [1Suicidal Ideation  [1Self-Harming Behaviors  [JAnergia [1Mood Instability =~ [1Anger/Irritability
[JAggression  Climpulsivity ~ [1Behavioral Problems [IMania  [JPsychosis [1Thought Disorder  []Cognitive Problems
[ISleep Problems  [10ther:

Clinical Question/Concern:

Substance Use:

CIN/A  [Alcohol  [IMarijuana [1Opiates [Hallucinogens [JAmphetamines [1Cocaine [JBenzodiazepines
[IPrescription Drugs  [INicotine  [ICaffeine  [1Other:

Criminal Justice System Involvement: [INo  [IYes:

Significant Medical History and Diagnoses:

Currently taking psychotropic medications: [INo [ Yes

REFERRING PROVIDER: CONTACT INFORMATION

Name of provider making referral:
Address:

City: State: Zip: Office Phone: Office Fax:
Alternative Preferred Phone Number:

Please fax referral form to BHR at (360)292-4249 (Children) or (360)438-2926 (Adults) along with:
[JRelevant Clinical Notes [ICurrent Medication List [JLast Laboratory and/or Other Pertinent Tests
10




Behavioral Health Resources Primary Care Provider (PCP) Feedback Form

REFERRING PROVIDER: CONTACT INFORMATION

Name of provider making referral:

Address:
City: State: Zip: Office Phone: Office Fax:
CLIENT

Client's Name: Date of Birth: / /
Parent/Guardian: Relationship to the Client:
Home Address: County:
Primary Phone: Other Phone:

OUTCOME OF REFERRAL

[IClient does not have appropriate funding - No outreach made
LIClient lives outside the Thurston-Mason BHO - Referred to service provider in client's BHO
[INo response to phone outreach
CInformation provided - Client declined services
ClInformation provided - Client will walk in for assessment
CIntake completed
Date of Assessment;
Outcome of Assessment: [IClient does not meet Access to Care Criteria  [1Client meets Access to Care Criteria
Assigned Clinician:
Qualifying Diagnosis:
Date and Time of First Scheduled Appointment:

[ Other:

MEDICATION MANAGEMENT FOLLOW UP

LIA referral for Medication Management through BHR was made at the time of the Intake Assessment.
Assigned Provider:
Date and Time of First Scheduled Appointment:

[J A referral for Medication Management through BHR was not made at the time of the Intake Assessment. The client’s assigned clinician
will continue to evaluate, in coordination with his or her supervisor and BHR’s medical team, whether sufficient symptom abatement can
be achieved with counseling interventions, whether referral back to a Primary Care Provider is warranted, or whether a referral for
Medication Management through BHR is appropriate.

[ Other:

If you have additional questions or concerns, please contact the
Clinical Manager of Adult Services or Child, Youth, and Family Services at
(360) 704-7170
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In 2004, the American Academy of Pediatrics (AAP) Board of Directors
appointed the Task Force on Mental Health and charged it to assist
pediatricians and other primary care clinicians* in enhancing the men-
talt health care they provide. The task force determined that 3 goals
were important to accomplishing its purpose:

Goal 1: Facilitate system changes

Goal 2: Build skills

Goal 3: Incrementally change practice

The task force recommended addressing the goals sequentially; that
is, before implementing the clinical process proposed in this report,
clinicians need to (1) accomplish system changes such as payment for
mental health services provided by primary care clinicians'? and de-
velopment of clinical relationships with mental health specialists,’ (2)
achieve mental health competencies,* and (3) enhance their office sys-
tems by applying chronic care methods to the care of children with
mental health problems.® Strategies the task force used to address
these goals are summarized in the introduction to this supplement.t

In this report, the task force proposes a clinical process for delivering
mental health services in pediatric primary care settings. The report
summarizes key features of this clinical process, then provides algo-
rithms developed in collaboration with informaticians from the AAP
Council on Clinical Information Technology; these algorithms are
intended to ensure clarity of the proposed process and facilitate its
translationto electronic systems. Appendix S5 lists procedural codes
that can be used in billing for each step of the process. An accompa-
nying toolkit to assist with implementation is scheduled for distribu-
tion in spring 2010.

The concepts and process proposed in this report were devel-
oped by consensus of 4 groups, the members of which are listed in

*Throughout this document, the term “primary care clinicians” is intended to encompass
pediatricians, family physicians, nurse practitioners, and physician assistants who provide
primary care to infants, children, and adolescents.

FThroughout this statement, the term “mental” is intended to encompass “behavioral,” “neu-
rodevelopmental,” “psychiatric,” “psychological,” “social-emotional,” and “substance abuse,”
as well as adjustment to stressors such as child abuse and neglect, foster care, separation
or divorce of parents, domestic violence, parental or family mental health issues, natural
disasters, school crises, military deployment of children’s loved ones, and the grief and loss
accompanying any of these issues or the iliness or death of family members. It also encom-
passes somatic manifestations of mental health issues, such as fatigue, headaches, eating
disorders, and functional gastrointestinal symptoms. This is not to suggest that the full range
or severity of all mental health problems is primarily managed by pediatric primary care
clinicians but, rather, that children and adolescents may suffer from the full range and
severity of mental health conditions and psychosocial stressors. As such, children with
mental health needs, just as children with special physical and developmental needs, are
children for whom pediatricians, family physicians, nurse practitioners, and physician assis-
tants provide a medical home.

R
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Appendix S6. These members recog-
nized that the “primary care advan-
tage”” is the opportunity for longitu-
dinal relationships with children and
families—relationships that engender
the trust to raise difficult issues and
provide clinicians the insight neces-
sary to note changes or concerns of
their own. The psychiatry literature
validates that a trusting therapeutic
alliance predicts a person’s engage-
ment in care for mental iliness and a
favorable outcome of that care over
and above any specific treatment in-
cluding medications.®

KEY FEATURES OF THE RECOMMENDED
PROCESS FOR ADDRESSING
CHILDREN'S MENTAL HEALTH NEEDS
IN PRIMARY CARE SETTINGS

The task force members determined
that the primary care process for men-
tal health care should:

@ Build on the unique skills of primary
care clinicians and the unique oppor-
tunities of the primary care setting.
These opportunities include promo-
tion of social-emotional health and
resilience in children and families;
recognition of adverse childhood ex-
periences and environmental stres-
sors associated with emotional and
behavioral problems in children and
adolescents; intervention to prevent
mental health problems and/or to
address emerging mental health
problems; and care of children with
mental health disorders in a non-
stigmatizing and supportive medical
home, coordinated with mental
health specialty services, school, child
care, and social services. Among the
most important of the primary care
opportunities is the primary care cli-
nician’s capacity to have a positive
impact on a child’s mental health
problems without knowing precisely
the child’s diagnosis: evidence-based
“generic” or “common-factors” inter-
ventions (see Table 1).

s110 AAP TASK FORCE ON MENTAL HEALTH

TABLE 1 Generic or Common-Factors Interventions: HELP

Primary care clinicians are accustomed to a certain level of diagnostic uncertainty. Children who present
with fever are typically triaged on the basis of the child’s clinical appearance: the very toxic-appearing
child may require further diagnostic assessment and admission to the hospital for observation and
presumptive treatment; the child with clinical findings that suggest a specific diagnosis may be treated
as an outpatient and return for further attention if recovery does not progress as expected; the child
with mild symptoms may simply require parental reassurance, symptomatic care, and monitoring.
Clearly, in many instances the clinician can relieve parental distress and decrease the child’s
discomfort without knowing exactly what is causing the child’s symptoms.

Similarly, in the absence of an emergent need, clinicians presented with a child’s mental health problem
can often take steps to address parents’ distress and children’s symptoms without knowing the
specific diagnosis. They may offer parenting strategies to cope with common behavioral problems.
They may offer advice about lifestyle issues that affect mental health, such as sleep, exercise, sunlight,
diet, and 1-on-1 time for the parent and child. They can use effective family-centered techniques known
as common factors, so called because they are common factors in a number of evidence-based
interventions.®'2 These factors can be represented by the mnemonic HELP:

Hope: increase the family’s hopefulness by describing your realistic expectations for
improvement and reinforcing the strengths and assets you see in the child and

Language: use the child or family’s own language to reflect your understanding of
the problem as they see it and to give the child and family an opportunity to

Loyalty: communicate loyalty to the family by expressing your support and your

H
family.
E Empathy: communicate empathy by listening attentively.
L2
correct any misperceptions.
commitment to help.
P3

Permission: ask the family’s permission for you to ask more in-depth questions or
make suggestions for further evaluation or management.

Partnership: partner with the child and family to identify any barriers or resistance
to addressing the problem, find strategies for bypassing or overcoming barriers,

and find agreement on achievable steps that are aligned with the family’s

motivation.

Plan: establish a plan (or incremental first step) through which the child and family
will take some action(s), work toward greater readiness to take action, or
monitor the problem and then follow-up with you, based on the child and family’s
preferences and sense of urgency. (The plan might include, eg, gathering
information from other sources such as the child’s school, making lifestyle
changes, applying parenting strategies or self-management techniques,
reviewing educational resources about the problem or condition, initiating
specific treatment, seeking referral for further assessment or treatment, and/or
returning for further family discussion.)

Considerable evidence suggests that medical generalists can readily learn and retain these

techniques.'>'*

Note that the use of multiple, brief visits (in contrast with the 45- to 60-minute visits common in mental health specialty practice)
will often be necessary to address a child’s mental health concerns in a busy primary care practice. Experienced primary care
clinicians can readily acquire skills in bringing a visit to an efficient close and increasing the likelihood that youth and families will
continue in care.’ Results of studies in adult primary care have suggested that applying common-factors skills such as those
represented by the HELP mnemonic can improve patient outcomes without increasing the length of visits.’®

e Fit the rapid pace of primary care
practice and not place additional bur-
dens on clinicians already stressed
by a full agenda and productivity
requirements.

® Normalize conversations about men-
tal health and substance use to com-
municate the importance of chil-
dren’s mental health, signal the
clinician’s openness to mental health
concerns, and destigmatize mental
health/substance use topics.

e Reflect confidence in the child’s and

family’s capacity to be or to become
mentally healthy or to maximize func-
tion in the face of mental illness.
Rather than the traditional medical
model, which focuses solely on prob-
lems and risks, a process for effective
mental health care builds on child and
family strengths and protective fac-
tors. (For more information, see Table
2 and Fig 1 in the accompanying task
force report, “Enhancing Pediatric
Mental Health Care: Strategies for
Preparing a Community.”s)
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TABLE 2 Protective (Resilience) Factors in
Children and Youth

Demonstrates physical, cognitive, emotional,
social, and moral competencies

Engages in behaviors that promote wellness and
contribute to a healthy lifestyle

Forms caring, supportive relationships with
family, other adults, and peers

Engages in a positive way with the life of the
community

Displays a sense of self-confidence, hopefulness,
and well-being

Demonstrates resiliency when confronted with
life stressors

Demonstrates increasingly responsible and
independent decision-making

Adapted from Hagan JF, Shaw JS, Duncan PM, eds. Bright

Futures: Guidelines for Health Supervision of Infants, Chil-

dren, and Adolescents. 3rd ed. EIk Grove Village, IL: Amer-

ican Academy of Pediatrics; 2008:521.

® Incorporate tools for assessing
the functioning of the child and
family—routinely during health su-
pervision visits, when faced with
social-emotional challenges or symp-
toms, and periodically to monitor
progress in mental health care.

Take into consideration the many fac-
tors that may impede families from
seeking or using mental health ser-
vices for their children (eg, stigma,
family conflict or dysfunction, cultural
differences in conceptualizing mental
health problems, a sense of hopeless-
ness about recovery, inadequate fi-
nancial resources or insurance cov-
erage, or inaccessibility of specialty
mental health services).

e Provide for effective partnership of

primary care clinicians, families, men-
tal health professionals, developmental-
behavioral and adolescent special-
ists, educators, and agency personnel
in both the assessment and care pro-
cesses (see the accompanying task
force reports “Enhancing Pediatric
Mental Health Care: Strategies for
Preparing a Community”® and “En-
hancing Pediatric Mental Health Care:
Strategies for Preparing a Primary
Care Practice™). It is critically impor-
tant that relationships and proce-
dures, worked out in advance, include
protocols for sharing information
among health professionals, schools,
and agencies and for managing psy-
chiatric and social emergencies iden-
tified by the primary care clinician.

Reflect the many factors that contrib-
ute to decision-making about mental
health care, including urgency of the
needs, comfort of the primary care
clinician, family preferences, and ac-
cess to resources.

Be consistent with evidence-based
best practices, to the extent the evi-
dence exists.

Reflect the prevalence of substance
use among children and adoles-
cence, not just of illegal substances
but prescription drugs that are
readily accessible in many house-

holds (see Table 3). Not only do sub-
stances have a direct effect on the
developing brains of young people
and on their behavior, but their
use also has an indirect effect
through association with violence,
car crashes, sexual activity, inter-
personal conflict, and academic
failure.

Recognize the chronicity of many
mental health problems in childhood
and adolescence and incorporate
evidence-based principles of chronic
care management, such as those ap-
plied to asthma and diabetes,'” with-

out losing sight of each child’s poten-
tial for recovery (see “Strategies for
Preparing a Primary Care Practice™).

® Ensure appropriate payment of pri-
mary care clinicians.

For definitions, see the introduction to
this supplement.®

ALGORITHMS THAT DESCRIBE THE
PROCESS

The following algorithms represent an
idealized process for the mental health
care of children in primary care set-
tings. The figures in the algorithm do
not represent a particular time frame:
several steps in the process may take
place at 1 contact, and 1 step in the
process may require several contacts.
For points at which data from outside
sources are needed or referrals are

TABLE 3 Trends in Monthly and Annual Prevalence of Use of Various Drugs in Grades 8, 10, and 12'¢
8th-Graders, % 10th-Graders, %

12th-Graders, %

Previous Year Previous 30 d Previous Year Previous 30 d Previous Year Previous 30 d

Alcohol: 30.3 Alcohol: 14.9 Alcohol: 52.8 Alcohol: 30.4 Alcohol: 66.2 Alcohol: 43.5
Drunk: 12.2 Drunk: 5.4 Drunk: 31.2 Drunk: 15.5 Drunk: 47.0 Drunk: 27.4
Marijuana: 11.8 Marijuana: 6.5 Marijuana: 26.7 Marijuana: 15.9 Marijuana: 32.8 Marijuana: 20.6
Inhalants: 8.1 Inhalants: 3.8 Vicodin: 8.12 Amphetamines: 3.32 Vicodin: 9.72 Narcotics other than heroin: 4.12
Amphetamines: 412 Amphetamines: 1.92 Amphetamines: 7.12  Inhalants: 2.2 Amphetamines: 6.62 Amphetamines: 3.02
0TC cough/cold Inhalants: 6.1 Tranquilizers: 2.02 Tranquilizers: 6.32; Barbiturates: 2.52

medications: 3.8 barbiturates: 5.22
Tranquilizers: 2.62 0TC cough/cold 0TC cough/cold Tranquilizers: 2.72

meds: 6.0 medications: 5.9

Cigarettes: 6.5; smokeless
tobacco: 3.7

Cigarettes: 13.1; smokeless
tobacco: 6.5

Cigarettes: 20.1; smokeless
tobacco: 8.4

0TC indicates over-the-counter.
a Prescription medication.
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FIGURE 1

Algorithm A: promoting social-emotional health, identifying mental health and substance use concerns, engaging the family, and providing El in primary

care.

made, the process will necessarily ex-
tend to a return visit. A number of activi-
ties may occur before or after an en-
counter, such as preencounter parent/
youth reports with validated tools. The
task force invites clinicians to develop
their own pace, informed by available re-
sources, practice capacity, patient pref-
erences, and circumstances.

Algorithm A (Fig 1) provides a frame-
work for promoting social-emotional
health and identifying and responding
to new mental health concerns,
whether raised by parents in schedul-
ing the visit or suggested by the data-
collection and assessment activities
described. The ongoing care of chil-
dren with identified mental health con-
cerns is addressed in Algorithm B.

The task force suggests that primary
care clinicians consider a sequence of

$112 AAP TASK FORCE ON MENTAL HEALTH

implementation that begins with Algo-
rithm B, ensuring sound procedures
for managing children with identified
conditions before attempting to iden-
tify additional children with occult
mental health needs. (See “Strategies
for Preparing a Primary Care Prac-
tice”™ for rationale and further
discussion.)

Algorithm A: Promoting Social-
Emotional Health, Identifying
Mental Health and Substance Use
CGoncerns, Engaging the Family,
and Providing Early Intervention in
Primary Care

Ala: Visit (Prenatal, Nursery, or
Primary Care) Scheduled

Scheduling of any visit at any age can
trigger data-gathering in advance of
the visit, as described in step A2a.

A2a: Collect and Review Previsit Data

To create efficiency during scheduled
visits, clinicians can adopt the use of a
previsit questionnaire, either paper or
electronic, filled out at the patient’s
home or in the waiting room. This
questionnaire can incorporate vali-
dated instruments to screen for men-
tal health problems and assess psy-
chosocial functioning; these tools can
be scored or interpreted before the
visit. Such an approach enables the cli-
nician to focus on building rapport and
exploring findings rather than on rote
data-gathering, while still being sys-
tematic in obtaining information. Such
an approach is particularly important
ifavisitis scheduled for 1 of the follow-
ing reasons:

e the parent or child has a mental
health concern;
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e the clinician has previously identi-
fied a mental health concern (eg, at
an acute care or emergency depart-
ment visit) and asked the child to
return for further assessment;

e the child is in foster care or the ju-
venile justice system or, for any rea-
son, is at increased risk for psycho-
social problems (eg, homelessness,
school dropout, death of a loved
one, exposure to violence or other
adverse childhood experience, pa-
rental mental iliness);

e the child’s child care provider or
teacher has expressed concern
about the child’s development or be-
havior (or the child has been sus-
pended or expelled); or

e the child has a chronic medical
condition or disability that places
him or her at greater risk than
other children for mental health
problems.f

A structured process, developed by the
practice in advance (see “Strategies
for Preparing a Primary Care Prac-
tice™), should ensure that the follow-
ing content is covered:

e the family’s priorities for the visit;

e family/social history (including
stresses, support system, environ-
mental risk assessment, trauma,
separation, and loss);

e identification of the child’s and fam-
ily’s strengths;

e functional assessment of the child
and family by using validated
instruments (see discussion in
Supplemental Appendix S12);

® temperament' and risk behaviors;

® school or child care reports, par-
ticularly if school or child care
personnel have expressed con-
cerns; and

FUnidentified mental health problems in children
and youth with special health care needs may con-
tribute to poor control of medical conditions, som-
atization, and overutilization of medical services by
both the child and parents.'®

® appropriate validated screening
tool(s) for age (see discussion in
Supplemental Appendix S12).

Electronic questionnaires provide an
opportunity for the use of “item re-
sponses.” For example, the computer
asks the respondent 2 or 3 basic
questions. If the answer is no to
those questions, the respondent
moves on; if the answer is yes, the
computer asks more questions. If
previsit data collection is not feasi-
ble, the clinician will need to incorpo-
rate data collection into the clinical
encounter. In this case, exploration
of positive findings may require a
follow-up encounter.

A3a: Provide Initial Clinical
Assessment; Observe Child-Parent
Interactions

During the face-to-face encounter, the
primary care clinician can complete
the following steps:

e |dentify, elicit, or review the child’s
and family’s priorities for the visit.

® Review previsit questionnaire, other
data collected, progress on any pre-
vious concerns, and adjustment and
progress in child care, preschool,
or school.

® Broaden the agenda by indicating
openness to mental health issues.
For example, elicit further informa-
tion about any current concerns,
the child’s or family’s past or cur-
rent sources of care for the con-
cerns, and progress on previous
concerns; if screening tools have
been completed, use any positive re-
sponses as a springboard to further
discussion and clarification. Ask
broad, open-ended questions such
as, “What has been the hardest part
about taking care of Jonah?” fol-
lowed by, “What has been the best
part?” Such questions convey the
clinician’s interest in family func-
tioning and invite vexing questions
that may have been posed to rela-
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tives and friends but may have not
been felt appropriate for this medi-
cal setting. Whatever methods are
used to gather information, include
inquiry about parental well-being
(looking particularly for problems
with parental mood, affect, or attach-
ment to the child), the child’s develop-
mentally specific symptoms of emo-
tional disturbance (see Table 1 in
Supplemental Appendix S13), and the
child’'s and family's strengths (see
step Ada).

® (bserve parent-child interaction. 202!
® |nteract with the child.

® Complete interview and physical
examination (including vision and
hearing screening, because a sen-
sory deficit may cause academic or
behavioral difficulties).

e |dentify the child’s and family’s
strengths.

Primary care clinicians can gain addi-
tional insights from examining their
own reaction to the parent and child
and considering the family’s cultural
context.22%

Additional physical assessment may
be indicated in response to mental
health concerns. Developmental disor-
ders, epilepsy, sleep disorders, and en-
docrine disturbances are among con-
ditions that may first manifest with
behavioral or emotional symptoms.
The extent of the physical examination
and related testing depends on the
type and severity of concerns raised.
Repeated somatic complaints or exac-
erbation of a chronic medical condi-
tion may be the initial presentation of
an emotional difficulty, so these symp-
toms may prompt further mental
health assessment. Interpretation of
findings may vary according to age.
For example, physical symptoms, such
as growth failure, might signal mental
or emotional concerns in infants and
young children. During middle child-
hood, academic difficulties can signal
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mental health concerns or learning
disabilities. In adolescents, school
dropout or risky behaviors such as
sexual activity or substance use may
be associated with mental health prob-
lems. See Table 2 in Supplemental
Appendix S13 for additional informa-
tion.

At this point in the algorithm, the clini-
cian need not feel pressed to make a
diagnosis but simply to determine if
there may be a mental health concern
in the child or family.

The increasing independence of ado-
lescents, and the likelihood that par-
ents and guardians may not be fully
aware of their adolescents’ activities
or feelings, reinforce the need for
private, confidential discussions be-
tween clinicians and their adoles-
cent patients. These discussions
should augment, not replace, discus-
sions with parents. Youth and par-
ents differintheir abilityto report on
various mental health conditions: a
parent may have a more accurate
picture of the effects of externalizing
symptoms (eg, hyperactivity, inatten-
tion, oppositionality), whereas youth
may be better able to articulate the
toll of internalizing symptoms or
conditions (eg, anxiety or depres-
sion); or the youth and parents may
disagree about the nature or impor-
tance of symptoms. As part of these
discussions, clinicians are obliged to
address confidentiality and its limits
with both adolescents and their
parents.242

Ada: Acknowledge and Reinforce
Strengths

Effective mental health care requires
that clinicians move from a medical
model focused on problems to a more
comprehensive view of the child’s
and family’s capacities. There are
8 empirically determined inde-
pendent “intelligences”: linguistic,
logical-mathematical, spatial, bodily
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kinesthetic, musical, interpersonal,
intrapersonal, and naturalistic.2® Ac-
knowledging strengths (=1 of these
intelligences; talents; qualities such
as resilience, generosity, courage,
tenacity, goal-orientation, focus; so-
cial supports such as strong family
bonds, extended family support, or
good peer relations; healthy behav-
iors such as regular exercise/sleep
routines, participation in extracur-
ricular or spiritual/religious activi-
ties; or attitudes such as hope, opti-
mism, and motivation to seek help)
can build rapport, provide ground-
work for an intervention plan, and
facilitate accomplishment of subse-
quent steps.?” Diagnosing strengths
may also stimulate the family to pro-
vide further opportunities for the
child’s development of competence,
serving as a buffer for the challenges
and peer pressures of adolescence
and offering alternatives to risky
activities.?”

Aba: Concerns (Symptoms, Functional
Impairment, Risk Behaviors,
Perceived Problems)?

No, There Are No Concerns

If the child and family show no
signs of functional impairment or
distress and no risk behaviors are
identified and no mental health con-
cerns are raised by the family, de-
rived from screening or perceived by
the clinician, the clinician can move
to step Aba.

Yes, There Are Concerns

Any positive findings (functional im-
pairment; symptoms concerningtothe
child, family, or clinician; family dis-
tress; family member with mental ill-
ness; exposure to trauma; environ-
mental risks such as a weapon in the
home of a child with suicidal or homi-
cidal thoughts; risky behaviors; or per-
ceived problems) necessitate further
attention by the clinician, beginning
with step A8a below.

A6a: Provide Anticipatory Guidance
for Age per Bright Futures, Connected
Kids, or KySS

Strategies to promote mental health
and provide anticipatory guidance ap-
propriate to the child’s age are pro-
vided in Bright Futures®® Gonnected
Kids,?® and KySS (Keep Your Children/
Yourself Safe and Secure).®® See also
“Strategies for Preparing a Primary
Care Practice”™ and Appendix S2 and
Appendix S7 for parenting resources
and evidence-based programs for pro-
moting mental health and enhancing
school success.

A7a: Return to Routine Health
Supervision

Clinicians can broaden the agenda to
other issues and return to step Ala at
the next scheduled contact.

Alb: Acute Care Visit

Because families sometimes miss rou-
tine health supervision visits, clini-
cians who are interested in eliciting
mental health concerns will increase
their effectiveness if they use the op-
portunity of acute care visits to elicit
mental health concerns.

A2b: Incorporate Brief Mental Health
Update

The task force has drawn from the ex-
pertise of its professional members,
opinions of its youth and family mem-
bers, and informal trials in primary
care practices to develop the recom-
mendation that clinicians use acute
care visits as an opportunity to per-
form a brief mental health update (see
“Strategies for Preparing a Primary
Care Practice™). There is a compelling
need for further research to document
costs and benefits of this approach
andto establish best practice. The task
force recognizes that incorporating a
mental health update during acute
care visits may be daunting in some
practice environments.  Clinicians
might consider implementing acute
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care mental health activities incre-
mentally, beginning perhaps with chil-
dren who have missed routine health
supervision visits or those in certain
high-risk groups, such as children in
foster care. Alternatively, clinicians
can use the context of the acute care
visit (eg, an injury) to lead naturally
into mental health topics (eg, “Had
you or your friends been drinking
when this happened?” or “Has this
person [the perpetrator of the injury]
ever threatened you or injured you
before?”).

Because of the association between
sleep difficulties and mental health
conditions, questions regarding sleep
are helpful throughout childhood. The
wording of such questions is impor-
tantto adolescents, who may have con-
flict with their parents around sleep
issues. The task force recommends
that clinicians avoid questions that re-
quire only yes or no answers and
phrasing such as, “Are you getting
enough sleep?” Instead, clinicians
might ask, for example, “How hard is
it for you to fall asleep when you
want to?”

Responses to these questions provide
information that can alert clinicians to
the need for more extensive assess-
ment. In the absence of any concern,
3 1o 5 general questions can be com-
pleted in as many minutes. Appendix
S8 provides examples. If a concern is
identified, the clinician can express
interest, triage for emergencies as in
step 8a, and plan with the family to
address the concern at a scheduled
follow-up visit (step 1a). (The HELP
mnemonic, shown in Table 1, provides
guidance for engaging the family and
closing the visit supportively.)

During adolescence, it is important
that the clinician address questions to
the patient in a private setting and ex-
plain the conditional confidentiality of
the conversation. The clinician can
question younger children privately,

depending on practice protocols and
the comfort of the patient and parent.
In all instances, the clinician should
also direct questions to the parents.
Discrepancies in responses between
the parent and child may signal differ-
ent levels of awareness, varying per-
ceptions of the importance of an issue,
or family conflict that should be ex-
plored further.

Adolescents caution that questions on
substance abuse and other sensitive
topics may seem intrusive and be un-
likelytoyield a candid response during
a brief mental health update. A fram-
ing statement such as, “Many young
people I'm seeing feel lots of stress
this time of year” or “...lots of pres-
sure to use drugs,” or a circular ques-
tion such as “Do any of your friends
smoke, drink, or use other drugs?”
may be better received than direct
questions about the adolescent’s be-
haviors. If the clinician has cause for
concern, such as deteriorating school
performance or injuries, or ifthis is an
issue that he or she is already follow-
ing, more specificity is warranted. The
Adolescent Health Working Group’s Be-
havioral Health: An Adolescent Pro-
vider Toolkit®" provides tools to aid in
conversing with adolescents. The num-
ber 1 reason that teenagers do not dis-
close sensitive information is that cli-
nicians do not assure them of
confidentiality.3?

A3b: Concerns?

These might be the child’s, the family’s,
or the clinician’s concerns.

No, There Are No Concerns
Proceed to step A7b.

Yes, There Are Concerns

If mental health or substance abuse
concerns are raised by parents, chil-
dren, youth, or the clinician as a result
of the brief mental health update, the
process moves onto triaging for emer-
gencies: step A4b/A8a.
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A7b: Return to Acute Care Visit

If no concerns are raised, clinicians
can acknowledge the child’s and fami-
ly’s strengths and return to the acute
care visit.

A4b/A8a: Emergency?

The presence of a mental health,
substance use, or social-emotional
concern triggers the triage process.
Psychiatric and social emergencies in-
clude sexual or physical abuse, suicid-
ality, threat of violence to or by the
child, psychosis, addiction to or with-
drawal from substances, acute intoxi-
cation, and family dysfunction or so-
cial circumstances that threaten the
safety of the child (eg, domestic vio-
lence). Inadequate family resources
(eg, homelessness or hunger) may
also pose urgent health and safety risks.
Supplemental Appendix S14 provides a
tool for assisting in identifying suicide
risk.

Primary care clinicians must have a
system in place to ensure immediate
evaluation of children with suicidal
thoughts (see “Strategies for Prepar-
ing a Primary Care Practice™) or them-
selves ask key questions regarding
suicidal thoughts, presence of a plan,
access to lethal weapons such as fire-
arms, and support systems. On the ba-
sis of responses, the clinician can as-
sess the level of risk and determine if
immediate intervention is indicated.

No, Findings Do Not Suggest an
Emergency
Go to box A6b.

Yes, Findings Suggest an Emergency
Go to ASb/A9a.

A6b: Return to Acute Care Visit; Plan
to Enter Algorithm at Step Ala

If there are no findings that suggest a
psychiatric or social emergency, apply
the generic skills represented by the
HELP mnemonic (Table 1). The plan
may involve an incremental first step
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toward addressing a barrier or re-
turning to the algorithm at step Ala.

Abb/A9a: Facilitate Referral for
Specialty Services or Emergency
Facility; Reenter Algorithm at
Appropriate Point (or Ala)

The presence of certain psychiatric or
social emergencies (eg, suspicion of
abuse or neglect, risk of homicide)
may require immediate action man-
dated by state law (eg, reporting to so-
cial services or legal authorities) and
steps to protect the safety of anyone
threatened by the emergency, as well
as referral for psychiatric care. Ide-
ally, procedures would have been es-
tablished in advance with mental
health specialty and social service pro-
viders inthe community or region (see
“Strategies for Preparing a Communi-
ty”® and “Strategies for Preparing a
Primary Care Practice). The clinician
should provide medical care as indi-
cated, follow procedures for notifica-
tion of authorities, provide reassur-
ance to the child and family about the
clinician’s ongoing interest in the child
and family, and put in place a plan to
follow-up and provide other medical
home services.

The clinician can facilitate sharing of
information with mental health spe-
cialty or social service providers by ob-
taining written permission from the
family for exchange of information. Af-
ter receiving mental health specialty
care and/or social services for the
emergent issue(s), children who are
up-to-date on routine health supervi-
sion ideally reenter the primary care
process at step B1b of Algorithm B;
those who are not up-to-date would
ideally reenter at step A1a of Algorithm
A.In either case, information about the
child’s and/or family’s progress in
mental health specialty treatment
and/or social services is critical to pri-
mary care follow-up.
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A10a: Provide Initial Intervention;
Facilitate Referral of Family Member
for Specialty Services if Indicated

If there are no signs of an emergent
situation, the clinician can provide
initial common-factors interventions
(see Table 1, HELP mnemonic). The plan
of action might require multiple visits
and include any of the following ele-
ments, in accordance with the family’s
wishes:

e (fferto provide advice, if wanted, on
parenting techniques to address
acute problems (eg, toileting, home-
work, sibling conflicts, anger out-
bursts) and general steps the family
can take to enhance the child’'s and
family’s mental health, such as im-
proving sleep hygiene or nutrition,
reducing time spent watching tele-
vision or using electronic media, in-
creasing outdoor time, increasing
physical activity, learning stress
management techniques, or sched-
uling a special time each day for the
parent to give 1-on-1 attention
to each child. Resources include
Bright Futures in Practice—Mental
Health33% the American Academy of
Child and Adolescent Psychiatry
Web site,% the AAP Healthy Children
Web site,’¢ and AAP publications and
brochures.

® |nquire about any traumatic events
or losses in the life of the child and
family that may have triggered the
child’s symptoms or may be contrib-
uting to the child’s or family’s prob-
lems in coping. Examples of such
events orlosses include the death of
a loved one or pet; a move; home-
lessness; conflict, separation, or di-
vorce of parents; military deploy-
ment of the parent(s) or other loved
ones; incarceration of the child or a
loved one; breakup of a relationship;
abuse or bullying by the child or
targeting the child; exposure to

violence (either directly or emotion-
ally, through death or injury of a
loved one); or a natural disaster. It
is necessarytoinquire separately of
youth and parents, because some
events that affect children and ado-
lescents may go unrecognized by
the parent or be confidential from
the parent, and some parents may
be reluctant to discuss some events
orlossesinfront oftheir children. In
the case oftrauma exposure, the cli-
nician should allow the child to
share his or her own narrative of
the experience but not lead the child
and family into reliving the incident,
which may result in further trauma
to those who experienced it. Chil-
dren vary widely in their reactions
to trauma and loss, depending on
their developmental level, tempera-
ment, previous state of mental
health, coping mechanisms, paren-
tal responses, and support system.
It is important for the primary care
clinician to express empathy, to as-
sess the functional impact of the
loss ortrauma on the child and fam-
ily, to offer support, to put in place
a mechanism for monitoring the
child’s and family’s short-term and
long-term progress, and to continue
offering empathy and support with
each contact. Guides are available
to help clinicians in this process.?’ If
the impact is severe and/or persis-
tent, it may be appropriate to offer
counseling through a community
referral.

Offer community resources and ed-
ucational materials that may aid the
child or parents in understanding
the mental health problem(s) being
addressed. These resources can
also include important Web sites
(eg, www.healthychildren.org,s®
www.nami.org,® www.chadd.org,®
www.napnap.org,®  www.ffcmh.org *
www.samhsa.gov,*2 www.aacap.org,
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and  www.compassionatefriends.
org®).

e |f a family member has medical,
mental health, or social needs that
contribute to the child’s problem or
to family stress, explore this per-
son’s readiness to seek and accept
help and initiate referrals as appro-
priate, taking care to avoid “blam-
ing” language.

If screening-tool results and/or other
findings suggest that the child’s prob-
lem falls into certain common symp-
tom “clusters,” there may be strate-
gies that motivated parents can learn
during brief primary care encounters
and/or from well-vetted resources.
The task force developed guidance
related to children from birth to 5
years of age with symptoms of social-
emotional problems and for older
children with the symptom clusters of
inattention and impulsivity, anxiety, de-
pression, disruptive behavior and/or
aggression, substance abuse, and
learning difficulties.

At the close of every visit, ensure that
all steps in the HELP mnemonic (see
Table 1) have been completed. Applica-
tion of this approach has been shown
to be effective in decreasing the par-
ents’ distress and improving chil-
dren’s functioning across a number of
mental health problems.'? Using this
approach in multiple visits may yield
additional benefits. The clinician can
monitor the child’s progress by enlist-
ing the parents to observe for persis-
tence or worsening of symptoms, by
making telephone contact with the
family at appropriate intervals, and/or
by inquiring at the time of return visits.

Alla: Further Diagnostic Assessment
Needed?

No
In the absence of functional im-
pairment or indications of a specific,

treatable condition, further assess-
ment may not be necessary. Examples
include a 10-year-old who is attend-
ing a new school and experiencing
decreased sociability; an adolescent
mother with mild anxiety; sleepless-
ness after a minor motor vehicle
crash; increased parent-child conflict
at atime of family stress; and flare-ups
of chronic but relatively mild problems
related to temperament or delayed so-
cial skills.

Yes

Indications for further diagnostic
assessment include impaired func-
tioning; screening results that suggest
the probability of a disorder; symp-
toms that worsen or persist despite
initial intervention; a parent or child
who manifests distress out of propor-
tion to findings; and clinician concern
or discomfort.

A12a: Collect and Review Data From
Collateral Sources

If findings point to academic or behav-
ioral problems in school or difficulty
with peers, primary care clinicians
need information from the child’s
school and/or child care provider. Of-
fice procedures should ensure that
parents of school-aged children com-
plete a form that authorizes the school
and primary care clinicianto exchange
information. Specifically, the primary
care clinician is looking for details
about the child’s functioning in the
school setting and any discrepancy be-
tween cognitive ability and academic
achievement that would suggest a
learning disability. Developing a com-
munity understanding about the role
of school personnel in collecting data
for primary care clinicians and the
role of primary care clinicians in in-
forming school personnel about stu-
dents’ medical and mental health
needs greatly facilitates interaction
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between the primary care clinician
and school personnel* (see “Strate-
gies for Preparing a Community” and
“Strategies for Preparing a Primary
Care Practice™). The primary care cli-
nician can also request information
about preschool-aged children from
their child care provider(s) .4

If parents are separated, divorced, or
in conflict, it is important to gather in-
formation from the parent who is not
represented at the visit, if that parent
is involved inthe child’s life. If a grand-
parent, foster parent, or other guard-
ian is involved in the care of the child,
information from this individual is also
important. Several validated tools
have parent versions that can be used
for this purpose (see Supplemental
Appendix S12). Use of a tool does not
substitute for including this caregiver
in future discussions involving the
child.

If there has been previous involve-
ment of other agencies or health pro-
fessionals with the child or family,
clinicians need to obtain the youth’s
and family’s (or guardian’s) consent to
request records from these sources.
For children in foster care, it is criti-
cally important to work through case
workers to collect information from
biological and foster parents if adults
who are unfamiliar with the child’s
history accompanied the child to the
visit.

Al3a: Proceed to Algorithm B

Algorithm B (Fig 2) describes the
process of further assessment and
care for children who present with
or manifest mental health concerns
that negatively affect their function-
ing and/or do not respond to initial
intervention.

For some children and families, the
need for additional assessment will
cause increased anxiety, and some
may respond to this anxiety with re-
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FIGURE 2

Algorithm B: assessment and care of children with identified social-emotional, mental health (MH), or substance abuse (SA) concerns, ages 0to 21 years.

sistance. Clinicians can comfort and
reassure the child and family by fully
understanding the family’s opinions,
preferences, cultural perspective on
seeking mental health care, resources
(including health insurance coverage),
and priorities; establishing agreement
on the nature and implications of cur-
rent concerns and the family’s readi-
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ness to seek further consultation or
treatment; emphasizing strengths and
assets; and rolling with resistance to
further assessment (eg, by offering a
follow-up conference to discuss fur-
ther if the family is not ready). If the
assessment process is deferred to a
subsequent visit because of time pres-
sures, the need to collect further infor-

mation, or the family’s lack of readi-
ness, then clinicians may choose to
follow-up with a telephone call. It
is important to use office tracking
mechanisms to ensure follow-up of
children and families who are not
yet ready to take action (see “Strate-
gies for Preparing a Primary Care
Practice™).
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Algorithm B: Assessment and Care
of Children With Identified Social-
Emotional, Mental Health, or
Substance Abuse Concerns, Ages 0
to 21 Years

Bla: Further Assessment Needed for
Mental Health/Substance Abuse
Concern

Enter the algorithm at this point if a
social-emotional or mental health con-
cern or functional impairment has
been previously identified by the pri-
mary care clinician; if symptoms iden-
tified by screening instruments, ques-
tionnaire, interview, or observation
suggest the probability of a disorder
and/or do not respond to the initial in-
tervention; or if the parent or child
manifests distress out of proportion to
findings. In making this decision, con-
sider the persistence and severity of
the problem and the family’s and
child’s readiness to seek help. If the
family or child is not ready to seek
help, apply common-factors tech-
niques (see the HELP mnemonic in Ta-
ble 1) to reach agreement on an incre-
mental step.

B1b: Child Receiving Mental Health/
Substance Abuse Specialty Services

Enter the algorithm at this point if the
child is currently involved in mental
health specialty care. The primary
care clinician can express interest in
collaborating with the mental health
specialist(s) and move on to step B2b/
B4a.Ifthe primary care clinician meets
resistance, he or she can explore its
roots as in Algorithm A, step A10a.

B2a: Who Will Provide Further
Assessment?

At this point the clinician will con-
sider findings from earlier steps in the
process, his or her own competence
to provide further assessment in the
area(s) suggested by earlier findings;

and family preferences and resources,
including health insurance benefits
and any health plan requirements for
accessing mental health services. The
task force offers the following as gen-
eral guidance.

Children Younger Than 5 Years of Age
The task force has developed guid-
ance for primary care clinicians in
assessing and responding to social-
emotional problems in children younger
than 5 years of age and disturbances
in parent-child relationships. This
guidance includes indications for re-
ferral to a developmental-behavioral
pediatrician, mental health specialist
with expertise in early childhood, ther-
apist for the parent or the parent-child
dyad, specific professional (eg, speech
pathologist), developmental evaluation
team, or other community resource.
Every community in the United
States has an agency assigned by the
state to provide Early Intervention (EIl)
services. These include assessment
and care coordination, as mandated
by the Individuals With Disabilities Ed-
ucation Act (IDEA), for children from
birth to 3 years of age with develop-
mental problems; however, general
and subspecialty pediatric assess-
ment are often not included in the El
assessment process. Children 0 to 3
years of age who qualify for services
(occupational, physical, or speech
therapy; education) must receive them
in the least restrictive environment
(usually their home) on the basis of
their documented delay in language,
motor, personal social, and/or adap-
tive domains. Some states extend El
services to 0- to 36-month-old children
who are at risk for developmental
problems, as well as those with diag-
nosed problems. The IDEA specifies
that states receiving certain catego-
ries of federal funding must provide
assessment and an Individual Family
Services Plan to all 0- to 3-year-olds
who are substantiated as abused or
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neglected or who are identified as af-
fected by illegal substance abuse or
withdrawal symptoms that result from
prenatal drug exposure. Developmen-
tal and educational services for chil-
dren aged 3 to 5 years are also man-
dated and regulated by the IDEA. In
most states, the public school system
is responsible for developmental as-
sessment and education of children
with significant delays, whereas in
other states, the El programs continue
to provide assessment and services
for this age group.

Examples of problems that require
further evaluation by 1 of these re-
sources include disordered parent-child
relationship, parental mental illness,
language or communication delay, dis-
ruptive behavior with aggression, abuse
or neglect of the child, and self-injury.
See “Strategies for Preparing a Primary
Care Practice™ and Appendix S2 for
evidence-based interventions for infants
and young children, their parents,
and/or caregivers. High-quality child
care and preschool have a protective
long-lasting benefit, especially for chil-
dren at high developmental and behav-
ioral risk; clinicians may also refer to
these programs. When community re-
sources are insufficient or ineffective,
primary care clinicians can partner with
developmental-behavioral pediatricians,
early childhood educators, parent edu-
cators, and mental health providers to
build or strengthen the critically impor-
tant service system for this population.

Children Aged 5 to 21 Years

Primary care clinicians should con-
sider referring to a mental health spe-
cialist for further evaluation children
aged 5 to 21 years of age with 1 or
more of the following problems:

® suicidal intent;

e severe functional impairment;
® rapid cycling mood,;
[ ]

depressive symptoms in a preado-
lescent;

23



® extreme outbursts/problems with
conduct;

severe eating problems;
psychotic thoughts or behavior;
self-injury;

comorbidity of substance abuse
and mental health problems;

® 3 score of 2 or more on the CRAFFT
(car, relax, alone, forget, friends,
trouble) screening tool*s;

e gattention-deficit/hyperactivity dis-
order (ADHD) with comorbidities;
and

® any other problem that the clinician
does not feel prepared to address.

Primary care clinicians with requi-
site competencies* can effectively as-
sess children 5 to 21 years of age with
mild-to-moderate levels of functional
impairment associated with the fol-
lowing symptom clusters:

® anxiety;

inattention and impulsivity;
disruptive behavior and aggression;
depression;

substance use; and

learning difficulties.

Tools developed by the task force
outline primary care assessment of
children with symptoms in each of
these clusters and suggest specific in-
dications for specialty referral of chil-
dren who experience symptoms in that
cluster.

B3a: Facilitate Referral to
Specialist(s) for Further Assessment

Clinicians in a wide range of disci-
plines can provide diagnostic assis-
tance in these situations, including
developmental-behavioral pediatri-
cians, neurodevelopmental pediatri-
cians, adolescent medicine specialists,
pediatric neurologists, psychiatrists, El
specialists, clinical psychologists,
school psychologists, clinical social
workers, advanced practice nurses
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with specialized psychiatric training,
and substance abuse specialists.
These professionals may practice in
public mental health or developmental
clinics, in schools, in private practice,
or in university settings.

If a mental health referral will require
authorization by the family’s health in-
surance plan; entry into a carved-out,
or parallel, private behavioral health
insurance plan; or entry into the public
mental health system, the family will
likely need guidance and time to re-
search the options. If so, the clinician
can bring the visit to a close (again
following the HELP mnemonic [Table
11) and schedule a return visit or an
appointment with a staff member to
facilitate this process.

The decision to involve a specialist in
diagnostic assessment means that the
primary care clinician’s role will in-
clude communicating with the special-
ist. As with any other specialty refer-
ral, the process is enhanced by
conveying to the specialist the nature
of the concern and the primary care
clinician’s specific questions, results
of previous assessment and interven-
tion efforts, and openness to discus-
sion with the professional. Although
the Health Insurance Portability and
Accountability Act (HIPAA) allows ex-
change of information among profes-
sionals who are involved in the care of
a mutual patient, many mental health
professionals are reluctant to share
information without express consent
of the child and family. By obtaining
written consent and sending it to the
mental health professional, the pri-
mary care clinician can convey inter-
est and facilitate communication.

Established relationships with special-
ists greatly facilitate the primary care
clinician’s role in making an effective
referral. The Strategies for System
Change in Children’s Mental Health: A
Chapter Action Kit' and the AAP Task
Force on Mental Health reports “Strat-

egies for Preparing a Community”® and
“Strategies for Preparing a Primary
Care Practice” have a number of sug-
gestions for building these relation-
ships at the practice, community, re-
gional, and state levels. Integration of a
mental health professional within the
primary care practice is a model that
has particular promise. Primary care
clinicians will likely experience growth
in their own comfort and competence
as a result of interaction with mental
health professionals.

It is critical that the practice track
children referred for specialty care.
If the family is unsuccessful in ac-
quiring a timely assessment for the
child, the primary care clinician can
offer generic intervention efforts (as
described in Algorithm A), further
primary care assessment and man-
agement strategies, or periodic tele-
phone contacts to monitor for wors-
ening or emergent problems. It may
be necessary in some instances to
use emergency procedures to obtain
needed services.

B2b/B4a: Collect Reports and
Recommendations

After requesting the (youth’s and) fam-
ily’s permission to gather information
from other professionals and agencies
involved with the child, the primary
care clinician can send requests.

Bba: Provide Mental Health
Assessment

The primary care clinician and family
may decide to proceed with assess-
ment by the primary care clinician if
the child or adolescent does not show
signs of severe impairment and if the
clinician feels comfortable with fur-
ther steps in the assessment process,
given the presenting symptoms. Using
existing guidelines (eg, ADHD guide-
lines from the AAP 4 Guidelines for
Adolescent Depression in Primary
Care [GLAD-PC]**%0 and “Treatment
Recommendations for the Use of Anti-
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psychotics for Aggressive Youth
[TRAAY]”5152); practice parameters®3%4;
and expert opinion of task force mem-
bers, the task force developed guid-
ance to assist clinicians in further as-
sessment of children with positive
screening results or clinical findings
that fall into the following clusters of
symptoms:

® social-emotional problems in chil-

dren from birth to 5 years of age

anxiety;

depression;

inattention, impulsivity;
disruptive behavior, aggression;
substance use; and

learning difficulties.

B6: Interpret Findings to Family (and
Youth as Appropriate); Convey
Hopefulness About Treatment and
Recovery

This is a critical point in the process.
As the provider of medical home ser-
vices, the primary care clinician has a
role in interpreting diagnostic findings
to the family, educating the family
about the child’s condition, reinforcing
child and family strengths, and creat-
ing a sense of hopefulness about treat-
ment and recovery. This conversation
is critical regardless of whether or not
the family will seek specialty care and
may, in fact, contribute to the family’s
readiness to seek that care. To facili-
tate this conversation and to offer
some strategies for initiating care im-
mediately, the task force has drawn
from the common elements of effec-
tive psychosocial interventions to pro-
vide guidance in the primary care
management of common symptom
clusters (listed above).

The suggestions outlined in the cluster
guidance do not replace specialty care
but can offer the family some relief
while awaiting specialty care or while
achieving greater readiness to seek
care. In some situations, particularly

those that involve emerging conditions
or conditions associated with mild
functional impairment, these interven-
tions may themselves constitute effec-
tive treatment.

If a specialist has been involved in the
diagnostic process, the clinician may
choose to invite this individual to the
conference, depending on family pref-
erences and logistic considerations.
Some children with severe emotional
disturbance may have a mental health
or El care manager involved in their
care; if so, his or her participation is
critically important to the process. The
care manager may organize periodic
meetings of teachers, social workers,
and agency representatives involved
with the child and family. In the mental
health specialty system, such pro-
cesses are part of a system-of-care ap-
proach—an evidence-based care-
coordination system built around the
family’s strengths and priorities (see
“Strategies for Preparing a Communi-
ty”s and “Strategies for Preparing a
Primary Care Practice™). If so, the pri-
mary care clinician (or his or her staff
representative), although often inad-
vertently omitted, would likely be a
welcome addition; joining that team
may substitute for convening a pri-
mary care conference. Although par-
ticipation in such activities is time-
consuming, it may ultimately produce
efficiencies in the care of children and
adolescents with complex conditions.

If the inclusion of involved specialists
is not feasible, the primary care clini-
cian needs previous information from
them to ensure understanding of the
child’s problems andto discuss the op-
tions for further care with the family
(and youth, as appropriate). It is im-
portant that the family not be placed in
the position of transmitting informa-
tion between professionals who are in-
volved in their child’s care.

Families also may use this opportunity
to inform and educate the clinician
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about the various facets of the child’s
condition and specific preferences re-
garding treatment options.

B7: Specialty Care§ Needed?

The answer will depend on clinical cir-
cumstances, family preferences, and
the clinician’s comfort. If a child is in
foster care, the decision may also de-
pend on the preference or policy of the
child welfare agency that is overseeing
the child’s care.

To facilitate this conversation, the
primary care clinician needs current
information about evidence-based in-
terventions appropriate to the child’s
condition. Appendix S2, “Evidence-
Based Child and Adolescent Psycho-
social Interventions,” includes suc-
cinct and reliable sources for this
information. The primary care clini-
cian also needs to convey his or her
own level of comfort with the child’s
problem and its severity and the level
of consultation and support available.

Ifthe child’s problems fall into multiple
diagnostic domains but there is a pre-
dominant area of concern, the clini-
cian, in concert with the youth and/or
family, may decide to address the pre-
dominant concern first. The clinician
and family may decide to initiate care
within the primary care setting and re-
assess the need for consultation at a
later date. Depending on the child’s
and family’s level of readiness to seek
help, the primary care clinician can ap-
ply common-factors methods (see Ta-
ble 1) to reach consensus on the next
steps, which may involve implement-
ing general management strategies or
specific treatment by the primary care
clinician or the involvement of special-
ist(s). If the family wishes to seek spe-
cialty care, the primary care clinician
has a role in providing care until the
child connects with the specialist and
then collaborating with specialist(s) to
monitor the child’s progress.

8See definition, Appendix S9.

25



If the clinician and family decide to in-
volve 1 or more specialists, there are a
variety of collaborative models that
can be developed (see “Strategies for
Preparing a Primary Care Practice™).
If the primary care clinician will be the
sole provider of mental health care,
the process continues at step B10.

B8: Facilitate Involvement of
Specialist(s)

This step is similar to step B3a, in
which the clinician and family choose
to involve 1 or more specialists in as-
sessment. Ifthe child is youngerthan 5
years, the primary care clinician
should consider referring him or her
for an assessment by a developmental-
behavioral pediatrician, mental health
specialist with expertise in early child-
hood, a specific professional (eg,
speech pathologist), and/or a develop-
mental evaluation team. The local El
agency provides intervention and
care-coordination services for chil-
dren from birth to 3 years of age in
addition to assessment as described
in step B3a; this agency or another,
such as the public school system, pro-
vides care coordination and education
of children aged 3 to 5 years to comply
with the IDEA. For children aged 5 to 21
years, the primary care clinician can
involve a developmental-behavioral pe-
diatrician, adolescent specialist, or
mental health or substance abuse pro-
fessional, depending on accessibility
and family resources.

If mental health referral will require
authorization by the family’s health in-
surance plan; entry into a carved-out,
or parallel, private behavioral health
insurance plan; or entry into the public
mental health system, the family will
likely need guidance and time to re-
search the options; if so, the clinician
can bring the visit to a close (again
following the HELP mnemonic [Table
11) and schedule a return visit or an

§$122 AAP TASK FORCE ON MENTAL HEALTH

appointment with a staff member to
facilitate this process.

The decision to involve a specialist or
agency in treatment means that the
primary care clinician’s role will in-
clude communicating with other care
providers. The process is enhanced by
conveying to the referral source the
results of previous assessment and in-
tervention efforts and openness to dis-
cussion with the professional who will
provide therapy. Although the HIPPA al-
lows exchange of information among
professionals involved in the care of a
mutual patient, many mental health
professionals are reluctant to share
information without express consent
of the child and family. By obtaining
written consent (or, for children in fos-
ter care, enlisting the case worker’s
help in obtaining written consent of
the legal guardian) and sending it to
the mental health professional, the pri-
mary care clinician can convey inter-
est and facilitate communication.

As with referrals for diagnostic assess-
ment, it is critical that the practice track
children who have been referred for spe-
cialty treatment. If the family is unsuc-
cessful in acquiring treatment in atimely
way, the primary care clinician can offer
to continue generic intervention efforts
(as described in Algorithm A), initiate
treatment, or make periodic telephone
contacts to monitor for worsening or
emergent problems. It may be necessary
in some instances to use emergency pro-
cedures to obtain needed services.

B9: Collect Reports and/or Convene
Team to Review

Once the specialist has met with the
child and family to develop treatment
recommendations, the primary care
clinician needs feedback. Forms for
exchange of information may facili-
tate this process (see “Strategies for
Preparing a Primary Care Practice”
and Appendix S11). Telephone and
e-mail contacts may be helpful in

some instances. Alternatively or ad-
ditionally, the clinician may invite
other providers of care (including
case workers for children in foster
care) to participate in a face-to-face
meeting with the family. For children
in the foster care system it is criti-
cally important not only to collect in-
formation from case workers but
also to convey information back to
the worker. If the child changes
placement and the caregivers are
unaware of what happened in the pe-
diatrician’s office, the child does not
receive the benefit of continuity of
care in the new placement.

B10: Collaboratively Develop a Family-
Gentered Care Plan

This process requires that the pro-
fessionals involved reach consensus
with the family and with each other
about a comprehensive plan of care.
The focus of the care plan is seeking
improvement in the child’s overall
emotional health and functioning.
The care plan articulates the child’s
and the family’s goals; child and fam-
ily strengths; service and educa-
tional needs; the roles of involved
service providers, family members,
and other caregivers; plans for
follow-up and routine health supervi-
sion; plan for emergencies, if they
should occur; and, ultimately, plans
for self-care and/or family care,
transition to adult primary care and
specialty health services, and the
other services and care coordina-
tion needed to support the young
person’s achievement of his or her
educational, social, and vocational
goals in adulthood. Ideally, the fam-
ily, other caregivers, school person-
nel, case workers, and service pro-
viders participate in the plan’s
development, either by attending the
conference or contributing recom-
mendations before the conference.
Together, they can set the timetable,
determine need for involvement of
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additional or alternative special-
ist(s), and select interventions. They
can also establish a plan for moni-
toring treatment response and
safety and create a common under-
standing of limits of confidentiality.
For adolescents, direct input to the
plan is critical for engagement and
the success of treatment.

For children previously involved in
mental health specialty care, a care
plan may be in place and may omit
primary care issues, such as healthy
lifestyle (eg, nutrition, exercise,
sleep, stress management, social
support), routine health supervision,
or care of chronic medical condi-
tions. In this instance, the primary
care clinician can point to the roles
that he or she can play in coordinat-
ing and complementing the care of
the mental health specialist(s).

[t will be helpful for the primary care
clinician to have available sample care
plans for common mental health con-
ditions and for common circum-
stances such as foster care placement
and parental separation or divorce,
which signal traumatic transitions and
require frequent follow-up. For chil-
dren and youth in foster care, some
states are using Web-based medical
“passports,” which include informa-
tion on the child’s history, immuniza-
tions, medications, chronic conditions,
etc. The AAP Task Force on Foster Care
andthe AAP Gouncil in Clinical Informa-
tion Technology are developing guide-
lines for medical passports (specifi-
cally, the health-information content
needed and who should have access to
the passport).

B11: Implement Chronic Care Protocol

Methods used to monitor children with
chronic medical conditions such as
asthma and diabetes can be useful in
the care of children with mental health
and substance abuse conditions.
“Strategies for Preparing a Primary

Care Practice™ describes steps in im-
plementing chronic care methods for
children with mental health problems,
as for other children and youth with
special health care needs. It is impor-
tant to institute a monitoring mecha-
nism for children and youth who are
not yet ready to seek or accept care for
mental health problems, as well as for
those who are.

The interval between contacts will be
determined by the acuity and severity
of the child’s condition; the child’s and
family’s strengths, needs, and prefer-
ences; adverse effects and monitoring
requirements of any treatments; and
the level of the child’s impairment.
Just as spirometry measures pulmo-
nary function and assists the clinician
in monitoring children with asthma,
global functional assessment scales
assist the primary care clinician in
monitoring children with mental ill-
ness (see “Strategies for Preparing a
Primary Care Practice™). There are ex-
isting pediatric guidelines for assess-
ment and treatment of ADHD*"*¢ and
adolescent depression,* treatment al-
gorithms for depression,’% and prac-
tice parameters from the American
Academy of Child and Adolescent Psy-
chiatry®-5 to assist clinicians who
choose to proceed with assessment
and treatment in the primary care of-
fice. When children are being followed
by specialist(s), the primary care clini-
cian and specialist(s) need to develop
a coordinated follow-up plan in collab-
oration with the family (see “Strate-
gies for Preparing a Primary Care
Practice™).

B12:Is Goncern Persisting?

Neither designation as a child or youth
with special health care needs nor the
identification or diagnosis of a mental
health concern or condition is neces-
sarily permanent. Children and fami-
lies can and do recover. To assess the
child’s current status, the primary
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care clinician needs to gather and re-
view progress reports from other pro-
fessionals involved in the child’'s care;
for school-aged children, review func-
tional assessment scales completed
by the parent, teacher, and youth; and
perform his or her own clinical assess-
ment. When pharmacologic agents are
part of the treatment plan, clinicians
may also need to obtain laboratory
tests to monitor levels and/or adverse
effects. At each contact, the clinician
also needs to consider the routine
health supervision requirements of
the child and monitoring of comorbid
medical conditions.

Yes

If a concern persists, the primary
care clinician should periodically re-
convene a conference with the family
(and youth) to determine if further as-
sessment and/or a change of plan is
indicated.

No

Ifthe child and family show no signs
that the concern is persisting, the cli-
nician can move to step B13.

B13: Return to Routine Health
Supervision and Monitor for Further
Issues

If and when a concern is resolved,
children and youth can be returned to
the process of care described in Algo-
rithm A.

CONCLUSIONS

To enhance mental health practice, the
task force recommends that primary
care clinicians begin by addressing
systemic issues such as payment and
access to mental health specialty re-
sources, achieving competence in core
mental health skills, and preparing of-
fice systems that integrate mental
health services and apply chronic care
methods to children with mental
health problems. The task force then
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proposes a clinical process, described
inthis report, for promoting the social-
emotional health of all children and for
addressing mental health concerns in
primary care settings. Two algorithms
describe this process, with text linking
the readerto additional resources and
references. The process is aimed at
communicating the importance of
mental health care to children and
families, assisting parents in promot-
ing their children’s social-emotional
health, increasing the likelihood that
concerns will be identified promptly
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Menta/ >Z/ ealth

PRIMARY CARE

A CLINICIAN'S TOOLKIT

MENTAL HEALTH SCREENING AND ASSESSMENT TOOLS FOR PRIMARY CARE

The Mental Health Screening and Assessment Tools for
Primary Care table provides a listing of mental health
screening and assessment tools, summarizing their
psychometric testing properties, cultural considerations,
costs, and key references. It includes tools that are
proprietary and those that are freely accessible. Products
are listed for informational purposes only. Inclusion in this
publication does not imply endorsement by the American
Academy of Pediatrics.

Consideration for including screening tests in the table
included the tests’ reliability, validity, sensitivity, and
specificity.

o Reliability is the ability of a measure to produce
consistent results.

e The validity of a screening test is its ability to
discriminate between a child with a problem and one
without such a problem.

e Sensitivity is the accuracy of the test in identifying a
problem.

e Specificity is the accuracy of the test in identifying
individuals who do not have a problem.’

Sensitivity and specificity levels of 70% to 80% have
been deemed acceptable for developmental screening
tests?; these values are lower than generally accepted
for medical screening tests.! Use of lower sensitivity and
specificity values may identify children with symptoms

that do not rise to the level of a Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition, Text Revision
(DSM-IV-TR) diagnosis®; however, these children may
benefit from interventions in the primary care setting

or community to address their symptoms or functional
difficulties. These children may also benefit from close
monitoring of their emotional health by their families,
pediatric health professionals, and teachers or caregivers.

The table is organized to follow the clinical process
described algorithmically by the Task Force on Mental
Health.* Clinicians at various stages in integrating a
mental health approach into their practice may want to
review the entire table first, gain some experience with a
few tools, and use quality improvement strategies such
as small planning, doing, studying, acting (PDSA) cycles
to refine their approach. Team meetings with the practice
clinicians and collaborative office rounds involving primary
care clinicians and mental health or developmental
specialists, with the aim of discussing clinical cases and
the use of specific tools, may focus the implementation
process. As the clinician and groups of clinicians gain
more comfort, they can further revise their approach.
Engaging families by sending them an introductory letter
to inform them of the practice’s interest in their child’s
socio-emotional health, by directly asking their experience
with the chosen tools, and by inviting them to be a part

of a learning group may also facilitate adoption of a
particular approach or tool.

The table is by no means exhaustive and the information
is subject to change over time. Consideration was first
given to tools that have strong psychometric properties
and are appropriate for use in pediatric (ie, birth to

21 years) primary care settings. Those that are freely
accessible are listed first. Proprietary tools are also listed
if there is no equivalent tool in the public domain or if the
tool is already well known to practitioners and has strong
psychometric properties.

In addition to screening tools, the table includes tools that
may be used for primary care assessment of children’s
global functioning and assessment of children presenting
with the most common problems encountered in primary
care—anxiety, depression, inattention and impulsivity,
disruptive behavior or aggression, substance abuse,
learning difficulties, and symptoms of social-emotional
disturbance in young children. Also included are tools

to identify risks in the psychosocial environment, prior
exposure to trauma, and problems with the child’s
developmental trajectory and cognitive development.
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MENTAL HEALTH SCREENING AND ASSESSMENT TOOLS FOR PRIMARY CARE

Administration and
Scoring Time

General psychosocial screening
and functional assessment in
the domains of attention,
externalizing, and internalizing

symptoms

Pictorial version
available

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
Mental Health Bright Futures Unlimited Oto21y Variable Open-ended questions that Any language AAP/MCHB
Update and Surveillance Questions® invite participatory care. No
Surveillance psychometric properties Freely
reported. accessible
Bright Futures Previsit Variable Oto21y Variable Yes/No questions that invite English AAP/MCHB
and Supplemental participatory care and help
Questionnaires elicit areas for further couseling.
No psychometric properties Freely
reported. accessible
GAPS (Guidelines for Adolescent | 72 items for younger adolescent; Parent, NA English, Freely
Preventive Services) 61 items for older adolescent; young teen, Spanish accessible
Questionnaire® 15 items for parent older teen
HEADSSS™® Part of interview process Freely
Home, accessible
Education/employment,
Activities, Drugs,
Sexuality,
Suicide/depression, Safety
Previsit Data Collection (Algorithm Step A2a): Screening for Mental Health and Substance Abuse Problems in Children and Adolescents
General PSC-17° 17 items 41016y <5 min Subscales have obtained English, Freely
Psychosocial (Pediatric Sympton Checklist— reasonable agreement with Spanish, accessible
Screening Tests | 17 items)!%-1° Self-administered Scoring: 2 min validated and accepted Chinese
Parent or youth >11y parent-report instruments.
General psychosocial Cronbach alpha was high for Reading level:
screening and functuional each subscale. fifth to sixth
assessment in the domains of grades
attention, externalizing, and
internalizing symptoms
PSC-35° 35 items 41016y <5 min General psychosocial screen English, Freely
(Pediatric Symptom Sensitivity: 80% to 95% Spanish, accessible
Checklist—35 items)10-11.13-14 Self-administered Scoring: 1 to 2 min Specificity: 68% to 100% Chinese,
Parent or youth >11y Japanese
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MENTAL HEALTH SCREENING AND ASSESSMENT TOOLS FOR PRIMARY CARE

Administration and
Scoring Time

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
SDQ° 25 items 3t017y 10 min Reliable and valid in various >40 languages | Freely
(Strengths and Difficulties populations and for a number accessible
Questionnaire)'6-'9 Self-administered of general mental health
Parent, teacher, or youth 11t0 17y conditions
General psychosocial screening Sensitivity: 63% to 94%
for emotional symptoms, Specificity: 88% to 98%
conauct problems, hyperactivity/
inattention, peer relationship
problems, and pro-social
behavior (not included in score);
a separate Scale assesses
impact of symptoms on global
functioning.
Early Childhood Screening 40 items, 3-point Likert scale 18to 60 mo | 10to 15 min to complete. Sensitivity: 86% English, Freely
Assessment® responses, and an additional option Specificity: 83% Spanish, accessible
for parents to identify whether they Scoring time: 1 to 2 min Romanian
Assesses emotional and are concerned and would like help
behavioral development in young | with an item Should be administered by Reading level:
children and maternal distress. health professional or mental fifth grade
health professional whose
training and scope of practice
include interpreting screening
tests and interpreting positive
or negative screens for parents.
ASQ-SE From 19 items (6 mo) to 33 items 6 to 60 mo 10to 15 min Sensitivity: 71% to 85% English, Proprietary
(Ages and Stages (30 mo) Specificity: 90% to 98% Spanish ($194.95/kit)
Questionnaire—=Social Scoring: 1 to 5 min (can be To be used in conjunction with
Emotional)?! Parent report scored by paraprofessionals) ASQ or other tool designed to Reading level:
provide information on a child’s sixth grade
Screens for social-emotional communicative, motor, problem-
problems in young children. solving, and adaptive behaviors
Substance Use CRAFFT (Car, Relax, Alone, 3 screener questions, then 6 items Adolescents 1102 min Sensitivity: 76% to 92% No cross- Freely
Forget, Friends, Trouble) Specificity: 76% to 94% cultural validity | accessible
Lifetime Use®?2-24 Self-administered or youth report PPV: 29% to 83% data
NPV: 91% to 98%
Screens for substance abuse.
Screening for Environmental Risk Factors (Algorithm Step A2a)
Parent/Family Edinburgh Maternal 10 items Peripartum <5 min to administer Sensitivity: 86% Has cross- Freely
Screening Depression®#-3 women Specificity: 78% cultural validity | accessible

Screens women for depression.

Parent self-report

Scoring: 5 min




MENTAL HEALTH SCREENING AND ASSESSMENT TOOLS FOR PRIMARY CARE

Administration and
Scoring Time

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
Pediatric Intake Form (Family 22 items Oto21y Variable Not described English Freely
Psychosocial Screen)®! accessible
Screens for parental depression,
substance use, domestic violence,
parental history of abuse, and
social supports.
PHQ-9 9 items Adult <5 min to administer Excellent internal reliability and Not validated in | Freely
(Patient Health test-retest reliability. languages other | accessible
Questionnaire-9)®-%4 Parent self-report Scoring: <3 min Cutoff score of 10 or more than English
Sensitivity: 88% for major
Screens adults for depression. depression
Specificity: 88% for major
depression
PHQ-2° 2 items Adult 1 min Overall Not validated in | Freely
(first 2 items from PHQ-9)%% Sensitivity: 83% to 87% languages other | accessible
Parent self-report Specificity: 78% to 92% than English
Screens adults for depression. PPV: not available
AAS 510 6 items Adolescent About 45 seconds if all Some studies indicate low Still in Freely
(Abuse Assessment Screen)>% and adult answers are “No” sensitivity (<40%) and high development accessible
Parent report women specificity (>90%).
Screens for domestic violence.
McMaster General Functioning 12 items Adolescents | <5 min Temporally stable, good internal Cross-cultural Proprietary
Scale®-4! and adults consistency, and concurrent consideration. ($41.95)
Self-report and construct validity. Translated into
Assesses family functioning. 24 languages.
MSPSS 12 items Adult 2 to 5 min Good test and retest coefficients Cross-cultural Freely
(Multidimensional Scale of Social studies done accessible
Support Parent Stress Parent report
[nventory)P42-46
Assesses social support.
Parent Screening 20 items Parents 2 min Low sensitivity (20%) for the Reading level: Free with
Questionnaire*"# intimate partner violence fourth grade permission
Self-administered (parent) Specificity: 92% (Contact Howard
Screens adults for injury, PPV: 41% Dubowitz, MD,
tobacco, depression, intimate NPV: 88% MS, at
partner violence. hdubowitz@

peds.umaryland.
edu)
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MENTAL HEALTH SCREENING AND ASSESSMENT TOOLS FOR PRIMARY CARE
Administration and
Scoring Time
Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
PSI (Parent Stress Index), 120 items plus 19 optional items Parents of 20 t0 30 min Distinguishes among difficult Transcultural Proprietary
Third Edition**->* Parent self-report children 1 child, parent factors, and research has ($185/kit)
mo through parent-child relationships involved many
Elicits indicators of stress and (PSI-Short Form has 36 items.) 12y factors populations (eg,
identifies parent-child problem Hispanics,
areas in parents of children Version for parenting adolescents Good internal consistency Chinese,
1 .mo through 12 y. reliabilities measured by Portuguese,
Cronbach alpha French, Canadian,
[talian, Korean).
SIPA (Stress Index for Parents 112 items Parents of 20 min Internal consistency for subscales | Not described Proprietary
of Adolescents)® adolescents exceed 0.80. 4-week test-retest ($144/kit)
11019y Scoring: 10 min coefficients range from 0.74 to
Elicits indicators of stress 0.91.
in parents of adolescents.
Trauma/Exposure | PDS (Post-traumatic stress 49 items 181065y 10to 15 min High internal consistency Reading level: Proprietary
diagnostic scale)®%* eighth grade ($66.50/kit)
Paper/pencil or computer
Assesses impact of traumatic
event.
UCLA-PTSD RI (Post-traumatic Child: 20 items Child and 20 to 30 min to administer Good test-retest with a coefficient | English, Available to
Stress Disorder Reaction Parent: 21 items parent: 7 to of 0.84. A cutoff of 38 provides Spanish International
Index)%5-5" Youth: 22 items 12y Scoring: 5 to 10 min 0.93 sensitivity and 0.87 Society for
Youth: 13+y specificity. Traumatic Stress
Assesses exposure to Adapted version available in AAP Studies (ISTSS)
traumatic experiences and Feelings Need Check Ups Too members
impact of traumatic events. CD-ROM?®® to assess trauma exposure
TSCC (Trauma Symptom 54 items 8to 16y 1510 20 min Hight internal consistency for 5 of English, Proprietary
CheckKlist for Children)>%60 6 clinical scales (0.82 to 0.89) Spanish ($168/kit)
TSCC-A is a 44-item alternative version
Elicits trauma-related symptoms. | that does not contain sexual concern
items.
TSCYC is a 90-item caregiver-report 3to12y
instrument for young children
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MENTAL HEALTH SCREENING AND ASSESSMENT TOOLS FOR PRIMARY CARE

Administration and
Scoring Time

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration? Developer
Assessing Child and Adolescent Functioning (Algorithm Steps A2a, A12a, B5a, B12)
Global BIS (Brief Impairment Scale) 23 items 41017y 10 min Internal consistency (0.81 to 0.88 | English, Freely
Functioning (Multi-dimensional)®¢! Parent report and 0.56 t0 0.81) on the 3 Spanish accessible
subscales. Test-retreat reliability
Assesses global functioning in for individual items ranged from
domains of interpersonal fair to substantial in all but 6 items.
relations, school/work, and The BIS has high convergent and
self-care/self-fulfillment. concurrent validity. ROC suggest
possible thresholds for different
uses.
CIS (Columbia Impairment Scale) | 13 items Childrenand | 5 min Reliable and valid. Evaluates global | Data mainly on | Freely
—opart of CAWA/Adolescent adolescents impairment along 4 areas of Caucasian and accessible
Wellness Assessment)262 dysfunction after 6 mo of treatment.| Hispanic
children
Assesses global functioning in
domains of interpersonal
relations, psychopathology,
school performance, use of
leisure time; monitors progress
after 6 mo of treatment.
CGSQ (Caregiver Strain 21 items Children and | 5to 10 min Administered after 6 mo of Data mainly in Freely
Questionnaire)—part of the adolescents treatment Caucasian and accessible
CAWAS4E5 Hispanic
chidren
Assesses strain among parents.
C-GAS (Children’s Global 1 item 41016y Requires no administration Demonstrates discriminant Not described Freely
Assessment Scale)®65” time because it is based on and concurrent validity. accessible
Rated by clinician prior clinical assessment.
Assesses overall severity of Time to integrate knowledge
disturbance and impact on 100-point scale with 10-point anchors of the child into a single score
global functioning. is estimated to be 5 to 10 min.
SDQ Impact Scale™'® 5 items 3tol7y <5 min See earlier entry on SDQ; limited >40 languages | Freely
data on impact scale alone. accessible
Assesses global functioning in Parent
domains of home life, Teacher
friendships, learning, play. Youth >11y
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MENTAL HEALTH SCREENING AND ASSESSMENT TOOLS FOR PRIMARY CARE

Psychosocial
Measure

Tools and
Description

Number of ltems
and Format

Age Group

Administration and
Scoring Time
Training (none, unless
otherwise indicated)

Psychometric
Properties

Cultural
Consideration?

Cost and
Developer

Assessing Emergencies (Algorithm Steps A8a,

Adb)

Suicide
Assessment

Adapted-SAD PERSONS®

Sex, Age, Depression or
affective disorder, Previous
attempt, Ethanol-drug abuse,
Rational thinking loss, Social
supports lacking, Organized plan,
Negligent parenting, significant
family stressors, suicidal
modeling by parents or siblings,
School problems

Assesses risk for suicide.

10-item assessment scale

Elementary
and middle
school
students

Part of interview process

Not described

Not described

Freely
accessible

CSPI-2 (Childhood Severity of
Psychiatric lliness)®

Assesses severity by eliciting
risk factors, behavioral/emotional
symptoms, functioning problems,
involvement with juvenile justice
and child protection, and
caregiver needs and strengths.

34 items

Individual report

3to21y

3 to 5 min after a routine crisis
assessment

25 to 30 min to complete if noth-
ing is known of the child/family

Training is gernerally recom-
mended and demonstration of
reliability (ie, certification) before
use (by office staff in particular).
There are a large number of
trainers available and some
Web-based training options.

High training and field reliability.
Substantial evidence of concurrent
and predictive validity.

Available in
Spanish

Freely
accessible

Available at www.
raedfoundation.
org

PHQ-9 severity items on suicide

See Modified PHQ-9 later in table.
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MENTAL HEALTH SCREENING AND ASSESSMENT TOOLS FOR PRIMARY CARE

Administration and
Scoring Time

Elicits symptoms in domains of
inattention, disruptive behavior,
anxiety, and aepression, separate
scale assesses functioning in the
area of school performance.

Teacher: 43 itmes

Parent/teacher follow-up: 26 items
plus items on medication side effects

consistent with DSM-/V and other
accepted measures of ADHD.
Rates inattention, impulsivity/
hyperactivity, ODD, CD, depression/
anxiety, and performance.

The performance section of the
teacher version has high
correlation with the performances
questions of the SDQ (0.97). The
performance section of the parent
version does not have data about
its concurrent validity at the
current time, so that it is best used
as a questionnaire to provide
information about performance to
be clarified in the interview the
clinician has with the family.

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration? Developer
Primary Care Mental Health Assessment (Algorithm Steps B5a, B12)
Behavioral Child Behavior Checklist Parent or caregiver/teacher for 1.5t0 | 1.5t0 5y 1510 20 min (both age Test-retest: 0.95 to 1.00 Spanish can be | Proprietary
Checklist (CBCL)™-72 5y: 99 items groups) Inter-rater reliability: 0.93 t0 0.96 | ordered but tool | ($310 to
6t018y Internal consistency: 0.78 to 0.97 | has been $435/kit)
DSM-oriented scales assess for | Parent/teacher: 118 items Criterion validity was assessed translated in 74
and found to be acceptable. languages;

(1.5t0by) Direct observation Norms:

Pervasive developmental African-American,

problems Caucasian,

Hispanic/Latino,

(6to18Yy) other

Somatic problems

Conduct problems

(Both groups)

Affective problems

Anxiety problems

Oppositional-defiant problems

Attention-deficit/hyperactivity

problems
Rating Scales Vanderbilt Diagnostic Rating Parent: 55 items 6to12y 10 min Internal consistency and factor English, Freely

Scales™ structure are acceptable and Spanish accessible

CLINICAL INFORMATION SYSTEMS/DELIVERY SYSTEM REDESIGN
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Administration and
Scoring Time

and Normal Behavior Scale)’®-8'

Elicits strengths and weaknesses
in domains of attention,
impulsivity/hyperactivity.
Strength-based rating scales
have the potential to evaluate
the normal distribution of
behaviors and to provide reliable
cutoff defining abnormal
behavior. Evaluates attention
across a continuum.

that obtained using the DISC-4.0
and Conners Rating Scale.

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
Conners Rating Scales— Parent: 80 items 3to17yfor | 20 min 6 distinct scales English, Proprietary
Revised "7 parent/teacher Age and gender norms based on | Spanish ($273/kit)
Teacher: 59 items more than 11,000 ratings.

Elicits symptoms in domains 121017y

of oppositionality, cognitive Self: 87 items for self

problems/inattention,

hyperactivity, anxiety-shyness,

perfectionism, social problems,

psychosomatic problems.

SNAP-|V-C76-78 90 items 6to18y 10 min Coefficient alpha for overall parent | A number of Freely
ratings is 0.94. Internal consistency, | languages: accessible

SNAP-IV Rating Scale is a Parent item selection, and factor structure | English,

revision of the Swanson, Nolan, | Teacher were found acceptable and Chinese

and Pelham (SNAP) consistent with the constructs in

Questionnaire (Swanson et al, DSM-IV.

1983); derived from the

Conners index.

Elicits symptoms of ADHD and

other DSM-IV disorders that may

overlap with or masquerade as

ADHD.

SWAN (Strengths and 18-item version and 30-item version | 6t0 18y 10 min The information gathered with the | Available in Freely

Weaknesses of ADHD Symptoms SWAN-French is compatible with French accessible
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MENTAL HEALTH SCREENING AND ASSESSMENT TOOLS FOR PRIMARY CARE

Administration and
Scoring Time

domains of depression and
suicidality.

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
BASC (Behavior Assessment Parent version: 134 to 160 items 2t021y Parent version: 10 to 20 min Acceptable to strong reliability English, Proprietary
System for Children) &8+ Teacher version: 100 to 139 items Teacher version: 10 to 20 min | and validity Spanish ($132.20 to
Youth version Youth version: 30 min $1,655/kit)
Assesses adaptive and problem
behaviors. Electronic scoring available
Must be administered by
qualified personnel
ADHD Rating Scale-IV/88 Parent, teacher 5t017y 1010 20 min Internal consistency (coefficient English, Proprietary ($46)
alphas) for inattention and Spanish
Rates symptoms in domains of | 18 items hyperactivity-impulsivity factors
attention, impulsivity/hyperactivity. greater than 0.90, test-retest
reliability greater than 0.80 for
both factors, and significant
correlations with concurrent direct
observations and with other
behavior rating scales
MOAS (Modified Overt 4 items Adults but Administered as a Internal consistency 0.84: Shown to have | Freely
Aggression Scale)®"% Physician rating of agression has been semi-structured interview strong correlation with anger and | discriminant accessible
used in asking adolescent to report hostility measures validity when
Rates symptoms in domain adolescents on aggressive behavior. used in Nigeria®
of disruptive behavior/aggression.
10to 15 min
Conduct Disorder Scale® 40 items 51022y 510 10 min The test was standardized on Not described Proprietary
1,040 persons representing the ($102/kit)
Rates symptoms in domain Parent following diagnostic groups:
of disruptive behavior. Teachers normal, gifted and talented,
Siblings mentally retarded, ADHD,
emotionally disturbed, learning
disabled, physically handicapped,
and persons with conduct disorder.
Norms were developed based on
644 representative individuals
with a conduct disorder.
Modified PHQ-9 9 plus severity items Adolescent 5 min Modified version never validated English, Free with
in a research setting; overall 88% | Spanish permission
Screens for symptoms in Scoring: 1 min sensitivity and 88% specificity

Available in the
toolkit at
www.gladpc.org.
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Administration and
Scoring Time

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
KADS (Kutcher Adolescent 6, 11, or 16 items 121017y 5 min Sensitivity: 92% Not described Free with
Depression Scalg)?™-* Specificity: 71% permission
Scoring: 1 min
Screens for depression. Available at
www.teenmental
health.org
CES-D (Center for 20 items 6t017y 51010 min Used in adult populations. Modified | Mexican Freely
Epidemiological Studies— version for children and adolescents, accessible
Depression Scale)}—modified Scores above 15 can be adolescents may not discriminate | French
version for children and indicative of significant levels | well between depressed and
adolescents®-*° of depressive symptoms.® nondepressed adolescents. English,
Spanish
Screens for depression, Sensitivity: 71%
emotional turmoil. Specificity: 57% Reading level:
sixth grade
DISC (Columbia Diagnostic 22 items (Last item is not scored.) 9to 17y Depends on items endorsed Sensitivities and specificities Not described Free with
Interview Schedule for Children ranged from 80% to 100% for permission
Diagnostic Predictive Scales)™®°" | Youth self-administered Training needed nearly all diagnostic scales.
Positive predictive value was Contact www.
Computerized structure interview | 8-item abbreviated version available generally high (0.4-0.7). Test- TeenScreen.org
(ves/no) elicits symptoms of 36 | through TeenScreen retest reliabilities are good and for a copy of the
mental health disorders, applying had intraclass correlation 8-item version.
DSM-WV criteria. coefficients ranging from 0.52 to
0.82.
CDI (Child Depression Parent: 17 items 71017y 510 10 min (27-item) Internal consistency coefficients English, Proprietary
Inventory)'® Teacher: 12 items range from 0.71 t0 0.89 and the | Spanish ($250/kit)
Youth: 27 items test-retest coefficients range from
Screens for depression. (Y Short-Form: 10 items) 0.74 10 0.83. Reading level:
first grade
SMFQ (Short Mood and Feelings | 13 items 81016y <5 min For combined parent and child Not described Free with
Questionnaire)!%104 reports permission.
Self-report (child and parent) Sensitivity: 70%
Screens for depression. Specificity: 85% Permission
information

available at http:
//devepi.duhs.

duke.edu/mfq.
html
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Administration and
Scoring Time

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
PHQ-A (Patient Health 83 items 13t0 18y Scoring: <5 min Sensitivity: 75% Not described Freely
Questionnaire for Adolescents)'® Specificity: 92% accessible
Self-report (adolescents) Accuracy: 89%
Screens for anxiety, eating Diagnostic agreement: 0.65
problems, mood problems, and
substance abuse. Properties considered acceptable
by US Preventive Services Task
Force to screen adolescents for
depression.'%
PHQ-A Depression Screen Abbreviated 9-item screen specifically | 12to 18y <5 min to complete and score | Not described Not described Free with
for depression permission
Screens for depression.
BDI (Beck Depression 21 items 14+y 510 10 min Sensitivity: 84% English, Proprietary
Inventory)'®’ Specificity: 81% Spanish ($115/kit)
Self-administered or verbally Training required
Assesses for depression. administered by a trained Reading level:
administrator sixth grade
BDI-FS (Becks Depression 7 items 13+y <5 min Sensitivity: 91% Not described Propriety.
Inventory—*FastScreen)'® Specificity: 91% ($99/kit)
Properties considered acceptable
Screens for depression. by US Preventive Services Task
Force to screen adolescents for
depression.'%
Spence Children’s Anxiety Parent: 35 to 45 Parent: 2.5 510 10 min Coefficient alpha: 0.9 to 0.92 Available in a Freely
Scalg'%110 Student: 34 to 45 t06.5y Test-retest: 0.60 to 0.63 variety of accessible
Normative data: Available for languages
Assesses for anxiety. Subscales Student: 8 to males/females 8 to 19 y from
include panic/agoraphobia, 12y various countries (no US data
social anxiety, separation anxiety, available)
generalized anxiety, obsessions/
compulsions, and fear of
physical injury.
SCARED (Self-Report for 41 items 8+y 5 min Coefficient alpha: 0.9 English Freely
Childhood Anxiety Related Parent accessible
Emotional Disorders)'"'"2 Youth Scoring: 1 to 2 min

Assesses for anxiety—but not
specifically OCD or PTSD.
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Administration and
Scoring Time

health symptoms and problems
in functioning.

on response—46 entry followed by
algorithm

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
CRIES (Children’s Revised 13 items total 8y and older Cronbach alphas were as follows: | Available in Freely
Impact of Event Scale)''® 14 4 items measuring intrusion who can read Intrusion: 0.70 several accessible.
4 items measuring avoidance Avoidance: 073 languages Instructions and
Assesses impact of traumatic 5 items measuring arousal Arousal: 0.60 forms available
events. Total: 0.80 at childrenand
Self-report war.org
No validation studies against
independent clinical diagnosis
have been conducted. As a
screening, it is recommended that
the results from the Intrusion and
Avoidance scales only be used. A
sum of the scores on these 2
scales of 17 or more indicates a
high probability that the child will
obtain a diagnosis of PTSD.
BRIEF (Behavior Rating Inventory | 86 items 5t018y 10to 15 min High internal consistency (alphas: | Not described Proprietary
of Executive Function)''® 0.80 to 0.98); test-retest reliability ($230 to
Parent Scoring: 15 to 20 min (Spearman’s rho: 0.82 for parents $385/kit)
Assesses executive functioning | Teacher and 0.88 for teachers); and
in the home and school moderate correlations between
environments. Contributes to teacher and parent ratings
evaluation of learning disabilities, (Spearman’s rho: 0.32 to 0.34)
ADHD, traumatic brain injury, low
birth weight, Tourette disorder,
and pervasive developmental
disorders/autism.
BITSEA (Brief Infant Toddler 42 items 12t036 mo | 7to 10 min Nationally standardized on 100 English, Proprietary
Social Emotional children. Excellent test-retest Spanish ($108.60/kit)
Assessment)!6117 Parent report reliability. Detected 85% to 90%
Child care report CBCL.
Screens for social-emotional
problems in young children.
Diagnostic Tests | CHADIS-DSM'® Electronic Birth on by 18 t0 48 min DSM-PC based English, some Proprietary
parent Spanish (Cost not
Assesses broadly for mental Variable number of items depending available)
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Administration and
Scoring Time

Rates symptoms in domains of
oppositional/defiant behaviors,
inattention, impulsivity/

Internal consistency: 0.72 to 0.95
Criterion validity was assessed and
found to be acceptable.

other—sample
from central
Virginia

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
DISC-IV (Diagnostic Interview The DISC employs a branching-tree 6t018y Administration time largely Test-retest agreement with There is a
Schedule for Children)!0.10 question structure. Altogether, the depends on how many DSM-IV Major Depression charge for the
DISC-Y contains 2,930 questions (the | 2 versions: symptoms are endorsed. criterion A was good (k: 0.79 for paper version
Assesses for more than 30 DISC-P contains a few more). DISC-P (for parents, k: 0.67 for youths). of the NIMH-
diagnoses using DSM-IV, parents of The DISC is scored using a DISC-IV that
DSM-III-R, and ICD-10 criteria. children aged | computer algorithm, COVers copying
61017 y)and | programmed in SAS. and mailing
the DISC-Y Algorithms have been prepared expenses.
(for direct to score the parent and the
administration | youth versions of the DISC
to children according to the symptom
aged 9to 17y)| criteria listed in the DSM-IV
diagnostic system.
Collateral Information Tools (Algorithm Steps A12a, B2b, B9)
Rating Scales Vanderbilt’® See previous entry in table.
Conners’47 See previous entry in table.
SNAP-IV-C76-78 See previous entry in table.
SWAN7e-#1 See previous entry in table.
BAS(Ce>-84 See previous entry in table.
ADHD Rating Scale-|\V/&>8 See previous entry in table.
Conduct Disorder Scale® See previous entry in table.
Rates disruptive behaviors.
Disruptive Behavior Rating 45 items 5t010y 510 10 min Test-retest: 0.68 to 0.92 Limited, Freely
Scale'® Parent/teacher Inter-rater reliability: not assessed | Caucasian, accessible

overactivity.

Early Childhood Screening See previous entry in table.
Assessment®

BITSEA!6117 See previous entry in table.
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Administration and
Scoring Time

Psychosocial Tools and Number of Items Training (none, unless Psychometric Cultural Cost and
Measure Description and Format Age Group otherwise indicated) Properties Consideration® Developer
C-TRF (Caregiver-Teacher Report| 99 items 15105y Hand and computer scoring Normed on 1,192 children. English Proprietary
Form)'?! Consistent with DSM diagnostic ($160/kit for
Child care providers catagories. hand scoring;
Assesses for emotionally Teachers $295/kit for
reactive, anxious/depressed, computer
somatic complaints, withdrawn, scoring)
attention problems, and
aggressive behavior.

AAP, American Academy of Pediatrics; MCHB, Maternal and Child Health Bureau; NA, not applicable; PPV, positive predictive value; NPV, negative predictive value; ROC, receiver operator curve; DSM-1V, Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition; ADHD, attention-deficit/hyperactivity disorder; ODD, oppositional-defian disorder; CD, conduct disorder; OCD, obsessive-compulsive disorder; PTSD, post-traumatic stress disorder; DSM-III-R, Diagnostic and Statistical
Manual of Mental Disorders, Third Edition, Revised; ICD-10, International Classification of Diseases, 10th Edition.

A good overview of cultural competence in the mental health is provided by Cultural Competency: A Practical Guide for Mental Health Service Providers, published by the Hogg Foundation for Mental Health at the University of Texas
(www.hogg.utexas.edu/PDF/Saldana.pdf).

®Screening tool designed for large-scale screening; easily administered, scored, and interpreted.
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Evidence-Based Child and Adolescent
Psychosocial Interventions

This report is intended to guide practitioners, educators, youth, and families in developing appropriate plans using psychosocial interventions. It was
created for the period October 2016 — April 2017 using the PracticeWise Evidence-Based Services (PWEBS) Database, available at www.practicewise.com. If
this is not the most current version, please check the American Academy of Pediatrics (AAP) mental health Web site (www.aap.org/mentalhealth) for
updates.

Please note that this chart represents an independent analysis by PracticeWise and should not be construed as endorsement by the AAP. For an explanation
of PracticeWise determination of evidence/level, please see below or visit www.practicewise.com/aap.

Problem Area

Level 1-
BEST SUPPORT

Level 2-
GOOD SUPPORT

Level 3-
MODERATE SUPPORT

Level 4-
MINIMAL SUPPORT

Level 5-
NO SUPPORT

Anxious or Avoidant
Behaviors

Cognitive Behavior Therapy
(CBT), CBT and Medication, CBT
for Child and Parent, CBT with
Parents, Education, Exposure,
Modeling

Assertiveness Training, Attention, Attention
Training, CBT and Music Therapy, CBT and
Parent Management Training, CBT with
Parents Only, Cultural Storytelling, Family
Psychoeducation, Hypnosis, Relaxation,

Stress Inoculation

Contingency
Management, Group
Therapy

Behavioral Activation and
Exposure, Biofeedback,
Parent Management
Training, Play Therapy,
Psychodynamic Therapy,
Rational Emotive
Therapy, Social Skills

Assessment/Monitoring, Attachment Therapy,
Client Centered Therapy, Eye Movement
Desensitization and Reprocessing (EMDR), Peer
Pairing, Psychoeducation, Relationship
Counseling, Teacher Psychoeducation

Autism Spectrum
Disorders

CBT, Intensive Behavioral
Treatment, Intensive
Communication Training, Joint
Attention/Engagement

Imitation, Parent Management Training,

Peer Pairing, Social Skills

None

Massage, Play Therapy,
Theory of Mind Training

Biofeedback, Communication Skills, Contingent
Responding, Eclectic Therapy, Executive
Functioning Training, Fine Motor Training,
Modeling, Parent Psychoeducation,
Physical/Social/Occupational Therapy, Sensory
Integration Training, Structured Listening

Delinquency and
Disruptive Behavior

Anger Control, Assertiveness
Training, CBT, Contingency
Management, Multisystemic
Therapy, Parent Management
Training, Parent Management
Training and Problem Solving,
Social Skills, Therapeutic Foster
Care

CBT and Parent Management Training, CBT
and Teacher Training, Collaborative
Problem Solving, Communication Skills,
Family Therapy, Functional Family Therapy,

Parent Management Training and
Classroom Management, Parent

Management Training and Social Skills,
Problem Solving, Rational Emotive Therapy,

Relaxation, Self-Control Training,
Transactional Analysis

Client Centered Therapy,
Moral Reasoning
Training, Outreach
Counseling, Peer Pairing

CBT and Teacher
Psychoeducation, Parent
Management Training
and Classroom
Management and CBT,
Parent Management
Training and Self-
Verbalization, Physical
Exercise, Stress
Inoculation

Behavioral Family Therapy, Catharsis, CBT with
Parents, Education, Exposure, Family
Empowerment and Support, Family Systems
Therapy, Group Therapy, Imagery Training,
Parent Management Training and Peer
Support, Play Therapy, Psychodynamic
Therapy, Self-Verbalization, Skill Development,
Wraparound

Dietary Care and Behavioral
Feedback

Dietary Care

Depressive or CBT, CBT and Medication, CBT Cognitive Behavioral Psychoeducation, None Self-Control Training, Self | CBT and Behavioral Sleep Intervention, Goal
Withdrawn Behaviors with Parents, Client Centered Expression, Interpersonal Therapy, Modeling Setting, Life Skills, Parent Management
Therapy, Family Therapy Motivational Interviewing/Engagement and Training, Parent Management Training and
CBT, Problem Solving, Relaxation Emotion Regulation, Play Therapy,
Psychodynamic Therapy, Psychoeducation,
Social Skills
Eating Disorders CBT, Physical Exercise and Family Systems Therapy, Family Therapy None Physical Exercise and Behavioral Training and Dietary Care, CBT with

Parents, Client Centered Therapy, Dietary Care,
Education, Family Therapy with Parent
Consultant, Family-Focused Therapy, Goal
Setting, Psychoeducation, Yoga

~
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Reinforcement, Contingency
Management, Family Therapy,
Motivational Interviewing (Ml)
/Engagement

Contingency Management, CBT and
Medication, CBT with Parents, Family
Systems Therapy, Functional Family
Therapy, Goal Setting/Monitoring,
MI/Engagement and CBT, MI/Engagement
and Expression, Multidimensional Family
Therapy, Problem Solving, Purdue Brief
Family Therapy

and Multisystemic
Therapy and
Contingency
Management, Eclectic
Therapy

Psychoeducation

Problem Area Level 1- Level 2- Level 3- Level 4- Level 5-
BEST SUPPORT GOOD SUPPORT MODERATE SUPPORT MINIMAL SUPPORT NO SUPPORT

Elimination Disorders Behavior Alert, Behavior Alert Behavioral Training and Dietary Care, Behavior Alert and None Assessment/Monitoring,
and Behavioral Training, Behavioral Training and Hypnosis and Medication Assessment/Monitoring and Medication,
Behavioral Training, Behavioral Dietary Care, CBT Behavioral Training and Medical Care,
Training and Biofeedback and Biofeedback, Contingency Management,
Dietary Care and Medical Care, Dietary Care, Dietary Care and Medical Care,
Behavioral Training and Dietary Hypnosis, Medical Care, Psychoeducation
Care and Medical Care

Mania None CBT for Child and Parent, Cognitive None None Dialectical Behavior Therapy and Medication,

Behavioral Psychoeducation Family-Focused Therapy, Psychoeducation
Substance Use CBT, Community Assertive Continuing Care, CBT and Drug Court, Drug Court Goal Setting, Advice/Encouragement,

Assessment/Monitoring, Behavioral Family
Therapy, Case Management, CBT and
Community Information Campaign, CBT and
Functional Family Therapy, Client Centered
Therapy, Drug Court and Multisystemic
Therapy, Drug Education, Education, Family
Court, Group Therapy, MI/Engagement and
CBT and Family Therapy, Multisystemic
Therapy, Parent Psychoeducation, Therapeutic
Vocational Training

Exposure, EMDR

Psychodrama, Relaxation
and Expression

Suicidality None Attachment Therapy, Counselors Care, None None Accelerated Hospitalization, CBT,
Counselors Care and Support Training, Communication Skills, Counselors Care and
Interpersonal Therapy, Multisystemic Anger Management
Therapy, Parent Coping/Stress
Management, Psychodynamic Therapy,
Social Support

Traumatic Stress CBT, CBT with Parents, None None Play Therapy, Advice/Encouragement, Client Centered

Therapy, CBT and Medication, CBT with Parents
Only, Education, Interpersonal Therapy,
Psychodynamic Therapy, Psychoeducation,
Relaxation, Structured Listening

Adapted with permission from PracticeWise.

Note: Level 5 refers to treatments whose tests were unsupportive or inconclusive. This report updates and replaces the “Blue Menu” originally distributed by the Hawaii Department of Health, Child and
Adolescent Mental Health Division, Evidence-Based Services Committee from 2002—-2009.

The recommendations in this publication do not indicate an exclusive course of treatment or serve as a standard of medical care. Variations, taking into account individual circumstances, may be appropriate.
Original document included as part of Addressing Mental Health Concerns in Primary Care: A Clinician’s Toolkit. Copyright © 2010 American Academy of Pediatrics. All Rights Reserved. The American Academy
of Pediatrics does not review or endorse any modifications made to this document and in no event shall the AAP be liable for any such changes
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The American Academy of Pediatrics (AAP) “Evidence-Based Child and Adolescent Psychosocial Interventions” tool is created twice each year and posted on the AAP Web site
at www.aap.org/mentalhealth, using data from the PracticeWise Evidence-Based Services Database, available at www.practicewise.com. The table is based on an ongoing review
of randomized clinical psychosocial and combined treatment trials for children and adolescents with mental health needs. The contents of the table represent the treatments that
best fit a patient’s characteristics, based on the primary problem (rows) and the strength of evidence behind the treatments (columns). Thus, when seeking an intervention with the
best empirical support for an adolescent with depression, one might select from among cognitive behavior therapy (CBT) alone, CBT with medication, CBT with parents included,
or family therapy. Each clinical trial must have been published in a peer-reviewed scientific journal, and each study is coded by 2 independent raters whose discrepancies are
reviewed and resolved by a third expert judge. Prior to report development, data are subject to extensive quality analyses to identify and eliminate remaining errors,
inconsistencies, or formatting problems.

The strength of evidence classification uses a 5-level system that was originally adapted from the American Psychological Association Division 12 Task Force on the Promotion
and Dissemination of Psychological Procedures.: These definitions can be seen in the Box below. Higher strength of evidence is an indicator of the reliability of the findings behind
the treatment, not an index of the expected size of the effect.

“Evidence-Based Child and Adolescent Psychosocial Interventions” uses a broad level of analysis for defining treatments, such that interventions sharing a majority of components
with similar clinical strategies and theoretical underpinnings are considered to belong to a single treatment approach. For example, rather than list each CBT protocol for
depression on its own, the tool handles these as a single group that collectively has achieved a particular level of scientific support. This approach focuses more on “generic” as
opposed to “brand name” treatment modalities, and it also is designed to reduce the more than 500 distinct treatments that would otherwise be represented on this tool to a more
practical level of analysis.

The presenting problems represented in the table rows are coded using a checklist of 25 different problem areas (e.g., anxious or avoidant behaviors, eating disorders, substance
use). The problem area refers to the condition that a treatment explicitly targeted and for which clinical outcomes were measured. These problem areas are inclusive of diagnostic
conditions (e.g., all randomized trials targeting separation anxiety disorder are considered collectively within the “Anxious or Avoidant Behaviors” row) but also include the much
larger number of research trials that tested treatments but did not use diagnosis as a study entry criterion. For example, many studies use elevated scores on behavior or emotion
checklists or problems such as arrests or suicide attempts to define participants. Mental health diagnoses are therefore nested under these broader categories.

This tool has its origins with the Child and Adolescent Mental Health Division of the Hawaii Department of Health. Under the leadership of then-division chief Christina
Donkervoet, work was commissioned starting in 1999 to review child mental health treatment outcome literature and produce reports that could serve the mental health system in
selecting appropriate treatments for its youth.. Following an initial review of more than 120 randomized clinical trials,s the division began to issue the results of these reviews in
quarterly matrix reports known as the Blue Menu (named for the blue paper on which it was originally printed and distributed). This document was designed to be user-friendly
and transportable, thereby making it amenable to broad and easy dissemination. As of 2010, the AAP supports the posting of the next generation of this tool. “Evidence-Based
Child and Adolescent Psychosocial Interventions” now represents over 800 randomized trials of psychosocial treatments for youth. PracticeWise continues to identify, review, and
code new research trials and plans to continue providing updates to this tool to the AAP for the foreseeable future.
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L At least 2 randomized trials demonstrating efficacy in one or more of the following ways:
a. Superior to pill placebo, psychological placebo, or another treatment.

b. Equivalent to all other groups representing at least one level 1 or level 2 treatment in a study
with adequate statistical power (30 participants per group on average) that showed significant
pre-study to post-study change in the index group as well as the group(s) being tied. Ties of
treatments that have previously qualified only through ties are ineligible.

1L Experiments must be conducted with treatment manuals.
1. Effects must have been demonstrated by at least 2 different investigator teams.

L Two experiments showing the treatment is (statistically significantly) superior to a waiting list or
no-treatment control group. Manuals, specification of sample, and independent investigators are not
required.

OR

1L One between-group design experiment with clear specification of group, use of manuals, and
demonstrating efficacy by either

a.  Superior to pill placebo, psychological placebo, or another treatment
b. Equivalent to an established treatment (See qualifying tie definition above.)

One between-group design experiment with clear specification of group and treatment approach and
demonstrating efficacy by either

a.  Superior to pill placebo, psychological placebo, or another treatment

b. Equivalent to an already established treatment in experiments with adequate statistical power
(30 participants per group on average)

One experiment showing the treatment is (statistically significantly) superior to a waiting list or no-treatment
control group. Manuals, specification of sample, and independent investigators are not required.

The treatment has been tested in at least one study but has failed to meet criteria for levels 1 through 4.
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Washington Apple Health (Medicaid)

Early and Periodic
Screening Diagnosis
and Treatment
(EPSDT) Program
Billing Guide

October 1, 2016



About this guide”

This publication takes effect October 1, 2016, and supersedes earlier guides to this program.

HCA is committed to providing equal access to our services. If you need an accommodation or
require documents in another format, please call 1-800-562-3022. People who have hearing or
speech disabilities, please call 711 for relay services.

Washington Apple Health means the public health insurance programs for eligible
Washington residents. Washington Apple Health is the name used in Washington
State for Medicaid, the children's health insurance program (CHIP), and state-
only funded health care programs. Washington Apple Health is administered by
the Washington State Health Care Authority.

What has changed?

Subject

Change

Reason for Change

Billing and
Claim Forms

Are managed
care clients

eligible for
EPSDT

screenings?

What is

included in an

EPSDT
screening?

How often
should
EPSDT

screenings
occur?

Effective October 1, 2016, all claims must be
filed electronically. See blue box notification.

Removed blue box stating that the agency
covers referrals for mental health or substance
abuse assessments outside the agency-
contracted managed care organization

Added a sentence requiring that providers
document EPSDT services provided

Added to the bullet for screening examinations
recommended for children age 1 through 2
years, “with one screening recommended before
the child is 15 months of age.”

Added a blue box: “Children covered by
managed care plans have coverage for the same
frequency of exams described above, except for
children age 7 through age 18. Children in this
age group may receive an EPSDT exam
annually. Managed care plans also offer a
limitation extension for EPSDT exams with

Policy change to improve
efficiency in processing
claims

Correction

Clarification

Clarification

Clarification

" This publication is a billing instruction.
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Early and Periodic Screening
Diagnosis and Treatment (EPSDT) Program

prior authorization as described above for
children who have medical necessity for more
frequent exams.”

Lead toxicity Added a provision to the section requiring lead  Clarification
screening toxicity screening at age 12 months and 24

months for all Apple Health-enrolled children,
specifying that this requirement includes
managed care-enrolled children.

How can I get agency provider documents?
To access provider alerts, go to the agency’s provider alerts web page.

To access provider documents, go to the agency’s provider billing guides and fee schedules web
page.

Copyright disclosure

Current Procedural Terminology (CPT) copyright 2015 American
Medical Association (AMA). All rights reserved. CPT is a
registered trademark of the American Medical Association.

Fee schedules, relative value units, conversion factors or related
components, or both, are not assigned by the AMA, are not part of
CPT, and the AMA is not recommending their use. The AMA does
not directly or indirectly practice medicine or dispense medical
services. The AMA assumes no liability for data contained or not
contained herein.
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Early and Periodic Screening
Diagnosis and Treatment (EPSDT) Program

Mental Health and Substance
Abuse Assessments

Note: Eligible clients may receive a mental health or substance
abuse assessment without an EPSDT screening or referral.

Is mental health screening part of the EPSDT
screening process?

Yes. Mental Health screenings may be done using standardized screening tools or through an
interview. See EPSDT Mental Health/Substance Abuse Assessment Referral Indicators for a list
of behaviors that may indicate mental health problems.

Clients age 20 and younger have access to mental health services. See the Mental Health
Services Billing Guide for details. However, if the client may meet BHO Access to Care
Standards, then a referral to the Behavioral Health Organization (BHO) should be considered.
Referral for assessment is based on professional judgment. See Behavioral Health Organization
Contacts for a complete listing.

Screening guidelines

Mental health and substance abuse screenings are intended to identify children who are at risk
for, or may have, mental health or substance abuse problems. Screenings do not result in a
diagnosis. If a screen indicates a possible problem, the child is referred for an assessment where
a diagnosis and plan of care are developed.

When child abuse or neglect is suspected, a report to Child Protective Services must be made,
even if the child is also referred for a mental health assessment.

If an eligible client is suspected or identified through the EPSDT screening as having a mental
health or substance abuse problem, providers may refer the client to a mental health or substance
abuse provider and assist the client/family in making appointments and obtaining necessary
treatment. This referral must be made within two weeks from the date the problem is identified,
unless the problem is urgent. If the problem is urgent, a referral must be made immediately.

Document the need for the service in the client’s records. The diagnosing or treating mental
health or substance abuse provider should communicate the results of the referral back to the
primary care provider.
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Early and Periodic Screening
Diagnosis and Treatment (EPSDT) Program

Urgent referrals

Some behaviors, symptoms, and risk factors may signal that a child is in crisis. In these cases the
referral process must be sped up so that the child may be assessed and treated promptly. An
immediate referral must be made by telephone to the mental health agency whenever the child
exhibits any of the following:

Fire-setting

Suicidal behavior or suicidal ideation

Self-destructive behavior

Torturing animals

Destroying property

Substance abuse, either in conjunction with other mental health concerns or if the child is
under the age of 12 years

Sexual acting out

Witnessing a death or other substantial physical violence
Experiencing sexual or physical abuse

Out of touch with reality, delusional (psychotic decompensation)
Imminent risk of placement in a more restrictive setting

The crisis response system should be used only if the child is a danger to himself/herself or
others.

Nonurgent referral

When screening for mental health problems, use professional judgment when deciding to refer
the client for further assessment of other issues, such as:

Family issues

Problematic peer activities
School issues

Somatic symptoms

Abnormal behaviors

Unusual feelings and thoughts
Unusual growth and development
Social situation problems

Children may also be referred for a mental health assessment at a parent's request. Make a
referral if the child or parent sees the behavior or symptom as problematic, even if the issues
seem minor or within normal range to you. Parents' and teachers' perceptions have shown to be
the best predictors of mental health problems.
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Diagnosis and Treatment (EPSDT) Program

How are substance abuse screening and
treatment provided?

Screening and treatment may be provided in any of the following ways:

Screening, Brief Intervention, and Referral to Treatment
(SBIRT)

A comprehensive, evidence-based, public health practice designed to identify people who are at
risk for or have some level of substance use disorder which can lead to illness, injury, or other
long-term morbidity or mortality. SBIRT services are provided in a wide variety of medical and
community healthcare settings. See the agency’s Physician-Related Services/Health Care
Professional Services Billing Guide for more details.

Washington Recovery Help Line

The Washington Recovery Help Line is the consolidated help line for substance abuse, problem
gambling, and mental health. The help line provides anonymous and confidential crisis
intervention and referral services for Washington State residents. Professionally trained
volunteers and staff are available to provide emotional support 24 hours a day, and offer local
treatment for substance abuse. To refer substance abuse cases, call the 24-hour Washington
Recovery Help Line at 800-789-1511.
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assessment referral indicators

Early and Periodic Screening

Diagnosis and Treatment (EPSDT) Program

EPSDT mental health/substance abuse

Consider these and other symptoms/behaviors when making a referral for an assessment.

Category

Indicators for a Mental Health Assessment

Family

problems separating

physical abuse or neglect

psychological abuse

sexual abuse

domestic violence

divorce/separation

chronic physical or mental illness of parent

drug using or alcoholic parent
parental discord

few social ties

problems with siblings

death of parent/sibling

parent in criminal justice system

Peer activity

no confidence
social isolation

fighting and bullying

Behaviors temper tantrums over activity
fire setting in trouble with law
stealing impulsive
tics attachment problems in infants
sexually acting out overly compliant to passive
lying defiant
substance abuse running away
destroys property truancy
aggressive
School school failure absenteeism or truancy
school refusal
Feelings anxiety or nervousness fearful
feeling depressed suicidal
low self-esteem
Thoughts delusions incoherence
hallucinations self-destructive thoughts
Somatic trouble sleeping enuresis
symptoms sleepwalking encopresis
night terrors eating disorder
Social lack of housing sexual abuse
frequent moves foster care
financial problems history of detention
Growth and slow weight gain language delay
Development nonorganic failure to thrive attention problems

mentally retarded
learning disabilities

speech problems

Derived from a Word Health Organization, primary care child oriented classification system. Haeres, S.M., Leaf, P.J., Leventhal, J.M., Forsyth,
B. and Speechley, K.N. (1992), Identification and management of psychosocial and developmental problems in community-based. Primary care
pediatric practices. Pediatrics, 89(3), 480 - 485.
The indicators listed above may be elicited from caregivers and children through interviews described in professional references (e.g., American
Academy of Pediatrics: Guidelines for Child Health Supervision; and the Region X Nursing Network: Prenatal and Child Health Screening and
Assessment Manual). It may be appropriate to interview the child separate from the caregiver beginning at age eight years.

Screening infants and toddlers for mental health problems is an emerging science. Based on professional judgment, referral is appropriate when
there are concerns that a family and social environment do not support the infant's mental wellness.

Children with behaviors not listed on the checklist should also be referred for mental health services, if the parent desires. It is important to
remember that if the child or parent sees the behavior or symptom as problematic, make a referral, even if the issues seem minor or within normal
range to you. Parents' and teachers' perceptions have been shown to be the best predictors of mental health problems.
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Diagnosis and Treatment (EPSDT) Program

EXAMPLE referral explanation for teen or
parent

SO YOU HAVE BEEN REFERRED FOR A
MENTAL HEALTH/SUBSTANCE ABUSE ASSESSMENT...
NOW WHAT HAPPENS?

You and your health care provider have talked. The next step is to refer you for an assessment to
find out if you need services.

A qualified professional will meet with you and may talk about several things such as:

J What worries you or others about you?

. What you and others have already done to help.

° Relationships at home, at school, day care, with other friends, etc.
o Your family history.

. How serious your problems may or may not be.

You and the worker will help choose the service that is right for you.

If you have questions about obtaining a mental health or substance abuse assessment, call the
Washington Recovery Help Line at 800-789-1511.

If you have issues accessing an agency-approved provider, contact the Medical Assistance
Customer Services line at 800-562-3022.
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Click HERE to download this form as a Word document.

Behavioral Healthcare Resources for Children and Teens

Behavioral Health Care Resources For Children And Teens In

(Insert Name Of Region/County Here)

Finding a mental/behavioral health counselor

» Counties/regions: list local agenc(ies) here OR list BHO website to find list

* For those with Medicaid: contact your local Behavioral Health Organization (BHO):

Insert BHO name/phone/address/website here

» Those with private health insurance may also contact their insurance company for a list of providers.

Substance abuse services

» Counties/regions add local providers here
» Washington Recovery Help line: 1-866-789-1511 or www.warecoveryhelpline.org
» Counties/regions to add local detox info here:

Crisis services

« Crisis/acute mental health care:
www.dshs.wa.gov/bha/division-behavioral-health-and-recovery/acute-mental-health-care

* To access county/regional crisis line:
www.dshs.wa.gov/bha/division-behavioral-health-and-recovery/state-mental-health-crisis-lines
OR call (Counties/regions insert local county/regional crisis line(s) here):

(Note: anyone can call their local county crisis line regardless of insurance coverage)

* Teenlink: confidential teen-answered help line and computer chat service: 1-866-833-6546 or
http://866teenlink.org

* NAMI crisis line: text NAMI to 741741

Suicide prevention and intervention resources

* US National Suicide Hotline: 1-800-SUICIDE or 1-800-273-TALK (8255)

* www.suicidepreventionlifeline.org

* Youth Suicide Prevention Program: www.yspp.org

* The Trevor Project: 1-866-4-U-TREVOR (free, confidential hotline for suicidal teens who are gay,
lesbian, bisexual, transgender)

* Crisis text line: Text START to 741-741 to talk to a trained counselor

Psychiatric inpatient services for youth
» Counties/regions add local facilities here
* Add local DMHP phone number
» Add local Emergency Dept phone number

continued on next page 88
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https://drive.google.com/open?id=0B6g2xRhREQxZRUtEeHFENVN0dnM

Behavioral Healthcare Resources for Children and Teens

Family support organizations
* Counties/regions can add as they choose
* Parent Trust: www.parenttrust.org

Information/support about mental health/disorders

* National Alliance on Mental lliness (NAMI): resources, links to local support groups
http://www.nami.org/

» Substance Abuse and Mental Health Services Administration (SAMHSA): resources, education, support:
https://www.samhsa.gov/

General information
» Washington Recovery Help Line: 24-hour help for substance abuse, problem gambling, and mental health
1-866-789-1511 www.warecoveryhelpline.org
* Washington Information Network
Dial 2-1-1 www.resourcehouse.info/Win211
» Washington State Department of Social and Health Services
Local office: insert phone/address/website here

* Apply for Health Insurance: https://www.wahealthplanfinder.org or 1-855-923-4633
* Child Protective Services (CPS): https://www.dshs.wa.gov/ca/child-safety-and-protection
To report child abuse/neglect: 1-866-ENDHARM (1-866-363-4276)
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Washington Mental Health Care Resources

General Information

- Washington Recovery Help Line - 24 hour help for
substance abuse, problem gambling, and mental health
1-866-789-1511
www.warecoveryhelpline.org

- Washington Information Network
2-1-1
www.resourcehouse.info/Win211

- Washington State Department of
Social and Health Services
www.dshs.wa.gov

- Apply for Health Insurance
https://www.wahealthplanfinder.org

Accessing a Mental/Behavioral Health Therapist

- Find a therapist
http://therapists.psychologytoday.com
www.helppro.com

- For those with Medicaid, contact your local Behavioral
Health Organization (BHO)
https:/www.dshs.wa.gov/bha/division-behavioral-
health-and-recovery

If you have private insurance you may also contact
your insurance company for a list of providers.

Family Support Organizations

- DSHS Resources for Parents
https://www.dshs.wa.gov/ca/advancing-child-welfare/
getting-help

- DSHS Children’s Administration
www.dshs.wa.gov/ca/general/index.asp

- Parent Trust
www.parenttrust.org

- Parent to Parent
WWW.P2pusa.org

Developmental Disabilities Resources

- Developmental Disabilities Administration
www.dshs.wa.gov/dda

- To apply for DD Services please request an
application from your local office. Office locater:
www.dshs.wa.gov/DDA/dda/find-an-office

Juvenile Justice Services

- Juvenile Rehabilitation
www.dshs.wa.gov/ra/juvenile-rehabilitation

- Office of Juvenile Justice and Delinquency Prevention
wWWwWw.ojjdp.gov

Military Family Resources

Home Base Program
http://homebase.org

Resources for Military and Veteran Families
http://www.mghpact.org/for-parents/other-
resources/for-military-and-veteran-families

National Resource Directory
www.nrd.gov

Crisis Services

Crisis/Acute Mental Health Care
www.dshs.wa.gov/bha/division-behavioral-
health-and-recovery/acute-mental-health-care

County Crisis Lines
www.dshs.wa.gov/bha/division-behavioral-health-
and-recovery/state-mental-health-crisis-lines
*Please note — anyone can call their local county
crisis line regardless of their insurance coverage.

US National Suicide Hotlines
1-800-SUICIDE

1-800-273-TALK
www.suicidepreventionlifeline.org

Teenlink — A confidential teen-answered help line
and computer chat service

1-866-833-6546

http://866teenlink.org

Substance Abuse Services

Substance Abuse Information for Washington State
www.dshs.wa.gov/bha

Washington Recovery Help line
1-866-789-1511
www.warecoveryhelpline.org

Alcoholics Anonymous
http://aa.org

Narcotics Anonymous
http://na.org

Treatment Locator
http://findtreatment.samhsa.gov

&

Seattle Children’s®

HOSPITAL « RESEARCH « FOUNDATION

Partnership Access Line

Mental Health Consultation Outreach
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Instructions for Completing the MeHAF Site Self Assessment (SSA) Survey

The purpose of this assessment is to show your current status along several dimensions of integrated care and to stimulate
conversations among your integrated care team members about where you would like to be along the continuum of integrated care.
Please focus on your site’s current extent of integration for patient and family-centered primary care, behavioral and mental health care.
Future repeated administrations of the SSA form will help to show changes your site is making over time. Organizations working with
more than one site should ask each site to complete the SSA.

Please respond in terms of your site’s current status on each dimension. Please rate your patient care teams on the extent to which
they currently do each activity for the patients/clients in the integrated site. The patient care team includes staff members who work
together to manage integrated care for patients. This often, but not always, involves health care providers, behavioral health specialists,
specialty care providers, case managers or health educators and front office staff.

Using the 1-10 scale in each row, circle (or mark in a color or bold, if completing electronically) one numeric rating for each of the 18
characteristics. If you are unsure or do not know, please give your best guess, and indicate to the side any comments or feedback you
would like to give regarding that item. NOTE: There are no right or wrong answers. If some of this wording does not seem appropriate
for your project, please suggest alternative wording that would be more applicable, on the form itself or in a separate email.

This form was adapted from similar formats used to assess primary care for chronicdiseases.

Identifying Information:

Name of your site: Date:

Name of person completing the SSA form: Your job role:

Did you discuss these ratings with other members of yourteam? YES NO

Grantee Organization:
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MeHAF — Site Self Assessment

l. Integrated Services and Patient and Family-Centeredness

(Circle one NUMBER for each characteristic)

Characteristic

Levels

1. Level of integration: primary ...none; . .. are coordinated; separate sites . . are co-located; both are available at | ... are integrated, with one reception
care and mental/behavioral consumers and systems, with some the same site; separate systems, area; appointments jointly scheduled;
health care goto communication among different types | regular communication among shared site and systems, including
separate of providers; active referral linkages different types of providers; some electronic health record and shared
sites for exist coordination of appointments and treatment plans. Warm hand-offs
services services occur regularly; regular team
meetings.
1 2 3 4 5 6 7 8 9 10
2. Screening and assessment ...are not . . .are occasionally done; .. .are integrated into care on a pilot ... tools are integrated into practice
for emotional/behavioral health done (in this screening/assessment protocols are basis; assessment results are pathways to routinely assess
needs (e.g., stress, depression, | site) not standardized or are nonexistent documented prior to treatment MH/BH/PC needs of all patients;
anxiety, substance abuse) standardized screening/ assessment
protocols are used and documented.
2. (ALTERNATE: If you are a
behavioral or mental health site,
screening and assessment for 1 2 3 4 5 6 7 8 9 10
medical care needs)
3. Treatment plan(s) for primary | ... do not . .. exist, but are separate and .. .Providers have separate plans, but | ... are integrated and accessible to
care and behavioral/mental exist uncoordinated among providers; work in consultation; needs for all providers and care managers;
health care occasional sharing of information specialty care are served separately patients with high behavioral health
occurs needs have specialty services that are
coordinated with primary care
1 2 3 4 5 6 7 8 9 10
4. Patient care that is based on ... does not ... depends on each provider’'s own . . .evidence-based guidelines . . . follow evidence-based guidelines
(or informed by) best practice existin a use of the evidence; some shared available, but not systematically for treatment and practices; is
evidence for BH/MH and systematic evidence-based approaches occur in integrated into care delivery; use of supported through provider education
primary care way individual cases evidence-based treatment depends and reminders; is applied
on preferences of individual providers | appropriately and consistently
1 2 3 4 5 6 7 8 9 10
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MeHAF — Site Self Assessment

5. Patient/family involvement in ... does not . . . is passive; clinician or educator ... is sometimes included in decisions | ... is an integral part of the system of
care plan occur directs care with occasional about integrated care; decisions about | care; collaboration occurs among
patient/family input treatment are done collaboratively patient/family and team members and
with some patients/families and their takes into account family, work or
provider(s) community barriers and resources
1 2 3 4 5 6 7 8 9 10
6. Communication with patients | ... does not ... occurs sporadically, or only by use | ... occurs as a part of patient visits; . . .is a systematic part of site’'s
about integrated care occur of printed material; no tailoring to team members communicate with integration plans; is an integral part of
patient’s needs, culture, language, or patients about integrated care; interactions with all patients; team
learning style encourage patients to become active members trained in how to
participants in care and decision communicate with patients about
making; tailoring to patient/family integrated care
cultures and learning styles is
frequent
1 2 3 4 5 6 7 8 9 10
7. Follow-up of assessments, ...isdone at | ...is done sporadically or only at the . .. is monitored by the practice team . .. is done by a systematic process
tests, treatment, referrals and the initiative initiative of individual providers; no as a normal part of care delivery; that includes monitoring patient
other services of the system for monitoring extent of follow- | interpretation of assessments and lab | utilization; includes interpretation of
patient/family | up tests usually done in response to assessments/lab tests for all patients;
members patient inquiries; minimal outreach to is customized to patients’ needs,
patients who miss appointments using varied methods; is proactive in
outreach to patients who miss
appointments
1 2 3 4 5 6 7 8 9 10
8. Social support (for patientsto | .. .is not . ..is discussed in general terms, not | ... is encouraged through . .. is part of standard practice, to
implement recommended addressed based on an assessment of patient’s collaborative exploration of resources | assess needs, link patients with
treatment) individual needs or resources available (e.g., significant others, services and follow up on social
education groups, support groups) to support plans using household,
meet individual needs community or other resources
1 2 3 4 5 6 7 8 9 10
9. Linking to Community ... does not .. . is limited to a list or pamphlet of ... occurs through a referral system; ... is based on an in-place system for
Resources occur contact information for relevant staff member discusses patient coordinated referrals, referral follow-
resources needs, barriers, and appropriate up and communication among sites,
resources before making referral community resource organizations,
and patients
1 2 3 4 5 6 7 8 9 10
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MeHAF — Site Self Assessment

MeHAF Plus Items

10. Patient care that is based ... does not ... depends on each provider’'s own . . .evidence-based guidelines . .. follow evidence-based guidelines
on (or informed by) best existin a use of the evidence; some shared available, but not systematically for treatment and practices; is
practice evidence for systematic evidence-based approaches occur in integrated into care delivery; use of supported through provider education
prescribing of psychotropic way individual cases evidence-based treatment depends and reminders; is applied
medications on preferences of individual providers | appropriately and consistently;
support provided by consulting
psychiatrist or comparable expert
1 2 3 4 5 6 7 8 9 10
11. Tracking of vulnerable ... does not ... Is passive; clinician may track ... patient lists exist and individual ... patient lists (registries) with
patient groups that require occur individual patients based on clinicians/care managers have varying | specified criteria and outreach
additional monitoring and circumstances approaches to outreach with no protocols are monitored on a regular
intervention guiding protocols or systematic basis and outreach is performed
tracking consistently with information flowing
back to the care team
1 2 3 4 5 6 7 8 9 10
12. Accessibility and efficiency ... behavioral | ... is minimal; access may occur at ... is partially present; behavioral ... is fully present; behavioral health
of behavioral health health times but is not defined by protocol or | health practitioners may be available practitioners are available for warm
practitioners practitioner(s) | formal agreement; unclear how much | for warm handoffs for some of the handoffs at all open clinic hours and
are not population penetration behavioral open clinic hours and may average average over 6 patients per clinic day
readily health has into primary care less than 6 patients per clinic day per | per clinician (or comparable number
available population clinician (or comparable number based on clinic volume)
based on clinic volume)
1 2 3 4 5 6 7 8 9 10
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Il. Practice/Organization

(Circle one NUMBER for each characteristic)

Characteristic

Levels

1. Organizational leadership for | ... does not ... is supportive in a general way, but | ... is provided by senior ... strongly supports care integration
integrated care exist or views this initiative as a “special administrators, as one of a number of | as a part of the site’s expected
shows little project” rather than a change in usual | ongoing quality improvement change in delivery strategy; provides
interest care initiatives; few internal resources support and/or resources for team
supplied (such as staff time for team time, staff education, information
meetings) systems, etc.; integration project
leaders viewed as organizational role
models
1 2 3 4 5 6 7 8 9 10
2. Patient care team for ... does not . .. exists but has little cohesiveness . . . is well defined, each member has ... is a concept embraced, supported
implementing integrated care exist among team members; not central to defined roles/responsibilities; good and rewarded by the senior
care delivery communication and cohesiveness leadership; “teamness” is part of the
among members; members are cross- | system culture; case conferences and
trained, have complementary skills team meetings are regularly
scheduled
1 2 3 4 5 6 7 8 9 10
3. Providers’ engagement with ...isminimal | ... engaged some of the time, but . . . is moderately consistent, but with ... all or nearly all providers are
integrated care (“buy-in”) some providers not enthusiastic about | some concerns; some providers not enthusiastically implementing all
integrated care fully implementing intended components of your site’s integrated
integration components care
1 2 3 4 5 6 7 8 9 10
4. Continuity of care between ... does not . .. is not always assured; patients . . is achieved for some patients ... systems are in place to support
primary care and exist with multiple needs are responsible for | through the use of a care manager or | continuity of care, to assure all
behavioral/mental health their own coordination and follow- up other strategy for coordinating needed | patients are screened, assessed for
care; perhaps for a pilot group of treatment as needed, treatment
patients only scheduled, and follow-up maintained
1 2 3 4 5 6 7 8 9 10
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5. Coordination of referrals and ... does not . .. is sporadic, lacking systematic ... occurs through teamwork & ... is accomplished by having
specialists exist follow-up, review or incorporation care management to recommend systems in place to refer, track
into the patient’s plan of care; little referrals appropriately; report on incomplete referrals and follow-up
specialist contact with primary care referrals sent to primary site; with patient and/or specialist to
team coordination with specialists in integrate referral into care plan;
adjusting patients’ care plans; includes specialists’ involvement in
specialists contribute to planning primary care team training and
for integrated care quality improvement
1 2 3 4 5 6 7 8 9 10
6. Data systems/patient records | ... are ... are shared among providers on ... use a data system (paper or EMR) | ... has a full EMR accessible to all
based on an ad hoc basis; multiple records shared among the patient care team, providers; team uses a registry or
paper exist for each patient; no aggregate who all have access to the shared EMR to routinely track key indicators
records data used to identify trends or gaps medical record, treatment plan and of patient outcomes and integration
only; lab/test results; team uses aggregated | outcomes; indicators reported
separate data to identify trends and launches regularly to management; team uses
records Ql projects to achieve measurable data to support a continuous QI
used by goals process
each
provider
1 2 3 4 5 6 7 8 9 10
7. Patient/family input to ...does . ..occurs on an ad hoc basis; not . . . is solicited through advisory ... is considered an essential part of
integration management not occur promoted systematically; patients groups, membership on the team, management’s decision-making
must take initiative to make focus groups, surveys, suggestion process; systems are in place to
suggestions boxes, etc. for both current services ensure consumer input regarding
and delivery improvements under practice policies and service delivery;
consideration; patients/families are evidence shows that management
made aware of mechanism for input acts on the information
and encouraged to participate
1 2 3 4 5 6 7 8 9 10
8. Physician, team and staff ...does . ..occurs on a limited basis . .. is provided for some (e.g. pilot) ... is supported and incentivized by
education and training for not occur without routine follow-up or team members using established and | the site for all providers; continuing
integrated care monitoring; methods mostly didactic standardized materials, protocols or education about integration and
curricula; includes behavioral change evidence-based practice is routinely
methods such as modeling and provided to maintain knowledge and
practice for role changes; training skills; job descriptions reflect skills
monitored for staff participation and orientation to care integration
1 2 3 4 5 6 7 8 9 10
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9. Funding sources/resources

...a
single
grant or
funding
source; no
shared
resource
streams

1

. .. separate PC/MH/BH funding
streams, but all contribute to costs
of integrated care; few resources
from participating
organizations/agencies

. . . separate funding streams, but
some sharing of on-site expenses,
e.g., for some staffing or
infrastructure; available billing codes
used for new services; agencies
contribute some resources to support
change to integration, such as in-kind
staff or expenses of provider training

5 6 7

... fully integrated funding, with
resources shared across providers;
maximization of billing for all types of
treatment; resources and staffing
used flexibly
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ABSTRACT: Integration of healthcare is essential to improve the individual’s experience of care, improve the health of the general
population, and reduce per capita healthcare costs. The term “integration” is widely and inconsistently used to describe the bring-
ing together of healthcare components. Integration has been used to reference everything from consultation to colocation to a
setting of shared health values around treating the whole person, with blurred professional boundaries. There have been no fully
updated taxonomies to describe the levels of integration since the 1996 Doherty, McDaniel, and Baird article, which initially pro-
posed five levels of integration. Since this seminal issue brief and preliminary framework, there have been many informal and local
adaptations. However without a standard classification of integrated settings, discussions of integration lack clarity and precision,
and research cannot confidently examine discrete aspects of integration. This issue brief reviews levels of integrated healthcare
and proposes a functional standard framework for classifying sites according to these levels.

KEY WORDS: integration; collaborative care; mental health; behavioral health; collaboration; healthcare

BACKGROUND

Over the last several years, as healthcare reform has taken a prominent national position and mental health and substance abuse
treatments have evolved, an increasing number of articles have been written on collaboration and the integration of traditional
primary care and behavioral health* practices (Butler, Kane, & McAlpine, 2008; Collins, Hewson, Munger, & Wade, 2010; Funk
& Ivhijaro, 2008; Lopez, Coleman-Beattie, & Sanchez, 2008; Mauer, 2006, 2009; Mauer & Jarvis, 2010; Miller, Kessler, & Peek,
2011; Robinson & Reiter, 2007; Russell, 2010). These articles have described a wide variety of collaborative, co-located, and
integrated service models.

Developing a standard framework to describe integrated efforts is critical for meaningful dialogue about service design, as well as
for research. Until there is a way to reliably categorize integration implementations, meaningful comparisons of implementations
or associated health outcomes cannot occur. This point is made throughout the Miller et al. 2011 paper, which calls for a broader
“lexicon for the common terms and components for collaborative care so that research questions can be framed in a consistently
understood manner” (p. 2). On the clinical side, integrated care developers and implementers will benefit from recognizing the
characteristics of practice change that support evolving integration models. Knowing what features of integrated healthcare imple-
mentations lead to the most favorable and stable health outcomes will be an important contribution to the health field.

A standard framework also contributes to the orderly evolution of national healthcare reform and aligns with the political and
service realities defined by Berwick, Nolan and Whittington (2008). Integration is essential to achieving the triple aim of improved
experience of care, improved health of populations, and reduced per capita healthcare cost advocated by Berwick, et al. The les-
sons learned from a reliable comparison of models and implementations provide the best foundation to inform policy decisions on
the structure of more effective healthcare as care integration moves forward.

LEVELS OF INTEGRATION

Doherty, McDaniel, and Baird (1995, 1996) proposed the first classification by level of  (Jnti there is a way to reliably
collaboration and integration. They proposed the five levels of primary care-behavioral

healthcare collaboration, recognizing that collaboration and integration of care were categorize integration

evolving and being communicated in wide-ranging ways. Doherty et. al’s classification
involved both the extent of the occurrence of collaboration and the capacity for col-
laboration in the setting, but they did not focus on specific interactions. An underlying
premise of the levels was that as collaboration increased, the adequate handling of

implementations, meaningful

complex patients would also increase. The levels recognized by Doherty et al. did not  or associated health outcomes
prescribe a particular model as best for all healthcare settings, but rather served as
a foundation from which to tease apart the strengths and limitations of a variety of ~Cannot occur.

comparisons of implementations

* This issue brief uses the term behavioral health to describe mental health and substance use.
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options. It was proposed that use of the levels would help organizations evaluate their setting in light of their goals for collaboration

and to assist in researching outcomes and costs associated with different collaborative models with different patient populations.

In the original framework, Doherty et al. differentiated levels by where they were practiced, the cases adequately handled at each
level, and the following descriptions:

»

»

»

»

»

LEVEL 1- Minimal Collaboration: Mental health and other healthcare providers work in separate facilities, have separate
systems, and rarely communicate about cases.

LEVEL 2 - Basic Collaboration at a Distance: Providers have separate systems at separate sites, but engage in periodic
communication about shared patients, mostly through telephone and letters. Providers view each other as resources.

LEVEL 3 - Basic Collaboration Onsite: Mental health and other healthcare professionals have separate systems, but share
facilities. Proximity supports at least occasional face-to- face meetings and communication improves and is more regular.

LEVEL 4 - Close Collaboration in a Partly Integrated System: Mental health and other healthcare providers share the same
sites and have some systems in common such as scheduling or charting. There are regular face-to-face interactions among
primary care and behavioral health providers, coordinated treatment plans for difficult patients, and a basic understanding
of each other’s roles and cultures.

LEVEL 5 - Close Collaboration in a Fully Integrated System: Mental health and other healthcare professionals share the
same sites, vision, and systems. All providers are on the same team and have developed an in-depth understanding of
each other’s roles and areas of expertise.

The following chart summarizes these five levels of collaboration:

MINIMAL

COLLABORATION

»» Separate systems
»» Separate facilities

» Communication is
rare

»» Little appreciation
of each other’s
culture

“Nobody knows
my name.
Who are you?”

BASIC
COLLABORATION

FROM A DISTANCE

»» Separate systems
» Separate facilities

» Periodic focused
communication;
most written

»» View each other as
outside resources

»» Little understand-
ing of each other’s
culture or sharing of
influence

“I help your
consumers.”

BASIC
COLLABORATION
ONSITE

»» Separate systems
» Same facilities

» Regular
communication,
occasionally
face-to-face

»» Some appreciation
of each other’s role
and general sense of
large picture

»» Mental health
usually has more
influence

“I am your
consultant.”

SAMHSA-HRSA CENTER FOR INTEGRATED HEALTH SOLUTIONS

CLOSE
COLLABORATION/
PARTLY
INTEGRATED

»» Some shared
systems

»» Same facilities

»» Face-to-Face
consultation;
coordinated
treatment plans

»» Basic appreciation of
each other’s role and
cultures

» Collaborative
routines difficult;
time and operation
barriers

»» Influence sharing

“We are a team
in the care of
consumers”

FULLY
INTEGRATED

»» Shared systems and
facilities in seamless
bio-psychosocial
web

»» Consumers and
providers have same
expectations of
system(s)

» In-depth

appreciation of roles
and culture

»» Collaborative
routines are regular
and smooth

» Conscious influence
sharing based
on situation and
expertise

“Together, we teach
others how to be a
team in care of con-
sumers and design
a care system.”
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These five levels have formed the foundation for most subsequent level adaptations. The idea that integration occurs along a
continuum of collaboration and integration is widely supported (Collins, et. al., 2010; Miller, et. al., 2011; Peek, 2007; Reynolds,
2006; Seaburn, Lorenz, Gunn, Gawinski, & Mauksch, 1996; Strohsal, 1998) and adaptations have differed in the number of levels
(from three to 10) and the categories used to differentiate or describe levels.

The reason for classification, whether for clinical development or research,
has influenced the choice of dimensions used to define each level. For
example, Reynolds (2006) used the same five levels, but distinguishes
between levels on the basis of functional practice categories, including
access, services, funding, governance, evidence-based practice, and
data usage. The goal of Reynolds’ adaptation is to better capture the pa-
tient and staff experience at the different levels; in doing so, it broadens
the levels’ descriptions and characteristics.

Other papers and reports have classified integrated implementations
somewhat differently. MaineHealth (2009) developed a site-specific rat-
ing of integration that has four levels along a continuum of integration,
with one rating in the first level and three ratings in levels two, three, and four. There are 18 characteristics broadly categorized
as integrated services, patient- and family-centeredness, and practice/organization. In the first category, characteristics such as

colocation, patient/family involvement, and communication with patients about integrated care are rated. In the second category,
characteristics such as organizational leadership for integrated care, providers’ engagement, and data systems/patient are rated.

SAMHSA-HRSA CENTER FOR INTEGRATED HEALTH SOLUTIONS

More similar to Doherty et. al., Blount (2003) collapsed the five levels to three: coordinated, co-located, and integrated care. Re-
cent work to develop a lexicon or common conceptual system for collaborative care between behavioral health and primary medical
clinicians (Miller et. al., 2011) has also adopted these three levels in describing collaborative care practice.

The Milbank report, Evolving Models of Behavioral Health Integration in Primary Care (Collins et. al., 2010), describes eight models
of integration across a variety of settings. This group uses Doherty et. al.’s. five level structure and the terms coordinated, co-
located, and integrated to differentiate these models.

STANDARD FRAMEWORK

Doherty et al. established the five levels of integration, recognizing differences in integrated implementations and the various forms
collaboration took in each level. Based upon the initial efforts by Doherty et al. and the experience accumulated over the inter-
vening 17 years, the authors of this paper propose a new version of the levels of collaboration/integration. The framework brings
together valuable aspects that have evolved since the Doherty et al. paper. The framework also includes several enhancements
that enable it to be comprehensive enough to serve as a national standard for future discussion about integrated healthcare, allow
organizations implementing integration to gauge their degree of integration against acknowledged benchmarks, and serve as a
foundation for comparing healthcare outcomes between integration levels.

Doherty et al. established the concept of levels of implementations that followed a continuum from collaboration to integration.
The model in this issue brief retains some of the original categorical descriptions that continue to prove useful today. Blount’s
use of coordination, colocation, and integration serve as overarching categories. The Milbank report, which brought together
Doherty et. al.’s five levels and Blount’s broader categories, also informs this conceptual framework.

This new level of integration framework proposes six levels of collaboration/integration. While the overarching framework has three
main categories — coordinated, co-located, and integrated care — there are two levels of degree within each category (see Table
1). Itis designed to help organizations implementing integration to evaluate their degree of integration across several levels and to
determine what next steps they may want to take to enhance their integration initiatives.
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Coordinated Care

»» LEVEL 1 — Minimal Collaboration
Behavioral health and primary care providers work at separate facilities and have separate systems. Providers communicate
rarely about cases. When communication occurs, it is usually based on a particular provider’s need for specific information
about a mutual patient.

»» LEVEL 2 — Basic Collaboration at a Distance
Behavioral health and primary care providers maintain separate facilities and separate systems. Providers view each other
as resources and communicate periodically about shared patients. These communications are typically driven by specific
issues. For example, a primary care physician may request copy of a psychiatric evaluation to know if there is a confirmed
psychiatric diagnosis. Behavioral health is most often viewed as specialty care.

Co-Located Care

»» LEVEL 3 — Basic Collaboration Onsite
Behavioral health and primary care providers co-located in the same facility, but may or may not share the same practice
space. Providers still use separate systems, but communication becomes more regular due to close proximity, especially
by phone or email, with an occasional meeting to discuss shared patients. Movement of patients between practices is
most often through a referral process that has a higher likelihood of success because the practices are in the same loca-
tion. Providers may feel like they are part of a larger team, but the team and how it operates are not clearly defined, leaving
most decisions about patient care to be done independently by individual providers.

»» LEVEL 4 — Close Collaboration with Some System Integration

There is closer collaboration among primary care and behavioral healthcare providers due to colocation in the same
practice space, and there is the beginning of integration in care through some shared systems. A typical model may
involve a primary care setting embedding a behavioral health provider. In an embedded practice, the primary care front
desk schedules all appointments and the behavioral health provider has access and enters notes in the medical record.
Often, complex patients with multiple healthcare issues drive the need for consultation, which is done through personal
communication. As professionals have more opportunity to share patients, they have a better basic understanding of each
other’s roles.

Integrated Care

»» LEVEL 5 — Close Collaboration Approaching an Integrated Practice
There are high levels of collaboration and integration between behavioral and primary care providers. The providers begin
to function as a true team, with frequent personal communication. The team actively seeks system solutions as they recog-
nize barriers to care integration for a broader range of patients. However, some issues, like the availability of an integrated
medical record, may not be readily resolved. Providers understand the different roles team members need to play and they
have started to change their practice and the structure of care to better achieve patient goals.

»» LEVEL 6 — Full Collaboration in a Transformed/Merged Practice
The highest level of integration involves the greatest amount of practice change. Fuller collaboration between providers
has allowed antecedent system cultures (whether from two separate systems or from one evolving system) to blur into a
single transformed or merged practice. Providers and patients view the operation as a single health system treating the
whole person. The principle of treating the whole person is applied to all patients, not just targeted groups.

Key elements were added to more clearly differentiate between the levels in each overarching category. For coordinated care,
the key element is communication. The distinction between Level 1 and Level 2 is frequency and type of communication. With in-
creased communication, providers have stronger relationships and greater understanding of the importance of integrated care and
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the skills that different providers possess. This communication increases
the coordination of care between separate healthcare entities.

Physical proximity is the key element for the co-located care category.
Although colocation does not guarantee greater collaboration or integra-
tion, it can be beneficial. Taking advantage of close proximity increases
collaboration through face-to-face contact at Level 3. It can also develop
the opportunity for trust and relationship building, leading to more sharing
of systems — the hallmark of beginning integration at Level 4. However,
providers can be co-located and have no integration of their healthcare

services. Each provider can still practice independently without commu-
nicating with others and with an integrated healthcare plan. Colocation
reduces time spent travelling from one practitioner to another, but does not guarantee integration.

At Level 5 and Level 6, practice change is the key element. No site can be fully integrated without changing how both behavioral
health and primary care are practiced. The requisite practice change features a blending or blurring of cultures, where no one dis-
cipline predominates. Across many integrated implementations at several levels, almost every practitioner wants integrated care,
and believes it is the direction for healthcare to move towards, until they realize it requires they change how they practice. It is at
that point they often try to change the concepts of their integration efforts to preserve how they currently practice.

A second modification proposed to the original Doherty et al. structure is the use of the terms “collaboration” and “integration.” In
this framework, collaboration describes how resources — namely, the healthcare professionals — are brought together; integration
describes how services are delivered and practices are organized and managed. This idea is similar to Strosahl’s (1998) concept
that collaborative care involves behavioral health working with primary care, while integration is behavioral health working within
and as part of primary care. Recent analysis (Mauer & Jarvis, 2010) indicates that collaboration and integration can effectively
originate in either behavioral health or primary care and requires the transformation of both into a single whole. In this standard
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framework, both collaboration and integration (beginning at Level 3) increase in degree and complexity over the continuum for
providers, while similarly decreasing for clients/individuals.

An important enhancement to the levels is also found in a restructuring of the descriptive characteristics defining each level (see
Table 1). Each of the six levels begins with a general description followed by key differentiators (see Table 2A and 2B) under the
headings clinical delivery, patient experience, practice/organization, and business model. These characteristics help differentiate
the levels. They also incorporate some of the functional categories Reynolds (2006) identified in her consumer/staff experiential
perspective of the levels of integration, Kodner’s (2009) integrated care domains, and MaineHealth’s (2009) Site Assessment.
Finally, Table 3 describes the strengths and weaknesses of each level so that these can be built upon or addressed.

Although the term behavioral health has been used throughout this framework, integration of substance use treatment and primary
care has not been as extensive or prevalent as integration of mental health with primary care. Further work is required to more ef-
fectively support substance use integration (Butler, et. al., 2008; Mauer, 2010).

It is worth noting that even if health outcomes improve as levels of integration increase, it is not reasonable to believe that all
healthcare settings would be able to easily, or even with difficulty, move to increasing levels of integration. As primary care and
behavioral health have evolved in their own professional silos, it has been the authors’ experience that the bringing together of
these services and service perspectives (usually embodied in separate agencies) into a single, fully integrated healthcare system
requires a large amount of administrative, political, and financial investments over a long-term, stepwise, evolutionary process. It
is important to aspire to whichever level can be best achieved practically.

At Level 3, colocation may be a necessary and good starting point to build trust between separate, existing systems and to estab-
lish a shared history of improved outcomes. This could lead to closer collaboration and integration of vision that moves to Level
4 implementation, possibly leading from there to a Level 5 partnership. Such a partnership may be the highest level attainable or
may, in years to come, lead to a joint venture or a merger of the organizations. While this has not been fully researched, merging
primary and behavioral health organizations appears necessary at this point for achieving Level 6 integration.
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From a data standpoint, this framework also posits that integrated services should be defined by location, not by an algorithm of
service code combinations. A single service (e.g., blood pressure check or depression medication check) provided in an integrated
site/setting is considered an integrated service because it is provided in the context of that integrated site’s whole person care.
Conversely, multiple services provided in a single visit are not by definition integrated care; these services could be, and all too
often are, provided by separate professionals without meaningful collaboration or integration. By defining the level of integration
in terms of setting, the authors of this framework define the context of interventions and the values (e.g., care team, whole health,
patient-centered) that form the basis of an integrated site and integrated services. The key performance indicators in an integrated
care setting are population-based health status outcomes, not encounter-based process/service data. Individual staff productivity
must accompany, and then be replaced by population-based outcomes by site.

Funding structures and accountability must also change. Integrated care is not supported by fee-for-service funding structures
that stumble over same day billing restrictions and do not reimburse for consultations between providers, when the patient is not
physically present, or electronic contacts or a large volume of care management — all of which are essential for improved health
outcomes in an integrated healthcare system. Fee-for-service funding can emphasize the measurement of volume rather than
quality. Global or blended funding structures do support integrated healthcare and will be fiscally justified by improved patient
outcomes that reduce overall healthcare cost.

CONCLUSION

The level of integration framework is a manageable, practical, and conceptually sound six level framework for integrated healthcare
that begins with collaboration (how resources are brought together) and moves through colocation and increasing levels of integra-
tion (how services are framed and delivered). This standard framework is needed for clarity and precision of communication, as
well as to contribute to research and practice redesign. By implication, the numbering of levels suggests that the higher the level
of collaboration/integration, the more potential for positive impact on health outcomes and patient experience. This belief remains
a hypothesis and has not been empirically tested. With further research, these benefits of collaboration/integration can be more
firmly stated and can identify which aspects of the collaboration, integration, or combination of the two contribute most directly
to health outcomes.

Even if health outcomes improve as levels of integration increase, it is not practical to believe that every healthcare setting will be
able, at least in the near term, to implement increasing levels of integration. Many integrated implementations will be constrained
by community politics, trust between organizational systems, financing, and/or differing service values.

Lastly, this issue brief does not presume to establish a fuller lexicon for integration and healthcare, as much needed as it is. The
authors leave that to others better suited to the task and hope that this paper will contribute to such a lexicon. The purpose is
to help those delivering services today by presenting a conceptual framework to better understand and differentiate integrated
healthcare implementations. The authors believe that this framework will inform discussions about integrated healthcare and that
its use will provide opportunity for service redesign that will lead to better conceptual and practical models of care.
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LEVEL 1
Minimal Collaboration

In separate facilities,
where they:

SNOILNTOS HLTV3IH d3LVHODILNI HOd H3ILNID VSHH-VSHINVS

»» Have separate systems

»» Communicate about cases
only rarely and under
compelling circumstances

»» Communicate, driven by
provider need

» May never meet in person

» Have limited understand-
ing of each other’s roles

801

Table 1.

COORDINATED
KEY ELEMENT: COMMUNICATION

LEVEL 2
Basic Collaboration
at a Distance

In separate facilities,
where they:

» Have separate systems

»» Communicate periodically
about shared patients

»» Communicate, driven by
specific patient issues

»» May meet as part of larger
community

»» Appreciate each other’s
roles as resources

Six Levels of Collaboration/Integration (Core Descriptions)

CO-LOCATED
KEY ELEMENT: PHYSICAL PROXIMITY

LEVEL 3
Basic Collaboration
Onsite

In same facility not
necessarily same offices,
where they:

»» Have separate systems

»» Communicate regularly
about shared patients, by
phone or e-mail

» Collaborate, driven by
need for each other’s
services and more reliable
referral

» Meet occasionally to
discuss cases due to close
proximity

» Feel part of a larger yet
non-formal team

LEVEL 4
Close Collaboration
Onsite with Some
System Integration

In same space within the
same facility, where they:

»» Share some systems, like
scheduling or medical
records

»» Communicate in person
as needed

» Collaborate, driven by
need for consultation and
coordinated plans for
difficult patients

»» Have regular face-to-face
interactions about some
patients

»» Have a basic
understanding of roles
and culture

INTEGRATED
KEY ELEMENT: PRACTICE CHANGE

LEVEL 5
Close Collaboration
Approaching
an Integrated Practice

In same space within
the same facility (some
shared space), where
they:

» Actively seek system
solutions together or
develop work-a-rounds

»» Communicate frequently
in person

» Collaborate, driven by
desire to be a member of
the care team

»» Have regular team
meetings to discuss overall
patient care and specific
patient issues

»» Have an in-depth un-
derstanding of roles and
culture

LEVEL 6
Full Collaboration in
a Transformed/ Merged
Integrated Practice

Behavioral health, primary care and other healthcare providers work:

In same space within the
same facility, sharing all
practice space, where
they:

»» Have resolved most or all
system issues, functioning
as one integrated system

»» Communicate consistently
at the system, team and
individual levels

» Collaborate, driven by
shared concept of team
care

»» Have formal and informal
meetings to support
integrated model of care

»» Have roles and cultures
that blur or blend
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LEVEL 1
Minimal Collaboration

»» Screening and assess-
ment done according to
separate practice models

»» Separate treatment plans

»» Evidenced-based
practices (EBP)
implemented separately

SNOILNTOS HLTV3IH d3LVHODILNI HOd H3ILNID VSHH-VSHINVS

Table 2A. Six Levels of Collaboration/Integration (Key Differentiators)

COORDINATED

LEVEL 2
Basic Collaboration
at a Distance

»» Screening based on
separate practices;
information may be
shared through formal
requests or Health
Information Exchanges

»» Separate treatment
plans shared based on
established relation-
ships between specific
providers

»» Separate responsibility
for care/EBPs

CO-LOCATED

LEVEL 3
Basic Collaboration
Onsite

»» May agree on a specific
screening or other
criteria for more effective
in-house referral

»» Separate service plans
with some shared
information that informs
them

»» Some shared knowledge
of each other’s EBPs,
especially for high utilizers

LEVEL 4

Close Collaboration
Onsite with Some
System Integration

»» Agree on specific
screening, based on
ability to respond to
results

»» Collaborative treatment
planning for specific
patients

» Some EBPs and some
training shared, focused
on interest or specific
population needs

INTEGRATED

LEVEL 5
Close Collaboration
Approaching
an Integrated Practice

»» Consistent set of agreed
upon screenings across
disciplines, which guide
treatment interventions

» Collaborative treatment
planning for all shared
patients

» EBPs shared across sys-
tem with some joint moni-
toring of health conditions
for some patients

LEVEL 6
Full Collaboration in
a Transformed/ Merged
Integrated Practice

Key Differentiator: Clinical Delivery

»» Population-based
medical and behavioral
health screening is
standard practice with
results available to all
and response protocols
in place

»» One treatment plan for all
patients

»» EBPs are team selected,
trained and implemented
across disciplines as
standard practice

Key Differentiator: Patient Experience

»» Patient physical and be-
havioral health needs are
treated as separate issues

»» Patient must negotiate
separate practices and
sites on their own with
varying degrees of success

601

»» Patient health needs
are treated separately,
but records are shared,

promoting better provider

knowledge

»» Patients may be referred,
but a variety of barriers
prevent many patients
from accessing care

»» Patient health needs are
treated separately at the
same location

»» Close proximity allows
referrals to be more
successful and easier for
patients, although who
gets referred may vary by
provider

»» Patient needs are treated
separately at the same
site, collaboration might
include warm hand-offs to
other treatment providers

»» Patients are internally
referred with better follow-
up, but collaboration may
still be experienced as
separate services

»» Patient needs are treated
as a team for shared
patients (for those
who screen positive on
screening measures) and
separately for others

»» Care is responsive to
identified patient needs by
of a team of providers as
needed, which feels like a
one-stop shop

» All patient health needs
are treated for all patients
by a team, who function
effectively together

»» Patients experience a
seamless response to
all healthcare needs as
they present, in a unified
practice
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Table 2B. Six Levels of Collaboration/Integration (Key Differentiators, continued)

COORDINATED

LEVEL 1

Minimal Collaboration

LEVEL 2

Basic Collaboration
at a Distance

CO-LOCATED

LEVEL 3
Basic Collaboration
Onsite

LEVEL 4
Close Collaboration
Onsite with Some
System Integration

INTEGRATED

LEVEL 5
Close Collaboration
Approaching

an Integrated Practice

LEVEL 6
Full Collaboration in
a Transformed/ Merged
Integrated Practice

Key Differentiator: Practice/Organization

»» No coordination or
management of
collaborative efforts

»» Little provider buy-in
to integration or even
collaboration, up to
individual providers to
initiate as time and
practice limits allow

» Some practice leader-
ship in more systematic
information sharing

»» Some provider buy-into
collaboration and value
placed on having needed
information

»» Organization leaders
supportive but often colo-
cation is viewed as
a project or program

» Provider buy-in to
making referrals work and
appreciation of onsite
availability

» Organization leaders

support integration
through mutual problem-
solving of some system
barriers

» More buy-in to concept

of integration but not
consistent across
providers, not all providers
using opportunities for
integration or components

» Organization leaders

support integration, if
funding allows and efforts
placed in solving as
many system issues as
possible, without chang-
ing fundamentally how
disciplines are practiced

» Nearly all providers

engaged in integrated
model. Buy-in may not

» Organization leaders
strongly support
integration as practice
model with expected
change in service delivery,
and resources provided
for development

» Integrated care and all
components embraced
by all providers and active
involvement in practice

include change in practice
strategy for individual
providers

Key Differentiator: Business Model

»» Separate funding

change

»» Separate funding »» Separate funding »» Separate funding, but may

share grants

» Blended funding based
on contracts, grants or
agreements

» Integrated funding,
based on multiple

» No sharing of resources
sources of revenue

»» May share resources for
single projects

»» May share facility
expenses »» May share office
expenses, staffing costs,

or infrastructure

»» Separate billing practices
P ep »» Resources shared and

allocated across whole
practice

»» Variety of ways to structure

»» Separate billing practices
. ep the sharing of all expenses

»» Separate billing practices

»» Separate billing due to
system barriers

»» Billing function combined
or agreed upon process »» Billing maximized for
integrated model and

single billing structure

oLl
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Table 3. Advantages and Weaknesses at Each Level of Collaboration/Integration

COORDINATED

LEVEL 1
Minimal Collaboration

LEVEL 2
Basic Collaboration
at a Distance

CO-LOCATED

LEVEL 3
Basic Collaboration
Onsite

LEVEL 4
Close Collaboration
Onsite with Some
System Integration

INTEGRATED

LEVEL 5
Close Collaboration
Approaching
an Integrated Practice

LEVEL 6
Full Collaboration in
a Transformed/ Merged
Integrated Practice

»» Each practice can make
timely and autonomous
decisions about care

» Readily understood as
a practice model by
patients and providers

»» Maintains each practice’s
basic operating structure,
so change is not a
disruptive factor

»» Provides some
coordination and
information-sharing that
is helpful to both patients
and providers

» Colocation allows for
more direct interaction
and communication
among professionals to
impact patient care

» Referrals more successful
due to proximity

» Opportunity to develop
closer professional rela-
tionships

»» Removal of some system
barriers, like separate
records, allows closer
collaboration to occur

»» Both behavioral health
and medical providers
can become more well-
informed about what each
can provide

»» Patients are viewed as
shared which facilitates
more complete treatment
plans

»» High level of collaboration
leads to more responsive
patient care, increasing
engagement and
adherence to treatment
plans

»» Provider flexibility
increases as system
issues and barriers are
resolved

» Both provider and patient
satisfaction may increase

»» Opportunity to truly treat
whole person

» All or almost all system
barriers resolved, allowing
providers to practice as
high functioning team

» All patient needs
addressed as they occur

»» Shared knowledge base
of providers increases and
allows each professional
to respond more broadly
and adequately to any
issue

Weaknesses

»» Services may overlap, be
duplicated or even work
against each other

»» Important aspects of care
may not be addressed
or take a long time to be
diagnosed

»» Sharing of information
may not be systematic
enough to effect overall
patient care

»» No guarantee that infor-

mation will change plan or

strategy of each provider
»» Referrals may fail due to

barriers, leading to patient

and provider frustration

»» Proximity may not lead to
greater collaboration,
limiting value

»» Effort is required to
develop relationships

»» Limited flexibility, if
traditional roles are
maintained

»» System issues may limit
collaboration

»» Potential for tension and

conflicting agendas among

providers as practice
boundaries loosen

» Practice changes may
create lack of fit for some
established providers

» Time is needed to
collaborate at this high
level and may affect
practice productivity or
cadence of care

»» Sustainability issues may
stress the practice

»» Few models at this level
with enough experience to
support value

»» Outcome expectations not
yet established
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