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Barriers

* Financial
* Time
* Knowledge base and confidence
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AAP Clinical Practice Guideline

Key Action Statements for the Evaluation, Diagnosis,
Treatment and Monitoring of ADHD in Children and
Adolescents

Action statement 1: The primary care clinician should initiate
an evaluation for ADHD for any child 4 through 18 years of age
who presents with academic or behavioral problems and
symptoms of inattention, hyperactivity, or impulsivity

American Academy of Pediatrics, Subcommittee on Attention-Deficit/Hyperactivity Disorder, Steering Committee on Quality
Improvement and Management. ADHD: clinical practice guideline for the diagnosis, evaluation,
attention-deficit/hyperactivity disorder in children and adolescents. Pediatrics. 201 1;128'(15}3:1007_1
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Key Action Statements 2.

* In the evaluation of a child for ADHD, the primary
care clinician should include assessment for other
conditions that might coexist with ADHD

* including emotional or behavioral (eg, anxiety,
depressive, oppositional defiant, and conduct
disorders),

 developmental (eg, learning and language disorders
or other neurodevelopmental disorders)

* physical (eg, tics, sleep apnea) conditions

American Academy of Pediatrics, Subcommittee on Attention-Deficit/Hyperactivity Disorder, Steering Committee on Quality
Improvement and Management. ADHD: clinical practice guideline for the diagnosis, evaluation, and treatment of
attention-deficit/hyperactivity disorder in children and adolescents. Pediatrics. 2011;128(5):1007-1022.



Overview ofthe
ADHD Care Process

recommended by the TFOMH
See TFOMH Algorithms.
Seeaction statement 1

4-1o 18-y-0ld patient identified with signs or symptoms suggesting ADHD.
Symptoms can come from parents’ direct concemns or the mental health soreen

Perform Diagnostic Evaluation for ADHD and Evaluate or Screen for Other/ Coe:

Family
[parents, guardian, other frequent caregivers)

Schaol Childfadolescent
® Chief concarns (and i i s izt for child's age and
® History of symptoms (=g, sge of cnsetand # Concerns developmental status):

«course over time)

See action statements 2-3

® Yalidated ADHD instrument

* Intsrview, including concerns regarding
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O Erriy i bahav ior, family ralationships, pesrs, school
o e -
= e meticnt Hisry Evaluaton of coexisting conditions  For adolescants: validated self-raport
= * Report on haw well patients function in instrument of ADHD and coexist ng
O FeEizmes rEwy =cademic, work, and social interscrons: conditions
® Review of systems e T e Tt ® Report of child's self-idenlified impression
® Validated ADHD instrument standardized testing, psychoeducsronsl of function, both strengths and weaknesses
® Eualuarion of comsisting congifions evaluations) = Clinician’s observations of child's behavior
# Administrative reports [eg, disciplinary oY - -
® Report of funclion, both strengths and ] 'ysical and neurslogic examinabion
wesknesses
3 [
DSM-IV 4 impact on
diagnosis of Yes S Cﬂaﬂmg treatment plan
ADHD? condition 7
Further evaluation/
referral as needed
3
7 Exit this guideline. Ho
Yes Evaluzte or refer, as 3
=ppropriate
b | ety the child =5
CYSHON it
e Provide education to family and child Mo
re: concems (&g, triggers for

oexisting disorder3
preclude primary care
management?

in=enton or hy peracvity ) and
behawior-mansgemeant stratesies o
school-based strategies
hy peractivity/impulsivity
problems
not rising to D SM-M diagnosis
i tion of family and child
re: concerns feg, trizgers for inanension|
or hyperactivity) and behavior

typical or

variation?

management strategies ot schook 12
based strategies h 4
ESTABLISH MANAGE MENT TEAM Folloveup and
Enhanced Tollaborate vith e

PRI family, school, E stablish team Pl

digens and child to including e

Provide educatjon identiy target coordination plan
sddressing concem [=s, goals.
expectations far aftention
as 3 funclion of age)

Enhanced
Surveillance

BEGIN TREATMENT
See action statement 5

Option: Medication
(ADHD only and past medical or
family history of cardi

disease considered)
® |nifiate trestment

® Titrate to maximum benefit,

minimum adverse e ffects

Option: C with
scho ol to enhance supports
and services (developmental

variation, problem, or ADHD)

Optjon: Behavior
al variation,
proble m or ADHD)

® |dentify service or spproach
& Manitor mreetoutcomas  Idenufy changes

* Monitor target outcomes

® Monitor target outcomes.

See action statement6

eevaluste to confirm disgnosis
dios provide ed ucation  impro
herence.

Reconsider treatment plan including

l Yes changing of the medication or dose, Legend
adding a medication spproved for @ Start
adjwant therapy, andfar
18 / Folloveup for chaning el tharary = Action/
chronic care process
managem ent at
least 2xdyear for = Decision
ADHD issues
= Cortinued
_ care
See aclion stairment 4

ELAPLERMEERTAL ARPENDEE AGUREZ
ADHDprocess-of-care dgarithm. THOVH indicates Task Force on Menta Hedlth; CYSHN, child/youth with specid hedlth care needs !
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Supplemental Appendix

SUPPLEMENTAL TABLE 3 FDA-Approved Medications: Dosing and Pharmacokinetics

Medication Brand Initial Titration Doze Freguency Tima to Dwratian, b Maximum Dosa Available Dases
Initial Effect
Mixed amphetamine Adderall* 2.5-5.0mg QO-EID 20-60 min L 40 mg 5.0-, 7.5, 10,0, 12.5-, 15.0-,
salts 2010+, and 30.0-mg tablets
Adderall ¥R* 5mg oo 20-60 min 1] 40 mg 5-, 10+, 15, 20-, 25+, and 30-mg
capsules
Daxtroamphetamine Dexedring®/ 25 mg BID-TID 20610 min A=f Al mg 5= and 10-mg {Daxtroztat onky)
Dextrostat tablets
Dexedrine Smg QO0-BID =60 min =6 ddmg 5=, 10, and 15-mg capsules
Spanzula®
Lizdexamfetamine  Wyvansze 20mg oo B min 10-~12 Tomg 20-, 30-, 40-, 50-, 60-, and T0-
mg capsulas
Mathylphanidate Cancerta 1B mg oo 2060 min 12 SAme =13y 72 18- 27, 36+, and 54-mg
mg (=13 y) capsules
Mathyl ER 10 mg oo 20=60 min : Edmg 10- and 20-mg tablats
Mathylin bmg BID=TID 2060 min ] EDmg 5=, 10, and 20-mg tablets and
liquid and chewable forms
Daytrana 10 mg® Apply for3h B0 min 11=12 Hmg 10-, 15-, 20+, and 30-mg
patches
Ritalin® 5 rmg BID=TID 2060 min 3= B ma 5-, 10+, and 20-mg tablets
Ritalin LA 20 mg oo 20-60 min ] EOmg 20-, 30, and 40-mg capsulas
Ritalin SR* 20 mg QO-BID 1=5h 2-5 Bl mg 20-mg capsules
Matadate CO 20 mg no 20-60 min B8 B mg 10-, 3, 30-, 40, 50-, and B0+
mg capsulas
Dexmethyiphenidate Focalin® 25 mg BID 2060 min ] M mg 2.5, 5.0, and 10.0-mg tablets
Facalin %R omg 1] 2060 min B=12 M mg 5=, 10+, 15+, and J0-mg
capsules
Atomaoxeting Strattera 0.5 mg/fkg per d, then increase (O-BID 1=2wk AR least 10=12h 14 mpfkg 10, 18-, 25, 40-, 60-, BD-, and
ta 1.2 mefkg per d; 40 mgfd 100-mg capsules

for adults and children at
=154 Ib, up to 100 metd

Edtended-relaase Intuniv 1 mgid 1)1} 12wk AR least 10-12h 4 mgfd 1=, 2, ¥, and 4-mg tablets
fuanfatineg

Edended-releass Kapvay 0.1 meid QO=BID 1=2whk A least 10=12h 0.4 mard 0.1- and 0.2-m¢ tablats
cloniding

0D indicates daily; EAD, twice daily; TID, three times daily.
s Kmilable in 8 generic form.
& Dosages for the dermal patch are not eguivalent to those of the oral preparations.
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Overcoming Barriers
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- ProjectTEACH

e Emphasized systematic ways to assess children with
mental health concerns including differential
diagnoses

e Education about the science behind the treatment
options

* Interactive, case-based, practice using algorithms for
initiating treatment and managing the condition

* Provided materials that could be used in practice
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- ProjectTEACH

* Virtual Team: real-time access to a mental health
provider for advice and guidance on assessment,
management and accessing care in the community

The Chronic Care Model

/__,_————-—-———-_\_\‘

-"'""Ff o EL
Community Health Systems
Resources and Policies Orrganization of Health Care

Management Sys tem Decision e
Support Design Support

AT hh}*: .

Informed, -

| Activated ifl! _ roactive ]
“._  Patient /"Iq—[-ri—ac—'h—nfl Practice Team

Broductive

Improved Qutcomes
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Implementation

e Staff: Front-line and Providers
e Parents

e Universal use of the Pediatric Symptom Checklist 17
Sertealy-e . © Diagnosis Specific Tools: SCARED, Vanderbilt, PHQSM

Tools

e Phone Consultation with Project TEACH providers
e Psycho-educational materials for Providers and Parents
e Consultation with Social Work and Outreach for Community Resources

Diagnosis and
Management
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Implementation: Elements to Remember

* Importance of proving to your institution that
behavioral health care can be delivered without
derailing throughput

e Clear documentation of all interventions to meet the
requirements of DSRIP and NCQA-PCMH
— Standardizing forms in the electronic medical records
— Creating a registry

 Team Building by presenting success stories at
practice meetings
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Success and Spread
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Meta-analysis of Depression Assessment and
Management

« Twenty-one studies showed positive results for
the intervention.

« Strategies that were successful in improving patient
outcomes were generally more
complex interventions that included:

— Elements of clinician education and more integration between
primary and secondary care.

— Interventions of medication counselling delivered over the
telephone by practice nurses or trained counsellors were also
successful.

Gilbody S, Whitty P, Grimshaw J, Thomas R. Educational and Organizational Interventions to Improve the Management of
Depression in Primary Care A Systematic Review. JAMA. 2003;289(23):3145-3151. doi:10.1001/jama.289.23.3145


https://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT0025841
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMHT0025841
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Integrated Model

Goal: to provide continued access for our patients to
the behavioral health providers

Education remains essential
Collaborative Office Rounds

Bi-directional feedback between mental health team and
providers

Empowering pediatricians to do more
Prescribing practices
Curbside consultations
Coaching
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Collaborative Care Model

 Collaborative Care Outcomes for Pediatric Behavioral
Health Problems: A Cluster Randomized Trial

e David J. Kolko, John Campo, Amy M.
Kilbourne, Jonathan Hart, Dara Sakolsky, Stephen
WisniewsKi

* Unlike our pilot study, this study included PCP
training in an expanded ADHD care management
protocol, practice-based randomization to optimize
PCP participation, technology to collect and share

patient progress, and greater communication among
CMs, PCPs, and families.

Collaborative Care Outcomes for Pediatric Behavioral Health Problems: A Cluster Randomized Trial
David J. Kolko, John Campo, Amy M. Kilbourne, Jonathan Hart, Dara Sakolsky, Stephen Wisniewski
Pediatrics Apr 2014, 133 (4) €981-e992; DOI: 10.1542/peds.2013-2516



ypendix A. An Evidence-Based Framework for Primary Care—Behavioral Health Integration

Integration Continuum

E —————» Preliminary ———» - Intermediste ——M—— — —————— Adw
Scraening, initial \ \ - . b ¥ ) § R
mﬂ,ﬁm 52y \  Patienticimician identificabion of hosewith | |, Systematic smening of fargel popuiations 1\, \  ystamatic screegfg o all patents, with | m 5;'“‘““
follow up J SymIptoms—not systematic ¥ (2. diabetes, CAD), with follow up for f?f follow up for & a5 S’HT
Case finding, f J,.f assessment /o ESEEEETIEN
screaning, and i : "
rafarral to cara T T X'
Referral facilitation \ _ .\ Enhanced referral to outside BH specialist/ "5\‘_ Clear pro Refermral and tra
and tracking — Refirral o external BH specialist/psychiatrist J poychiatrist through a formal agresment, with H paychiatrist altermate data-sh
/| engagement and feedback strategies employed /| transtar” engagement and ac
L I L ‘B
L % '-." L \ ¥
\ 4 L\ %
X . \. N\ mEe patient and PCP. patient, and BH \ % PCP patienfCM, and psychiztrist (consults PCF, patient, CM, BI
Care team _;I PCP and patient ,'?} anciary staff mamber ; speciaist '-:—,' and erliaged in (M casa reviews) {ronzults and engag
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r _." _..'. ! / ,|"
Multi-disciplinary| <, ctomati ; \ %
team ﬂmhpﬂng % “[].tmm_ \ G ication with it dii 1 "-., Formal written communication ";I"-. Weekly schedul
patients) used to E;?:v and o :‘ ;E:srnrglr-l spmwaist s \I:"? (notes/conswit reports) between PCP and BH .-H Ragular fo reviews and goal o
provide care consultation . f specilist on complax patients / oatierts
= g L g i
T ™ g \ ¥
Sy fo | None or very limited i A N ional inferact A\ PLPand BH
_ \ ery fimited interpersonal WY Dcrasional interaction, possibly through \ | . e and BH zpe
interpersonal confact |\ o (oocasionally using & patient as j ancillany staff members, perhaps sharing jR G o, e h;.] o imteract imformally.
betweon PCP and BH £ 5 i) o o b /] a regular basis th
spacialist psychiatrist | | conduit /] reports /
Coordination, L 3 A\ Y 1"3 Maints Repistry pius bahay
Ongoing cara communication, and \  Limited follow up of patients provided \ '\, Proactive foliow up o assure engagement \\  meassremelf and tracking, and proactive N and relapse preventio
management longitudinal | by cffice staff /] or early response ko care /7 follow up will active provider and petiant o patients (inchud
assessment / ¥ ! £ inder system when
Usa of quality § : : L ¥ A % T, 7 _ % 7 ;
Systematic et Tor \ informal or limited review of BH quality \\  idantiied matrics and some ability to reviaw H"'-.i‘- Mentified metriclnd some abilty to review I, \ mﬁmm
quality —  metrics (limited use of data, anecdotes, H it ki i performance againlg melrics, with desigrated Jf nitaring
improvement | FVET / - / pestoriance agai! mefics /| individalto develdimprovement strategies J / / Metncs and impler
improvement f Case sefies) ' !/ 7 ] projects by de
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Appendix A cont'd. An Evidence-Based Framework for Primary Care—Behavioral Health Integration

Integration Continuum .
———+ Preliminary ——— b — — Intermediate — —— i Adv:
\ v i e it \ PLP training on evidence-based guidalines H‘ﬁ. Standardized use of evidance-based
- mdtraaﬁent for commion behaviors! health dizgnoses guidelines for all patients; toals for reg
!f and traztment ;I ,/ monitering of symptoms
5 | Decision support | Usa of PCP-nitiated. limited bty to refer or \ FUR T i A et ke ey PCP-managed with prescrb
for measurement- | pharmacotherapy —\ mﬂmmﬂ - prescribing BH speciafist/psychiatrist BH spacialistfpsychiatrist
based, stepped / for foliow 1
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Access to evidence- y \ A
basad psychotherapy N : Aailable off-site through pre-specified Brief psychotherapy intervent
treatment with BH Supportive guidance provided by PCP : Mm E.H_qp::cialist on-sit
specialist ){.
6 | Self-management | Tools utilized to "\ Brief patient education on condiionincluding | :
Patient receives aduication and
supportthatis | promote patient e : - \ materialsfworkbooks but fimited focus on . ;
iturally i Briaf patient education on condition by PCP mﬁfﬂg‘* e i mmif—nwagamtg:alseﬂ_: I:
adapted racovery // activity guidance _ ;’r i
; s Patients refarred to outside 8H | ool et it ok
tracking and t0 BH spacialst/peychiatris SRR RAIEC WlTLRS S attandance at vists, and carem
7 | tformation coordination lf." /f for shared communication and follow up AR
tracking and
exchange among 3 g T
providars z s Informal phone o haliway exchange of Exchange of treatment informatiofthro
Sharing of treatment i ]
information Mo sharing of treatment information treatment information without regular chart ) in-perzon or telaphanic cortact
f documentation / documantation
Linkages to housing, \\ i A\
8| Unkageswith | _oc g i i s i mﬂm‘mbl mmwﬁwlwmﬁ \ Patients linked to mrmﬂt;uty , Debekonig s
community/social| 1o cocial support 7 ro forma! amangements i Aot Py gl Ty Wil R 3 urified care pi
sarvices e ) !; foliow 1 X amangerments and consistent follow ug

Rotes BH Specialist méers to any provides with specialzed behaviorm| heaith imiing OM can refer o a single person or muktiple Individuals who have iraining o provide coondinated car
maragement furctionsin the PC practice Ancillary staff member rdzss o noa-cinical persomed, such a5 office staff or recaptioaist EBS refers i pvidence-based pepchotharapy
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Thank you from Team FCC
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