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210 WORKING WITH THE BIRTH THROUGH FIVE POPULATION

EFFECTIVE DATE: May 4, 2022
REFERENCES: A.R.S. §13-3620, A.A.C. R9-20-205, Division Medical Chapter 200,

PURPOSE

This policy applies to the Division of Developmental Disabilities’ (Division) Administrative
Services Subcontractors (AdSS) and the system of care for behavioral health services for
ALTCS eligible members whose contract includes this service. It is designed to strengthen
the capacity of Arizona’s Behavioral Health System in response to the unique needs of
children age birth through five and emphasizes early intervention using clinical assessment,
service planning and treatment, all of which focus on identification of situations that may

potentially impede infants’/toddlers’ ability to:

1. Form close parent/caregiver relationships with those in the child’s
environment (these may be long term or temporary, familial, or non-familial),

2. Experience, regulate and express their emotions, and
3. Explore their environment in an accessible manner.
DEFINITIONS

Assessment (Behavioral Health) means the ongoing collection and analysis of an
individual’s medical, psychological, psychiatric, and social conditions to initially determine if
a health disorder exists, if there is a need for behavioral health services, and on an ongoing
basis ensure that the individual’s service plan is designed to meet the individual’s (and

family’s) current needs and long-term goals.

Child and Family Team (CFT) means a group of individuals that includes, at a minimum,
the child and their family, or responsible person, a behavioral health representative, and
any individuals important in the child’s life that are identified and invited to participate by
the child and family. This may include teachers, extended family members, friends, family
support partners, healthcare providers, coaches, and community resource providers,
representatives from churches, temples, synagogues, mosques, or other places of
worship/faith, agents from other service systems like the Arizona Department of Child

Safety or the Division of Developmental Disabilities. The size, scope, and intensity of
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involvement of the team members are determined by the objectives established for the
child, the needs of the family in providing for the child, and by who is needed to develop an
effective service plan, and can therefore, expand and contract as necessary to be successful
on behalf of the child.

Service Plan means a complete written description of all covered health services and other
informal supports which includes individualized goals, family support services, peer and
recovery support, care coordination activities and strategies to assist the member in

achieving an improved quality of life.

POLICY
A. TARGET AUDIENCE

This policy is specifically targeted to the AdSS, their subcontracted network, and
provider agency the AdSS, their subcontracted network, and provider agency
behavioral health staff who complete assessments, participate in the service
planning process, provide therapy, support coordination, and other clinical services.
This may also include supervising staff that provide service delivery to children age

birth through five and their families.

B. TARGET POPULATION(S)

All Division members birth through five years of age (up to age six), who are ALTCS
eligible and are receiving behavioral health services, in collaboration with their

caregivers.

C. BACKGROUND AND EVIDENCE-BASED SUPPORT

The promotion of behavioral health in infants and toddlers is critical to the
prevention and mitigation of mental disorders throughout the lifespan. Over the
past decade, the research has demonstrated mounting evidence pointing to the
detrimental impact that early, negative childhood experiences can have on the
developing brain. A well-known example of that research is a study conducted by a
California Health Maintenance Organization. This longitudinal study, known as the
ACES study (Adverse Early Childhood Experiences), showed a positive correlation
between frequency of negative early childhood events (e.g., neglect, violence,

trauma) and development of physical and behavioral health challenges in
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adulthood. The more negative events that occurred during early childhood, the
more adults tended to have physical and behavioral health conditions in adulthood
such as depression, alcoholism, obesity, and heart disease. Although the ACES
study points to the negative impact of adverse early childhood experience, the field
of infant behavioral health has promulgated the knowledge in intervention
techniques designed to mitigate negative effects of early abuse, trauma, or

violence.

Early childhood experiences can build strong foundations or fragile ones and can
affect the way children react and respond to the world around them for the rest of
their lives. The early social and emotional development of infants and toddlers is
vulnerable to factors, such as repeated exposure to violence, persistent fear and
stress, abuse and neglect, severe chronic maternal depression, biological factors
such as prematurity and low birth weight, and conditions associated with prenatal
substance exposure. Without intervention, these risk factors can result in behavioral
health disorders including depression, attachment disorders, and traumatic stress
disorders, which can have an effect on later school performance and daily life

functioning.

Children who have been maltreated are at an increased risk for behavioral health
concerns, poor psychological adaptation and lifelong health difficulties. Children
entering the child welfare system have higher rates of exposure to traumatic events
with most victims of child abuse and neglect being under the age of five. Important
assets such as healthy attachment, social and emotional competency, self-

assurance, confidence, and independence can be undermined as a result of trauma.

1. An effective approach to promoting healthy social and emotional
development shall include equal attention to the full continuum of behavioral
health services including promotion, prevention, and treatment, plus
improvement in system capacity for effective service delivery. Essential

components of a comprehensive system include:

a. Supporting the use of evidence-based early childhood service delivery

models,
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b. Increasing the quality and capacity of trained infant and

early childhood behavioral health professionals, and
C. Improving access to services.

Untreated behavioral health disorders can have disastrous effects on
children’s functioning and future outcomes. Unlike adults, infants and
toddlers have a fairly limited repertoire of coping responses to stress and
trauma. Behavioral Health disorders in young infants might be reflected
through physical symptoms such as poor weight gain, slow growth, and
constipation, as well as overall delayed development and inconsolable
crying. In older infants, excessive tantrums, eating and sleeping problems,
aggressive or impulsive behavior and developmental delays can be present.
Toddlers may also present with paralyzing fears and withdrawal from social

interaction.

Early attachment disorders (including those resulting from early traumatic
separations from parents and placement in foster care) can predict
subsequent aggressive behavior. Some early behavioral health disorders
have lasting effects and may appear to be precursors of behavioral health
problems later in life. Early signs and symptoms of behavioral health
disorders may include withdrawal, sleeplessness, or lack of appetite due to

depression, anxiety, and trauma stress reactions.

Increasingly, young children are being expelled from childcare and preschool
for behavior problems, including biting, tantrums, hitting, throwing objects,
or inconsolable crying. Even if they do remain in a program, young children
with behavioral concerns are challenging to teach and quickly lose

motivation for learning. Additionally, they may withdraw from their peers or

face social rejection.

Healthy social-emotional development is strongly linked to success in
elementary school. Children who are not secure in relating to others and do
not trust adults are not motivated to learn. Furthermore, children who are
unable to respond to calming influences initiated by themselves or others

will not be responsive to teaching methods or benefit from their early
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educational experiences and may lag behind their peers.

2. Parent’s behavioral health can affect young children. Maternal depression,
anxiety disorders and other forms of chronic depression often disrupt the
parent-child bond as parents with an untreated mental disorder are less able
to provide developmentally- appropriate stimulation and parent-child
interactions. Parenting and child development are most affected when
depression simultaneously occurs with other factors such as extreme
poverty, substance abuse, adolescence, and maltreatment. Infants of
clinically depressed mothers often withdraw from their caregivers, which
ultimately affects their language skills, as well as their physical and cognitive
development. Older children of depressed mothers show poor self-control,
aggression, poor peer relationships, and difficulties in school. Although
these sources cite maternal depression as a factor, these effects can also be
attributed to relationships the young child has with other primary

caregiver(s).

Increased training in early childhood behavioral health is necessary and
essential. In-depth knowledge of child development systems and muilti-
disciplinary approaches, as well as possession of diagnostic and clinical skills
are critical components for professionals who assess and treat young
children. Additionally, practitioners need to acquire and demonstrate a
range of interpersonal skills in their work in order to build individualized,
respectful, responsive, and supportive relationships with families. These

skills include:

a. The ability to listen and observe carefully,

b. Demonstrate concern and empathy,

C. Promote reflection,

d. Observe and highlight the child-parent/caregiver relationship,

e. Respond thoughtfully during emotionally intense interactions, and
f. Understand, regulate, and use one’s own feelings.

Scientific advances in neurobiology have provided birth through five
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practitioners with greater insight into the complex system of the brain. The
development of the central nervous system begins with the formation of the
neural tube, which nears completion by three to four weeks of gestation and
is the basis for all further nervous system development. Genes determine
when specific brain circuits are formed, and each child’s experiences then
shape how that formation develops. Stable and responsive relationships along
with proper sensory input through hearing and vision are what build healthy
“brain architecture.” Thus, the most important relationships begin with the
child’s family and extend outward to other adults important in that child’s life

such as day care and educational providers.

3. Empirical evidence has shown that young children are greatly impacted by
their early development and experiences. By understanding how specific
events impact a young child’s brain function, the behavioral health
professional is able to formulate individualized interventions. Therefore, it is
incumbent upon all practitioners to become educated about brain
development, functions of various parts of the brain and their role in the
physical and emotional development of the child. Some additional resources

in the area of brain development include:

a. “Brain Facts, A Primer on the Brain and Nervous System” through the
Society for Neuroscience,

b. “Starting Smart—How Early Experiences Affect Brain Development,”

C. “From Neurons to Neighborhoods: The Science of Early Childhood
Development,” and

d. C.H. Zeanah, Jr., (Ed.). (2009). Handbook of Infant Toddler Behavioral
Health.

D. METHODOLOGY

In an ongoing effort to improve the delivery of behavioral health services in an
effective and recovery-oriented fashion, the Arizona Vision, as established by the
Jason K. Settlement Agreement in 2001, implemented the use of the Child and
Family Team (CFT) practice model and the 12 Arizona Principles, both of which

strongly support the critical components of behavioral health practice with children
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birth through five and their families. Infant and Early Childhood Behavioral Health
practice integrates all aspects of child development such as organic factors (genetics
and health) with the child’s experiences (relationships, events, opportunities for
exploration). This is especially important in the first three years of life when changes

in social-emotional development and adaptive functioning are rapid and significant.

The nature and pace of these changes, as well as the preverbal nature of this young
population present the behavioral health professionals with uniquely complex
challenges. It is crucial for children to rely on the knowledge of the parents/
caregivers and the expertise of a multidisciplinary team of professionals to provide
them with information when conducting behavioral health evaluations, developing
service plans, and implementing clinical interventions. Qualified professionals shall
have an understanding of the correct use and interpretation of screening,
assessment, and evaluation tools and processes, plus how to use these results for

service planning and implementing clinical interventions.

1. Assessment and treatment of children age birth through five is based on the
philosophical orientation that work is done on behalf of the child,
predominantly through the child’s parent or caregiver(s). Child development
takes place within the context of the caregiving relationship, which is strongly
influenced by child characteristics, parent/caregiver characteristics, and
perhaps most importantly the unique match or “fit” between a child and the

child’s caregivers. It is important that trained personnel:

a. Have comprehensive knowledge of early childhood development,

b. Possess excellent observational and relationship-building skills with
children and adults,

C. Be able to identify resources and needs within the family/caregiving
environment, and

d. Communicate assessment results in a comprehensible and accessible
manner to parents/primary caregivers and other professionals.
2. For children who are ALTCS eligible and are under the custody of Department
of Child Safety (DCS) and are being served by an AdSS who are referred

through the Rapid Response process, it is important for the behavioral health
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II.

provider to consider a full range of services at the time of removal. Multiple
AdSS policies provide additional information regarding expectations working

with children served by DCS including but not limited to the below:

a. AdSS Operations Policy 417,

b. AdSS Operations Policy 449,

C. AdSS Medical Policy 310-B,

d. AdSS Medical Policy 320-0, and
e. AdSS Medical Policy 541.

As part of the assessment process, ongoing evaluation of the child after the
initial removal is needed to assess the child’s physical appearance, areas of
functioning, the child’s relationships, and adjustment to the new
environment. If the child is placed with a different caregiver, re-assess again
to monitor the child’s adjustment to the new setting. When assessing children
involved with DCS who are showing delays which can be due to the trauma of
removal, neglect, or abuse, determine if a referral for additional trauma
informed care services or any other type of assistance is needed. Refer to
AMPM 210 Attachment A for use with children living in a kinship placement,
DCS resource parents (foster or adoptive), or congregate care (shelter or
group home). Additional information outlining special considerations for
providing services to infants, toddlers and preschool-aged children involved in
the child welfare system can be accessed through: “The Unique Behavioral
Health Service Needs of Children, Youth and Families Involved with DCS”
(refer to AMPM Behavioral Health Practice Tool 260).

ESSENTIAL PROCESSES FOR ASSESSMENT, SCREENING AND SERVICE
PLANNING

Evaluation practices with respect to children age birth through five involve
awareness on the part of the behavioral health practitioner that all children have
their own individual developmental progression, affective, cognitive, language,
motor, sensory and interactive patterns. All children age birth through five are

participants in relationships, with the child’s most significant relationships being
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those with their primary caregiver(s). A full evaluation requires a clear
understanding of how the child is developing in each area of functioning and the
quality of the child’s most significant relationships. This is best done over several
sessions, in different settings (e.g., home, childcare, clinic), and whenever possible
with all significant caregivers. In order to support a child in demonstrating the child’s
true capacities, screening and assessment processes are most effectively offered in
natural and non-threatening settings, in the presence of a familiar and trusted
caregiver, with materials and activities that are culturally sensitive and that reflect
their daily life experiences. Identification of all significant caregivers and the child’s

relationship with each individual is a critical part of assessment practice.
A. DEVELOPMENTAL SCREENING

Division eligible children undergo developmental screening prior to enrollment with
the Division. Refer to AdSS Medical Policies 430 and 541 for details. In addition,

when a child aged birth to five is receiving behavioral health services, screening for
sensory, behavioral, and developmental concerns continues as an ongoing process
that organizes continuous observations regarding the needs, challenges, strengths
and abilities of the child and parent/caregiver. Screening or testing instruments

become part of comprehensive assessment practice, are intended to be used for the
specified purpose they were designed for, shall be reliable and valid, and are not to

be used in isolation to render a diagnosis.

The use of AMPM 210 Attachment B provides assessors and caregivers with a set of
dimensional milestones (e.g., movement, visual, hearing, smell, touch, speech,
social and emotional, language, cognitive, hand and finger skills), as well as growth

I\\

and developmental “red flags”. As part of the assessment process for infants and
young children, developmental checklists establish a baseline to which subsequent
screenings during the course of treatment can be compared. Developmental
checklists provide opportunities to assess the degree to which children are meeting
developmental milestones. Should there be delays in meeting standard
developmental milestones, it may be necessary to refer to the child’s PCP for further
evaluation. For children three to five, a referral to the public school system may be

more appropriate. The various professionals supporting the child and family shall
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plan and communicate to avoid duplication of screening services. Multiple
developmental screening tools are available. Some are suggested directly within this
document and others are provided as attachments to AMPM 210. These tools are

available as accompaniments to this Practice.
ASSESSMENT CONSIDERATIONS

It is essential that behavioral health practitioners continually evaluate their
screening and assessment tools because the practice of infant and early childhood
behavioral health is dynamic and continually changes due to improved technology
and newly developed research techniques, strategies, and results. While the Division
does not require the use of a specific assessment tool, minimum elements have
been established that shall be included in any comprehensive behavioral health
assessment as specified in AdSS Medical Policy 320-0O. Refer to AMPM 210
Attachment C, as one example of an assessment tool for children age birth through
five. Additional options for assessments specific to children birth through five, are
included as AMPM 210 attachments.

1. There is no single tool that encompasses the full range of social, emotional,
and developmental skills and challenges that can occur in young children. The
following tools and resources can provide additional information when
assessing developmental milestones, behavioral, emotional, and social

concerns, trauma and attachment:

a. Ages and Stages Questionnaire (ASQ): developmental and social-

emotional screening for children aged one month to five and 2 years,

b. Hawaii Early Learning Profile (HELP): curriculum-based assessment
covering regulatory/sensory organization, cognitive, language, gross
and fine motor, social and self-help areas for children birth to three

years, separate profile available for three- to six-year-old children,

C. Infant-Toddler Social-Emotional Assessment (ITSEA®): measures
social-emotional and behavioral domains for children one to three

years of age,

210 Working with the Birth through Five Population
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d. Connor’s Early Childhood Assessment: aids in the early identification

of behavioral, social, and emotional concerns and achievement of

developmental milestones for children two to six years of age,

e. Parents’ Evaluation of Developmental Status (PEDS): evidence-based
screening of developmental and behavioral concerns for children birth

to eight years, and

f. Trauma-Attachment Belief Scales (TABS™): measure cognitive beliefs
about self and others for parents/caregivers aged 17 and older to
assist with identifying possible trauma history and its potential impact
on the attachment relationship between the parent/caregiver and the
child.

Considerable skill is required in the administration of the assessment process,
integration of the data obtained from the assessment, and development of
initial clinical conceptualizations and intervention recommendations. Refer to
Technical Assistance Paper No. 4, “"Developmental Screening, Assessment,
and Evaluation: Key Elements for Individualizing Curricula in Early Head Start
Programs” for further information on other resources and test reviews of

screening and assessment instruments.

Assessment with children age birth through five is a specialty area that
requires specific competencies. Competent providers recognize the limitations
of their knowledge and scope of practice. When necessary, they make use of
the expertise of more experienced behavioral health practitioners, as well as
the range of disciplines that address questions related to early development
(e.g., pediatrics, speech/language therapy, occupational therapy, physical

therapy) through collaboration, consultation, and referral practices.

2. Behavioral Health Assessment practice with children age birth through five

typically involves:

a. Interviewing the parent/primary caregiver(s) about the child’s birth,

developmental and medical histories,
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b. Direct observation of family functioning,
C. Gaining information, through direct observation and report, about the

child’s individual characteristics, language, cognition, and affective

expression,

d. Assessment of sensory reactivity and processing, motor tone, and

motor planning capacities,

e. Observation of how the child uses the primary caregiving relationship
to develop a sense of safety and security, to support

exploration/learning, and to help regulate emotions,

f. Obtaining information on how the child and parent/caregiver think and
feel about each other and themselves within the context of the

relationship, and

g. Interviewing the parent/primary caregiver(s) with respect to their own
history and experiences (e.g., medical, behavioral health, parenting,

legal, educational, domestic violence, military).

AdSS Medical Policy 310-B and 320-0 provide additional information on the

types of behavioral health providers that may conduct assessments.

C. DIAGNOSTIC CONSIDERATIONS

The diagnostic process consists of two aspects: the classification of disorders and
the assessment of individuals. In classifying disorders, practitioners are able to
communicate with one another about descriptive syndromes using universal terms
and language. The diagnostic process is ongoing rather than a one time “snapshot”
of symptoms. Behavioral Health practitioners collect information over time in order
to understand multiple aspects of the presenting concerns, as well as variations in
adaptation and development that are revealed on different occasions within various

contexts.

It is suggested that clinical personnel who conduct assessments of young children
receive training to become proficient in the use of the Diagnostic Classification of

Behavioral Health and Developmental Disorders in Infancy and Early Childhood (DC:
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0-5). This diagnostic manual, which draws on empirical research and clinical practice
that has occurred worldwide since the manual was first published in 1994 as the DC:
0-3 and revised in 2016. The DC: 0-5 is designed to help behavioral health and other
professionals recognize behavioral health and developmental challenges in young
children, understand how relationships and environmental factors contribute to
behavioral health and developmental disorders, use diagnostic criteria effectively for
classification and intervention, and work more effectively with parents and other
professionals to develop effective service plans. The updated version provides clear

and specific criteria for all diagnostic categories. Examples include:

1. Criteria for identifying autism spectrum disorders in children as young as 2,
introduces.

2. New criteria for disorders of sleep, eating, relating, and communicating.

3. Clarifies the Parent-Infant Relationship Global Assessment Scale (PIRGAS).

4, Checklists for identifying relationship problems, psychosocial and

environmental stressors.

Copies of the DC: 0-5 manual are available through the Zero to Three Press. This
manual contains the DC: 0-5 codes that correspond to DSM-5 codes, as well as the
ICD-10 codes.

For Division eligibility criteria refer to the Division Eligibility Policy Manual.
D. ANNUAL ASSESSMENT UPDATE

While assessment is an ongoing process that offers new information throughout the
continuum of service delivery, a formal assessment update shall be completed on an
annual basis, or sooner, if there has been a significant change in the child’'s/family’s
status. A child’s response to treatment might be affected by significant events or
trauma that have occurred since the last assessment/update, such as changes in the
child’s living environment, childcare arrangements, death of a primary caregiver, as
well as medical/developmental conditions and hospitalizations. Input from the
family/ caregiver, as well as observation(s) of the child in conjunction with a review
of the clinical record, provides the information necessary for summarizing their

response to treatment and progress toward meeting goals over the past year.
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A review of the child’s current level of functioning would include updating
information related to the child’s emotional and behavioral regulation, quality of the
parent-child interaction, relationships with caregivers/significant others, living
environment, family stressors, safety concerns, and stability of home/relationships.
Developmental screening as part of the annual update, and during the course of
treatment, will assist the behavioral health provider with identifying any potential

developmental concerns that may require additional intervention or referral.

E. SERVICE PLANNING CONSIDERATIONS
1. Use of CFT Practice

The early development of an engaged relationship with the child, parent/
caregiver, and family as part of the CFT process, is required practice when
working with children age birth through five. This critical work directly
involves the entire family, and it is the family that guides the therapeutic
process. Refer to the Child and Family Team Practice Tool on the AHCCCS
website under Guides - Manuals - Policies AMPM Chapter 200. This Practice
Tool provides additional information on the specific components and the

required service expectations of this practice model.

Infants and young children benefit from planning processes that support the

inclusion of the following components:

a. Ongoing and nurturing relationships with one or two deeply attached
individuals,

b. Physical protection, safety, and regulation at all times,

C. Experiences suited to individual differences to include regular one-to-

one interaction between the caregiver and child,

d. Developmentally appropriate experiences (e.g., one-to-one interaction
that encourages an emotional dialogue that fosters a sense of self,

problem solving, communication skills and a sense of purpose),

e. Limit setting, structure, and expectations (e.g., clear messages and

routines), and
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f. Stable, supportive communities and cultural continuity which can be

met through solid relationships between the child and one or two

primary caregivers.

Families with young children are often socially isolated especially if they have
a child who is exhibiting behavioral concerns and/or developmental delays.
An essential part of the therapeutic process is to help reduce this social
isolation. Encouraging the exploration of natural supports can spur a family to

begin thinking differently about their support system(s).

Whenever possible, the utilization of natural environments for clinical
intervention is recommended. If the natural environment is not a conducive
setting due to a lack of privacy, site of traumatic event for the child/parent
and/or safety concerns, alternative settings need to be considered with input
from the family. In addition to location, natural environments also include the
everyday routines, relationships, activities, people and places in the lives of

the child and family. health, right, and safeguards
2. Community Collaboration

Starting with the assessment process, intervention strategies incorporate
information from all involved providers serving the child, parent, or caregiver.
This may include healthcare, childcare, and early intervention providers, the
parent’s/caregiver’s behavioral health provider(s), as well as friends and
extended family that are important in the family’s life. Examples of several
early intervention providers include Head Start/Early Head Start, the Arizona
Early Intervention Program, Early Childhood Education through the Arizona
Department of Education, and the Division of Developmental Disabilities.
These individuals, if the parent/caregiver wishes, then become part of the
Child and Family Team who will develop an effective service plan that
employs natural supports in conjunction with formalized services. The size,
scope and intensity of team member involvement are determined by the
objectives established for the child and needs of the family in providing for
the child.
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In order to make informed referrals as part of the service planning process it
is imperative that behavioral health professionals and technicians (BHPs &
BHTs) who work with children age birth through five and their families,
become familiar with community services and programs that serve young
children, as well as the local school district programs for children three to five
years of age. At minimum, BHPs and BHTs should have familiarity with AzEIP,
Head Start, Division of Developmental Disabilities, ADHS Office of Children
with Special Health Care Needs, First Things First, and school district services

that may be available for children eligible for preschool.

If at any time throughout the assessment, treatment delivery, or service

planning processes a behavioral health practitioner believes that a child is or
has been the victim of non-accidental physical injury, abuse, sexual abuse or
deprivation, there is a duty to report that belief to a peace officer or DCS per
A.R.S. §13-3620. Behavioral Health staff is to consult with their supervisor if

they are unclear about their duty to report a situation.

Duplicative medication prescribing, contraindicated combinations of
prescriptions and/or incompatible treatment approaches could be
detrimental to a young child. For this reason, communication, and
coordination of care between behavioral health providers and PCPs shall
occur on a regular basis to ensure safety and positive clinical outcomes for
young children receiving care. For non-enrolled children who are not
Medicaid eligible, coordination and communication should occur with any
known health care provider. Refer to AdSS Medical Policy 211 for additional
information on the use and coordination of psychotherapeutic and

psychopharmacological interventions.

Documentation in the clinical record is required to show the communication
and coordination of care efforts with the health care provider related to the
child’s behavioral health treatment (refer to AdSS Medical Policy 320-O and
940).

F. SERVICE PLAN DEVELOPMENT

1. While a comprehensive and accurate assessment forms the foundation for
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effective service planning and is required before a service plan can be fully
developed, needed services should not be delayed while the initial
assessment process is being completed. In addition to consideration of
clinical disorders, findings from a comprehensive assessment of children

birth through five years of age should lead to preliminary ideas about:

a. The nature of the child’s pattern of strengths and difficulties, risk,

and protective factors,

b. Level of overall adaptive capacity and functioning in the major
developmental areas as compared to age-expected developmental

patterns,

C. Contribution of family relationships, environmental protective factors,
stress, interactive and maturational patterns, etc. to the child’s

competencies and difficulties, and

d. How the service planning process will address these areas.

Service plans should be strength-based in addressing needs and whenever
possible draw upon natural supports. For young children, home-based
services, which virtually always include the child’s principal caregiver, may be
especially well-suited to enhancing parents’ well-being and the child-parent

relationship.

A comprehensive and intensive approach to service planning would include
attention to those factors that place young children’s healthy attachment
and social-emotional development at risk. Critical planning includes
interventions that address a parent’s/caregiver’s behavioral health concerns
and how these may affect the ability of that parent/caregiver to interact with
and respond sensitively to the child’s emotional and physical needs.
Prematurity, low birth weight and conditions associated with prenatal
substance exposure may require specific interventions when they affect the

early social and emotional development of infants and toddlers.

Service planning also needs to address a child’s ability to form close parent/
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caregiver relationships. These relationships can be undermined by traumatic
events such as repeated exposure to violence, abuse, or neglect, or when
children experience multiple caregiver changes. When the child/family has
multi-agency involvement, every effort should be made to collectively
develop a single, unified plan that addresses the needs and mandates of all
the parties involved. Additionally, planning should address collaboration with
early intervention service providers and early education programs. This is
especially important for those children who are experiencing expulsion from

childcare or preschool settings due to behavioral concerns.

The use of all service settings, the full array of covered services, and skilled,
experienced providers are to be considered as identified by the Child and
Family Team during the service planning process. Service planning that
includes the use of Support and Rehabilitative Services is often an essential
part of community-based practice and culturally competent care, which
focuses on helping young children to live successfully with their families as
part of their community (refer to AMPM 230).

All service plan development with children age birth through five is completed
collaboratively with the child’s parent or primary caregiver. Development and
prioritization of service plan goals are not focused solely on the child. It is
essential to include the parent, caregiver, and the needs of the family as a
whole. Due to the age of the birth through five population and the rapid
changes in the growth and development of children during this time,
monitoring activities need to include frequent reviews of the service plan
goals and objectives. At the time of the Annual Update, the service plan
should be modified to align with the needs identified in the updated
Assessment. Refer to AdSS Medical Policy 320-0 for further information on
the minimum elements for Assessments, Service Plans, and required

timeframes for completion.

2. Clinical Practice

The guiding principle in the practice of infant and early childhood behavioral

health is to "do no harm.” Clinical intervention assumes a preventative, early

210 Working with the Birth through Five Population
Page 18 of 29



iy

DEPARTMENT OF

ECONOMIC SECURITY

Your Partner For A Stronger Arizona

Division of Developmental Disabilities
Administrative Services Subcontractors
Medical Policy Manual

Chapter 200

Behavioral Health Practice Tools

intervention treatment focus based on sound clinical practice, delivered in a

timely and accessible manner across all settings, and implementation in

accordance with the Arizona Vision and 12 Principles. Relationship-based

models of intervention have been found to be the most effective in working

with young children and their caregivers.

a. Infant and early childhood therapeutic approaches are supported by

the following conceptual premises:

The child’s attachment relationships are the main organizer of
the child’s responses to danger and safety in the first five years

of life,

Emotional and behavioral problems in early childhood are best
addressed within the context of the child’s primary attachment

relationships, and

Promoting growth in the child-caregiver relationship supports

healthy development of the child after the intervention ends.

b. The following skills and strategies are fundamental to the work of

infant and early childhood behavioral health:

Vi.

Building relationships and using them as instruments of change,

Meeting with the infant and parent/caregiver together

throughout the period of intervention,

Sharing in the observation of the infant’s growth and

development,

Offering anticipatory guidance to the parent/caregiver that is

specific to the infant,

Alerting the parent/caregiver to the infant’s individual

accomplishments and needs,

Helping the parent/caregiver to find pleasure in the
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Vii.

viii.

Xi.

Xii.

Xiii.

XiV.

XV.

XVi.

relationship with the infant,

Creating opportunities for interaction and communication
exchange between parent/caregiver(s) and infant or

parent/caregiver(s) and practitioner,

Allowing the parent/caregiver to take the lead in interacting
with the infant or determining the agenda or topic for

discussion,

Identifying and enhancing the capacities that each

parent/caregiver brings to the care of the infant,

Wondering about the parent/caregiver’s thoughts and feelings
related to the presence and care of the infant and the

changing responsibilities of parenthood.

Wondering about the infant’s experiences and feelings in

interaction with and relationship to the caregiving parent,

Listening/observing for the past as it is expressed in the

present, inquiring, and talking,

Allowing core relational conflicts and emotions to be expressed
by the parent/caregiver; holding, containing, and talking

about them as the parent is able,

Attending and responding to parental histories of
abandonment, separation, and unresolved loss as they affect
the care of the infant’s development, the parent/caregiver’s

emotional health and the early developing relationship,

Attending and responding to the infant’s history and early care

within the developing parent/caregiver-infant relationship,

Identifying, treating and/or collaborating with others if
needed, in the treatment of the disorders of infancy, delays

and disabilities, parental mental illness and family dysfunction,
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and
xvii.  Remaining open, curious and reflective.

While all the skills and strategies noted above are pertinent in working with
children and families, item “xi” through “xvii” are of unique importance to
the practice of the infant and early childhood behavioral health practitioner.
These seven strategies address the emotional health and development of
both the parent/caregiver and the child. The practitioner focuses on past and
present relationships and the complexities many parents/caregivers
encounter when nurturing, protecting, and responding to the emotional
needs of their children. Within this context, the practitioner and
parent/caregiver may think deeply about the care of the young child, the
emotional health of the parent/caregiver, the many challenges of early

parenthood, and the possibilities for growth and change.

3. Clinical Approaches

Information obtained through the assessment process will guide infant and
early childhood trained practitioners in determining which intervention(s) is
most conducive in meeting the needs of the young child and the child’s
family. More than one approach may be utilized and integrated into the

service plan.

Support is the most basic intervention, where behavioral health personnel
function as a resource to assist primary caregivers in accessing community
resources, such as housing, employment, childcare, health services and food.
Emotional support may also be provided to families when they are faced with
a crisis related to the care of their child(ren). This support can be shown by
the clinician’s attention to the expressed concerns of the caregiver,
acknowledgement of the caregiver’s needs and strengths, and showing
empathy in response to the situation. Support and Rehabilitation services can
also assist with reducing the family’s distress so that they are able to focus

on the care requirements of their young child.

Advocacy can take the form of helping caregivers in expressing their needs
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and navigating systems of care. It can be challenging for clinicians to know
when and how to speak effectively on behalf of young children and their

families, especially those who may be involved with the child welfare system.

Developmental Guidance provides information to the primary caregiver(s) on
a young child’s abilities, developmental milestones and needs, as well as
practical caretaking guidance that may be delivered individually or in a group
format. Within the therapeutic environment, the clinician can offer
opportunities to the caregiver to enhance positive interaction and playful
exchange with the child. These exchanges, if based on the child’s
developmental needs, reinforce what the caregiver is able to do with the child
and may promote a mutually pleasurable experience and purposeful response

at the child/caregiver relationship level.

Relational Guidance helps primary caregivers to increase their knowledge of
and experience with their infant or young child through spontaneous
interactions. Caregivers are taught how to attend to their child’s distinctive
cues with clinicians modeling parenting behavior. When using guided
interaction strategies, clinicians can then provide feedback directly or review

videotapes with the caregiver.

The following two approaches to therapy focus on the relationship between
the primary caregiver and the infant. Child-parent psychotherapy offers the
opportunity for thoughtful exploration with the caregiver of the child’s ideas
about parenthood and the continuing needs of the infant or toddler. The
clinician assists the primary caregiver in gaining access to repressed early
experiences, re-examining the feelings associated with them and achieving
insight into how these experiences may affect the caregiver’s capacity to be
responsive to the infant. Relational difficulties with the infant may take the
form of a caregiver’s inability to hold or feed their baby, set limits that are
appropriate in keeping young children safe, or interacting and communicating
in ways that will arouse the child’s curiosity. The infant is included as a
catalyst for change, with the clinician guiding the caregiver to interact in a

different way with their infant. A second approach, child-parent dyadic
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therapy, reflects the perspective that infants contribute to relationships and
holds that the infant is able to use the time therapeutically for him/herself,

similarly to the caregiver.

Attachment theory based in part on John Bowlby's internal working model,
proposes that early experiences with the parent or primary caregiver forms
the basis of memory patterns or “internal working models” that influence
behaviors for other social relationships. Interventions are consistent with

attachment theory if they include the following elements:

a. Provide emotional and physical access to the mother/caregiver,

b. Focus directly on maternal/caregiver sensitivity and responsiveness to

the infant’s behavior and emotional signals,

C. Place the mother/caregiver in a non-intrusive stance,

d. Provide space in which the infant can work through relational struggles

through play and interaction with the mother/caregiver, and

e. Provide a clinician who functions as a secure base for the dyad.

Developmental approaches to therapy offer an alternative to the traditional
behavioral approach. Modalities under this approach can provide a framework
for understanding and organizing assessment and intervention strategies
when working with children with developmental delays and behavioral health

concerns.

Reference materials on infant and early childhood mental health practice
have been provided as a supplemental resource. This resource list is not
meant to be exhaustive, given that research and clinical practice in this area

continue to evolve.

G. TRAINING AND SUPERVISION RECOMMENDATIONS

Behavioral Health over the past several decades, has experienced significant
advances in the understanding of early child development and the effects of trauma
on early brain development. The need to have providers with trained expertise in this

area has risen dramatically and is well recognized nationally and in Arizona. AHCCCS
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is focused on efforts in several areas to build workforce expertise and availability of

services to children age birth through five and their families.

H. WORKFORCE DEVELOPMENT

The Infant and Toddler Behavioral Health Coalition of Arizona (ITMHCA) has adopted
the Michigan Association for Infant Behavioral Health Endorsement® for Culturally
Sensitive, Relationship-Based Practice Promoting Infant Behavioral Health.
Endorsement® recognizes the professional development of practitioners within the
diverse and rapidly expanding infant and family field. This endorsement® model
describes the areas of expertise, responsibilities, and behaviors that demonstrate
competency and verifies that professionals have attained a specified level of
understanding and functioning linked to the promotion of infant behavioral health. Of
additional importance, endorsement provides an organized approach to workforce
development that identifies competency- based trainings and reflective supervision
experiences that enhance confidence and credibility among infant, toddler and family
clinicians (Behavioral Health Professionals), as well as other professionals who work
with this population (Behavioral Health Technicians/Behavioral Health
Paraprofessionals). While competency-based training and reflective supervision
supports behavioral health practitioners who work primarily with young children and
their families, this expertise may also be applied to professionals working with adults
with a serious mental illness or substance use concerns who are parenting their own

infants/toddlers.

It is recommended that provider agencies have practitioners endorsed as
appropriate to the mission of the agency. Endorsement® through the ITMHCA

includes four levels of competency:

1. Level 1: Infant Family Associate - Individuals who possess Child Development
Associate (CDA), or academic degree, or two years of infant and early
childhood related paid work experience; recommended for childcare or respite

workers.

2. Level 2: Infant Family Specialist - Bachelor’s, Master’s or Doctoral (e.g. Social
Work, “Applied” studies, nursing, behavioral health related) degree and a

minimum of two years’ work related experience with infants/toddlers and
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families; recommended for behavioral health staff involved in service
planning and delivery such as case management and peer/family support,
support and rehabilitation service provider personnel, parent educators,

childcare consultants, and DCS workers.

3. Level 3: Infant Behavioral Health Specialist - Masters, MSN (Nursing), PhD,
PsyD, EdD, M.D. or D.O. with two years post-graduate work and training in
infant, early childhood, and family fields; recommended for behavioral health
clinicians and supervisors, infant behavioral health specialists, clinical nurse
practitioners, psychologists, and early intervention specialists. Reflective

Supervision is required.

4, Level 4: Infant Behavioral Health Mentor - (Clinical, Policy, or Research/
Faculty) Individuals at the mastery level (Master’s, Postgraduate, Doctorate,
Post Doctorate, MD or DO) qualified to train other professionals;
recommended for infant and early childhood program supervisors,

administrators, policy specialists, and physicians/psychiatrists.

Endorsement information and application materials are available through the local
Infant Toddler Behavioral Health website: Infant Toddler Behavioral Health_Coalition

of Arizona (www.itmhca.orqg).

1. TRAINING

This Practice Tool applies to the AdSS and their subcontracted network and provider
agencies, including the behavioral health staff that provide direct service delivery to
children age birth through five and their families. Behavioral health practitioners
working with this population (children age birth through five) require specialized
training. Professional development in the area of infant and early childhood
behavioral health is necessary at all levels of the Behavioral Health System, along
with the personnel of service systems that interface with behavioral health
professionals, such as DCS, the Division, AzEIP, and other community-based early

intervention programs.

Behavioral Health practitioners seeking increased knowledge in this area are

encouraged to attend infant and early childhood behavioral health trainings that
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include:

1. A multidisciplinary approach that is strengths-based.

2. Effective interviewing, communicating and observational techniques.
3. Assessment of parent-infant relationships.

4, Screening and diagnostic measures for infants and toddlers.

5. Early childhood development.

6. Effects of early adverse experiences and trauma.

7. Understanding parent-child interactions and healthy attachment.

8. Cultural influences in parenting and family development.

9. Building a therapeutic alliance.

10. Treatment and intervention strategies/modalities endorsed by AHCCCS.
11. Collaboration practices with other providers/caregivers.
12. A reflective practice focus.

It is the expectation of the Division that behavioral health staff who complete
assessments, participate in the service planning process, provide therapy, case
management and other clinical services, or supervise staff that provide service
delivery to children age birth through five and their families, be well trained and
clinically supervised in the application of this tool. Each AdSS shall establish their
own process for ensuring that all agency clinical and support services staff working
with this population understand the recommended processes and procedures
contained in this tool. Whenever this Practice Tool is updated or revised, each AdSS
ensures that their subcontracted network and provider agencies are notified and

required staff are retrained as necessary on the changes.

J. SUPERVISION

Supervision regarding implementation of this Practice Tool is to be incorporated into
other supervision processes which the AdSS and their subcontracted network and
provider agencies have in place for direct care clinical staff, in alignment with A.A.C.

R9-20-205 Clinical Supervision requirements.
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Reflective Supervision, as one aspect of Reflective Practice, is a distinctive style of
professional development (different from administrative or clinical supervision) that
focuses attention on supporting the growth of relationships that is critical to
effective infant and early childhood behavioral health practice. How each of these
relationships interrelates and influences the others is explored through reflective

supervision and is referred to as the “parallel process”.

1. Relationship between supervisor and practitioner.

2. Relationship between practitioner, parent/caregiver/child.
3. Relationship between parent/caregiver/child.

4, Relationship between all of the above.

In each of these relationships there is an emphasis on learning, personal growth,
and empathy. Through this process, supervisors assist practitioners in professional
skill development and ensure that practitioners are maintaining the agency’s

standards for clinical performance.

Key elements of reflective supervision include reflection, collaboration, and
consistency. With supervisory support, the practitioner reflects on the emotional
content of the work and how one’s reaction to this content affects their work.
Supervisors support a practitioner’s professional development through the
acquisition of new knowledge by encouraging the supervisee to assess their own
performance. The supervisor’s ability to listen and wait allows the practitioner an
opportunity to analyze their own work and its implications, and to discover solutions,
concepts or perceptions on one’s own, without interruption. Collaborative supervision
is characterized by the development of a trusting relationship between the
supervisor and practitioner in which both parties can safely communicate ideas and
share responsibility for decision-making without fear of judgment. Establishment of a
consistent and predictable schedule of supervisory sessions supports the
professional development of infant and early childhood behavioral health

practitioners.

It is the recommendation of the Division that personnel who supervise staff providing

service delivery to children age birth through five and their families, receive
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adequate training in the elements of Reflective Practice and Supervision before
implementing this approach in their supervisory activities. Criteria for provision of
reflective practice is outlined on the Michigan Infant Toddler Behavioral Health
website, but at minimum, Reflective Supervision requires Endorsement® for Infant
Behavioral Health Specialist or Infant Behavioral Health Mentor with a minimum of
50 clock hours within a one-to-two-year timeframe. Additional information is also
available within AMPM 210 Attachment E for additional resource materials on

reflective supervision and consultative practices.

Training and supervision support the acquisition of specific knowledge, skills, and
competencies critical to delivering effective relationship-based services to children
age birth through five and their families. While training and other academic learning
venues build the practitioner’s understanding of core concepts, it is through
supervision that practitioners can assess their level of competency when applying
these concepts within their scope of practice. When evaluating a practitioner’s level
of knowledge as part of supervisory activities, supervisors can compare the skills of
the clinician with Endorsement® Competency Guidelines and Requirements available
on either the Arizona or Michigan Infant Toddler Behavioral Health websites.
However, possession of similar knowledge and skills does not equate to actual
Endorsement®, given the proprietary nature of the Endorsement® process (e.g.,

evidence-based training standards, testing, ethical standards).

ANTICIPATED OUTCOMES

1. Increased community and professional awareness of infant and early
childhood behavioral health,

2. Improved use of effective screening, assessment, and service planning
practices specific to the needs of children age birth through five and their

families,

3. Increased knowledge and referrals to early intervention resources in the

community, and

4, Improved outcomes using accepted approaches in working with children age

birth through five and their caregivers.
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L. DIVISION OVERSIGHT OF AdSS

The AdSS shall participate in the Division’s oversight utilizing, but not limited to, the

following methods to ensure compliance with this and associated policies:

1. Annual Operational Review of each standard related to birth to age five,

including but not limited to:

a. Policies/procedures to ensure, and evidence of, appropriate high-need

identification for the birth to five population.

b. Policies/procedures to promote/increase availability of, and evidence
of, availability of trained specialists (ITMHCA standards).

C. Policies/procedures to ensure, and evidence of, staff training and

supervision is completed as outlined in this policy.

d. Ongoing monitoring of, and evidence of, adequate network capacity

for children age birth to five.

2. Submit deliverable reports as required by the AdSS Contract with the
Division.
3. Participate in Division oversight meetings for the purpose of reviewing

compliance, addressing concerns with access to care or other quality of care
concerns, discussing systemic issues and receiving direction or support from

the Division as necessary.

4, Demonstrate ongoing monitoring and evidence of compliance through

Behavioral Health Clinical Chart Reviews.

Signature of Chief Medical Officer: athony Békker?’(Apr 28,2022 10:33 PDT)

Anthony Dekker, D.O.
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211 PSYCHIATRIC AND PSYCHOTHERAPEUTIC BEST PRACTICES FOR CHILDREN
BIRTH THROUGH FIVE YEARS OF AGE

EFFECTIVE DATE: May 4, 2022
REFERENCES: AMPM 211

PURPOSE

This policy applies to the Division of Developmental Disabilities’ (Division) Administrative
Services Subcontractors (AdSS) for ALTCS eligible members whose contract includes this
service. The policy establishes best practice processes and goals for psychiatric evaluation
and the use of psychotherapeutic and psychopharmacological interventions for children birth

through five years of age.
POLICY

A. TARGET AUDIENCE

This policy is specifically targeted to the AdSS, their subcontracted network and
providers who furnish psychotherapeutic assessments and interventions, complete
psychiatric evaluations, and prescribe psychopharmacological treatment for children

birth through five years of age.

B. TARGET POPULATION(S)

The target population includes all members enrolled with the Division who are ALTCS
eligible, receive behavioral health services through an AdSS, and are age birth
through five (up to age six), in collaboration with their caregiver(s) and Child and
Family Teams (CFT). This policy is also applicable when working with parents and/or
caregivers who have children as described above, regardless of whether the child or

parent(s) were referred or are seeking services.

C. BACKGROUND AND EVIDENCE-BASED SUPPORT

Psychiatric disorders presenting in young children are a public health concern, and
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they can negatively impact normative developmental trajectories in all spheres,
physical, social, emotional, and cognitive. One of the challenges in the field of
behavioral health care for young children is the belief that young children cannot
develop behavioral health disorders. Yet, these disorders if not recognized and
appropriately diagnosed, may result in challenging behaviors, such as significant
aggression toward others (e.g., biting, hitting, kicking) and emotional dysregulation
(e.g., uncontrollable tantrums or crying). These behaviors, when not addressed, can
result in serious consequences such as childcare expulsion, difficulty participating in
family activities, and impaired peer relationships, making early intervention
extremely important for families and caregivers that have young children with

behavioral challenges.

Because of the complexities in treating infants and toddlers, the field of infant
behavioral health has evolved to promote recognition of the rapid developmental
processes and the importance of a healthy relationship between a secure child and
the caregiver (either temporary or permanent caregiver for treatment purposes).
Given the unique needs of infants and toddlers, numerous therapeutic interventions
exist, summarized in a table (page 8), that can aid in reducing potentially damaging
consequences. There is robust evidence supporting the use of relationship-based
interventions, which focus on the child and parent/guardian/designated
representative relationship. Generally, these treatment approaches focus on
improving child and family/ guardian/designated representative functioning relative
to the identified emotional and/or behavioral challenges and can often be successful

without introduction of pharmacological intervention.

In the absence of marked or sustained improvement, it may be necessary to follow
the appropriate steps toward psychotropic intervention. However, “Psychotropic
medications are only one component of a comprehensive biopsychosocial treatment
plan that shall include other components in addition to medication,” according to

American Academy of Child and Adolescent Psychiatry.

It is critical to recognize that there are physical causes for behavioral health and

developmental delays that may cause signs and symptoms which overlap with
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behavioral and developmental concerns. It is therefore essential to first ensure that
potential physical health issues have been ruled out. AdSS Medical Policy 430
provides guidance for standard screening and testing for lead poisoning, which
includes blood testing whenever a concern arises that indicates a need for blood lead

testing.

The use of medications to treat psychiatric disorders in young children raises unique
developmental and ethical challenges. While considering whether medication should
be introduced in treatment, the benefits of the medication shall be evaluated and
compared to the potential biological and psychosocial side effects. According to a
2007 set of Guidelines by the Preschool Psychological Working Group, little is known
about the potential effects on neurodevelopmental processes in very young children
when exposed to psychotropic medications. Research summaries indicate that
younger children metabolize medications differently than older children. Moreover, a
review of the current literature demonstrates that there is more evidence to support
psychotherapeutic rather than psychopharmacologic interventions in young children
presenting with psychiatric symptoms. Despite this, the literature reflects that a
majority of these young children do not receive psychotherapeutic interventions
prior to the initiation of medications. Best practice recommends at least three
months of extensive assessment and psychotherapeutic intervention prior to any

consideration of psychopharmacological intervention.

Due to the concerns outlined above, evidence of substantial increases in prescribing
antipsychotics for children and increased federal and state attention toward
prescribing practices, Arizona has recognized the need to implement revised
initiatives for young children to address psychotropic medication use. As of May
2016, AHCCCS provided analysis and trending of current psychotropic prescribing

practices, particularly for young children and children in the foster care system.

Data analysis for this report, revealed several key findings including:

® For Arizona in general, psychotropic prescribing rates in 2013 were higher for all
foster children zero to 18, when compared to non-foster care children zero to 18.
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® For Arizona, foster care children zero to six were prescribed psychotropics at a
rate 4.6 times higher than non-foster care children zero to six in Arizona’s
Medicaid system.

Based on the AHCCCS May 2016 report and the recognition that, despite continued
lack of consistent national guidelines, AHCCCS has reorganized the original practice
guideline into five sections, which align with current process within Arizona.
Additional revisions focus on updated research and findings with regard to
psychotropic prescribing practices. Focus has been added to align with current
Maternal Child Health/Early and Periodic Screening Diagnostic and Treatment
(MCH/EPSDT) practice, plus Bright Futures. As such, the Guidelines within this
document now comprise:

o Assessment by Behavioral Health Professional/Provider

o Psychotherapeutic Interventions

o Psychiatric Evaluation

o Psychopharmacological Interventions

o EPSDT: Assessing Physical and Behavioral Needs Through Developmental

Surveillance, Anticipatory Guidance, and Social/Emotional Growth.

Refer to AdSS Medical Policy 210 for additional information on behavioral health

screening, assessment, and treatment for children birth through five years of age.

D. ASSESSMENT BY BEHAVIORAL HEALTH PROFESSIONAL/PROVIDER

The initial assessment for a young child, at a minimum, consists of the following
components as described in The American Academy for the Psychiatric Assessment
of Infants and Toddlers (0-36 Months):

1. Gathering information from those individuals who are most familiar with the
child, as well as direct observation of the child with their responsible person
or caregiver, if directly involved with the child for treatment purposes
(caregiver may be a family member or foster parent - either temporary or

211 Psychiatric and Psychotherapeutic Best Practices for Children Birth through Five Years of Age
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permanent).

2. Reason for referral including the child’s social, emotional, and behavioral
symptoms.

3. Detailed medical and developmental history.

4, Current medical and developmental concerns and status.

5. Family, community, childcare, and cultural contexts which may influence a

child’s clinical presentation.

6. Parental and environmental stressors and supports.

7. Parent/guardian/designated representative perception of the child, ability to
read/ respond to child’s cues, and willingness to interact with the child.

8. Children’s birth through five mental status exam:

Appearance and general presentation
Reaction to changes (e.g., new people, settings, situations)
Emotional and behavioral regulation

Motor function

Vocalizations/speech

Thought content/process

Affect and mood

Ability to play by self and with peers, explore
Cognitive functioning

Relatedness to parent/guardian/designated representative

9. Use of standardized instruments to identify baseline functioning and track

progress over time. Examples of such instruments include, yet are not limited

to the following:
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NAME OF TOOL PURPOSE/DESCRIPTION | AGE/POPULATION USER
INFANT TODDLER Social/Emotional 12to 36 Professional or
SOCIAL-EMOTIONAL | Brief report mos. Parents/guardians/
ASSESSMENT questionnaire Multicultural designated representatives
(BITSEA) focused on child
symptomatology

BEHAVIORAL Behavioral Screening Ages birth to Parent/guardian/designated
ASSESSMENT OF for temperament, 36 months representative (for use in
2QBDYSSOE:¥:J;$$CIIE- ability to self-soothe pediatric practices or early
(BABES) and regulate intervention programs)
CHILD BEHAVIOR Social/Emotional Ages 1.5 Professional
CHECKLIST 1-5 Parent and teacher years+ Training
gzgﬁiﬁ)BACH ratings, descriptions Multicultural required
AND RESCORLA; gggac\?igﬁse_rns of child
2001 !

) Corresponds to DSM
PRESCHOOL AGE Psychiatric Ages 2to 5 Professional only Training
PSYCHIATRIC diagnosis years Boys/Girls required
ASSESSMENT incorporating both Multicultural

(PAPA); (EGGER &
ANGOLD, 2006)

DSM and DC:0-3R

CLINICAL Structured Ages 1yearto5 Professional Videotaping
PROBLEM-SOLVING observations of years essential
. B
FLEISHMANN; interactions
2000)
AGES AND Routine screening Ages at various Parent completion
STAGES to assess points from 1
QUESTIONNAIRE developmental month to 66
(ASQ-3) performance months; Boys &
girls
Multicultural
CONNOR'’S EARLY Measures specific Ages 3 to 6+ Parent & teacher

CHILDHOOD
ASSESSMENT

patterns related to
ADHD, cognitive and
behavioral
challenges

Boys and Girls

responses
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NAME OF TOOL PURPOSE/DESCRIPTION AGE/POPULATION USER
HAWAII EARLY Assessment of Ages 0 to 3 Training required
LEARNING PROFILE developmental skills Boys & girls for use

(HELP)

and behaviors

PARENTS’ Developmental Birth to 8 years Parent completion
EVALUATION OF Screening Tool - Boys & girls
DEVELOPMENTAL variety of domains
STATUS (PEDS)
TRAUMATIC Assessment of PTSD Normed Can be
SYMPTOM Symptoms separately for completed
YOUNG CHILDREN boysandgiris | by
Ages 3to 5 araprofes
(TSCYC) ? Eionapls

MCHAT
(2009)

A parent report
screening tool to assess
risk for Autism
Spectrum Disorder
(ASD)

Designed for use
at 18 - 24
months of age

Completed by
parents and
scored by
pediatricians,
child
psychiatrists or
child
psychologists

E. PSYCHOTHERAPEUTIC INTERVENTIONS

There is strong evidence base for the use of psychotherapeutic interventions for

young children with psychiatric diagnoses. Thus, these specialized approaches

should be the initial interventions before considering a psychopharmacologic trial

(see table on following page and the AdSS Policy 210).

The recommended psychotherapeutic treatment interventions outlined in the table

below are supported by current studies and best practice. Determination of the best

psychotherapeutic approach is done in conjunction with the CFT and qualified infant

and early childhood behavioral health practitioners. Psychoeducation and early

intervention are essential components of any psychotherapeutic intervention

program and therefore should be included in the treatment of all disorders. Other

examples of accepted therapeutic approaches with this population are referenced in

AdSS Medical Policy 210. The psychotherapeutic intervention selected and length of

treatment should be clearly documented in the clinical record.
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Suggested Best Practice Interventions for Infants and Toddlers (Table not inclusive

of all available therapeutic modalities — any modalities utilized will be at the
discretion of the treating BHP or BHMP).

TYPE OF TREATMENT TARGETED TREATMENT GUIDING
INTERVENTON APPROACH POPULATIONS | GOALS ASSUMPTION AND
THEORETICAL
ORIENTATION
FAMILY Focus on conflict Infants, Intervention Behavioral
THERAPY management and | toddlers, takes place at challenges are

Training through
various organizations,
institutional or
educational settings;

Numerous master’s
level educational
programs have
dedicated programs in
marriage and family
therapy

Marriage and Family
Therapists receive
specific training and
clinical supervision that
focuses on working
with family members
at the relationship level
(e.g., parent- parent,
parent- child or child-
child)

influence of marital
conflict during
high-risk perinatal
period; can also be
used prenatally;
Goal is to ensure
parent/guardian/
designated
representative
consensus
regarding child’s
behavioral health
status AND that
parenting
strategies are
consistent

preschoolers
and family triad
(e.g., including
mother and
father);

the marital
relationship level,
as well as the
relationships
between each
parent and the
child; focus on
evaluating and
changing
interaction
patterns between
triadic members

linked to patterns
of relationship
challenges; an
intervention
directed at one
family member will
always have an
effect on another
family member;
Can change
behavior by
changing
relationships
(dyadic,

triadic, family
system)
Theoretical
assumptions,
which guide family
therapy
intervention
techniques, provide
essential element
of clinical
framework for
relationship- based
work within Circle
of Security, and
Infant/Child Parent
Psychotherapy
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TYPE OF TREATMENT TARGETED TREATMENT GUIDING
INTERVENTON APPROACH POPULATIONS | GOALS ASSUMPTION AND
THEORETICAL
ORIENTATION
CHILD PARENT Relationship- Infants, Work at Based on the
:’ggg)"'OT“ERAPY based; focus on | toddlers, & relationship level | premise that
pa:jegt Eerc_:eptlons preschoolers to promote “nurturance,
Training through an ehaviors to W|th or at rISk pal’tnershlp prOteCtlon’

various organizations,
institutional or
educational settings;

promote mutual
positive
exchanges
between child and

for behavioral
health problems
along with their

between child
parent/guardian/
that results in

culturally and age-
appropriate
socialization from
the attachment

Lieberman and Van parent/ guardian/ | high-risk increased figure(s) comprise
Horn are originators designated parents/ positive the cornerstone of
of intervention representative guardian/ interaction and _bel_'lafworal h(zlalth
rinciples i In Infancy an
P p designated . re.zduced early childhood...”
representative discordant

relationship

styles
INFANT PARENT Similar to Child Infants, Focus on IPP more reliant on

PSYCHOTHERAPY

Training through
various organizations,
institutional or
educational settings;
Lieberman and Van
Horn are originators of
intervention principles

Parent
Psychotherapy, but
with greater
emphasis on
impact of
upbringing of
parent/guardian/
designated
representative and
how that impacts
current
parent/guardian/
designated
representative
perceptions of
infant and
relationship

with infant

typically birth to
24 months or
prior to onset of
language,
locomotion, and
ability to
express feelings

parent/child
relationship to
build relationship
with parent by
helping caregiver
understand the
basis for infant
behaviors and
perceptions of
their world (e.g.,
behavior based
on need for
safety and
security)

the psychoanalytic
work of Selma
Fraiberg; focus on
impact of
psychological
challenges of
parent/guardian/
designated
representative as
child and how
those challenges
impact ability to act
as nurturing,
protective
parent/guardian/
designated
representative
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CIRCLE OF Therapist builds Infants, toddlers | Use Circle of The need for a
SECURITY trusting & preschoolers | Security secure attachment
relationship vy|th and their interview to gain ba'seils essential for
Training through parent/guardian/ parent/guardian | information building healthy
. ; designated . relationships
Circle Of_ Security representative / designated about
International (secure base) as representative parent/guardian | Based on
therapist moves /designated Attachment Theory
through representative (joint work of John
relationship- based “internal working | Bowlby and Mary
!nteryentlon§ to model” regarding Ainsworth; also
identify relational lationship with based on
distress rea. 10 S Ipwi relationship- based
their child interventions
arising out of
family therapy and
family systems
guiding
assumptions and
psychoanalytic
theory
APPLIED Applied behavior Applied ABA That systematic
BEHAVIORAL analysis is the Behavioral techniques are behavioral
ANALYSIS process of Analysis used to intervention can
systematically Techniques decrease decrease unwanted
applying can be used unwanted behaviors and
interventions based | with persons behaviors and increase desired
upon the principles | of all ages, increase behaviors.
of learning theory | with both desired
to improve socially | behavioral behaviors
significant health and through a
behaviors to a developmenta systematic
meaningful degree, | | disabilities and consistent
and to demonstrate| diagnoses. An intervention.
that the Early EI/ABA is
interventions Intensive ABA provided with the
employgd are (EI/ABA) goal of
responsmle fo_r the program integrating a
improvement in specifically for . .
behavior children with | Young child with
Autism ASD into a
Spectrum regular education
Disorder who classroom with
begin reduced
treatment behavioral
before age 4 symptoms by the
has been )
described by entry into Grade
Lovaas and L.
others.
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F. PSYCHIATRIC EVALUATION

General practice within Arizona’s System of Care includes a comprehensive
behavioral health assessment prior to a psychiatric evaluation. A psychiatric
evaluation may be completed based on CFT decision making and when clinically
indicated. The psychiatric evaluation may take multiple sessions and is completed
prior to the initiation of psychotropic medication. Birth through five behavioral health
significant efforts should be made to ensure that the psychiatric evaluation is
conducted by a board certified or board qualified child and adolescent psychiatrist

with training or experience in the treatment of young children, aged 0 to 5.

The psychiatric evaluation for a young child continues to focus on gathering
supplemental information that may be needed since completion of the
comprehensive assessment. This is especially critical for identification of any
additions or changes that may impact the child’s functioning. Components may be

very similar:

1. Information from those persons who are most familiar with the child, as well
as direct observation of the child with their parent/guardian/designated
representative especially if changes have occurred within the caregiver
constellation since the initial assessment.

2. Any potential changes in the reason for referral including changes in the
child’s social, emotional, and behavioral symptoms.

3. Updates related to the detailed medical and developmental history.
4. Updates related to current medical and developmental concerns and status.
5. Changes in family, community, childcare, and cultural contexts which may

influence a child’s clinical presentation.

211 Psychiatric and Psychotherapeutic Best Practices for Children Birth through Five Years of Age
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6. Newly identified parental and environmental stressors and supports.

7. Ongoing or recent changes in parent/guardian/designated representative
perception of the child, ability to read/respond to child’s cues, and willingness
to interact with the child.

8. Use of the AdSS Medical Policy 210 to ensure use of evidence-based
Behavioral Health Practice Tool for working with infants and toddlers.

9. Collaboration with pediatrician/primary care physician and/or developmental
pediatricians involved.

10. Collaboration with other agencies involved with the child and family including,
but not limited to, the Department of Child Safety, Division of Developmental
Disabilities, Arizona Early Intervention Program (AzEIP), First Things First,
Head Start, the local school district, Healthy Families Arizona and other
educational programs.

11. Development of DSM-5 Diagnoses and DC: 0 to 5 Diagnosis following:

o Diagnostic Classification of Behavioral health and Developmental
Disorders in Infancy and Early Childhood” (DC: 0-5).

o The Diagnostic and Statistical Manual of Mental
Disorders Fifth Edition, (DSM-5).

Current best practice for infants and toddlers, utilizes the DC: 0-5 for a
number of reasons. First, it is based on behavioral health hormed
developmental trajectories, family systemic and relationship-based
approaches, along with attention to individual differences in motor, cognitive,
sensory, and language capabilities. Secondly, it allows for more thorough and

developmentally appropriate diagnosis of behavioral health conditions in early
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childhood. An important feature of the DC: 0-5 is that it includes both the

DSM-5 diagnostic references, as well as the corresponding ICD-10 codes. The
DC: 0-5 manual was first published in 1994 as the “"DC 0-3” and then revised
in 2016 by Zero to Three: National Center for Infants, Toddlers, and Families

(now known as “Zero to Three”).

G. PSYCHOPHARMACOLOGICAL INTERVENTIONS

1. General Guidelines

If it is determined that a psychopharmacologic intervention is indicated, goals
of treatment should include facilitating normative developmental processes
and maximizing the potential for effective psychotherapeutic interventions.
Medications are to be reserved for children with moderate to severe
psychiatric symptoms that significantly interfere with their normal
development and result in impairment that persists despite the use of
clinically appropriate psychotherapeutic interventions, as the evidence base

for the treatment of young children under the age of five is quite limited.

Clear and specific target symptoms shall be identified and documented in the
clinical record prior to the initiation of a medication trial. Target symptoms
and progress are continually documented in the clinical record throughout the

course of treatment (Division Medical Policy 940).

Medication is always started at the lowest possible dose with subsequent
increases in medication undertaken with caution. Dosing can be challenging
as young children may metabolize medications more rapidly than older
children. In addition, children age birth through five experience rapid growth
during this timeframe, which may change the dose that is required for
optimal treatment over short periods. Since these young children are often

very sensitive to side effects, they shall be monitored closely.

2. Informed Consent
Informed consent, as specified in AdSS Medical Policy 320-Q, is an active,
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ongoing process that continues over the course of treatment through active
dialogue between the prescribing BHMP and parent or responsible person
about the following essential elements (Please refer to AdSS Medical Policy
310-V and AMPM Policy 310-V Attachment A for more information):

The diagnosis and target symptoms for the medication recommended
. The possible benefits/intended outcome of treatment

e The possible risks and side effects

e The possible alternatives

e The possible results of not taking the recommended medication

. FDA status of the medication

Level of evidence supporting the recommended medication.

Although there are medications approved by the Food and Drug
Administration (FDA) for young children under the age of five, an FDA
indication reflects empirical support but is not synonymous with a
recommendation for use consistent with current studies and best practice. In
addition, lack of an FDA indication does not necessarily reflect a lack of
evidence for efficacy. The Physician’s Desk Reference states the following:
“Accepted medical practice includes drug use that is not reflected in approved
drug labeling.” In the United States only a small percentage of medications
are FDA indicated for use in pediatrics. Thus, BHMPs shall document the
rationale for medication choice and the provision of informed consent to

parents/ guardians/designated representatives.

3. Monitoring

Medications that have been shown to adversely affect hepatic, renal,
endocrine, cardiac and other functions or require serum level monitoring shall
be assessed via appropriate laboratory studies and medical care shall be

coordinated with the child’s primary care physician.
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4. Coordination of Care

In Arizona, the behavioral health program has historically been separated
from the acute care Medicaid program (Title XIX) and the State Children’s
Health Insurance Program (KidsCare/SCHIP/Title XXI). Both models have
been structured in the past in such a way that eligible persons received
general medical services through health plans and covered behavioral health
services through a separate Contractor. Because of this separation in
responsibilities, communication, and coordination between behavioral health
providers, AHCCCS Health Plan primary care providers and behavioral health
coordinators were essential to ensure the well-being of young children
receiving services from both systems. Since October 1, 2019, there has been
a system-wide shift toward medical health homes and provision of integrated
and coordinated care, which is bringing about a shift in provider practices to
address early intervention needs using a more holistic approach. Since
October 1, 2019, the Division has contracted with the AdSS to implement

integrated and coordinated behavioral health and physical health care.

Duplicative medication prescribing, contraindicated combinations of
prescriptions and/or incompatible treatment approaches could be detrimental
to a young child. For this reason, communication and coordination of care
between behavioral health providers and PCPs shall occur on a regular basis
to ensure safety and positive clinical outcomes for young children receiving

care.

5. Polypharmacy

Polypharmacy is defined as using more than one psychotropic medication at a
time with this population and is not recommended. This definition excludes a
medication cross taper, where the young child may be on two medications for
a short period in order to avoid abrupt withdrawal symptoms. More than one
medication should only be considered and used in extreme situations where

severe symptoms and functional impairment are interfering with the child’s
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ability to form close relationships, experience, regulate and express their

emotions, and developmental progress.

Complementary, alternative, and over-the-counter medications should be
taken into consideration when evaluating the use of polypharmacy and
potential drug interactions. If more than one medication is prescribed, there
shall be documentation of clear target symptoms for each medication in the
child’s clinical record. When applicable, the Controlled Substance Prescription
Monitoring Program (CSPMP) database should be checked (Refer to AdSS
Medical Policy 940).

6. Medication Taper

In children who have a positive response to medication, as indicated by a
remission of symptoms, a taper off medication should be considered at six to
eight months of treatment. This consideration shall be clearly documented in
the clinical record. The BHMP shall weigh the risks vs. benefits of each
approach with the parent/guardian/designated representative, which includes
the importance of reassessing the need for medication in the rapidly
developing young child. Every six to eight months, a medication taper should
be considered until the child reaches the age of five. The BHMP should
reassess for a persistent diagnosis and need for continuing medication at

reasonable intervals beyond age five.

If the decision to taper the child off medication is made, the CFT shall be
informed of this decision in order to discuss and address possible behavior
disruptions that may arise as a result of this taper. The CFT shall also ensure
that the need for additional supports or services for the child and/or caregiver
be considered and implemented as necessary to maintain the child’s stability
(For specific guidelines for children involved with the Department of Child
Safety and/or foster care, refer to AMPM Behavioral Health Practice Tool 260,
AdSS Medical Policy 320-Q, and A.R.S. § 8-514.05). Documentation of

medication taper should be made with clinical rationale provided.
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7. Prescription by a Non-Child Psychiatrist

As noted earlier with assessment and evaluation practice standards, BHMPs

who provide treatment services to young children shall have training and

possess experience in both psychotherapeutic and psychopharmacological

interventions for children age birth through five. Medication management

should be provided by a board certified or qualified child and adolescent

psychiatrist whenever possible; in rural or underserved locations, this may be

met through the use of telemedicine. A non-child psychiatrist BHMP shall

adhere to the following when prescribing psychotropic medication for children

birth through five years of age:

a. After the psychiatric evaluation has been completed and it is

determined that the child may benefit from psychotropic

medication(s), the case shall be reviewed with the designated child

psychiatric provider as determined by the AdSS. The review shall

include, at a minimum, the following elements:

1l

11l

The proposed medication with the starting dosage,
Identified target symptoms,

The clinical rationale for the proposed treatment,

1v. Review of all medications the child is currently taking, including
over the counter and those prescribed by other medical/holistic
providers,

V. Drug Review/Adverse Reactions,

Vi. A plan for monitoring, potential side effects such as
weight gain, and/or abnormal/involuntary
movements, (based on recommended standards of
care, and

Vil. Identified targeted outcomes.

b. Follow-up consultation with a designated child psychiatric provider
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shall occur in the following instances:

1. If the child is not making progress towards identified treatment
goals (at minimum of every three months),

1. In the event that reconsideration of diagnosis is appropriate,

1ii. When a new medication is being considered or when more than
one medication is prescribed.

H. BIRTH THROUGH FIVE EPSDT: ASSESSING PHYSICAL AND BEHAVIORAL
NEEDS THROUGH DEVELOPMENTAL SURVEILLANCE, ANTICIPATORY
GUIDANCE AND SOCIAL/EMOTIONAL GROWTH

AHCCCS has historically incorporated the Early and Periodic Screening, Diagnostic
and Treatment (EPSDT) program to ensure that members under the age of 21
receive appropriate preventive and early intervention services for physical and
behavioral health conditions (refer to AdSS Medical Policy 430). Through formal
policy and reporting requirements under CMS guidelines, participation has been
measured in part through use of forms designated as “"EPSDT Tracking Forms” (refer
to AMPM Policy 430 Attachment E).

Although AHCCCS requires use of specific EPSDT forms available on the AHCCCS
website, further guidance on the use of the forms is also available through Bright
Futures. Both the Bright Futures website and Bright Futures Pocket Guide offer more
detailed guidance on use of content within the tracking forms. The focus of the last
section of this policy is to assist PCPs and/or pediatricians in identifying concerns

related to three central EPSDT domains:

° Anticipatory Guidance,
° Developmental Surveillance, and
° Social/Emotional Growth.

Often, the primary care setting is the most robust situation available for parents to
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address early developmental or behavioral concerns. During the course of EPSDT-
required well-child visits, physicians and pediatricians have multiple opportunities
over time to build relationships with parents and their young children, while
simultaneously gathering valuable information. Through discussions guided by the
use of the three domains listed above, they have the chance to identify strengths,
needs and stressors for the parents and children that they follow. With thoughtful
use of items within these domains, it is possible for physicians to identify a physical
health concern that may also involve the need for further behavioral health services.
For example, a language delay or developmental regression could be due to
numerous physical causes. However, both are also symptoms of early childhood
trauma for children birth to three years of age. Additionally, symptoms often
associated with attention deficit hyperactivity disorder (ADHD) can mirror child

traumatic stress.

The challenge for physicians, due to lack of training and knowledge, is often the
ability to clearly identify behavioral and developmental concerns and then link
parents/guardians/ designated representatives to adequate resources. Some
physicians are comfortable providing basic treatment, whereas others are not.
According to one study, PCPs had various comfort levels to conduct treatment or
make referrals, but it related to the diagnoses involved. There was a comfort level
treating ADHD but not depression - the preference for the latter, in most instances

was to make a behavioral health referral.

Given acknowledgement to the lack of behavioral health training within the pediatric
community, dedicated and thorough use of EPSDT forms, as well as guidance
provided under Bright Futures, can aid physicians in providing appropriate and early
intervention treatment for children birth through five. The center sections of EPSDT
forms offer opportunity to work with parents/guardians/designated representatives
to offer guidance and encourage referrals to and use of the behavioral health system
when there is concern about behaviors that may indicate a potential behavioral

health condition.

Although it is not the purpose of this policy to offer extensive details regarding early
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childhood developmental and behavioral health issues, the table below provides
some examples of how EPSDT Developmental Screening sections can prompt
opportunities (based on specific age appropriate EPSDT domains) for discussion
between parents/responsible person and PCPs regarding observations and concerns
identified during visits. PCPs have multiple options at these visits to suggest
community supports, case manager involvement (if available under the Medical
Health Home model) or refer to behavioral health system/provider for further
assistance (Refer to AdSS Medical Policy 580 for information on the Behavioral

Health Referral Process).

The table below is designed to present bivariate ways (e.g., physical or behavioral)
to examine developmental milestones, environmental factors and level of
social/emotional growth. Because physical and familial environments have such a
tremendous impact on the developing brain, it is important to recognize that if
infants and toddlers are not meeting milestones, there could be either physical,

environmental or behavioral health reasons.

EPSDT Domain Sample Table: Potential indicators for referral to BH services

(Based on age, domain and need (AMPM Policy 430 Attachment E; Bright Futures,

4™ Edition)
DISCUSSION POTENTIAL BEHAVIORAL HEALTH
EPSDT DOMAINS AGE CHECKLIST NEED
ELEMENT
Sits without Parent/guardian/designated
DEVELOPMENTAL 6 months support, babbles representative engages with and is
SURVEILLANCE sound such as attentive toward infant; if infant is
“ma”, “ba”, engaging in these early milestone
“ga”, looks behaviors, and there is lack of reaction or
when name acknowledgement from parent, or
is called. reciprocal engagement explore further for
evidence of potential maternal depression
or other environmental factors (unsafe
environment, violence, neglect) that may
be causing stress or trauma for the infant.
Discussion of social |Any potential risk factors identified under
ANTICIPATORY 6 months | jeterminants of  [this domain may warrant referral for
GUIDANCE PROVIDED health (e.g., safe |[community supports or referral for
sleep, sleep/wake |behavioral health services if there is
cycles, tobacco concern about parental depression,
use, safe substance use, neglect of child or
environment). dangerous environment).
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Appropriate Is parent/guardian/designated
SOCIAL EMOTIONAL 6 months bng:dirF])g and representative feeding infant and
HEALTH responsive to engaging while feeding or is infant
needs. being fed via bottle propping while in
carrier or crib?
Lack of infant/parent engagement
may warrant further discussion and
referral to behavioral health system
due to potential indicators for
maternal depression or lack of
appropriate bonding/attachment. Lack
of appropriate bonding can manifest
in multiple ways (lack of eye contact
between baby and caregiver, baby
shows signs of discomfort when being
held, inability for caregiver to help
baby sooth).
Continued focus on | If there are parental risk factors for
ANTICIPATORY 1yr. social determinants | social determinants of health, there are
GUIDANCE PROVIDED of health such as opportunities to refer for community
food security, safe | supports or behavioral health; in case
environment, there are underlying behavioral health
parental use of needs (e.g., parental depression,
tobacco, alcohol or | substance use).
other substances.
Prefers primary Lack of preference for primary caregiver
SOCIAL EMOTIONAL lyr. caregiver over could indicate insecure attachment for
HEALTH others, shy with variety of reasons (e.g., lack of trust,
others, tantrums. abuse, neglect, early trauma); consider
unaddressed behavioral health issues in
parent.
Eats Lack of these observed developmental
DEVELOPMENTAL 3 yrs. independently, milestones may be indicative of physical
SURVEILLANCE

uses three word

sentences, plays
cooperatively and
shares.

issues or lack of parental engagement
with child; consider referral for
community supports and/or behavioral
health system to address potential for
undiagnosed behavioral health issue on
the part of the parent or child (barring
any evidence of physical reasons).
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DOMAINS

AGE

DISCUSSION
CHECKLIST
ELEMENT

POTENTIAL BEHAVIORAL
HEALTH NEED

ANTICIPATORY (3 yrs.

Allow child to play

Attachment issues can manifest as

GUIDANCE independently; be fear in child to play independently,
PROVIDED available if child even if allowed (over- dependence on
seeks out parent or caregiver), or reluctance of child to
caregiver. seek out parent/guardian/designated
representative due to lack of secure
“attachment” base. Could also be
signs/symptoms related to abuse.
SOCIAL 3 yrs. Separates easily from Observe parental conversations and
EMOTIONAL parent, shows interaction; is parent positive with
HEALTH interest in other child, offering praise, setting

children, kindness to
animals.

appropriate boundaries; lack of
these observed behaviors on the
part of either parent or child may
indicate unaddressed child/parent
relationship issues or potential
mental issue issues for either
parent or child.

I. DIVISION OVERSIGHT OF AdSS

The Division shall complete oversight of the AdSS utilizing, but not limited to, the

following methods to ensure compliance with this and associated policies:

Annual Operational Review of standards related to birth to age five.

Conduct oversight meetings with the AdSS for the purpose of reviewing

compliance, addressing concerns with access to care or other quality of care

concerns, discussing systemic issues and providing direction or support to

the AdSS as necessary.

Ensure AdSS conducts ongoing monitoring and evidence of compliance

through Behavioral Health Clinical Chart Reviews.

Signature of Chief Medical Officer: {i ' JQ,M,JE@
Anthony Dekker (Apr 28,2022 10:36 PDT)

Anthony Dekker, D.O.
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230 SUPPORT AND REHABILITATION SERVICES FOR CHILDREN,
ADOLESCENTS AND YOUNG ADULTS

EFFECTIVE DATE: June 22, 2022
REFERENCES: A.A.C. R9-10-115, AMPM Chapter 200, AdSS 320-0

PURPOSE

This policy applies to the Division’s Administrative Services Subcontractors
(AdSS).This policy establishes the expectations for the implementation of
support and rehabilitation services as they are used in Child and Family

Team (CFT) practice.

DEFINITIONS

Child and Family Team (CFT) means a group of individuals that includes,
at a minimum, the child and their family, or Health Care Decision Maker
(HCDM). A behavioral health representative, and any individuals important
in the child’s life that are identified and invited to participate by the child and
family. This may include teachers, extended family members, friends, family
support partners, healthcare providers, coaches, and community resource
providers, representatives from churches, temples, synagogues, mosques,
or other places of worship/faith, agents from other service systems like the
Arizona Department of Child Safety (DCS) or the Division of Developmental
Disabilities (DDD). The size, scope, and intensity of involvement of the team
members are determined by the objectives established for the child, the
needs of the family in providing for the child, and by who is needed to
develop an effective service plan, and can therefore, expand and contract as

necessary to be successful on behalf of the child.

Service Plan means a complete written description of all covered health
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services and other informal supports which includes individualized goals,
family support services, peer-and-recovery support, care coordination
activities and strategies to assist the member in achieving an improved

quality of life.

Support and Rehabilitation Service Providers provide either a limited

scope of Support and Rehabilitation Services (such as primarily specializing
in respite services or skills training services) and/or services that may be
designed for a specific population, age, gender, frequency, duration, or
some other factor (such as a service specializing in working with teenagers

or those with a history of displaying harmful sexual behaviors).
BACKGROUND

In March of 2007, ADHS/DBHS launched the Meet Me Where I Am
(MMWIA) campaign with the intention of increasing the availability of
Support and Rehabilitation Services. As a result of Administrative
Simplification this goal remains a priority of AHCCCS. As part of the
MMWIA campaign, 9 modules were created and placed online offering
assistance to practitioners of Direct Support Services. These modules can

be accessed at mmwia.com and referenced in this document.

POLICY

Support and Rehabilitation Services are an essential part of community-
based practice and culturally competent care. These services help children
live successfully with their families in the community. Adhering to the
expectations of this policy will enhance behavioral health outcomes for
children and young adults by improving the integration of Support and

Rehabilitation Services with CFT Practice; clarifying the expectations

230 Support and Rehabilitation Services for Children, Adolescents and Young Adults
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regarding Support and Rehabilitation Service development; and outlining
responsibilities with respect to Support and Rehabilitation Services

processes.

A. SERVICE DEVELOPMENT

The AdSS shall develop sufficient Support and Rehabilitation Service
capacity to meet the behavioral health needs of youth and families, as
identified in their CFTs. The AdSS shall ensure the following occurs in

relation to service development:

1. CFTs have timely access to the full range of Support and
Rehabilitation Services, in alignment with AdSS Operations Policy
417.

2. CFT facilitators and families are aware of the value of Support
and Rehabilitation Services, as well as specific and current
information regarding the different provider options available in

their area.

3. The AdSS shall adopt a Support and Rehabilitation Services
system model outlining how these services will be structured in
their region, and their relation to other behavioral health
services and providers (Refer to Module 9, System and Program
Models for Support and Rehabilitation Services Provision, of the

online MMWIA modules for more information).

4., Support and Rehabilitation Services are available to meet the
behavioral health needs of youth and families as identified in
their CFTs.

230 Support and Rehabilitation Services for Children, Adolescents and Young Adults
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B. INTEGRATING SUPPORT AND REHABILITATION SERVICES
WITH CFT PRACTICE

The CFT shall complete the following tasks when planning and

arranging for Support and Rehabilitation Services (Refer to Module 4,

Assessing, Coordinating and Monitoring Support Services through the

CFT, of the online MMWIA modules for detailed information about each

task):

Assess the underlying needs of the child/family and consider the
various options presented through Support and Rehabilitation
Services for meeting those needs. These options may include
family, natural and community resources, resources of other
involved stakeholder agencies (such as DCS, DDD, and family-
run support or advocacy organizations) as well as paid
behavioral health resources. The CFT determines which of the
identified needs will be met through Support and Rehabilitation
Services and documents these interventions in a service plan.
Refer to AdSS Medical Policy 320-0O. The CFT determines which
of the identified needs will be met through Support and
Rehabilitation Services and documents these interventions in a

service plan.

Locate and select Support and Rehabilitation Services
provider(s) to help implement the plan. Collaborate with and use

information provided by the Contractors to do the following:

a. Determine which Support and Rehabilitation Services
providers may meet the needs identified, determine
whether those providers have current capacity, and
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b. Make a referral to the selected provider(s).

3. Work with the Support and Rehabilitation Services provider(s) to

define their roles and tasks, specifying the anticipated frequency

and duration associated with the Support and Rehabilitation

Services requested. The CFT ensures this information is

recorded in the service plan and the Support and Rehabilitation

Services provider(s) promptly receive a copy of the plan. If

unplanned services are needed due to crisis situations, the CFT

notes this change in the service plan and the Support and

Rehabilitation Services provider is authorized to respond with

additional support if needed.

4. Coordinate effectively with the Support and Rehabilitation

Services providers on an ongoing basis. This may be

accomplished through CFT meetings as well as through regular

communication with the Support and Rehabilitation Services

provider. The CFT Facilitator/behavioral health case manager

sends the Support and Rehabilitation Services provider a

complete Referral Packet which includes copies of any updated

assessments, service plans, notice of change to funding status,

and other important documents whenever updates occur.

5. Support and Rehabilitation Services shall be documented

accurately and differentiate between which services were

provided. Module 1, Overview of Support and Rehabilitation

Service Provision, of the MMWIA modules provides several

appendices intended to assist with code differentiation and

billing limitations of Support and Rehabilitation Services.
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6. Monitor progress and adjust the Support and Rehabilitation
Services provision as necessary. The CFT, which includes the
Support and Rehabilitation Services provider, makes necessary
adjustments to the authorized Support and Rehabilitation
Services. These include the type, anticipated frequency and
duration of the service(s), as well as and documents any
changes in the service plan. CFTs meet regularly and make
needed adjustments in the implementation of Support and
Rehabilitation Services, both when services are successful and
when they need to be modified because they are not achieving

desired results.

7. All support and Rehabilitation Services should be provided using
a Positive Behavior Support (PBS) philosophy. Module 3, Using
Positive Behavior Support to Provide Effective Support and
Rehabilitation Services, of the online MMWIA modules contains
information regarding this type of approach. PBS is intended as
a meta-theory to guide Support and Rehabilitation Services
provision rather than as a specific type of program. It is not the
intent of the Division to prescribe specific programming
practices, but rather to endorse the principles underlying
Positive Behavior Support, such as focus on strengths,
enhancing quality of life and eliminating coercive or punitive

approaches.

8. When clinically appropriate, the CFT will direct a plan to
discontinue formal Support and Rehabilitation Services delivery

ensuring that the youth and family have been connected to
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community resources or services and natural support services
that will provide ongoing support. (Refer to MMWIA Module 4,
Assessing, Coordinating and Monitoring Support Services
through the CFT, for more information about when it may be
appropriate to end Support and Rehabilitation Services as well

as suggestions for transition from these services).

C. RESPONSIBILITIES REGARDING SUPPORT AND
REHABILITATION SERVICES PROCESSES

1. AdSS and their network of behavioral health providers shall
maintain and make available to the CFT, current and accurate
information regarding Support and Rehabilitation Services
providers and their current capacity/availability to provide

support.

2. AdSS and their network of behavioral health providers shall
require that Support and Rehabilitation Services providers use a
standardized referral process that helps providers receive, store,
track, and respond in writing to all referrals received from CFT

facilitators/case managers.

3. To better assess the need for increased Support and
Rehabilitation Services capacity, AdSS and their network of
behavioral health providers shall monitor information from CFT
Facilitators/case managers who are unable to locate Support and
Rehabilitation Services requested by the CFT in a timely manner.
Information gathered may include the date of the request(s),

number of providers approached, the type and/or amount of
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Support and Rehabilitation Services sought by the team, and
what the team did as an alternative to address the needs of the

youth and family.

4. AdSS and their network of behavioral health providers shall
create and oversee a process whereby Support and
Rehabilitation Services providers receive copies of any and all of
the following documents in a timely manner each time they are
updated. These documents are needed for quality service
provision, and may also be necessary in the event of data

validation audits they include:

a. Assessments and Addenda,
b. Review of Progress forms,
C. Service Plan Documents,
d. Data demographic forms,

e. Crisis/Safety Plans,

f. Strengths, Needs and Culture Discoveries, and
g. Child and Family Team Notes (if separate from the above
items).
5. AdSS and their network of behavioral health providers shall

ensure that procedures are in place to require Support and

Rehabilitation Services providers to do the following:

a. Respond to referrals in a timely manner (Refer to AdSS
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Operations Policy 417),
b. Participate actively in Child and Family Teams,

C. Provide information regarding service delivery as it relates
to established child/family goals, and

d. Provide training and supervision necessary to help staff
members provide effective Support and Rehabilitation
Service as outlined by the CFT.

6. AdSS and their network of behavioral health providers shall
develop a process to ensure that when children and families are
receiving intense Support and Rehabilitation Services or are
receiving them for an extended period of time, services are
reviewed periodically to ensure resources are being used
effectively. Such review should be done in person with the CFT
rather than outside of the team. During such reviews, case-
specific factors identified by the CFT as being important to the

success of the family must be considered.

7. AdSS and their network of behavioral health providers shall
develop processes to track outcomes of Support and
Rehabilitation Services both qualitatively (such as narrative

success stories) and quantitatively (such as outcome data).
D. TRAINING AND SUPERVISION RECOMMENDATIONS

1. AdSS and their network of behavioral health providers shall
establish processes for ensuring all clinical and support services
staff working with children and adolescents understand the

elements for development and use of Support and Rehabilitation
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Services as specified in this document through formal training

as noted here, including required reading of this Policy.

2. A number of training resources have been developed as part of
the MMWIA campaign to assist families, providers, and
community members in using Support and Rehabilitation
Services effectively. Specifically, nine self-guided training
modules/toolkits are available for any individuals or agencies
across the state that participates in CFTs. These modules may be

accessed online at www.mmwia.com.

3. AdSS and their network of behavioral health providers shall
provide documentation, upon request from the Division or
AHCCCS, demonstrating that all required network and provider
staff have been trained on the elements contained in this policy.
Whenever this policy or the attendant training modules are
updated or revised, AdSS shall ensure their subcontracted
network and provider agencies are notified and required staff are

retrained as necessary on the changes.

4, Supervision regarding implementation of this Practice Tool is to
be incorporated into other supervision processes which the AdSS
and their subcontracted network and provider agencies have in
place for direct care clinical staff, in accordance with A.A.C. R9-
10-115 Behavioral Health Paraprofessionals; Behavioral Health

Technicians.

E. DIVISION OVERSIGHT OF AdSS

The AdSS shall comply with the Division oversight activities including,
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but not limited to the following methods to ensure compliance with

this policy and associated policies:

1. Annual Operational Review of compliance with this policy and
related standards, including but not limited to:
a. Policies/procedures for, and evidence of, assessing and
prioritizing identified need for MMWIA services.

b. Policies/procedures for, and evidence of, tracking and
documenting demand/unmet need for MMWI services.

C. Policies/procedures, and evidence of, implementing
strategy for addressing the lack of timely availability of
MMWIA services.

d. Policies/procedure, and evidence of, managing and
documenting service utilization/length of stay for MMWIA
services.

e. Evidence of training as described in section Training and

Supervision above.

2. Submit deliverable reports or other data as requested by the
Division.
3. Participate in oversight meetings with the Division for the

purpose of reviewing compliance and addressing concerns with

access to care or other quality of care.

4. Conduct ongoing monitoring and demonstrate evidence of

compliance through Behavioral Health Clinical Chart Reviews.

Signature of Chief Medical Officern%@@;ﬁqﬁ%’m

Anthony Dekker, D.O.
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280 TRANSITION TO ADULTHOOD

EFFECTIVE DATE: June 29, 2022
REFERENCES: A.A.C. R4-6-212, IDEA Part B, Section 1415 (m), Section 504 of
the Rehabilitation Act of 1973

PURPOSE

This policy applies to the Division’s Administrative Services Subcontractors
(AdSS). The purpose of this policy is to strengthen practice in the system of

care and promote continuity of care through collaborative planning by:

1. Supporting individuals transitioning into early adulthood in ways

that reinforce their recovery process.

2. Ensuring a smooth and seamless transition from the AHCCCS
Children System of Care to the AHCCCS Adult System of Care.

3. Fostering an understanding that becoming a self-sufficient adult
is a process that occurs over time and can extend beyond the age
of 18.

DEFINITIONS

Adult Recovery Team (ART) is a group of individuals that, following the
Nine Guiding Principles for Recovery-Oriented Adult Behavioral Health Services

and Systems, work in collaboration and are actively involved in a member's
assessment, service planning, and service delivery. At a minimum, the team
consists of the member, member’s health care decision maker (if applicable),
advocates (if assigned), and a qualified behavioral health representative. The
team may also include the member's family, physical health, behavioral health

or social service providers, other agencies serving the member, professionals
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representing various areas of expertise related to the member's needs, or

other individuals identified by the member.

Assessment — Behavioral Health means the ongoing collection and analysis
of an individual’s medical, psychological, psychiatric, and social conditions in
order to initially determine if a health disorder exists, if there is a need for
behavioral health services, and on an ongoing basis ensure that the
individual’s service plan is designed to meet the individual’s (and family’s)

current needs and long-term goals.

Child and Family Team (CFT) is a group of individuals that includes, at a

minimum, the child and their family, or health care decision maker. A
behavioral health representative, and any individuals important in the child’s
life that are identified and invited to participate by the child and family. This
may include teachers, extended family members, friends, family support
partners, healthcare providers, coaches, and community resource providers,
representatives from churches, temples, synagogues, mosques, or other
places of worship/faith, agents from other service systems like the Arizona
Department of Child Safety (DCS) or the Division. The size, scope, and
intensity of involvement of the team members are determined by the
objectives established for the child, the needs of the family in providing for the
child, and by who is needed to develop an effective service plan, and can
therefore, expand and contract as necessary to be successful on behalf of the
child.

Service Plan means a complete written description of all covered health

services and other informal supports which includes individualized goals,
family support services, peer-and-recovery support, care coordination

activities and strategies to assist the member in achieving an improved quality
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of life.

Serious Mental Illness is a designation as specified in A.R.S. 36-550 and

determined in an individual 18 years of age or older.

Serious Mental Illness Evaluation is the process of analyzing current and
past treatment information including assessment, treatment other medical
records and documentation for purposes of making a determination as to an

individual’s serious mental iliness eligibility.

BACKGROUND

The psychological and social development of adolescents transitioning into
young adulthood is challenged by the economic, demographic, and cultural
shifts that have occurred over several generations. Sociologist researcher,
Frank F. Furstenberg, Jr., as Network Chair of the Network on Transitions to
Adulthood stated: “Traditionally, early adulthood has been a period when
young people acquire the skills they need to get jobs, to start families, and to
contribute to their communities. But, because of the changing nature of
families, the education system, and the workplace, the process has become
more complex. This means that early adulthood has become a difficult period
for some young people, especially those who are not going to college and lack
the structure that school can provide to facilitate their development.” While
some individuals adapt well as they transition into the responsibilities of
adulthood, others experience challenges such as those youth who have mental

health concerns.

Between 2008 and 2017, the number of adults that experienced serious
psychological distress in the last month increased among most age groups,
with the largest increases seen among younger adults aged 18-25 (71%).

Notably, rates of serious psychological distress increased by 78% among
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adults aged 20-21 during the time period. Meanwhile, there was a decline

among adults aged 65 and older.

These findings were consistent across other measures, with the rate of
adolescents and young adults experiencing depressive symptoms in the last
year increasing by 52% and 63%, respectively, while rates remained stable

adults aged 26 and older.

As the transition to adulthood has become more challenging, youth with
mental health needs struggle to achieve the hallmarks of adulthood such as
finishing their education, entering the labor force, establishing an independent
household, forming close relationships, and potentially getting married and
becoming parents. While these may be considered the trademarks of
adulthood from a societal viewpoint, some studies suggest that youth may
conceptualize this transition in more “intangible, gradual, psychological, and
individualistic terms.” Top criteria endorsed by youth as necessary for a
person to be considered an adult emphasized features of individualism such as
accepting “responsibility for the consequences of your actions,” deciding one’s
“own beliefs and values independently of parents or other influences,” and

establishing “a relationship with parents as an equal adult.”

Oftentimes, youth who successfully transition to adulthood are those that
acquire a set of skills and the maturational level to use these skills effectively.
Transition planning can emphasize interpersonal skill training through a
cognitive-behavioral approach to help youth develop positive social patterns,
assume personal responsibility, learn problem-solving techniques, set goals,

and acquire skills across various life domains.

With transition to adulthood occurring at later ages and over a longer span of

time, many young people in their 20’s may still require the support of their
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families. Involving families in the transition planning process and identifying
the individual support needs of their children recognizes the diversity that is
needed when accessing services and supports. Youth who have been enrolled
in government programs due to family hardship, poverty, physical, or mental
health challenges are often the least prepared to assume adult responsibilities.
For others, such as youth leaving foster care, they must acquire housing

without the financial support of a family.

Eligibility for public programs, such as Medicaid, Social Security, and
vocational rehabilitation, as well as housing and residential services, may
engender planning for changes at the age of 18. Youth who have disabilities
that significantly impact their ability to advocate on their own behalf may
require a responsible adult to apply for guardianship. Other youth may benefit
from a referral to determine eligibility for services as an adult with a serious
mental illness. Thus, it is the responsibility of the behavioral health system to
ensure young adults are provided with the supports and services they need to
acquire the capacities and skills necessary to navigate through this transitional

period to adulthood.

POLICY

This policy addresses the recommended practice for transitioning youth from
the AHCCCS Children System of Care to the AHCCCS Adult System of Care
with a focus on the activities that will assist youth in acquiring the skills
necessary for self-sufficiency and independence in adulthood. The AdSS shall
follow the procedures specified in AdSS Medical Policy 520, which requires that
transition planning begins when the youth reaches the age of 16, however, if
the Child and Family Team (CFT) determines that planning should begin prior

to the youth’s 16t birthday, the team may proceed with transition planning
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earlier to allow more time for the youth to acquire the necessary life skills,
while the team identifies the supports that will be needed. Age 16 is the latest
this process should start. For youth who are age 16 and older at the time they
enter the AHCCCS System of Care, planning must begin immediately. It is
important that members of the CFT look at transition planning as not just a
transition into the AHCCCS Adult System of Care, but also as a transition to
adulthood.

A. SERIOUS MENTAL ILLNESS DETERMINATIONS

1. When the adolescent reaches the age of 17 and the CFT believes
that the youth may meet eligibility criteria as an adult desighated
as having a Serious Mental Iliness (SMI), the Contractor and their
subcontracted providers must ensure the young adult receives an
eligibility determination at the age of 17.5, as specified in AdSS
Medical Policy 320-P.

2. If the youth is determined eligible, or likely to be determined
eligible for services as a person with a SMI, the adult behavioral
health services case manager is then contacted to join the CFT
and participate in the transition planning process. After obtaining
permission from the parent/guardian, it is the responsibility of the
children’s behavioral health service provider to contact and invite
the adult behavioral health services case manager to upcoming
planning meetings. When more than one behavioral health service
provider is involved, the responsibility for collaboration lies with
the provider who is directly responsible for behavioral health

service planning and delivery.

3. If the young adult is not eligible for services as a person with a
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SMI, it is the responsibility of the children’s behavioral health
provider, through the CFT, to coordinate transition planning with
the adult general mental health provider. Whenever possible, it is
recommended that the young adult and their family be given the
choice of whether to stay with the children’s provider or transition
to the adult behavioral health service provider. The importance of
securing representation from the adult service provider in this
process cannot be overstated, regardless of the person’s identified
behavioral health category assignment (SMI, General Mental
Health, Substance Use). The children’s behavioral health provider

should be persistent in its efforts to make this occur.

B. REQUIREMENTS FOR INFORMATION SHARING PRACTICES,
ELIGIBLE SERVICE FUNDING, AND DATA SUBMISSION UPDATES

1.

Prior to releasing treatment information, the CFT, including the
adult service provider, will review and follow health record

disclosure guidelines per AdSS Medical Policy 940.

The behavioral health provider will ensure that the behavioral
health category assignment is updated along with other
demographic data consistent with the AHCCCS Technical Interface

Guidelines.

Youth, upon turning age 18, will be required to sign documents
that update their responsibilities with relation to their behavioral
health treatment as an adult. Some examples include a new
consent to treatment and authorizations for sharing protected
health information to ensure that the team members can continue

as active participants in service planning. A full assessment is not
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required at the time of transition from child to adult behavioral
health services unless an annual update is due or there have been
significant changes to the young adult’s status that clinically
indicate the need to update the Assessment or Individual Recovery

Plan.
C. KEY PERSONS FOR COLLABORATION

1. Team Coordination:

When a young person reaches age 17 it is important to begin
establishing team coordination between the child and adult service
delivery systems. This coordination must be in place no later than
four - six months prior to the youth turning age 18. In order to
meet the individualized needs of the young adult on the day s/he
turns 18 a coordinated effort is required to identify the behavioral
health provider staff who will be coordinating service delivery,
including the services that will be needed and the methods for
ensuring payment for those services. This is especially critical if
the behavioral health provider responsible for service planning and
delivery is expected to change upon the youth’s transition at the

age of 18.

Orientation of the youth, their family and CFT to potential changes
they may experience as part of this transition to the AHCCCS
Adult System of Care will help minimize any barriers that may
hinder seamless service delivery and support the youth’s/family’s
understanding of their changing roles and responsibilities. It might
be helpful to engage the assistance of a liaison (e.g., family

and/or peer mentor) from the adult system to act as an
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ambassador for the incoming young adult and their involved

family and/or caregiver.

As noted in the AMPM, Policy 220, the young adult, in conjunction
with other involved family members, caregivers or guardian, may
request to retain their current CFT until the youth turns 21.
Regardless of when the youth completes their transition into the
AHCCCS Adult System of Care, the CFT will play an important role
in preparing the Adult Recovery Team (ART) to become active
partners in the treatment and service planning processes
throughout this transitional period. Collaboration between the
child and adult service provider for transition age youth is more
easily facilitated when agencies are dually licensed to provide
behavioral health service delivery to both children and adult

populations.

2. Family involvement and culture must be considered at all times,
especially as the youth prepares for adulthood. Although this
period in a young person’s life is considered a time for establishing
their independence through skill acquisition, many families and
cultures are interdependent and may also require a supportive
framework to prepare them for this transition. With the assistance
of joint planning by the child and adult teams, families can be
provided with an understanding of the increased responsibilities
facing their young adult while reminding them that although their
role as legal guardian may change, they still remain an integral
part of their child’s life as a young adult. It is also likely that the
youth’s home and living environment may not change when they

turn 18 and are legally recognized as an adult.
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During this transitional period the role that families assume upon

their child turning 18 will vary based on:

a. Individual cultural influences,

b. The young adult’s ability to assume the responsibilities of
adulthood,

C. The young adult’s preferences for continued family

involvement, and

d. The needs of parents/caregivers as they adjust to upcoming

changes in their level of responsibility.

3. Understanding each family’s culture can assist teams in promoting

successful transition by:

a. Informing families of appropriate family support programs
available in the AHCCCS Adult System of Care,

b. Identifying a Family Mentor who is sensitive to their needs to
act as a “Liaison” to the AHCCCS Adult System of Care,

C. Recognizing and acknowledging how their roles and
relational patterns affect how they view their child’s

movement toward independence, and

d. Addressing the multiple needs of families that may exist as a
result of complex relational dynamics or those who may be

involved with one or more state agencies.

Some youth involved with DCS may express a desire to reunite
with their family from whose care they were removed. In these
situations it is important for the CFT to discuss the potential

benefits and challenges the youth may face.
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D. SYSTEM PARTNERS

Coordination among all involved system partners promotes collaborative
planning and seamless transitions when eligibility requirements and
service delivery programs potentially change upon the youth turning 18.
Child welfare, juvenile corrections, education, developmental disabilities,
and vocational rehabilitation service delivery systems can provide access
to resources specific to the young adult’s needs within their program
guidelines. For example, students in special education services may
continue their schooling through the age of 22. Youth in foster care may
be eligible for services through a program referred to as the Arizona
Young Adult Program (AYAP) or Independent Living Program (ILP)
through the Arizona Department of Child Safety (DCS).

System partners can also assist young adults and their
families/caregivers in accessing or preparing necessary documentation,

such as:

1. Birth certificates.

2. Social security cards and social security disability benefit
applications.

3. Medical records including any eligibility determinations and
assessments.

4. Individualized Education Program (IEP) Plans.

5. Certificates of achievement, diplomas, General Education

Development transcripts, and application forms for college.
6. Case plans for youth continuing in the foster care system,

7. Treatment plans.
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8. Documentation of completion of probation or parole conditions.
o. Guardianship applications.
10. Advance directives.

E. NATURAL SUPPORT

Maintaining or building a support structure will continue to be important
as the youth transitions to adulthood and has access to new
environments. This is especially relevant for young adults who have no
family involvement. For some youth, developing or sustaining social
relationships can be challenging. The child and adult teams can assist
by giving consideration to the following areas when planning for

transition:

1. Identify what supports will be needed by the young adult to

promote social interaction and relationships.

2. Explore venues for socializing opportunities in the community.
3. Determine what is needed to plan time for recreational activities.
4, Identify any special interests the youth may have that could

serve as the basis for a social relationship or friendship.

F. PERSONAL CHOICE

Although young adults are free to make their own decisions about
treatment, medications, and services, they are generally aware that
their relationships, needs, and supports may not feel different following
their 18t birthday. They may require assurance that their parents are
still welcomed as part of their support system, that they still have a

team, rules still apply, and that information will be provided to assist
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them with making their own treatment decisions. However, some
young adults may choose to limit their parent’s involvement, so
working with youth in the acquisition of self-determination skills will
assist them in learning how to speak and advocate on their own behalf.
This may involve youth developing their own understanding of personal
strengths and challenges along with the supports and services they
may need. When planning for transition, teams may also need to
provide information to young adults on how the behavioral health

service delivery systems operate in accordance with the following:

1. Arizona Vision and 12 Principles for Children’s Service Delivery,
and
2. Nine Guiding Principles for Recovery Oriented Adult Behavioral

Health Services and Systems.
G. CLINICAL AND SERVICE PLANNING CONSIDERATIONS

The AdSS shall support clinical practice and behavioral health service
delivery that is individualized, strengths-based, recovery-oriented, and
culturally sensitive in meeting the needs of children, adults, and their
families. Transitioning youth to adulthood involves a working partnership
among team members between the children’s behavioral health service
system and the AHCCCS Adult System of Care. This partnership is built
through respect and equality, and is based on the expectation that all
people are capable of positive change, growth, and leading a life of
value. Individuals show a more positive response when there is a shared
belief and collaborative effort in developing goals and identifying

methods (services and supports) to meet their needs.
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H. CRISIS AND SAFETY PLANNING

The team is responsible for ensuring that crisis and safety planning is
completed prior to the youth’s transition as specified in the AMPM, Policy
220. For some youth, determining potential risk factors related to their
ability to make decisions about their own safety may also need to be
addressed. Collaboration with the adult case manager and/or ART will
ensure that the transitioning young adult is aware of the type of crisis
services that will be available through the AHCCCS Adult System of Care

and how to access them in their time of need.
I. TRANSITION PLANNING

The length of time necessary for transition planning is relevant to the
needs, maturational level, and the youth’s ability to acquire the
necessary skills to assume the responsibilities of adulthood. When
planning for the young person’s transition into adulthood and the adult
behavioral health system, a transition plan that includes an assessment
of self-care and independent living skills, social skills, work and
education plans, earning potential, and psychiatric stability must be
incorporated into the Service Planning. Living arrangements, financial,
and legal considerations are additional areas that require advance
planning.
1. Self-care and Independent Living Skills

As the youth approaches adulthood, the acquisition of daily living

skills becomes increasingly important. Personal care and hygiene

can include grooming tasks such as showering, shaving (if

applicable), dressing, and getting a haircut. Learning phone skills,
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how to do laundry and shop for clothes, cleaning and maintaining
one’s personal living environment, use of public transportation or
learning how to drive are other suggested areas for transition
planning. Acquisition of various health-related skills includes
fithess activities such as an exercise program, nutrition education
for planning meals, shopping for food, and learning basic cooking
techniques. Planning around personal safety would address
knowing their own phone number and address, who to contact in
case of emergency, and awareness of how to protect themselves

when out in the community.
2. Social and Relational Skills

The young adult’s successful transition toward self-sufficiency will
be supported by their ability to get along with others, choose
positive peer relationships, and cultivate sustainable friendships.
This will involve learning how to avoid or respond to conflict when
it arises and developing an understanding of personal space,
boundaries, and intimacy. Some youth may require additional
assistance with distinguishing between the different types of
interactions that would be appropriate when relating to strangers,
friends, acquaintances, boy/girlfriend, family member, or
colleague in a work environment. For example, teams may want to
provide learning opportunities for youth to practice these
discrimination skills in settings where they are most likely to
encounter different types of people such as a grocery store,
shopping mall, supported employment programs, etc. Planning for
youth, who have already disclosed to the behavioral health service

provider their self-identity as gay, lesbian, bisexual, or
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transgender, may include discussions about community supports
and pro-social activities available to them for socialization.
Adolescents who do not have someone who can role model the
differing social skills applicable to friendship, dating, and intimate
relationships may need extra support in learning healthy patterns

of relating to others relevant to the type of attachment.
3. Vocational/Employment

An important component of transitioning to adulthood includes
vocational goals that lead to employment or other types of
meaningful activity. While a job can provide financial support,
personal fulfillment, and social opportunities, other activities such
as an internship or volunteering in an area of special interest to
the young adult can also provide personal satisfaction and an
opportunity to engage socially with others. The CFT along with
involved system partners work together to prepare the young
adult for employment or other vocational endeavors. It is
imperative that a representative from the adult behavioral health
system be involved in this planning to ensure that employment
related goals are addressed before, during, and after the youth’s

transition to adulthood.

Service planning that addresses the youth’s preparation for

employment or other meaningful activity can include:

a. Utilizing interest inventories or engaging in vocational
assessment activities to identify potential career preferences

or volunteer opportunities,

b. Identifying skill deficits and effective strategies to address
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these deficits,

C. Determining training needs and providing opportunities for

learning through practice in real world settings,

d. Learning about school-to-work programs that may be

available in the community and eligibility requirements,

e. Developing vocational skills such as building a resume,
filling out job applications, interviewing preparation, use of
online job sites, and

f. Learning federal and state requirements for filing annual

income tax returns.

Youth involved in school-based work activities (paid or non-paid)
are able to “test the waters” of the work world, develop a work
history, better understand their strengths and weaknesses,
explore likes and dislikes, and begin to develop employment
related skills necessary for their success in competitive work
settings. School based work activities can start as early as middle
school yet should begin no later than the youth’s freshman year of
high school. When youth reach the age of 14 they can be given
work experience in the community, whether it is through a
volunteer or internship experience. It is best for school and
community-based work experience to be short term, so that youth
can experience a variety of employment settings and perform
different job duties in more than one vocation to assist them in
identifying possible career choices. These work-related
opportunities will assist teams in determining where the youth

excels or struggles in each type of work undertaken, the types of
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supports that might be needed, and what the best “job match”

might be in terms of the youth’s personal interests and skill level.

As youth narrow their career focus, it is useful to tour employment
sites, job shadow, and interview employers and employees who
work in the youth’s chosen fields of interest. It may be necessary
to plan for on-going support after a job has been obtained to
assist the young adult in maintaining successful employment.
Identifying persons in the job setting who can provide natural
support such as supervisors and co-workers, as well as employer
related accommodations may be necessary to ensure that the

young adult can continue to perform their job duties.
4, Vocational/Employment Considerations for Youth with Disabilities

For youth who have a disability, regardless of whether they are in
Special Education, may be eligible for services through the Arizona
Department of Economic Security/Rehabilitation Services
Administration (DES/RSA) under a Vocational Rehabilitation (VR)
program when transitioning from school to work. The school can
refer youth with a disability to the VR program as early as age 14
or at any time thereafter when they are ready to work with VR to
address their career plans. Students with disabilities between the
ages of 14 and 22 are able to participate in Pre-Employment
Transition Services as potentially eligible students, meaning they
do not have to be VR clients. Pre-Employment Transition Services
are group based, general workshops covering five topic areas that
may provide the information a youth needs to begin the career

exploration process, develop skills for successful employment, and
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learn about post-secondary education opportunities. Planning for
employment is done in conjunction with the youth’s VR counselor
through the development of an Individual Plan of Employment.
Including the VR counselor in the school’s IEP planning that might
involve VR services is necessary since only VR personnel can make
commitments for DES/RSA program services. Refer to DES/RSA
for information on the VR process regarding intake/eligibility,

planning for employment, services, and program limitations.
5. Education

Collaboration between the CFT and the education system is helpful
with preparing youth and their parents/caregivers in developing an
understanding of what happens as young adults transition from
secondary education to adult life. Asking the youth to share their
individualized plans with the rest of the team may provide
information to assist with transition planning. Individualized plans

could include:

a. Education Career Action Plan (ECAP),

b. 504 Plan,
C. Transition Plan, and
d. Summary of Performance.
6. Individualized Plans
a. Educations Consideration for all Students:

i Education Career Action Plan - In 2008 the Arizona
State Board of Education approved Education and

Career Action Plans for all Arizona students in grades
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9-12. The ECAP is intended to develop the young
adult’s individual academic and career goals. An ECAP
process portfolio has for attributes that should be
documented, reviewed and updated, at minimum,
annually; academic, career, postsecondary, and

extracurricular.

b. Education Considerations for Youth with Disabilities:

504 Plan — Section 504 of the Rehabilitation Act of
1973 protects the civil rights of individuals with
disabilities in programs and activities that receive
federal funds. Recipients of these funds include public
school districts, institutions of higher education, and
other state and local education agencies. This
regulation requires a school district to provide
accommodations that can be made by the classroom
teacher(s) and other school staff to help students
better access the general education curriculum
through a 504 Plan that outlines the individualized

services and accommodations needed by the student,

Transition Plan - While youth are in secondary
education, Individuals with Disabilities Educational Act
(IDEA) requires public schools to develop an
individualized transition plan for each student with an
IEP. The transition plan is the section of the IEP that is
put in place no later than the student’s 16% birthday.

The purpose of the plan is to develop postsecondary
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goals and provide opportunities that will reasonably

enable the student to meet those goals for

transitioning to adult life. All of the following

components are required as part of the transition plan:

1)

2)

3)

4)

5)

6)

Student invitation to all IEP meetings where

transition topics are discussed.
Age-appropriate transition assessments.

Measurable Postsecondary Goals (MPGSs) in the

areas of:

a) Education/Training,

b) Employment, and

C) Independent living, (if needed).
Annually updated MPGs.

Instruction and services that align with the
student’s MPGs:

a) Coordinated set of transition activities,
b) Courses of study, and
C) Annual goals.

Outside agency participation with prior consent
from the family or student that has reached the

age of majority.

a) Summary of Performance (SOP). The SOP
is required under the reauthorization of the

280 Transition to Adulthood
21 of 32



i

DEPARTMENT OF

ECONOMIC SECURITY

Your Partner For A Stronger Arizona

Division of Developmental Disabilities
Administrative Services Subcontractors
Medical Policy Manual

Chapter 200

Behavioral Health Practice Tools

7.

Other Considerations

IDEA Act of 2004. An SOP is completed for
every young adult whose special education
eligibility terminates due to graduation
from high school with a regular diploma or
due to exceeding the age eligibility for
FAPE under State law. In Arizona, the
student reaches the maximum age of
eligibility upon completing the school year
in which the student turns 22. A Public
Education Agency must provide the youth
with a summary of their academic
achievement, functional performance, and
recommendations on how to assist in
meeting the young adult’s postsecondary
goals. The SOP must be completed during
the final year of a student’s high school

education.

a. Transfer of Rights’ Requirement for Public Education

Agencies. Under Arizona State law, a child reaches the age

of majority at 18. The right to make informed educational

decisions transfers to the young adult at that time.

i. According to IDEA, “beginning not later than one year

before the child reaches the age of majority under State

law, a statement that the child has been informed of the

child’s rights under this title, if any, that will transfer to
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the child on reaching the age of majority under section
1415(m)” must be included in the student’s IEP. This
means that schools must inform all youth with disabilities
on or before their 17t birthday that certain rights will

automatically transfer to them upon turning age 18, and

ii. In order to prepare youth with disabilities for their
transfer of rights, it is necessary for parents/caregivers
to involve their child in educational decision-making
processes early. The CFT or ART, in conjunction with the
adult behavioral health provider, should assist the

youth/parent/caregiver with this process.

b. A student with a disability between the age of 18 and 22,
who has not been declared legally incompetent, and has the
ability to give informed consent, may execute a Delegation
of Right to Make Educational Decisions. The Delegation of
Right allows the student to appoint their parent or agent to
make educational decisions on their behalf. The student has
the right to terminate the agreement at any time and

assume their right to make decisions.
8. Postsecondary Education Considerations

When postsecondary education is the goal for young adults,
transition planning may include preparatory work in a number of
areas, including, but not limited to, matching the young adult’s
interests with the right school, connecting the youth to the
preferred schools Disability Resource Center if accommodations

are needed, assisting with applications for scholarships or other
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financial aids, etc. The CFT should anticipate and help plan for

such needs. If accommodations are needed, connect the youth

with the Disability Resource Centers from their preferred

postsecondary institutions, and

9. Medical/Physical Healthcare

Planning can include assisting the youth with:

a.

Transferring healthcare services from a pediatrician to an

adult health care provider, if pertinent,

Applying for medical and behavioral health care coverage,

including how to select a health plan and a physician,

Preparing an application for submission at age 18 to AHCCCS

for ongoing Medicaid services,

Obtaining personal and family medical history (e.g., copies
of immunization records, major illnesses, surgical

procedures),

Information on advance directives, as indicated in the

Division Medical Policy 640,

Methods for managing healthcare appointments, keeping
medical records, following treatment recommendations, and

taking medication,

How to identify healthcare concerns, address questions
during appointments, and consult with doctors regarding

diagnosis, treatment, and prognosis, and

Assuming responsibility for understanding and managing the

symptoms of their mental illness and obtaining knowledge of
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10.

the benefits, risks, and side effects of their medication.
Living Arrangements

Where young adults will live upon turning age 18 could change
based on their current housing situation (e.g., living at home with
family, with a relative, in a behavioral health inpatient or
residential facility, other out-of- home treatment setting), or
whether they decide to choose housing on-site while pursuing their
postsecondary education. Youth who do not have the support of
their parents or extended family, or who may be under the care
and custody of the child welfare system, may require intensive
planning to evaluate their ability to live independently, identify the
level of community supports needed, and match the type of living
environment to their individual personality and preferences. Each
situation will require planning that specifically uses the young
adult’s strengths in meeting their needs and addresses any

personal safety concerns.

The most common types of living situations range from living
independently in one’s own apartment with or without roommates
to a supported or supervised type of living arrangement. If
needed, the team may assist the young adult with completing and
filing applications for public housing or other subsidized housing
programs. Refer to Arizona 2-1-1 for further information on
housing options, state and federally funded programs, and other

areas for consideration when addressing housing needs.

Youth living in a behavioral health inpatient facility at the time

they turn age 18 can continue to receive residential services until
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11.

the age of 22 if they were admitted to the facility before their 21st

birthday and continue to require treatment.

Licensed residential agencies may continue to provide behavioral
health services to individuals aged 18 or older if the following
conditions are met as specified in A.A.C. R9-10-318 (B):

a. Person was admitted before their 18t birthday and is
completing high school or a high school equivalency
diploma, or is participating in a job training program, is not

21 years of age or older, or

b. Through the last day of the month of the person’s 18t
birthday.

Financial

Assessing the financial support needed will include identifying how
much money is required to support the young adult’s living
situation and how s/he will obtain it. This will include determining
whether the income from employment will pay the bills or if Social
Security Disability programs, food stamps, or other emergency
assistance will cover the young adult’s financial responsibilities.
Depending on the special needs of the young adult, arranging for a

conservator or guardian may also be necessary.

Together, the team should review and update any federal and/or
state financial forms to reflect the young adult’s change in status
to ensure there is no disruption in healthcare or financial
assistance services. Youth who are eligible for Social Security

Income (SSI) benefits as a child will have a disability
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redetermination during the month preceding the month when they
attain age 18. This determination will apply the same rules as
those used for adults who are filing new applications for SSI
benefits. The team can assist the young adult and their
family/caregiver with identifying any changes related to Social
Security benefits, including opportunities for Social Security Work

Incentives.

Young adults who learn about financial matters prior to age 18
have a better opportunity to acquire the skills necessary for

money management. Skill development can include:

a. Setting up a simple checking and/or savings account to learn
how it can be used to pay bills, save money, and keep track

of transactions,

b. Identifying weekly/monthly expenses that occur such as
food, clothes, school supplies, and leisure activities and

determining the monetary amount for each area,

C. Learning how to monitor spending and budget financial
resources,
d. Education on how credit cards work and differ from debit

cards, including an understanding of finance charges and

minimum monthly payments, and

e. Understanding the short and long-term consequences of
poor financial planning (e.g., overdrawn account [Non-
Sufficient Funds fee], personal credit rating, eligibility for
home and/or car loans, potential job loss).
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Legal Considerations

Transition planning that addresses legal considerations ideally

begins when the youth is 17.5 years of age to ensure the young

adult has the necessary legal protections upon reaching the age

of majority. This can include the following:

a.

Document Preparation

Some families/caregivers may decide to seek legal advice
from an attorney who specializes in mental health, special
needs and/or disability law in planning for when their child
turns 18 if they believe legal protections are necessary.
Parents, caregivers, or guardians may choose to draw up a
will or update an existing one to ensure that adequate
provisions have been outlined for supporting their child’s
continuing healthcare and financial stability. Other legal

areas for consideration can include:
i Guardianship,

ii. Conservator,

iii. Special needs trust, and

iv.  Advance directives (e.g., living will, powers of

attorney).
Legal Considerations for Youth with Disabilities

Persons with developmental disabilities, their families and
caregivers may benefit from information about different
options that are available when an adult with a disability

needs the assistance of another person in a legally
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13.

recognized fashion to help manage facets of their life. Refer
to the Arizona Center for Disability Law’s Legal Options
Manual for access to information and forms. This publication
also addresses tribal jurisdiction in relation to the
guardianship process for individuals who live on a
reservation. While this resource is focused on planning for
individuals with disabilities, teams can utilize this
information to gain a basic understanding of the legal rights

of individuals as they approach the age of majority.
Transportation

A training program, whether a formal or informal one, may be
useful in helping the young adult acquire the skills necessary for
driving or when using public transportation. Planning can include
assisting the youth with test preparation and acquiring a driver’s
permit. Use of a qualified instructor, family member, or other
responsible adult can provide the youth with “behind the wheel”
driving experience including how to read maps or manage
roadside emergencies. If obtaining a driver’s license is not
feasible, skill training activities for using public transportation can
include reviewing bus schedules, planning routes to get to a
designated location on time, and learning how to determine the
cost and best method of transportation for getting to and from

work or scheduled appointments.

When transitioning to the adult behavioral health system, educate
the family and young adult on the transportation options available

through the adult service delivery system. This will help support
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15.

the young adult’s continued attendance at behavioral health
treatment appointments, as well as assist the team with
identifying and planning for other transportation needs that are
not necessarily associated with accessing medical or behavioral

health services.
Personal Identification

The team can assist the youth with acquiring a State issued
identification card in situations where the young adult may not
have met the requirements for a driver’s license issued by the
Arizona Motor Vehicle Division. An identification card is available
to all ages (including infants); however, the youth may not
possess an Arizona identification card and a valid driver’s license

at the same time.
Mandatory and Voluntary Registrations

Selective Service registration is required for almost all male U.S.
and non-U.S. citizens who are 18 through 25 years of age and
residing in the United States. Registration can be completed at any
U.S. Post Office and a Social Security Number is not needed. When
a Social Security Number is obtained after registration is
completed, it is the responsibility of the young adult male to

inform the selective Service System.

Upon turning age 18 the young adult can register to vote. Online
voter registration is available through Arizona’s Office of the

Secretary of State.
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J. TRAINING AND SUPERVISION RECOMMENDATIONS

1.

The practice elements of this policy apply to the AdSS and
subcontracted network and provider behavioral health staff who
participate in assessment and service planning processes, provider
case management and other clinical services, or who supervise
staff that provide service delivery to adolescents, young adults,

and their families.

The AdSS shall establish a process for ensuring the following:

a. Staff are trained and understand how to implement the

practice elements outlined in this policy;

b. The AdSS’ network and provider agencies are notified of
changes in policy and additional training is available if

required; and

C. Upon request from AHCCCS or the Division, the AdSS shall
provide documentation demonstrating that all required

network and provider staff have been trained on this policy.

The AdSS shall monitor their network and provider agencies for
incorporation of this policy into other supervision processes the
network and provider agencies have in place for direct care clinical
staff, in alignment with A.A.C. R4-6-212, Clinical Supervision

requirements.

K. DIVISION OVERSIGHT OF AdSS

The AdSS shall comply with the Division’s oversight requirements to

ensure compliance with this policy and associated policies, including but

not limited to the following:
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1. The Division’s Annual Operational Review of compliance with
standards for Transition Aged Youth (TAY) and related evidence-

based programs, including but not limited to:

a. Policies/procedures to promote, and evidence of, adequate
programming for TAY utilizing the Transition to
Independence (TIP) Model, or other evidence-based

programs for this population.

b. Policies/procedures to track numbers, and evidence of, staff

currently trained in TIP evidence-based programs.

C. Policies/procedures to analyze, and evidence of, sufficiency
of current First Episode Psychosis (FEP) programming for
TAY (aged 18-24).

d. Evidence of the completing an analysis of the data in
Sections J.(1)(a.)(b.)(c.) and any related plans for
developing additional FEP programming for TAY.

2. Submit deliverable reports or other data, as required, including
but not limited to Provider Network Development and
Management Plans demonstrating network adequacy and plans to

promote specialty services described in this policy.

3. Participate in oversight meetings with the Division for the purpose
of reviewing compliance and addressing any access to care

concerns or other quality of care concerns.

4, Submit data demonstrating ongoing compliance monitoring of
network and provider agencies through Behavioral Health Clinical

Chart Reviews.
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Signature of Chief Medical Officer:anthony Bekker (un 24, 2022 10:14 PDT)

Anthony Dekker, D.O.
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310-B TITLE XIX/XXI BEHAVIORAL HEALTH SERVICES

REVISION DATE: 8/2/2023, 3/17/2021

EFFECTIVE DATE: October 1, 2019

REFERENCES: CFR 493, Subpart A; CFR Title 42, Chapter IV, Subchapter G,
Part 482; 42 CFR 440.10; 42 CFR 441; 42 CFR 483; A.R.S. Title 32, Chapter
33; A.R.S. Title 36, Chapter 4; A.R.S. §32-3251; A.R.S. §36-501; A.R.S.
§32-2061; A.R.S. §32-2091; A.A.C. R9-22-210.01; A.A.C. 14-101; A.A.C.
R4-6-101; A.A.C. R9-10-200; A.A.C. Title 9, Chapter 10 (9 A.A.C. 10);
A.A.C. R9-10-1016; A.A.C. R9-10-1012; A.A.C. R9-21-20; A.A.C.
R9-10-316; A.A.C. R9-10-318; A.A.C. R9-10-316; A.A.C. R9-10-1025;
A.A.C. R9-10- 1600; A.A.C. R9-10-1000; A.A.C. R9-10-300; AMPM Chapter
100; AMPM 109; AMPM Exhibit 310-1; AMPM 310-B; AMPM 310-BB; AMPM
310-V; AMPM 320-0; AMPM 320-S; AMPM 320-V; AMPM 320-W; AMPM
320-X; AMPM 570; AMPM 590; AMPM 963; AMPM 964; AMPM 965; ACOM
Policy 447; ACOM Policy 436

PURPOSE
This policy describes Title XIX/XXI behavioral health services available to
Division of Developmental Disabilities (Division) members who are enrolled

with an Administrative Services Subcontractors (AdSS) and establishes

requirements for behavioral health services.

DEFINITIONS
1. “Bed Hold” means days in which the facility reserves the

member’s bed, or member’s space in which they have been
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residing, while the member is on an authorized/planned

overnight leave from the facility for the purposes of therapeutic

leave to enhance psychosocial interaction or as a trial basis for
discharge planning as specified in Pursuant to the Arizona State

Plan under Title XIX of the Social Security Act.

2. “Behavioral Health Paraprofessional” or "BHPP” means an
individual who is not a Behavioral Health Professional who
provides Behavioral Health Services at or for a Health Care
Institution according to the Health Care Institution’s policies and
procedures that:

a. If the Behavioral Health Services were provided in a
setting other than a licensed Health Care Institution, the
individual would be required to be licensed as a behavioral
professional under A.R.S, Title 32, Chapter 33; and

b. Are provided under supervision by a Behavioral Health
Professional.

3. “Behavioral Health Professional” or "BHP” means

310-B Title XIX/XXI Behavioral Health Services
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a. An individual licensed under A.R.S. Title 32, Chapter 33,
whose scope of practice allows the individual to:
i Independently engage in the practice of behavioral
health as defined in A.R.S. §32-3251, or
ii. Except for a licensed substance abuse technician,
engage in the practice of behavioral health as
defined in A.R.S.§32-3251 under direct supervision
as defined in A.A.C. R4-6-101,
b. A psychiatrist as defined in A.R.S. §36-501,
C. A psychologist as defined in A.R.S. §32-2061,
d. A physician,
e. A behavior analyst as defined in A.R.S. §32-2091,
f. A registered nurse practitioner licensed as an adult
psychiatric and mental health nurse, or
g. A registered nurse with:
i. A psychiatric-mental health nursing certification, or
ii. One year of experience providing Behavioral Health

Services
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“Behavioral Health Services” means a Physician or practitioner
services, nursing services, health-related services, or ancillary
services provided to an individual to address the individual’s
behavioral health issue.

“Behavioral Health Technician” or "BHT” means an individual who

is not a BHP who provides Behavioral Health Services at or for a

Health Care Institution according to the Health Care Institution’s

policies and procedures that:

a. If the Behavioral Health Services were provided in a
setting other than a licensed Health Care Institution, would
be required to be licensed as a behavioral professional
under A.R.S. Title 32, Chapter 33, and

b. Health Related Services

“Clinical Oversight” means monitoring the Behavioral Health

Services provided by a Behavioral Health Technician to ensure

that the Behavioral Health Technician is providing the Behavioral

Health Services according to the Health Care Institution's policies

and procedures by:
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a. Providing on-going review of a Behavioral Health
Technician’s skills and knowledge related to the provision
of Behavioral Health Services,

b. Providing guidance to improve a Behavioral Health
Technician’s skills and knowledge related to the provision
of Behavioral Health Services, and

C. Recommending training for a Behavioral Health Technician
to improve the Behavioral Health Technician’s skills and
knowledge related to the provision of Behavioral Health
Services.

7. “Clinical Team” means Child and Family Teams and Adult

Recovery Teams.

8. “Community Service Agencies” or "CSA” means an unlicensed

provider of hon-medical, health related, support services. CSAs

provide:
a. Individualized habilitation,
b. Developmental learning,

C. Rehabilitation,
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10.

d. Relearning or readapting,
e. Employment,

f. Advocacy services,

g. Peer support, and

h. Family support.

“Family Support Services” means home care training with Family
Members directed toward restoration, enhancement, or
maintenance of the family functions in order to increase the
family’s ability to effectively interact and care for the individual
in the home and community.

“Health Care Institution” means every place, institution, building
or agency, whether organized for profit or not, that provides
facilities with medical services, nursing services, behavioral
health services, health screening services, other health-related
services, supervisory care services, personal care services or
directed care services and includes home health agencies,
outdoor behavioral health care programs and hospice service

agencies.
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