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Dear Fellow Practitioner:

Thank you for your commitment and dedication in caring for children under the care of the Department of Children and Families (DCF).  We understand that you will face special challenges in treating these children and their families.  

Over the past three years  the DCF Psychotropic Medication Advisory Committee has been meeting.  The Committee is comprised of professionals from multiple disciplines in the DCF system and from the community, as well as family  advocates, chaired by the DCF Director of Psychiatry, Patricia K. Leebens, MD.  As well as reviewing the psychiatric and mental health treatment needs of children in the DCF system, we have been working to refine and standardize the processes related to the use of psychotropic medications in DCF- involved children.  Using multiple resources we have formulated guidelines to improve and systematize children’s treatment with psychotropic medications.  Additionally, these guidelines will aid DCF personnel who work diligently to advocate for children under their care.  While these are not meant to dictate standards of care in your practice, they should provide a consistent approval process for the use of psychotropic medications as well as serve to improve the overall level of care for DCF children.  

These new guidelines will doubtless stimulate many thoughts and questions, which we welcome and encourage.  Although they will be in effect for the next calendar year, the guidelines are not intended to be fixed and will be regularly reviewed.  Enclosed is a feedback sheet for any comments and suggestions.  

Once again we thank you for your dedicated work with children in the care of the Department of Children and Families, and we look forward to working collaboratively with you in the future. 

Respectfully,

Patricia K. Leebens, MD

DCF Director of Psychiatry

For the Members of the DCF Psychotropic Medication Advisory Committee
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Chapter One:  Introduction

Psychiatric Assessment and Treatment 

of Children and Adolescents 

in the Care of the

 Department of Children and Families
The children and adolescents in the care of the Department of Children and Families (DCF) offer special challenges to the practitioner.  Not only may they present with complex diagnostic issues (i.e. higher than normal rates of psychiatric and medical illness, co-morbid medical and psychiatric disorders, and psychiatric illness exacerbated by the effects of trauma, neglect, and/or abuse), but also reliable and comprehensive medical history on the child may not be available to help clarify these complex issues.  The child may have had multiple caretakers, disruptions and trauma caused by the foster care system itself, and may currently be in transition from one home setting to another.  

These many moves may also mean multiple past medical, educational, or psychiatric treaters----each with a different view of the child.  A child’s own difficulties----serious medical problems, substance use/abuse, AWOL history, self-abuse, and non-compliance with treatment----may influence medication options as well.  The child’s living arrangement (foster home with multiple children, group home, shelter, residential treatment center, hospital) may influence the kind of medication and the medication schedule appropriate for a child in that circumstance. 

Despite these many challenges, the practitioner working with DCF children will experience satisfaction and rewards not always seen in routine medical practice.  This is important work.  The treatment of pediatric mental illness, both pharmacologically and non-pharmacologically, is a high priority.  The best possible treatment with the least possible risk is the goal.  These guidelines were developed as a step to achieving that goal.   

Over the past several years, there has been a marked increase in the use of psychotropic medications in children and adolescents.  This may be related to the availability of agents with fewer side effects and with more specific indications as well as the longer term experience of use of psychotropic agents in adults.  In addition, clinical evidence that psychopharmacological treatment can improve the disturbances in mood, cognition, and behavior that are associated with mental illness in children and adolescents has been building.  

There are concerning new issues, however, related to this new trend.  Many of the agents that are now typically being used have yet to gain Food and Drug Administration (FDA) approval for pediatric use.  Also, the use of polypharmacy has been on the rise in the treatment of children and adolescents.  These guidelines, based on clinical evidence, clinical judgment, and research, represent a community standard in the use of psychotropic medications in children and adolescents under the care of the Department of Children and Families (DCF).  The purpose of the following guidelines is to support practitioners who work with this complex, ever-changing, ever-moving population and to guide rational treatment of these patients.    

Chapter Two:  Psychiatric Assessment
The baseline assessment of a child or adolescent prior to initiating psychopharmacological treatment is complex.  It must involve the evaluation of a myriad of biological, psychological, and social variables.  The actual purpose of the assessment is multifaceted and includes:  1) the establishment of a therapeutic relationship with the patient and parent/guardian; 2) the establishment of a working diagnosis and formulation; 3) the identification of target symptoms; and, 4) the development of a comprehensive treatment plan.  

It is important to note that in children and adolescents comorbid medical and psychiatric disorders are often present.  In those cases, the identification of target symptoms is most critical.  When pharmacologic intervention is identified as part of the treatment plan, considerations such as diagnostic medical evaluations, drug-drug interactions, polypharmacy, treatment compliance, informed consent, and the safe storage and administration of medications become key.  

The administration of psychotropic medication should involve appropriate education of the patient and caretaker, an adequate trial and careful monitoring by the prescribing practitioner along with other treatment providers.  An adequate trial  refers to an appropriate dose of the medication being given over a reasonable period of time needed to obtain benefit.  Adequate treatment must be offered in order to clearly determine therapeutic efficacy; however, the practitioner must be ever-mindful of possible adverse reactions which might necessitate a careful discontinuation of the medication.  Regular and frequent follow-up with the patient and guardian is important in enhancing compliance, providing ongoing psycho-education about side effects and medical monitoring,  monitoring therapeutic effects of the medication , and assessing effectiveness of the medication intervention.  Please see DCF Psychotropic Mediation Protocol enclosed. 

The assessment of a medication trial is facilitated by the initial identification of target symptoms and the regular evaluation of those target symptoms.  Secondly, the consideration of intercurrent life events, particularly in children and adolescents, is also essential in assessing the benefits of medication.  The start of school, a change in living situation, physical illness, parental functioning, issues of loss, a birthday, etc., can all impact functioning and can confound the evaluation of a medication trial.  Thirdly, compliance may need to be investigated through pharmacy records or medication administration records in order to clearly assess efficacy of a medication trial.  Once an informed decision is made about a particular medication, changes in the treatment plan may be necessary including changes in medication regimen, adjustment in non-pharmacologic treatment strategies, and re-evaluation of the diagnosis.   

In children and adolescents, re-evaluation of the working diagnosis is useful not only when there is a lack of treatment response but in other situations as well.  By nature, children and adolescents are developing and changing during their treatment.  Longitudinal information may become available revealing temporal patterns of functioning that may alter diagnosis. And, at times, the successful treatment of one disorder may then expose an underlying comorbid disorder that requires treatment.  Ultimately, the resolution of a disorder or the ineffectiveness of a medication requires the medically supervised discontinuation of medications.  Because withdrawal or discontinuation effects may arise and confound the clinical picture, close monitoring is vital to sort out the illness from medication effects.  Polypharmacy can be avoided or minimized if these issues are considered.  
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BASELINE ASSESSMENT AND INTERVENTION

A.  Establish a working diagnosis

1.  Review of history, past files and records, as available

· Medical history, including medication history, and review of systems

· Psychosocial history, including caregiver information

· Developmental history

· Family history

· Substance abuse history

· Trauma, abuse, neglect

· Foster Care placement history

2.  Review reasons for seeking treatment.

3.  Clinical assessment and evaluations, as appropriate (i.e., physical exam, lab tests, diagnostic scans or tests such as EKG, EEG, MRI Scan, psychological or educational testing)

4. Identify target behaviors needing intervention

B.  Define appropriate interventions

1. Address any untreated medical conditions (e.g., constipation, headaches, UTI, GERD, allergies, toxic conditions)

2. Consider behavior management and parent guidance strategies

                                                                               Continue. . .

3. Consider therapy (e.g. cognitive-behavioral, insight-oriented, supportive, group, substance abuse 12-step)

4. Consider family support services (e.g. mentors, parent aide, extended day treatments, after school programs)  

5. Consider complementary approaches and alternative treatments (i.e., nutritional supplements, sensorimotor programs)

6. Medications as part of comprehensive treatment

· Review history of past medication trials, if available 

· Evaluate appropriateness and need for medications

· Obtain baseline studies and workup as indicated (please see DCF Psychotropic Medication Protocol)

· Evaluate drug-drug, food-drug interactions

· Establish a dosing schedule which makes pharmacologic sense and which enhances compliance, taking into account the patient’s past history and current living setting  (aim for the lowest effective dose)

· Monitor drug responses, particularly in regard to targeted symptoms, drug reactions and side effects

· Perform follow up studies as needed (please see DCF Psychotropic Medication Protocol)

STATUS REVIEW

A.  Review diagnostic assessment.

B.  Review overall treatment plan for effectiveness.

  C.  Plan changes in treatment regimen as needed.

                                                                                    Continue. . . . .

FOLLOW UP CARE
A. Discontinue ineffective therapeutic interventions and medication to avoid polypharmacy.

B. Establish termination schedule and process for therapeutic work.  

C. Establish withdrawal schedule for medications and monitor for withdrawal symptoms or syndrome.

D. Ensure continuity of care with appropriate and timely follow up, including necessary releases of information to transfer medical records as needed. 
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