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Children’s Behavioral Health Executive Leadership Team Meeting
Date: March 6, 2015   Time: 9:30AM—10:30AM    Location: HSB (OB-2), Executive Conference Room (4th floor)

Attending Members: Jane Beyer, John Clayton, Andi Smith, Kari Mohr, Chris Imhoff, Jennifer Strus

Guest/Presenters:  Eric Trupin (UW), Jake Towle, Joe Avalos, Barb Putnam, Michael Paulson

Regrets:  Rich Pannkuk, Michael Langer, David Stillman, Patricia Lashway, Evelyn Perez, Tim Collins
 
Staff:  Greg Endler





Attachments:         

	Agenda Item & Lead(s)
	Discussion
	Outcomes/Action

	[bookmark: _GoBack]9 :30 – 9:35
Welcome
(Jane Beyer)
	

	

	9:35 – 10:05
Intensive Behavioral Health Services in Tribal Communities
(Eric Trupin)
	· Presentation on E/RBPs within tribal communities.
· Adapting E/RBPs to meet the needs of culturally diverse communities.
· Opportunity to come together and have one process of engaging tribes.
· Workforce challenges.
	· DSHS/HCA/Tribes/UW put together a proposal to work around in hopes to find foundations to support this work.
· Proposed to use the IPAC summit as a presentation point (April 8, 2015). 
· Greg Connect with Tim Collins and facilitate a conversation with the tribes.
A. Receptive to idea?
B. Would Tim help navigate DSHS/HCA to have the tribes be partners in this endeavor?
· Between now and then, Eric Trupin will begin to make some calls to possible supporting foundations.

	10:05– 10:20
WISe Collaboration and JJ&RA
(Jake Towle)
	· (JRA  WISe Information Sheet Attached) 
· WISe webinar/ trainings for JJ&RA Staff.
· Begin the work of examining possible obstacles unique to JJ&RA when attempting to access WISe.
	

	10:20 – 10:30
Wrap up / Next Steps  
(Jane Beyer)
	· Agenda items for next meeting 
· Update on WISe BHAS/RDA data.
· Update on TR commitments—a pulse of where we are in meeting those commitments.
· Updates on any relevant legislation 
· Next Meeting June 2, 2015 at 8:00am—9:00am— HSB (OB-2), 4th floor, Exec. Conference Room.
	



https://www.dshs.wa.gov/bha/division-behavioral-health-and-recovery/executive-leadership-team
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What the literature says about tribal strengths and  needs (national trends)

Native American culture promotes a framework that fosters resiliency (Feinsten et al., 2008).

20% have “poor” or “fair” health status

Lower than any other racial category

8% have drug or alcohol dependence

Higher than any other racial category

30% have no health insurance as of 2010

63% of individuals with serious mental illness are not receiving adequate treatment

Highest unmet need of any racial category
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Harris et al., 2005





What the literature says about tribal youth strengths and needs

Benefit of an extended family network for developing self-esteem and support

Benefit of tribal culture in promoting acceptance and identity

9-11% with substance use disorders 

Suicide rate is nearly four times that of other adolescents
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Treatment needs in Tribal Nations across Washington State are similar for Mental Health, Child Welfare and Juvenile Justice

Parenting skills

Substance use/ mental health needs

Family counseling







Washington Tribes Health Priorities Summit (April 2012)





Infant/Maternal Health





Pre-Teen Health





Children’s Administration Family Assessment Response in Indian Country (April 2013)





Potential Family Needs





Juvenile Justice Tribal Gathering – Behavioral Health (March 2012)





Family Needs





Positive activities for youth, strengths-based





Parenting classes for young parents. Visitation programs





Educate  young women/men about domestic violence





Teen Health





Behavioral health (ADHD/ODD)





Groups/classes for parents





Suicide prevention





Substance use





Violence





Parenting skills/groups





Family counseling





Mental health treatment





Drug/alcohol treatment





Early family support 





Family-based services





Parenting classes





Substance use and behavioral health interventions





Violence prevention



















All three needs assessments also identified similar implementation recommendations

Treatments and services should incorporate, or be derived from, cultural values and traditions

Providers should be culturally AND clinically credible 

Interventions need to accommodate seasonal shifts (e.g., fishing patterns) and sufficient time to engage





Current uptake of research and evidence-based practices (formally studied) is currently low or not well known  in Tribal Communities 







DBHR





Use of R/EBPs not studied





CA





FAR is in early implementation 





Formal use of R/EBPs not known





JJ&RA





Some success in training on ART





Sustainability and implementation a significant challenge



















Successful implementation will require addressing the following areas: 







Culturally-Responsive





Examine different models of program development and cultural adaptation for appropriateness





Sustainable funding





Rural Issues





Address issues of turnover and fewer cases  that make sustaining clinical “teams” difficult





      Identify the mechanisms for ongoing quality assurance and oversight





Ongoing quality assurance





Examine how funding can be blended/braided across systems to support R/EBP, intensive services































Gathering 2:
 Implementing EPBs in Tribal Communities

Focused on the mental health priority identified in Gathering 1



Partnerships

UW Native American Law Center

UW Division of Public Behavioral Health and Justice Policy 

Washington Juvenile Rehabilitation Administration









Attendees







RSVP BY TRIBE	Cowlitz	Jamestown S'Klallam	Lower Elwha Klallam	Lummi	Muckleshoot	Navajo	Nisqually	Port Gamble S'Klallam	Skokomish	Snoqualmie 	Spokane 	Squaxin Island	Swinomish	Upper Skagit 	Yakama	1	1	4	3	1	1	3	1	4	1	2	2	3	1	2	

Gathering 2

Goal: to learn about justice-related Evidence-Based Practices shown to reduce recidivism



Goal: to learn about tribal experience and concerns with EBPs



Goal: to engage Washington tribal communities in strategies to improve EBPs and access to them









Functional Family Therapy

Begins with the family first in order to assist families not only to solve current problems but also to build new strategies, skills and confidence for resolving future issues.



Youth 10-18 who:

Have behavioral problems

Exhibit antisocial, criminal, or violent behavior

Have significant family problems

Suffer from alcohol or substance abuse issues



FFT is a short term intervention:

8-12  FFT sessions

Lasting 3-4 months 

Sessions often occur in the family home

















Functional Family Therapy





Working with family aligns with tribal culture





Adaptable because it is strengths-based and individualized





Good for non-centralized tribes





Home-based therapy helps with no shows





Common themes





Other Comments





Pros





Cons





Difficult to identify a provider with both credibility and credentials. 





Timeframes for therapy may conflict with seasonal employment





Maintaining large enough caseloads





















































MultiSystemic Therapy



4-6 months

MST therapists meet with the youth and family sometimes several times a week, on weekends and evenings.

Sessions may be as short a 15 minutes or as long as 75 minutes.

Parents co-author goals with the therapist





Other Comments

Common themes

Multisystemic Therapy

Pros

Aligning with parent  aligns with tribal culture

MST more direct about health and safety concerns

Good for non-centralized tribes

Home-based therapy helps with no shows

Cons

Difficult to identify a provider with both credibility and credentials. 

Timeframes for therapy may conflict with seasonal employment

Maintaining large enough caseloads







Anger Replacement Training

             External

Triggers

                    Internal

     Cues

  Anger Reducers

    Reminders

            Thinking Ahead – If . . . then . . .

            Social Skill

                   Self Evaluation

                                     Self Coaching

                                         Self Rewarding



















Group-Based

8 to 10 Weeks







Other Comments

Common themes

Aggression Replacement Training

Pros

Reduces blame on youth, builds on good behavior

Likely to be enjoyed by youth

Appeals to all learning styles

Cons

Youth may reluctant to share personal information if group leader is a tribal member, but may have difficulty trusting a non-native counselor







Other Comments

Common themes

Coordination of Services

Pros

Useful to have a diversion program

 

Has previously been used to support canoe journey

Easiest to implement

Cons

Numbers not high enough to justify 2 Saturdays

May not be enough services to present

 Reluctance to access nontribal services







Family Integrated Transitions



Families with High Risk Co-occurring Disorders Youth





Provides intervention mix of MST, Dialectical Behavior Therapy, and Motivational Enhancement Therapy

4-6 months, as youth transition from secure care or detention centers









Other Comments

Common themes

Family Integrated Transitions

Pros

Strong focus on family and respecting culture

Coaches are there to help, not judge

Good for non-centralized tribes

Home-based therapy helps with no shows

Cons

Cost

Ability to be available 24/7







What strategies would be helpful to implement an EBP in a tribal setting?









Develop partnership (consortiums) among tribes to pay for services and provide enough clientele





Develop written guidelines for implementation, resource materials





Funding is an issue: creative ways to bill for services





Provide community trainings during cultural events





Need to engage entire tribe for the community to understand the program



























What are the potential benefits and drawbacks of implementing one EBP across many tribes?









Implementing a statewide EBP would cost less, but tribes would need to have the ability to adapt on a local level





Statewide implementation could result in a learning community to reduce duplication of effort





Each tribe is different, so for one program there may be common and unique adaptations



















Fidelity and Flexibility

EXAMPLE: Honoring Children Series – available through SAMHSA/Indian County Child Trauma Center/National Child Traumatic Stress Network

Making Relatives: Parent-Child Interaction Therapy adaptation

Mending the Circle: Trauma-Focused CBT adaptation

Respectful Ways: Treatment for Children with Sexual Behavior Problems adaptation

Honoring the Future: Suicide prevention adaptation







PBHJP - Cultural Enhancement Model



Phase 1: Identify Community Advisory Team and Agree on a Work Plan

Phase 2: Information Gathering

Phase 3: Development of Enhancements

Phase 4: Implementation of Enhancements

Phase 5: Evaluation







Next Steps

Continue discussions with Gathering 2 participants about strategies implement EBPs and culturally-adapting for tribal communities



Develop a feasibility model to present to Gathering 2 participants



Identify funding opportunities
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CULTURAL VALUES

TREATMENT





CULTURAL VALUES

TREATMENT



RESEARCH EVIDENCE





Bringing evidence and practice together

Use youth strengths as  a lever for change

Identify clear goals in partnership with the youth and family.

Build academic and vocational skills

Clinicians are responsible for overcoming barriers, families are not labeled as “resistant.” 
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Strengths-based

Relational

Family is a partner in change

Build conflict resolution skills

Use role play and performance feedback to learn how to handle stressful/threatening situations

Build empathy and perspective taking. 



Person-centered, relational

Evoke the individual’s own desire to change through communication





“We  encourage clinicians to provide state-of-the-art, evidence-based care to our ethnic minority populations.” Miranda et al., 2005





Most all exemplarly EBPs are theoretically grounded – they have some basis for explaining how activities in the treatment would result in change based on social learning theory, family systems processes, active learning strategies. 
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Engagement

Process/context and service delivery variables are more important for the successful delivery of psychosocial interventions than are necessary for the successful delivery of pharmacological interventions.  Engagement is a critical issue.  

Whaley & Davis, 2007
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Cultural Enhancement Model (CEM)

Built upon the premise that challenges in dissemination can be viewed as failures of engagement, both at the community and client-level. 

The CEM is a community-driven process that focuses on identifying local needs and developing a data-driven EBP enhancement. 

Designed to be feasible for agencies, social service divisions, etc. to implement.  
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Two examples

Trauma-Focused Cognitive Behavior Therapy Enhancement for the Skokomish Tribe

Implemented as part of a community model (Partnerships for Success) to select a practice to meet a specific need

Family Integrated Transitions Enhancement for Latino families

Implemented as part of an effort to generalize the FIT program for all Latino (less-acculturated) families

29





Enhancement Process

Community Engagement  AND Client Engagement

Gather Stakeholders

Needs Assessment

Develop Plan

Implement

Evaluate and Sustain

30





Gather Stakeholders
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Abstract Implementation of Evidence-Based Practices
(EBP) within American Indian and Alaskan Natives com-
munities is currently an area of debate and contention.
There is considerable concern about expanding EBP policy
mandates to AI/AN communities as these mandates, either
through funding restrictions or other de facto policies,
recall past histories of clinical colonization and exploita-
tion by the state and federal government. As a response,
work is being done to evaluate indigenous programs and
examine strategies for culturally-sensitive implementation.
While the literature reflects the perspectives of AI/AN
populations on EBP generally, no one has yet reported the
perspectives of AI/AN communities on how to feasibly
achieve widespread EBP implementation. We report the
findings of a statewide Tribal Gathering focused on
behavioral health interventions for youth. The Gathering
participants included AI/AN individuals as well as staff
working with AI/AN populations in tribal communities.
Participants identified strengths and weaknesses of the five
legislatively fundable programs for youth delinquency in
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Washington State and discussed strategies likely to be
effective in promoting increased uptake within tribes.
Analysis of these discussions resulted in many useful
insights in program-specific and community-driven strate-
gies for implementation. In addition, two major themes
emerged regarding widespread uptake: the importance of a
multi-phase engagement strategy and adopting a consor-
tium/learning community model for implementation. The
findings from this Gathering offer important lessons that
can inform current work regarding strategies to achieve a
balance of program fidelity and cultural-alignment.
Attending to engagement practices at the governance,
community and individual level are likely to be key com-
ponents of tribal-focused implementation. Further, efforts
to embed implementation within a consortium or learning
community hold considerable promise as a strategy for
sustainability.

Keywords American Indian - Evidence-based
practice - Implementation - Mental health - Juvenile
justice

Introduction

American Indian/Alaskan Native (AI/AN) youth often face
challenges that can negatively impact emotional-behavioral
health and delinquency (Barlow et al. 2012; SAMHSA
2010; Gilman et al. 2008). AI/AN members are exposed to
violent victimization at twice the rate of the general US
population (Perry 2004) and experience disproportionate
poverty (Maccartney et al. 2013), substance abuse (Beals
et al. 2005; Novins et al. 2012; Spicer et al. 2003; SAM-
HSA 2010) and child abuse/neglect (Fox 2003). These
challenges have their roots in historical oppression and
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cultural trauma due to cultural and physical separation
from lands and tradition, the forced separation of families
during the mandatory boarding school era, and the after-
math of this forced uprooting on family instability and
poverty (Lucero 2011; Mmari et al. 2010; Sarche et al.
2011).

AI/AN youth are also less likely to access effective
services due to a lack of availability, disparities in
effective engagement (Novins et al. 2000; Novins et al.
2012; Sarche et al. 2011), and challenges with the
implementation of evidence-based practices (EBP) (Big-
Foot 2011b; Larios et al. 2011). The lack of available
services is in part due to funding challenges. Recent
funding policy shifts through the Indian Self-Determi-
nation and Education Assistance Act (Public Law
93-638) allow tribes greater flexibility to develop local
treatment infrastructure; however, funding has consis-
tently declined for human services within AI/AN com-
munities for over two decades. AI/AN communities
currently receiving federal support for services are only
receiving one-half of the federal benefit available
through Medicaid (National Indian Health Board 2004).
Consequently, funding social services, let alone more
expensive evidence-based packages, is a significant
challenge.

Implementing EBP within tribal communities can also
be complicated by state government EBP mandates which
are perceived as incompatible with tribal values. A qual-
itative study of the impact of state behavioral healthcare
reform on Native American communities in New Mexico
found that a substantial number of Native American pro-
viders were concerned that many evidence-based pro-
grams did not have subgroup analyses demonstrating
effectiveness in tribal communities. Some providers
reported that they were unlikely to implement EBPs even
if mandated by the state and referred to a potential man-
date as “clinical colonization” (Willging et al. 2012). A
separate qualitative study conducted with substance abuse
providers in California found that some providers were
actively adapting existing EBP but that distrust of the
government and researchers driven by past exploitations
continues to be a significant issue for implementation
(Larios et al. 2011). This is further complicated by the
legal obligation of the United State to provide quality
healthcare to tribal nations (“The Snyder Act” 1921;
Willging et al. 2012), which is increasingly being defined
for physical and behavioral health as programming with
empirical evidence of effectiveness (APA Presidential
Task Force 2006; Miranda et al. 2005; Torpy 2006). This
emphasis on evidence-based practice often competes with
issues of tribal sovereignty and the rights of tribes to
govern their own healthcare (Novins et al. 2012; Walker
and Bigelow 2011).
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Evidence-Based Practice Implementation

The issue of evidence is being addressed within tribal
nations in a number of ways ranging from practice-based
evidence (Echo-Hawk 2011; Gone and Calf Looking
2011), to culturally-sensitive engagement (Dionne et al.
2009; Duran et al. 2010; Morsette et al. 2012) and program
adaptation (BigFoot 2011b). Oregon tribal communities,
for example, responded to a state mandate around evi-
dence-based programming (Oregon Revised Statute 669,
enacted 2003) with a practice-based approach that advo-
cated for a tribal-based practices pathway allowing tribes to
submit traditional practices for inclusion on an evidence-
based list. The criterion for Tribal Best Practices (TBP)
includes requirements that the programs demonstrate both
cultural-based evidence and testable outcomes, but the
rigor of the evaluation design is not a criterion for inclusion
(Walker and Bigelow 2011). Efforts are also underway to
empirically evaluate traditional practices (Echo-Hawk
2011; Gone 2009). Gone and Calf Looking (2011) for
example, report on the process of developing a one day
intervention based on traditional, culturally-grounded
practices for adult substance use treatment. Research on the
effectiveness of such approaches for mental and behav-
ioral-health outcomes is forthcoming but not currently
available for scrutiny.

Implementation of “off the shelf” EBPs include cul-
turally-sensitive approaches that range from surface to
deeper-level adaptations. In a study of Incredible Years, a
group-based parenting intervention (Dionne et al. 2009),
interventionists were successful in disseminating the
program by simply discussing the overlap in values
between the intervention and tribal culture prior to
beginning sessions with families. A deeper-level adapta-
tion approach is exemplified by work at the Indian
Country Child Trauma Center (ICCTC) which is part of
the National Child Traumatic Stress Network. The IC-
CTC has designed a series of AI/AN adaptations of
evidence-based treatment model and assists tribal com-
munities across the country in the successful implemen-
tation and localization of these programs (BigFoot 2011a;
BigFoot and Funderburk 2011).

Evidence for the effectiveness of EBPs without adap-
tation is limited partly because AI/AN populations tend to
be represented in low numbers in treatment efficacy trials
and so very few studies disaggregate outcomes for this
group. However, a recent evaluation of SafeCare with Al/
AN families found that the program was successful without
adaptation (Chaffin et al. 2012) and that the consumer
ratings of the program for cultural competency, working
alliance, service quality and benefit were all high for Al/
AN populations. This provides some evidence that the
service delivery model and core treatment principles of





Adm Policy Ment Health (2015) 42:29-39

31

some EBPs may be aligned with tribal acceptability and
effectiveness (BigFoot and Funderburk 2011).

The Context in Washington State

With 29 federally recognized and 7 non-federally recog-
nized tribes with pending applications for recognition,
issues of effective healthcare delivery for tribal nations is
of considerable interest in Washington State. According to
the 2010 census, there are 103,869 AIAN individuals in the
state, an 11.3 % increase from 2000, that make up 1.8 % of
the total state population. AIAN tribes are distributed
throughout the state in both small and large rural reserva-
tions as well as in urban communities. A significant per-
centage of tribal healthcare is delivered and supported
through one of six Recognized American Indian Organi-
zations (RAIOs) in the state (N.A.T.I.V.E. Project, Seattle
Indian Health Board, American Indian Community Center,
Small Indian Tribes of Western Washington, South Puget
Sound Intertribal Planning Agency, and the United Indians
of All Tribes). RAIO’s are nonprofit intertribal agencies
that respond to the needs and directives of the individual
tribes.

Washington State also has a history of supporting and
incentivizing evidence-based practice, particularly within
the juvenile justice system. For over a decade, the Juvenile
Rehabilitation Administration (JRA), the state run juvenile
justice division, has distributed funds to tribal communities
for the implementation of EBPs for recidivism reduction as
defined under the Community Juvenile Justice Account-
ability Act (1997). While some tribes use the funds to
support off the shelf interventions such as Functional
Family Therapy (Sexton and Alexander 2000), most of the
funds are used to support locally-developed or traditional
practices under the aegis of the Coordination of Services
(CoS) program (Aos et al. 2006). CoS involves bringing
parents and youth to a weekend seminar on community
resources, but for most tribal communities this model is
significantly altered. While this resource provided needed
and useful support for local prevention-oriented practices,
it is unclear whether these programs are achieving out-
comes consistent with the CJAA legislation.

Given the existing and growing climate of support for
EBP, we became interested in how EBPs were currently
perceived by tribes in Washington State and what kinds of
policies and strategies tribal communities would recom-
mend, if any, for the potential expansion of EBP.
Accordingly, the Native American Law Center, the Divi-
sion of Public Behavioral Health and Justice Policy at the
University of Washington and the state Juvenile Rehabili-
tation Administration jointly sponsored a Tribal Gathering
on Mental Health and Juvenile Justice with support from
the Washington State Partnership Council on Juvenile

Justice (The Office of Juvenile Justice state advisory
group). A significant portion of the meeting at the Tribal
Gathering on Mental Health and Juvenile Justice was spent
in breakout groups in which Gathering participants reflec-
ted on evidence-based practice initiatives, specific pro-
grams and potential state level strategies for
implementation. These breakout responses are now guiding
the planning for the next phase of the Washington State’s
strategy for addressing evidence-based practice imple-
mentation within tribal communities.

Method
Participants

Fifty four individuals attended the Tribal Gathering,
including 30 Tribal Participants and 24 other stakeholders
and partners. Tribal participants included tribal members or
staff working within tribes from 15 of the 29 federally
recognized tribes in the state. The states participating in the
Gathering were largely from large and small rural reser-
vations. The 24 other stakeholders and partners included
staff from the Center for Children and Youth Justice, the
Fetal Alcohol and Drug Unit at the University of Wash-
ington, Juvenile Court of Jefferson County, Juvenile
Rehabilitation Administration, Institute of Translational
Health Sciences at the University of Washington, Native
American Law Center at the University of Washington, NC
Consulting LLC, Department of Psychiatry/Division of
Public Behavioral Health and Justice Policy at the Uni-
versity of Washington and the Office of the Family and
Children’s Ombudsman.

Procedures

Invitations for the Gathering were sent to either someone in
tribal leadership or the tribal mental health system for each
federally recognized tribe in the state. The invitations were
open with no limitations on number of participants or job
title; consequently, some tribes sent multiple representa-
tives (maximum was four from one tribe) and other tribes
were represented by a single individual. Many of the
Gathering participants worked directly with social services
within their tribe but other leadership or administrative
roles held by participants within the tribe are unknown.
The structure and content of the Tribal Gathering was
informed by a multidisciplinary planning team consisting
of tribal members, staff and faculty from the Department of
Psychiatry and Native American Law Center at the Uni-
versity of Washington as well as the Tribal Liaison from
the Washington State Juvenile Rehabilitation Administra-
tion, Department of Social and Health Services. The
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structure of the one day Gathering followed from the goals
outlined above which included informing participants
about EBPs relevant to at-risk and criminal behaviors in
youth as well as eliciting detailed feedback about the
perceptions of EBPs and attitudes towards various imple-
mentation strategies. Accordingly, the morning included a
broad overview of evidence-based practice definitions and
trends around cultural competency and adaptation as well
as a panel presentation on specific practices related to
juvenile delinquency and behavioral health. Discussions in
the large group during the morning presentation involved
clarifying questions regarding the presented programs and
discussion about the benefits or barriers of program
implementation was deferred until the afternoon session.

The programs presented at the gathering were those that
are eligible for state funding under the Community Juve-
nile Accountability Act (CJAA)—a state law passed in
1997 that restricts funding for court programs to those
which are shown to reduce recidivism cost-effectively
(Barnoski 1999). These programs include Functional
Family Therapy (FFT), MultiSystemic Therapy (MST),
Family Integrated Transitions (FIT), Aggression Replace-
ment Training (ART), and Coordination of Services (CoS).
FFT is a home-based intervention that uses a family sys-
tems and relational framework to identify sources of con-
flict and dysfunction in the home (Sexton and Turner
2011). The intervention is strengths-based and works from
the families’ identified goals. MultiSystemic Therapy
(Schoenwald et al. 2000) is an ecological intervention in
which a therapist identifies the various strengths and gaps
in a youth’s familial and extra-familial support system and
works collaboratively with the family to provide skills and
supports where needed, using cognitive-behavioral therapy,
behavior management training, community psychology and
systems therapy. Family Integrated Transitions is an
adaptation of MST which incorporates skills derived from
Dialectic Behavior Therapy and Motivational Interviewing
to address the needs of youth with co-occurring disorders
who are transitioning from secure or residential care or as
an alternative to detention (Trupin et al. 2011). Aggression
Replacement Training is a group-based treatment for ado-
lescents based on cognitive behavioral principles to address
sources of aggression and teach alternative social skills
(Aos et al. 2006). Coordination of Services is an inter-
vention for low-risk youth that exposes youth and families
to available community services that can assist with a range
of needs (Aos et al. 20006).

In the afternoon, participants were randomly assigned to
one of five breakout groups (7-8 individuals per group).
Gathering attendees who did not have any direct tribal
affiliation (member or employee) were assigned to a sixth
group. Responses from this group were not included in the
present analyses. Facilitators for the groups included the
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session planners and were a combination of University
faculty and Tribal members. The groups were not tape
recorded on the recommendation of the tribal members
within the planning group who expressed concern that tape
recording would be perceived as intrusive; rather, each
group was assigned a note taker who captured specific
quotes. Notes were also taken by the facilitator on poster
paper. Breakout group participants responded to four
questions posed by the facilitator: (1) Discuss the potential
benefits and drawbacks of each of the CJAA-approved
EBPs for tribal purposes; (2) What kinds of support strat-
egies might be helpful or have already been helpful in
implementing one of the above programs in tribal com-
munities; (3) Discuss the potential benefits and drawbacks
of developing an adaptation for one of the EBPs for all of
Washington State versus developing a procedure for
assisting tribes to implement an EBP of their choice; (4)
Please share any additional ideas about how tribes could be
supported to implement EBPs. Facilitators were given
instructions to present the questions as written and then
facilitate the conversation by reflecting back responses and/
or asking clarifying questions.

After consultation with the University of Washington
Institutional Review Board, it was determined that the
above activities did not constitute research and, therefore,
no IRB approval was sought or obtained. However, the
session planners adhered to ethical standards for data col-
lection and analysis. This included letting Gathering
members know prior to the breakout sessions that the intent
of the breakout groups was to collect the responses for a
report and that participation was optional. Further, the
Gathering report was sent to the Indian Policy Advisory
Council for comment and revision as well as to the Native
American Law Center for distribution to participating
tribes for feedback prior to disseminating results.

Analysis

The breakout notes from the facilitators were compared
against notes from the note takers to create a comprehensive
set of notes for each breakout group. These notes were then
analyzed and initially coded by the first author and catego-
rized into themes. The coding approach followed the philo-
sophical and technical steps of a grounded theory approach
in which hypotheses were derived from the conceptual ideas
that arose from the data/text (Glaser and Strauss 1967). This
involved coding comments within each question category
(open coding), then looking across categories for themes
(axial coding; Strauss and Corbin 1997). These themes were
sent to the planning committee (co-authors), which included
an AI/AN member, for comment and review as a check on the
first author’s interpretation of the text. After this initial
review and revision, the themes were presented to the Indian
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Policy Advisory Council (IPAC) for review and discussion
as well. Discussion at the IPAC meeting confirmed the
importance of culturally responsive strategies for introduc-
ing EBP into the community.

Results
Respect for Tradition

All five of the groups noted the importance of respecting
tradition and culture in program implementation. At the
point of selecting a program, it was emphasized that the
outcomes of the program needed to align with community
values. Following this, programs were viewed favorably
when they were perceived as strengths-based and flexible.
The cultural awareness of the therapist and flexibility in
program adherence monitoring were both called out as
important dimensions of practice for tribal implementation.
While the breakout groups emphasized the above elements
to different degrees in their discussion, all of the groups
perceived programs more favorably when there was a
perception that family tradition and culture was valued and
could be incorporated into the curriculum and implemen-
tation process. See Table 1 for a selection of responses
related to the cross-group themes.

Home-Based Services

Four out of the five groups noted advantages associated
with programs being home-based. The reported benefits
appeared to center around two major issues, including the
alignment with traditional values and advantages for
engagement. One participant reported that having a thera-
pist work out of the family’s home would appear to be less
like “therapy” and more like coaching, thus helping to
address any potential stigma about receiving services.
Other participants reflected on the conduciveness of a
home-based model to bringing other family members into
the therapy, which aligns with tribal culture. Further, the
potential reduction in “no shows” and being able to view
the family system holistically were also offered as potential
advantages to home-based therapies.

Credibility

Three out of the five groups noted the challenges of iden-
tifying therapist/providers who have the requisite creden-
tials to perform the service (e.g., training, education) as
well as credibility within the tribe. As one participant
noted, “therapists are usually non-native, so there’s often
resistance from decision-makers (council, administration,
etc.).” Having a non-native provider could also have

implications for direct services. Another breakout group
discussed that it takes time for a family to build trust, even
with therapists or service providers who are Native but
from another tribe. The concern about credibility, however,
was not restricted to providers who are not members of the
tribe. Some participants noted that having tribal members
provide services could also be challenging because people
may not trust members of their own tribe with sensitive
information: “in extended tribal families, family concerns
can implicate a lot of people.”

Time

Time emerged as a potential concern or issue in two of the
five group discussions. One of the breakout groups dis-
cussed the challenges of seasonal employment for some of
the tribes where fishing was the major source of tribal
sustainability and the resultant mobility of the youth from
nuclear to extended family homes during this time. Par-
ticipants also discussed cultural aspects in the length of
time it may take to establish rapport and identify a treat-
ment goal. Staff time needed for an intervention to run with
fidelity was another concern for MST and FIT, both which
require coaches to be available to families at anytime (24/
7). Some participants felt that this would make it difficult
to share coaches across tribes, thus reducing the attrac-
tiveness and feasibility of implementation.

Program Specific Feedback

In addition to general themes across programs, participants
noted unique aspects of each program that made the
interventions more or less attractive (Fig. 1). The home-
based programs (MST, FIT, FFT) shared similar feedback
related to the benefits of in-home visits and alignment with
cultural values as well as concerns about therapist credi-
bility and whether individual tribes would have the
capacity to maintain caseloads. ART was viewed by three
of the five groups as beneficial for engaging youth,
focusing on strengths and appealing to multiple learning
styles with some similar concerns about credibility. CoS
was viewed by all as the easiest to implement, but partic-
ipants shared concerns about referring members to non-
tribal services and whether there would be enough tribal
members to warrant two workshops in one weekend (per
CoS standard practice).

Single Adaptation Approach
In response to questions about the most viable and prom-
ising strategy for implementing EBPs across multiple tribal

communities, participants discussed the benefits and
drawbacks of a single EBP adaptation approach in which
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Table 1 Cross-breakout group discussion themes

Label #/5

groups

Definition

Example statements

Respect
for
tradition

All aspects of program implementation 5
should align with tribal values

Home-
based
Services

Services are provided in the home 4

Credibility Therapists are trusted by the community 3

Time Adjust program timing to meet scheduling 2

and engagement needs

[Programs that are] strengths-based and individualized are adaptable to
culture

Do adherence evaluators understand the community and culture?

Is the outcome of the project the outcome the client/community want or
the aim of the organization?

Is the therapist aware of cultural implications of going into a Native
family’s home?

Tribal members may be reluctant to access non tribal services

Gives a clearer picture [of the family], gets over logistics of family
getting somewhere. Especially good for non centralized tribes

More beneficial than sending parents to a class and child to a separate
class. Keeps the family united

Because of generational trauma you don’t want to take the kid out of the
home for services. Historically, kids went out and never came back.

Advantage of going into a home is avoiding “no shows”

Therapist needs community credibility and credentials. This seriously
limits the pool of people who would be appropriate

How do you get someone who is neutral enough to be an effective
therapist who is also enough a part of the community to be trusted?

People often don’t trust members of their own tribes (especially with
sensitive information)

Non-native therapist could be a barrier or beneficial

A counselor who has been involved with the community for a long time
will often be more aware of family histories

Timeframes [of EBPS] often don’t fit into Native communities due to
seasonal employment and cultural commitments.

In fishing communities, children will likely not be with families during
the season

It is going to take 3—4 h to get through a story, since it will start at the
beginning rather than starting with the present problems.

Some tribes have changed the [EBP] schedule to meet their needs

one program would be implemented across multiple tribes
versus a multiple tribe approach in which tribes would
potentially implement different EBPs. Overall, participants
thought that a multiple EBP approach with the flexibility
for individual adaptation was the most viable strategy.

In general, choosing one EBP to adapt and implement
across multiple tribes was not considered a viable option
unless significant emphasis was put on developing capacity
for tribal localization. Two groups discussed that this
approach could provide some benefits in financing and
logistics. For example, a single EBP approach could result
in economies of scale, larger numbers for research (which
could lead to more money overall) and possibly better
program development. Other participants noted that while
there could be common adaptations, there would need to be
room for changes at the individual tribal level: “You can’t
very well have a moral reasoning question [referring to
curricula from ART] about what you would do when a boat

@ Springer

is sinking with people from Yakama [tribe in semi-arid part
of Washington]. Obviously, their cultures are different.”

Tribal Consortiums

The importance of tribes working together on an imple-
mentation project was a major theme and comprised most
of the discussion in the second half of the breakout dis-
cussions. Two somewhat similar ideas arose spontaneously
from the breakouts as promising models for collaboration:
Consortiums and Learning Communities. Participants
noted that tribal consortiums already exist for other areas of
common interest like healthcare and gaming. A consortium
could address some of the barriers to implementation,
including funding, and could provide a way for tribes to
share information about successes: “Why can’t tribes
continue consortiums and not reinvent the wheel? This
could also solve the problem for smaller tribes where there
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won’t be enough members [to support a program thera-
pist].” Also, opening up eligibility criteria for programs
was mentioned as a possible strategy to encourage some
tribes to collaborate in a consortium, so that more of the
tribal youth could participate. This comment specifically
relates to the Washington State criteria under CJAA that
allows funding to be directed to youth depending on a
criminal risk score. Other mentioned benefits of a consor-
tium model included being able to share therapists across
tribes, provide more stable funding to reduce turnover and
share knowledge.

Other breakout groups suggested that learning commu-
nities could support implementation efforts across tribes. In
the breakout discussion, the term “learning community” was
used by participants to describe a process in which tribes
would communicate with each other about implementation.
Those that suggested learning communities particularly
focused on the potential benefits of enhanced communica-
tion and the sharing of information resources across tribes:
“Further communication between tribes on what each other
is doing; What’s working and what’s not would really help.”
Another participant noted that a learning community might
be superior to trying to roll out on EBP because “tribes are
unlikely to agree [on one program].”

Discussion

Tribal communities, as well as state and local governments,
are addressing EBP in various ways. While some tribes are

actively implementing EBPs, concerns about alignment
with tribal values as well as maintaining tribal sovereignty
in the face of government mandates remain a barrier to
more widespread implementation (Larios et al. 2011;
Willging et al. 2012). The current study outlines findings
from a day-long Gathering which elicited suggestions from
tribal members and tribal staff on approaches likely to be
effective in supporting EBP implementation in Washington
State. Key findings included the importance of cultural
sensitivity and adaptation at multiple levels of implemen-
tation and the potential for a consortium/learning com-
munity model to overcome logistical and perceptual
barriers to implementation.

Many factors conspire to either encourage or discourage
the uptake of EBP across multiple community types and
settings (Aarons et al. 2011, 2012; Greenhalgh et al. 2004).
In many cases, just providing funding for programs without
additional attention to cultural factors may be enough to
realize an initial expansion of services (Greenhalgh et al.
2004); however, the literature is now clearly demonstrating
that real-world implementation is not achieving the same
effect sizes as efficacy trials (Fixsen et al. 2007) and local
agencies are often performing ad hoc adaptations in order
to align services with perceived local needs (Aarons et al.
2012; Bumbarger and Campbell 2012). This finding is
leading some to focus research on alternative strategies for
supervision and fidelity while others are focused on adap-
tation or modular approaches to ease the transition into
multiple service contexts (Bernal and Rodriguez 2012;
Bernal and Scharron-del Rio 2001; Walker et al. 2011).

FFT MST

FIT

ART CoS

Common themes within program

* Therapist alignment
with the parent fits with
tribal culture

+Difficultto finda
provider with both
credibility and credentials

* Focus on family aligns
with tribal culture.

«Difficultto find a
provider with both
credibility and credentials

tradition
*Costly

* Strong focus on
respecting family and

*Reduces blame on
youth

*Useful to have a
diversion program

* Tribal population not
high enough to justify
2 workshops.

*Builds on good behavior

*Youth may be reluctant
to shareif leaderis tribal
member

*May not trust nontribal
member

*Adaptable becauseitis
strengths-based and
adaptable

Other Comments

*MST can also focus on
health and safety
concerns

*Coachesarethereto
help, notjudge

*Finding coaches willing
to be available 24/7 may
be difficult.

«Likely to be enjoyed by
youth.

* Appealstoall learning
styles.

*Easiest to implement

*Reluctance to access
nontribal services

Fig. 1 Gathering participants’ perceptions of evidence-based practices (EBP) for juvenile delinquency/behavioral health
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Exploration

Get trusted
community leaders
engaged as well as
official leadership
(council, elders).
Need to have a
strategy that fits the
local community
around adaptation
and program
integrity.

Repair poor
relationships with
school districts and

Adoption
Decision/Preparation

If a similar program
exists, then integrate
that within EBP.
Community dinner
model. Gather
community,
introduce EBP and
explain.

Be prepared to
answer “what is
different about this
program.”

Hold community

Active
Implementation

Provide
transportation and
food for kids

There may be
common adaptation
across tribes, but
there needs to be
room for localization
Criteria for services
may need to be
opened up to have
sufficient numbers.
Use multiple systems

Sustainment

Itis more important
for money to be
stable than huge.
Have dedicated
positions and staff
rather than contract
out.

A consortium would
allow tribes to
exchange resources.
There isa need to
share information
between tribes about
what is working.

law enforcement;
use EBP as a bridge.

events (cradleboard
making) at the same
time as training.

to identify kids who
need help .

Conceptualmodel takenfrom Aarons, Horwitz, & Hurlburt (2010). Advancing a conceptual model of evidence-based practice implementation in public

service sectors. Administration and Policy in Mental Health, 38(1), 4-23.

Fig. 2 Gathering participants’ suggestions for tribal EBP uptake within the conceptual model for evidence-based practices (EBP)

implementation framework

The clear message from the breakout groups in our Gath-
ering was that cultural context should be considered up
front in the implementation process, guiding even the
language and messaging of program implementation.
Given the scarcity of funding for human services in tribal
communities, it is unrealistic to hope that funding alone
will encourage widespread EBP implementation and, even
if this was a feasible option, the likelihood of drift over
time would be high.

Implementation science is increasingly demonstrating
that adaptation appears to be an inevitable part of program
implementation as either formal or ad hoc adjustments
(Aarons et al. 2012; Rhoades et al. 2012) and is likely to be
an important consideration in any attempt for state or cross-
tribal EBP implementation projects. Existing implementa-
tion models for evidence-based practice provide a helpful
framework for thinking about stages of cultural respon-
siveness and adaptation that may be needed for tribal
implementation. The sequential process of Aarons et al.
(2011) implementation model lends itself well to concep-
tualizing the stages of EBP roll out and the adjustments that
may need to occur at each stage for tribal implementation
based on the results of the present study (Fig. 2). At the
stages of exploration, adoption, implementation and sus-
tainment, key activities for tribal implementation might

@ Springer

include community engagement adaptation, and cross-tri-
bal relationships, respectively. Conceptualizing imple-
mentation as a cross-phase process contrasts with some
existing models (including Aaron’s et al.’s) that locate
adaptation within a specific phase of the process. However,
feedback from the Gathering suggests that viewing cultural
competency only within one task, typically manual adap-
tation, misses the larger context of community relevance.

Novins et al. (2012) provides a very useful summary of
the factors likely affecting EBP implementation with Al/
AN communities using Greenhaugh and colleagues’ (2004)
innovation model. They conclude that increased funding
will be helpful but not completely ameliorate the strong,
negative reaction to EBPs by tribal communities who are
looking for flexibility and guidance regarding program
adaptation. Our findings from the Gathering suggests that
specific strategies could support AI/AN communities in
expanding evidence-based practice at every level of
implementation through a consortium and learning com-
munity model.

Consortiums are already a common model of cross-tri-
bal collaboration and are used for service delivery, to
strengthen political advocacy and to share information and
resources. In the Pacific Northwest, separate tribal con-
sortiums address areas of education, healthcare, and
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emergency preparedness. Many consortiums are set up as
nonprofit agencies and are able to receive funding from
state and federal monies as well as pool resources from the
individual tribes, thus maximizing investment impact and
reach. Consortiums also typically have a board of directors
and/or advisory groups and committees that meet regularly
to set policy and share information. All of these elements
make consortiums an attractive and promising model for
evidence-based practice implementation.

Consortiums could overcome barriers to implementation
that exist at the local level including by purchasing EBP
and quality assurance teams that could service multiple
tribes. As it is not often feasible for a tribe to purchase an
entire team (typically 4-5 therapists), tribes in a consor-
tium could share funding costs as well as reap additional
benefits in implementation quality. As therapists would all
be working within tribes, they could provide each other
peer support regarding effective engagement and thera-
peutic strategies for the local population.

The consortium itself could act as a learning community
or community of practice (CoP) through which tribal
members could offer each other information and support
regarding EBP implementation. As with consortiums,
communities of practice can take many forms with varying
degree of infrastructure. They are a common format for
shared learning and, more recently, practice implementa-
tion within the health care field and have demonstrated
effectiveness in breaking down geographical barriers,
sharing information and facilitating the implementation of
new processes (Ranmuthugala et al. 2011). Research on
CoP in other disciplines demonstrate that commitment to
these learning structures is high participants when partici-
pants receive the reciprocity they expect and are also able
to help others (Cheung et al. 2013). In the context of tribal
EBPs, a Community of Practice could potentially combine
both in person meetings with an online resource bank for
sharing guides, documents and ideas.

Limitations

The participants in this study included only tribal members
and staff working within tribal human service settings in
Washington State. The views, therefore, do not represent
youth or other non-tribal affiliated state partners. Further,
because information on other roles participants may have
played within the tribe was not available, it is not clear
whether any important constituency was excluded from the
Gathering and the breakout discussions. This is important
to note as individuals at different levels of tribal leadership
and participation, from elders and administrators to con-
sumers of service, are likely to have different perspectives
on the usefulness of EBP as well as challenges in

implementation. Consequently, it is not clear whether this
study omits an important perspective in this conversation.
Also, because the breakouts followed a presentation on
EBPs, the perceptions of EBPs were undoubtedly influ-
enced by the programmatic elements highlighted in the
Gathering. Consequently, the responses may have been
different if the participants were asked these questions
prior to receiving this presentation. The views put forward
by these individuals may be specific to Washington State or
otherwise regionally influenced. As Washington State has a
tradition of supporting EBP in social services, particularly
within juvenile justice, it’s possible that the Gathering
participants were more amenable to evidence-based prac-
tice than AI/AN individuals from other parts of the country.
Finally, the method and results of the present study are not
intended be definitive around the elements needed for
successful implementation of EBP within tribal commu-
nities; rather, these results are formative and present a
perspective on the process of implementation that is not
well-represented elsewhere.

Conclusion

This paper describes a statewide Tribal Mental Health
Gathering sponsored by tribal, university and state gov-
ernment partners to bring together tribal members around
the topic of evidence-based practice implementation. The
purpose of the Gathering was twofold: to engage tribal
communities in conversation around the topic of EBP as
well as to gain insight into potential strategies for cultur-
ally-aligned implementation. All of the breakout groups
had positive things to say about each of the presented
programs to varying degrees. Programs that were home-
based and had an explicit goal to individualize treatment
were viewed most favorably. Barriers to implementation
cited by the participants were both perceptual as well as
logistic. A repeated theme was the importance of having
engagement and adaptation strategies at all phases of pro-
gram implementation. Logistical barriers included funding,
maintaining investment by reducing turnover, and seasonal
issues that could affect the continuity of treatment. Pro-
viding services through a consortium or learning commu-
nity/community of practice were identified as promising
strategies to address both logistic and perceptual barriers to
implementation.
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Wraparound with Intensive Services (WISe) 

Information Sheet



Audience: 	Juvenile Justice & Rehabilitation Administration’s Juvenile Rehabilitation (JR)



Introduction  

Juvenile Rehabilitation serves Washington State's highest-risk youth. Youth may be committed to JR custody by any county juvenile court. The juvenile courts follow prescribed sentencing guidelines to determine which youth will be committed to JRA. These youth typically have committed many lower-level offenses or have committed a serious crime. Washington’s Juvenile Justice & Rehabilitation System is a collaboration between counties and the state to create a continuum of services for youth. JJ&RA works in partnership with county governments to fund services provided to youth.  These treatment services include Evidence-Based Programs and Disposition Alternatives.



While JJ&RA’s residential population has decreased in recent years, the need for a higher level treatment service has steadily increased; currently 65% of JR youth have mental health needs. 80% of this population are diagnosed with significant mental health disorders: schizophrenia, depressive disorders,  PTSD, mood disorders, bipolar disorder, anxiety disorders, psychotic disorders, Asperger’s, Autistic Disorder, pervasive developmental disorder, cognitive disorder, adjustment disorder with depressed mood, dissociative disorder, borderline, and autistic disorders.



Overview of the T.R. et al. v. Kevin Quigley and Dorothy Teeter Lawsuit

In November 2009, a Medicaid lawsuit was filed (formerly called T.R. v. Dreyfus) against the Department of Social and Health Services and the Health Care Authority about intensive mental health services for children and youth.  The lawsuit is based on federal EPSDT (Early and Periodic Screening, Diagnosis and Treatment) laws that require states to provide mental health services and treatment to children who need them, even if the services have not been provided in the past.  After several years of negotiations, both sides agreed on a plan that they believe will put them in compliance with the laws, and most importantly, work for youth and families in Washington State.  The federal court approved this Settlement Agreement on December 19, 2013. The goal of the Settlement Agreement is to develop a system that provides intensive mental health services in home and community settings that work - for Medicaid eligible youth up to 21 years of age.



What is WISe?  

Washington State’s Wraparound with Intensive Services (WISe) is designed to provide comprehensive behavioral health services and supports to Medicaid eligible youth, up to 21 years of age, with complex behavioral health needs.   WISe is focused on the most intensive cross-system children in the State of Washington.  Providing behavioral health services and supports in home and community settings, crisis planning, and face-to-face crisis interventions are critical and required components of the program. WISe uses a wraparound approach and is strength-based, relying heavily on youth and family voice and choice through all its phases (Engagement, Assessing, Teaming, Service Planning and Implementation, Monitoring and Adjusting, and Transition).  An individualized Child and Family Team (CFT) is formed for each youth. All services and supports are outlined in the single Cross System Care Plan (CSCP) that is developed by the CFT.  The development of a CFT and use of a single care plan assists in the coordination of services across the child-serving care systems. 



How Does Someone Access WISe? 

When working with a youth that is not currently receiving Medicaid-funded mental health services but qualifies: 

· Youth are referred to a screening entity. 

· A screen is completed by a Regional Support Network (RSN)-designated provider to determine whether a youth’s needs appear to rise to the WISe level of care. They use the administration of the Washington Child and Adolescent Needs and Strengths (CANS) tool to make this initial screening determination.  This screening tool can be completed over the phone or in-person.  

· When the screening tool shows that WISe services could potentially benefit a youth, youth are referred to a WISe agency so that an intake evaluation can be completed. 

· The intake process is used by the RSNs to determine whether services are medically necessary and whether the youth meets Access to Care standards. Determining whether a youth meets medical necessity is required to provide any Medicaid mental health service to a person. Eligibility for WISe services is also determined at this time. 

· When it is determined that a youth does not meet the WISe level of care, they are referred other mental health services, as appropriate, to have their needs addressed. 



When working with a youth that is currently receiving Medicaid-funded mental health services: 

· Referral to a WISe service provider can be done through coordination with the youth’s current clinician or by making a referral to a screening entity.  



When and How Should I refer Youth for a WISe Screen?

Referrals for a WISe screen can be made at any time in counties that have implemented WISe. WISe is being rolled out across Washington over the next five years, therefore WISe may not be available yet in your part of the state. For information on where WISe is available and who to contact go to: http://www.dshs.wa.gov/bhsia/division-behavioral-heath-and-recovery/wraparound-intensive-services-wise-implementation.



If WISe is not yet available in your part of the state, and you believe a youth would benefit from mental health services, contact the Regional Support Network in your area to make referral. Contact information for the RSNs can be found here: http://www.dshs.wa.gov/bhsia/division-behavioral-heath-and-recovery/regional-support-networks-rsns-services-information.  



You should consider referring youth for a WISe screening if the youth who, primarily due to a suspected or identified mental health difficulty, is:

· In residence at a JJ&RA facility (Residential or Community Based), or receiving Parole supervision. 

· Involved in Multi-system (i.e. child welfare, juvenile justice, substance use disorder treatment)

· At risk of out-of-home placements, to places of services such as foster care, Children’s Long Term Inpatient (CLIP) or acute hospitalization.

· In Special Education and/or have a 504 Plan, with multiple school suspensions for mental health and/or behavioral issues.

· At risk based on a history of running away or disengaging from care due to mental health difficulties.



What information is needed for the referral? 

When making a referral, please have the following information available:
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· Youth’s name

· Date of birth

· Caregiver’s name and relationship

· Identify any known child-serving system involvement  (legal/justice involvement)

· Risk factors (i.e. suicide risk, danger to self or others, runaway, medication management) 

· Life domain functioning

· Number of hospital emergency room visits (any for mental health or substance abuse)

· Any psychiatric prescription medications taken (currently or in the past)

· Reported diagnoses







Getting Involved 

WISe uses a team-based approach to meeting the needs of each youth and family. Other child-serving system partners are critical for achieving successful outcomes. As a key partner, you may be invited to participate on a youth’s CFT. 
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Preliminary WISe Program Interim Services Report

February 20, 2015

The purpose of this report is to provide preliminary data on the implementation of the WISe program to:
1. Assist with communication between the partners involved in the TR Settlement.
2. Support ongoing quality improvement activities.

This report will be phased out when the quarterly reports, identified in the Quality Management Plan (QMP),
become available.

How many children/youth have been screened, are eligible, and received services through the WiSe
program?
Based on the BHAS electronic assessment data, for children and youth aged 5 — 20 years old, there were 755
screens between July 1, 2014 and January 31, 2015. Out of these 755 screens, 74% or 561 screens resulted in a
referral to the WISe program. Some children/youth have multiple CANS screens, and are represented multiple
times in the counts.

As part of the data reporting and evaluation strategy as specified in the TR QMP, data from the BHAS system
and DBHR’s ProviderOne system will be linked so we can examine screening and assessment outcomes linked

to services data. This linkage has not been done yet, but we can provide counts of the number of
children/youth who are receiving WISe services as reported in the ProviderOne system.

Based on the ProviderOne data, there are 469 children/youth who have received at least one WISe service in
the period from July 1, 2014 through January 31, 2015. There are several reasons why this count is smaller

than the number of screens that resulted in a WISe referral as reported out of the BHAS system:
BHAS screens are duplicated and do not represent an unduplicated count of children/youth.
ProviderOne data can have a reporting lag of up to 3 months.
The have been problems in submitting WISe encounter information into the system, which has
resulted in undercounts for some regions. We have been working closely with RSNs and the

ProviderOne system to resolve the issue.

1.
2.
3.

WISe Program: Reported by RSN through the ProviderOne System (U8 Modifier) As of 2/5/2015

From 7/1/2014 to 1/31/2015:

:T:N RSN Name Agency Name RUID # of Clients
413 | Greater Columbia RSN Central WA Comprehensive MH Inc 64 48
413 | Greater Columbia RSN Lutheran Social Services 87 20
413 | Greater Columbia RSN Yakima Valley Farm Workers 74 18
412 | North Sound RSN Catholic Community Services 62 69
412 | North Sound RSN Lifenet Health 53 37
419 | Optumhealth Pierce RSN Catholic Community Services - Homebuilders 70 109
424 | Southwest BH RSN Catholic Community Services 229 76
418 | Thurston / Mason RSN Catholic Community Services 10095 83

Total Unduplicated Count 469*

*small cell sizes suppression (cell size > =10) to protect confidentiality
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WISe Program: Reported by RSN monthly (U8 Modifier) As of 2/5/2015
Year | Month | RSN ID RSN Name Agency Name RUID # of Clients

2014 8 413 Greater Columbia RSN Central WA Comprehensive MH Inc 64 12
2014 9 413 Greater Columbia RSN Central WA Comprehensive MH Inc 64 21
2014 10 413 Greater Columbia RSN Central WA Comprehensive MH Inc 64 30
2014 11 413 Greater Columbia RSN Central WA Comprehensive MH Inc 64 33
2014 12 413 Greater Columbia RSN Central WA Comprehensive MH Inc 64 36
2014 8 413 Greater Columbia RSN Lutheran Social Services 87 16
2014 9 413 Greater Columbia RSN Lutheran Social Services 87 20
2014 10 413 Greater Columbia RSN Yakima Valley Farm Workers 74 13
2014 11 413 Greater Columbia RSN Yakima Valley Farm Workers 74 13
2014 12 413 Greater Columbia RSN Yakima Valley Farm Workers 74 17
2014 7 412 North Sound RSN Catholic Community Services 62 41
2014 8 412 North Sound RSN Catholic Community Services 62 43
2014 9 412 North Sound RSN Catholic Community Services 62 45
2014 10 412 North Sound RSN Catholic Community Services 62 55
2014 11 412 North Sound RSN Catholic Community Services 62 52
2014 12 412 North Sound RSN Catholic Community Services 62 53
2015 1 412 North Sound RSN Catholic Community Services 62 23
2014 7 412 North Sound RSN Lifenet Health 53 31
2014 8 412 North Sound RSN Lifenet Health 53 34
2014 9 412 North Sound RSN Lifenet Health 53 34
2014 5 419 Optumbhealth Pierce RSN Catholic Community Services - Homebuilders 70 51
2014 6 419 Optumhealth Pierce RSN Catholic Community Services - Homebuilders 70 53
2014 7 419 Optumhealth Pierce RSN Catholic Community Services - Homebuilders 70 55
2014 8 419 Optumhealth Pierce RSN Catholic Community Services - Homebuilders 70 57
2014 9 419 Optumhealth Pierce RSN Catholic Community Services - Homebuilders 70 65
2014 10 419 Optumhealth Pierce RSN Catholic Community Services - Homebuilders 70 68
2014 11 419 Optumhealth Pierce RSN Catholic Community Services - Homebuilders 70 66
2014 12 419 Optumhealth Pierce RSN Catholic Community Services - Homebuilders 70 70
2015 1 419 Optumhealth Pierce RSN Catholic Community Services - Homebuilders 70 66
2014 8 424 Southwest BH RSN Catholic Community Services 229 43
2014 9 424 Southwest BH RSN Catholic Community Services 229 41
2014 10 424 Southwest BH RSN Catholic Community Services 229 44
2014 11 424 Southwest BH RSN Catholic Community Services 229 51
2014 12 424 Southwest BH RSN Catholic Community Services 229 48
2015 1 424 Southwest BH RSN Catholic Community Services 229 42
2014 7 418 Thurston / Mason RSN Catholic Community Services 10095 41
2014 8 418 Thurston / Mason RSN Catholic Community Services 10095 53
2014 9 418 Thurston / Mason RSN Catholic Community Services 10095 63
2014 10 418 Thurston / Mason RSN Catholic Community Services 10095 68
2014 11 418 Thurston / Mason RSN Catholic Community Services 10095 67

* small cell sizes suppression (cell size > =10) to protect confidentiality

Preliminary Monthly Report

Total Unduplicated Count

480*

February 24, 2015
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BHAS Tabulations 1/31/2015

Number of CANS Screens/Assessments (includes multiple screens/assessments for some youth)
Updated 1/31/2015

s % : S s 2 g
# CANS #Full CANS  Total # Screens g 8 :3 E B} o s 8 g 3 § E ) o s 3
Screens Assessments  + Assessments r@% f\:: E 20 é . % ucr; é % (D{:’ % § E 2 . % % é %
2 & & ® 5 g § % § 2 @t 2 § ¢ ® 5 5 § % 5 2 @t
[} (U] (U] ~ =z a a %) %) — — O (U] (U] P4 = a a (%) (%) — =
PRE-FY 2015 273 230 503 0 0 0 0 84 0 60 80 0 49 0 0 0 0 0 * 0 94 135 0 0 0

FY 2015

Jul 2014 50 56 106 0 0 34 0 * 0 * * 0 * 0 0 0 * 0 12 0 24 16 0 * 0
Aug 2014 148 96 244 0 0 32 0 42 0 18 10 0 46 0 0 0 19 0 16 0 22 14 0 25 0
Sep 2014 98 103 201 0 0 32 0 17 0 21 11 0 17 0 0 0 * 0 22 0 32 24 0 ** 0
Oct 2014 150 133 283 0 0 62 0 26 0 21 27 0 14 0 0 0 19 0 39 0 33 24 0 18 0
Nov 2014 101 88 189 0 0 31 0 42 0 * 14 0 * 0 0 0 *k 0 20 0 20 20 0 * 0
Dec 2014 107 141 248 0 0 35 0 17 0 27 18 0 10 0 0 0 24 0 53 0 32 14 0 18 0
Jan 2015 107 95 202 0 0 46 0 * 0 31 16 0 * 0 0 0 22 0 19 0 26 16 0 12 0
Feb 2015 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Mar 2015 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Apr 2015 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
May 2015 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Jun 2015 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
FY 2015 TO DATE 761 712 1,473 0 0 272 0 155 0 129 101 0 104 0 0 0 115 0 181 0 189 128 0 929 0
TOTAL TO DATE 1,034 942 1,976 0 0 272 0 239 0 189 181 0 153 0 0 0 115 0 182 0 283 263 0 99 0

NOTES: As of January 31, 2015, a total of 1,034 CANS Screens and 942 Full CANS Assessments were submitted to DBHR via paper forms or the BHAS electronic data system. For screens and assessments submitted directly to DBHR, the
assessment date shown above represents the date the assessment was completed, for new clients, or the date existing clients originally entered WISe-like services (retrospective screen was part of the process of transitioning them to
WISe services). For screens and assessments completed in BHAS, the assessment date shown above represents the date that that an assessment was completed (may be prior to the date at which the assessment was entered into the
BHAS system), if available. Otherwise, the assessment date represents the most recent date the assessment was modified prior to being closed in the system. Some youth have multiple CANS screens and/or Full CANS assessments, and
are represented multiple times in the above counts. Continued work on refining the BHAS data system may yield changes to these numbers.

*Cells representing fewer than ten individuals have been suppressed to protect confidentiality.

**Secondary cell suppression (cell size >=10) to protect confidentiality.

***North Sound screens collected prior to FY 2015 were administered to a broad population of children and youth primarily for algorithm testing, not just those youth specifically referred for WISe services.

SOURCE: Washington Behavioral Health Assessment System (BHAS)
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Number of Youth with Any CANS Screens/Assessments in FY (unduplicated within FY)

Updated 1/31/2015

g c g c
h 8 £ - 2 8 g 5
. # Yout Q0 5 S © o] n ap 5 S o © n
provhuith - geans | 8§ 8 = s 7 = 2] 8 £ 3 = s 7 = ¢
CANS Screens : o = 3 S ¢ @ s o e o t 3 S g o S =
Assessments = - 9 e 2 ) Zz ] 2 9] S » 3 < 2 4] Z 5] 1 @
© QL © w0 =] £ o = ~ 2 o o 2 © 0 = £ o =] ~ 2 o
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PRE-FY 2015 252 138 0 0 0 0 72 0 60 71 0 49 0 0 0 * 0 * 0 63 74 0 0 0
FY 2015 717 449 0 0 256 0 146 0 120 92 0 103 0 0 0 75 0 99 0 110 74 0 91 0

NOTES: As of January 31, 2015, a total of 1,034 CANS Screens and 942 Full CANS Assessments were submitted to DBHR via paper forms or the BHAS electronic data system. In this table, youth with multiple screens and
assessments are unduplicated, and are counted as having at most one screen and one assessment per fiscal year. The process unduplicates screening and assessment records with matching Provider One IDs and/or
matching name/DOB/RSN within a FY. Youth with neither type of identifier available were dropped from this summary (<1% of total screen and assessment records). Continued work on refining the BHAS data system may
yield changes to these numbers.

*Cells representing fewer than ten individuals have been suppressed to protect confidentiality.

**North Sound screens collected prior to July 2014 were administered to a broad population of children and youth primarily for algorithm testing, not just those youth specifically referred for WIiSe services.

SOURCE: Washington Behavioral Health Assessment System (BHAS)
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Timeliness of CANS Screens/Initial Assessments
Updated 1/31/2015

Screen Assessment " £ c " 2 c
Timeliness:  Timeliness: Full 2 5 g - % " g 5 g = g "
complteanin 10 comeeawmnzo | & 5 O S o 5 , i = g £ 8 3 = 5 ., I =
business days of  days of screening £ 2 % . %’ é g E 5 g T 5 z % . ,2_, g g é 3 g b
FY 2015 TO DATE

TOTALN 761 479 -- - 272 -- 155 -- 129 101 -- 104 -- -- - 162 - 124 - 56 50 -- 87 --
% TIMELY 72% 43% -- - 93% - 34% - 94% 83% - 33% -- -- - 21% - 45% - 63% 70% - 51% --

FY 2015, by Quarter
Jul-Sep 2014 TOTALN 296 243 -- - 98 -- 62 - 44 26 -- 66 -- -- - 80 -- 60 -- 23 16 -- 64 --
% TIMELY 63% 49% -- - 90% - 23% - 93% 92% - 27% -- -- - 35% - 50% - 70% 88% - 50% --
Oct-Dec 2014 TOTALN 358 236 -- - 128 - 85 -- 54 59 -- 32 -- -- - 82 -- 64 -- 33 34 -- 23 --
% TIMELY 75% 36% - - 95% - 42% - 91% 76% - 47% - - - 7% - 41% - 58% 62% - 52% -
Jan-Mar 2015**  TOTALN 107 -- -- -- 46 -- * -- 31 16 -- * -- -- -- -- -- -- -- -- -- -- -- --
% TIMELY 87% - - - 96% - * - 100% 94% - * - -- -- - - - - - - - - --
Mar-Jun 2015 TOTALN -- - -- -- - -- - -- - -- - -- - -- -- -- -- - -- - -- - -
% TIMELY -- -- —~ - — - — - — - — - — - — - — - — - — - -

NOTES: Statistics on timeliness of screening and initial assessment are not available prior to FY 2015, when the BHAS electronic data system began collecting the necessary data. A CANS screen is considered timely if it occurs within 10
business days of referral. A timely Full CANS assessment is an assessment completed within 30 days of screening into WISe (a CANS screen for which the screening outcome is referral into WISe services). For screens and assessments
completed in BHAS, the date represents the date that that an assessment was completed (may be prior to the date at which the assessment was entered into the BHAS system), if available. Otherwise, the assessment date represents
the most recent date the assessment was modified prior to being closed in the system. The time period in the above table reflects the date on which screening occurred. For statistics on timeliness of initial assessment, screens
completed within 30 days prior to the update date are excluded. Some youth have multiple CANS screens, and are represented multiple times in the above table (unduplication by youth's date of screen in assessment timeliness
numbers). Continued work on refining the BHAS data system may yield changes to these numbers.

*Cells representing fewer than ten individuals have been suppressed to protect confidentiality.

**Only captures data through 1/31/2015.





CANS Screening Outcomes
Updated 1/31/2015

FY 2015 TO DATE, Age 0-4

FY 2015 TO DATE, Age 5-20
By Quarter
FY 2015 Q1: Jul-Sep 2014
FY 2015 Q2: Oct-Dec 2014
FY 2015 Q3: Jan-Mar 2015**
FY 2015 Q4: Mar-Jun 2015
By RSN
Chelan-Douglas
Grays Harbor
Greater Columbia
King
North Sound
Peninsula
Pierce
Southwest
Spokane
Thurston-Mason
Timberlands

NOTES: Statistics on screening outcomes are not available prior to FY 2015, when the BHAS electronic data system began collecting the

N TOTAL

N WiSe

561

246
235

N BRS

111

N CLIP

N Outpatient

50

11
30

N Other

32

14
12

% WISe

71%

86%
67%
60%

89%

% CLIP

0%

0%

% Outpatient

% Other

4%

5%
3%

necessary data. Algorithm results are used alongside clinical judgment to determine screening outcome. Some youth have multiple CANS

screens, and are represented multiple times in the above table. Continued work on refining the BHAS data system may yield changes to

these numbers.

*Cells representing fewer than ten individuals have been suppressed to protect confidentiality.

**Only captures data through 1/31/2015.

SOURCE: Washington Behavioral Health Assessment System (BHAS)
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